Vail Counseling Services, PLLC

Pennie M. Vail, MS, LPC 

2591 Dallas Parkway, Suite 300, Frisco, TX  75034 

(214) 924-8195 Office Phone


(972) 377-0003 CONFIDENTIAL FAX
                    










           (office use)
Date of Appointment: ________________ 





                # ____________         
(Please Print)

YOUR CONTACT INFORMATION: 

Name___________________________________________________Birthdate _______________ Age_________
Address (street)____________________________(city)_______________________(state)______ (zip)________
Phone numbers _____________________________________________________________________________
May I leave a message at these numbers?   Yes     No        Email​​​​​_​​​​​​​​_____________________________________
Social Security Number: ___________________________
Emergency Contact _______________________Phone ___________________ Relationship to you __________

Marital Status:    Single      Married     Separated    Divorced      Widowed 

Do you have dependent children living in your home?   Yes    No   If yes, their ages?​​​​​​​​​​​​​​_______________________
Employer_______________________________________Occupation __________________________________

Will this counseling be part of a workman’s compensation or disability claim?   Yes     No

INSURANCE AND BILLING INFORMATION: 

Form of payment:   Cash   Check   Credit Card      Primary Insurance Company: _______________________ 
INSURANCE ID #: ____________________________  Do you have any other insurance coverage? Yes  No
Policy Holder's Name: _________________________________________ Date of Birth: ____/ ____/_______   

Policy Holder’s SSN#: ____________________________________ Employer: ​​​​​​​​​​​​​​​​________________________
Patient’s relationship to insured: (circle)       Self     Spouse       Other ________________________________
Is there a secondary insurance?     Yes  No  If yes, insurance carrier’s name___________________________
CLIENT’S FINANCIAL RESPONSIBILITY:        Please read and check the appropriate box.
1. A payment is required at each session.  

2. If your insurance company denies the claim, you will be expected to pay the bill.

· I give my consent for releasing minimum necessary information to insurance carrier.

· I do not give my consent for releasing information to insurance carrier and/or PCP.

(    I will file the insurance myself and will need you to print a receipt so that I may do so.

Please sign below indicating that you understand and accept financial responsibility for counseling services provided in this office.
Signature                                                                                                                   Date                                                                                                                      

Primary Care MD: ___________________________________Phone:  __________________________________
List all current medications. _____________________________________________________________________
List all health problems: ________________________________________________________________________

List all surgeries in the last 10 years: ______________________________________________________________
                         (Use the back of the form if you run out of space)
Vail Counseling Services, PLLC
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Do you have any history of the following? (Please circle all that apply or respond “No”.)   No
physical abuse, sexual abuse, emotional abuse, health problems, legal problems, 
substance abuse, relationship problems, suicide thoughts/attempts

Have you been diagnosed or treated for any of the following? (Please circle all that apply or respond “No”.)   No

depression, anxiety/panic attack, suicidal thoughts/attempt, bipolar disorder, 

borderline personality disorder, schizophrenia, sleeping problems, eating disorders
How many hours do you sleep at night? ___________ How many meals do you eat per day? ​​​​​​​​​​​​​​​​​​​​_____________
How many caffeinated drinks do you consume per day? __________
Do you smoke?     Yes   No      If Yes, how many packs daily?​​​​​​​​​​​​​​ ________________________
How many alcoholic drinks do you have per week?___________       What kind?      Wine     Beer     Liquor
Do you now, or have you in the past, used any street drugs?   Yes    No     If Yes, what kind?
________________________________________________________________________________________
Are you in recovery from an addiction?   Yes   No   If Yes, how long? ___________________________
How many recreational hours, per week, do you use the Internet? ___________________________________

How many hours do you work per week?_____________

Do you exercise regularly?   Yes   No   If Yes, what kind? ____________________________________
Who or what is most helpful to you when you are feeling stressed?___________________________________
What do you like to do for fun? ​_______________________________________________________________
Have you been in therapy before?    Yes    No    If yes, was it a positive experience?   Yes    No   
Why did you choose to come to therapy now?___________________________________________________
________________________________________________________________________________________
What is your goal for therapy? _______________________________________________________________
*Who referred you to Vail Counseling Services? _________________________________________________
*Please initial here _________ if I have your permission to send a brief note to the doctor who referred you.
Please add any information that you think is relevant to your mental health history or to your ability to meet your therapy goals_________________________________________________________________________
________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

Pennie M. Vail, MS, LPC

Vail Counseling Service, PLLC

2591 Dallas Parkway, Suite 300

Frisco, TX  75034

(214) 924-8195

Services, Policies and Informed Consent 
Services and Treatment: 

I want you to know that I use mostly cognitive-behavioral techniques in my counseling work with clients. That means I will teach you how to change your thoughts and behaviors so that you will begin to feel better.  While we may spend time talking about how your current difficulties relate to the past, primarily I want to help you with your present challenges and keep you focused on “today”.  We will work together to find solutions that are appropriate for you.  Therapy can be a rewarding and life changing process for those willing to invest the time and effort.  I look forward to working with you and hope that together we can help you reach whatever goals you set.

Records and Confidentiality:

What you say here is confidential.  However, if you report child or elder sexual or physical abuse or have plans to harm yourself or others I am required by law to report this information to authorities and will do so. A court can also order me to testify or release my client records. It is important to remember that if you choose to utilize your insurance, I will be obligated to provide them certain information about your case including (but not necessarily limited to) a diagnosis, type and dates of service. By assigning benefits to me, you are authorizing me to provide your insurance carrier (or its intermediary) whatever information is necessary to process the claim. If you choose to utilize your insurance, it may affect your insurability. You are also authorizing the use of this signature for all insurance submissions and agreeing that this authorization will cover all mental health services rendered until you revoke such authorization and that a copy of this form may be used in lieu of the original document. 
Payment for Services:

My fee is $120 per therapy hour (50 minutes). Initial session is $150. Payment for services is due at the time the service is rendered (cash, check or credit card). There is a $35.00 service charge for all returned checks. 

If I am a provider on your insurance plan (currently only Blue Cross/Blue Shield or Cigna) you will be responsible only for the co-pay on your first visit, if your deductible has been met. If your deductible has not been met, you will be responsible for the full amount of my contracted rate until your deductible is met. If I am not a provider on your insurance plan, you will pay me the ($150 or 120) fee, and I will provide you with a statement that you may file with your insurance carrier for reimbursement.  
Cancellations:

Charges will be made for all missed or cancelled appointments if a 24 hour notice is not given. Please note that your insurance does not pay for cancelled or missed appointments. Therefore, you are responsible for half of the regular session fee ($60).

Pennie M. Vail, MS, LPC

Vail Counseling Service, PLLC

2591 Dallas Parkway, Suite 300

Frisco, TX  75034

(214) 924-8195

Counseling Services, Policies and Informed Consent 
Emergencies: 

Should you need emergency assistance after hours, you may go to the nearest hospital emergency room, call 911 or call the Suicide & Crisis Center at 214-828-1000. For non-emergencies, you may leave a message and I will return your call as quickly as I am able.
Consent for Treatment:

By signing this Services, Policies and Informed Consent, I, the undersigned   client, acknowledge that I have read, understand and agree to all the terms and information contained herein, including the Privacy Practices of this office. I have had the opportunity for clarification and to discuss anything unclear to me. 
____________________________/_________________________________/_________
Client - Print Name 


 
Client – Signature                             Date



 
_____________________________________________________________/_________ 
Therapist Signature 








     Date 
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