Carolyn Flynn, MC, LPC

http://CarolynFlynn.org
480-395-1427

NEW PATIENT PACKET
Couples Therapy or Family Therapy

Dear Couple or Family,

Please read, complete, and sign the accompanypey$to the best of your
ability. (Forms take approximately 15-20 minutesomplete.) We will go over
the documents you signed during your first sessidompletion of required
paperwork is part of the initial session.

The initial therapy session is an information gatigesession where you will
have the opportunity to discuss your current camgesnd share some brief
medical, psychiatric, and family history. We valbo discuss policies, procedures,
and counseling limitations and expectations.

Payment is due at the beginning of your appointm#&iu will receive a
receipt for payment that you may submit to yourtheasurance for
reimbursement of out-of-network counseling servimekeep for your tax records.
Mental health services may be a tax-deductible ca¢@ixpense. | look forward to
spending some time with you and your family. Thgold for completing the
necessary patient information forms.

Sincerely,

Carolyn Flynn, MC, LPC
Licensed Professional Counselor



Carolyn Flynn, MC, LPC
480-395-1427

Client
Date
CONFIDENITAL REGISTRATION FORM
Couples/Family Therapy
(please print clearly)
Client name SS# DOB Age Gender
Address City State Zip
Phone #: Home Work Cell
Email
Other

Would you like a text appointment reminder? __ NoYes Number to text

Client name SS# DOB Age Gender
Address City State Zip

Phone #: Home Work Cell

Email

Other

Would you like a text appointment reminder? ___ NoYes Number to text

Payer name SS# DOB
Address City State Zip
Phone #: Home Work Cell

Emergency contact Relationsialpent

Address City State Zip
Phone #: Home Work Cell

Primary insured SS# DOB
Insurance ID# Group#

Insurance plan

Employer Insunraeceber services phone #

Referred by:




Carolyn Flynn, MC, LPC
480-395-1427
Client Date

CONFIDENTIAL CLIENT INFORMATION

REASON FOR VISIT

AREAS OF CONCERN

___Abuse __ Acting Out ___ Addictive Behavior __ éhol __ Anger___ Anxiety _ Body Image __ BoundarieBereavement
___Career __ Children __ Chaos __ Chronic lllnes€ommunication __ Compulsions ___ Confidence _ingat Death
___Depression __ Disruptive __ Divorce __ Drug€ating Disorder __ Family __ Fear __ Financial _cuso__ Food
___Friendships __ Grief __ Hallucinations __ HealthHomicidal __ Hopelessness __ Hyperactive __ulsgpControl ___ Infidelity
___lrritable __Isolation __ Legal __ Lifestyle Loneliness __ Loss __ Medical __Mental lllness _ookl Swings __Marital
___Meaninglessness __ Neglect _ Obsessions _Ofdtibntrol __ Pain __ Panic Attacks ___ Parentsarefting ___ Psychosis
___Relationships __ Religion __ Resources __ Schodelf-Confidence __ Self-Esteem __ Sexual _efSle Social ___ Spiritual
___Stress ___ Substance Abuse ___ Suicidal __ Suppdrask Completion __ Time Management __ Trudtnhappy __ Violence
__Weight __ Work

GOALS FOR THERAPY

___Build trust __ Feel happy __ Feel peace __ bsweself-confidence ___ Increase self-esteem __tifiyleesources
__Improve academic/work function __Improve comroation ___ Improve/eliminate symptoms __ Improvatiehships
___Improve time management __ Manage anger __ Mastagss_ Reduce/cease substance use __ Statuibizk

DESIRED RESULTS OF THERAPY (How you will know you've achieved your goals)
1.

2
3.
4
Client Signature Date
Client Signature Date

Carolyn Flynn, MC, LPC



Carolyn Flynn, MC, LPC
480-395-1427
Client Date

MEDICAL RECORDS INFORMATION

Joint (Comingled) Medical Record: For Couples Therapy or Family Therapy - the medieabrd isa single
comingled record of all members participating iardpy. All information and treatment notes willfdaced in
a joint medical record and recorded in one filde Tights to the medical record belong to the gsluthat sign
the treatment consent and client registration for®@igned released forms from all adult(s) who stythe
initial consent for treatment are required to reéea couples or family therapy medical record.

PROTECTED HEALTH INFORMATION (HIPPA)

The law protects the confidentiality of your mediegord and treatment. To protect your privaghts | am
unable to converse with any outside party about yr@atment, appointment scheduling, or acknow|edige
that you are receiving counseling without your auttation. This includes spouses, parents of adhildren,
church clergy, and anyone else not authorized hy yo

Any third party payers you authorize for paymenseifvices are granted limited authorization to ymensonal
information to complete payment of services.

At this time you can choose to list individuals yweauld like me to be able to communicate with fargoses
of continuity of care by phone or email in regat@lyour treatment scheduling, status, or progrgssdading
their information to the Limited Release of Infortoa form found on the next page. You may addeonave
anyone from this list at anytime during your treatrh Authorization to release information is alwaytional
and up to your discretion, and may be revoked watiare. Any request for written treatment records,
summaries, treatment plans, etc. will require assp signed and written release form.

Your records and personal information are protebgelw and will never be shared with any entitjess
authorized by you. All records will be approprigitstored and destroyed in accordance with Arizena’
guidelines for medical records.

| understand my rights of protected health infoiorat

Client signature Date

Client signature Date

Carolyn Flynn, MC, LPC



Carolyn Flynn, MC, LPC
480-395-1427
Client Date

LIMITED RELEASE OF INFORMATION

| authorize Carolyn Flynn, MC, LPC, to communicafiéh the individuals listed below as needed for the
purpose of continuity of care; by phone or emailagards to my treatment scheduling, status, angress. |
understand any request for written treatment re;@admmaries, treatment plans, etc. will requise@arate
release form.

Date
Client Signature
Client Signature
Primary Care Physician
Address City State Zip
Phone number FAX #
Psychiatrist or Psychiatric Nurse Practitioner
Address City State Zip

Phone number

FAX #

Name & title relationship to client

Address City State Zip
Phone numbers/fax/email

Name & title relationship to client

Address City State Zip

Phone numbers/fax/email

Carolyn Flynn, MC, LPC



Carolyn Flynn, MC, LPC
480-395-1427
Client Date

LIMITS OF CONFIDENTIALITY

As a therapist | am required to disclose confidgmtiformation if any of the following conditionxist:

* Any reported or suspected neglect or abuse toremjclderly, or others who may not be able tontkfe
or speak up for themselves. For minors: any ctiwepast childhood abuse that has not previously
been reported to CPS.

* Any threat to harm oneself or another person(s).

» Release of information to other professionals divilluals as authorized by the client or
parent/guardian. Release of clinical informatiommoinsurance provider, treatment facility, or othe
professionals for pre-authorization of requestedises and treatment. Release of clinical infororat
to other professionals for the purpose of treatnaensultation or continuity of care (includes enegrcy
covering provider, billing services, or collectiomgency if used).

* The client dies and communication regarding thentls state of mental health is important to deede
issue concerning a deed, conveyance, will or otliging executed by that client.

» Court cases: when subpoena by the court; whenlidrg wishes to use their therapy to support atcour
case (i.e. custody suit or suit for mental/emotial@@mages); the client files suit against theiraipést
for breach of duty or the therapist files suit agatheir client.

* MINORS: Parents have the right to be informed of activities or behaviors that may be deemed as
dangerous or age inappropriate, including, butimoted to, drug and alcohol use, sexual activigng
membership, and threats to harm self or others.

» COUPLES, FAMILY, OR GROUP THERAPY: the therapishoat guarantee that the members of any

group will uphold confidentiality, though all groupembers are requested and encouraged to maintain
confidentiality.

| have read and understand the limits of confiddityias stated above.

Client signature Date

Client signature Date

Carolyn Flynn, MC, LPC



Carolyn Flynn, MC, LPC
480-395-1427
Client Date

TREATMENT CONTRACT

| understand that counseling is a team effort &gdires my commitment, trust, and willingness tpegiment with new
ideas and behaviors to achieve my desired goals.

| understand that as a client, | am responsiblédfemtifying concerns and problem areas, discugsatgntial solutions,
setting goals, and completing agreed upon homeexekcises.

| understand that regular attendance will prodheemaximum possible benefits. | also understandsacept that
because of factors beyond our control the benafitsdesired outcomes cannot be guaranteed.

| understand that | am free to discontinue treatraeany time for any reason, and will notify metapist if | wish to
discontinue services. | also understand that resagiist may refer me to another provider or treatpeogram if needed
for continuity of care.

| understand that | am financially responsiblerfortreatment and agree to pay the current billatg at the beginning of
each session or prior to my appointment. | undacsthat | will receive a receipt for services paidnderstand that if |
want to use my insurance out-of-network benefiteereimbursed by my church it is up to me to stiline receipt and
follow-up with any reimbursement.

I understand that | am expected to attend schedydpdintments on time, and will not receive adddictime or financial
discount if | am late. If | must cancel an appwiant | agree to give 24-hour prior notificationiyone or text at 480-395-
1427. 1 understand | will receive a confirmatienttor phone call once the therapist has receivechassage. |
understand that it is up to me to make sure myaghisris notified in a timely manner. If | fail tove 24-hour prior
notification, or miss a session, | agree to paya fge.

| understand that counseling appointments may lerfa in-office, or by phone or Skype. | undenstd may change my
in-office visit to a phone appointment if neededdonvenience, or emergencies that may arise iedsdimg including, but
not limited to, transportation problems, work c@tf, illness, babysitter cancellations, and amgptinforeseen events
that may prohibit me coming to the office. | uretand that my therapist will do her best to accoatet® my emergency,
but cannot guarantee a same-day appointment charggee to pay the $75 fee if | am unable to nmakeappointment.

| agree to pay an additional $25 service fee fgrraturned checks. | agree to pay for repairsijodamage myself or my
child incurs on office property. | understand dglient accounts will go to collections and be reggbon my credit report.

| understand voicemail and text messaging at 4834327 is available for my use at all times for aggson.

I have been informed and understand the limitsoofidentiality, that by law, the therapist mustegpo appropriate
authorities any suspected child abuse or serioeathof harm to myself or another person.

I have read and understand the above statemedt$agnee to participate fully and voluntarily aslignt in psychological

treatment services. | authorize Carolyn Flynn, MBC, to provide psychological treatment servicesyself, or my
child.

Client signature Date

Client signature Date

Carolyn Flynn, MC, LPC



CLIENT COPY Carolyn Flynn, MC, LPC

LIMITS OF CONFIDENTIALITY
As a therapist | am required to disclose configgntiformation if any of the following conditionist:

Any reported or suspected neglect or abuse toremjcelderly, or others who may not be able tomfgfer speak up for themselves. For minors: any
current or past childhood abuse that has not pusigdoeen reported to CPS.

Any threat to harm oneself or another person(s).

Release of information to other professionals diviiduals as authorized by the client or parent/diza. Release of clinical information to an
insurance provider, treatment facility, or othenfpssionals for pre-authorization of requestedisesvand treatment. Release of clinical
information to other professionals for the purpoS&eatment consultation or continuity of carec{udes emergency covering provider, billing
services, or collections agency if used).

The client dies and communication regarding thentls state of mental health is important to deaidéssue concerning a deed, conveyance, will or
other writing executed by that client.

Court cases: when subpoena by the court; whenitrg wishes to use their therapy to support atcoase (i.e. custody suit or suit for
mental/emotional damages); the client files sudtiagt their therapist for breach of duty or thedipést files suit against their client.

MINORS: Parents have the right to be informed of activities or behaviors that may be deemed age&lanis or age inappropriate, including, but
not limited to, drug and alcohol use, sexual agtj\gang membership, and threats to harm selftwaret

COUPLES, FAMILY, OR GROUP THERAPY: the therapishoat guarantee that the members of any group wilbld confidentiality, though all
group members are requested and encouraged tcamatonfidentiality.

TREATMENT CONTRACT
| understand that counseling is a team effort @&ggiires my commitment, trust, and willingness tpezkment with new ideas and behaviors to
achieve my desired goals.

| understand that as a client, | am responsiblédfemtifying concerns and problem areas, discugsaigntial solutions, setting goals, and
completing agreed upon homework exercises.

I understand that regular attendance will prodaeemiaximum possible benefits. | also understamidaanept that because of factors beyond our
control the benefits and desired outcomes canngtiaeanteed.

| understand that | am free to discontinue treatraéany time for any reason, and will notify methpist if | wish to discontinue services. | also
understand that my therapist may refer me to angtfevider or treatment program if needed for conity of care.

I understand that | am financially responsiblerfor treatment and agree to pay the current billatg at the beginning of each session or prior to my
appointment. | understand that | will receive eeipt for services paid. | understand that if | @nuse my insurance out-of-network benefits or be
reimbursed by my church it is up to me to subnstriceipt and follow-up with any reimbursement.

| understand that | am expected to attend schedydpdintments on time, and will not receive addisiictime or financial discount if | am late. If |
must cancel an appointment | agree to give 24-pdor notification by phone or text at 480-395-14327understand | will receive a confirmation
text or phone call once the therapist has recaimgdhessage. | understand that it is up to me teersare my therapist is notified in a timely
manner. If | fail to give 24-hour prior notificat, or miss a session, | agree to pay a $75 fee.

| understand that counseling appointments may laerfar in-office, or by phone or Skype. | undenstd may change my in-office visit to a phone
appointment if needed for convenience, or emergsrtbiat may arise in scheduling including, butlimoited to, transportation problems, work
conflicts, illness, babysitter cancellations, ang ather unforeseen events that may prohibit meimgno the office. | understand that my therapist
will do her best to accommodate my emergency, dnhaot guarantee a same-day appointment changged to pay the $75 fee if | am unable to
make my appointment.

| agree to pay an additional $25 service fee fgrraturned checks. | agree to pay for repairsyodamage myself or my child incurs on office
property. | understand delinquent accounts wilt@aollections and be reported on my credit report

| understand voicemail at 480-395-1427 is availdtteny use at all times for any reason.

| have been informed and understand the limitsafidentiality, that by law, the therapist mustagpto appropriate authorities any suspected child
abuse or serious threats of harm to myself or amgthrson.

I have read and understand the above statemeudt$agnee to participate fully and voluntarily asli@nt in psychological treatment services. |
authorize Carolyn Flynn, MC, LPC, to provide psyidgical treatment services to myself, or my child.



