For Clients of:

JeaNette G. Smith, L.M.F.T.

2344 S. 3rd St.

Jacksonville Beach,  FL  32250 

(904)273-1278
email__________________________________

NAME____________________________
DATE OF BIRTH_________________________

ADDRESS  ________________________
MARITAL STATUS_______________________

___________________________________RELIGION_____________________________

HOME PHONE_______________________CEL PHONE___________________________

OCCUPATION_______________________SS#__________________________________

PLACE OF EMPLOYMENT___________________________________________________

BUSINESS ADDRESS______________________________________________________

BUSINESS TELEPHONE_________________LENGTH OF EMPLOYMENT____________

EDUCATION COMPLETED_______________ANNUAL SALARY____________________

NAMES OF CHILDREN

DATE OF BIRTH

SCHOOL ATTENDED

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list anyone else who lives with you.
_________________________________________________________________________
If there are family problems would your family or relative be willing to come to sessions?  ___yes  ___no

Have you been referred to this office?  ____yes ____no 

If yes, by whom?______________________________
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Have you or your spouse ever been involved in any kind of counseling? __yes___no

If yes, when?____________________________where?____________________________

Reasons________________________________________________________________
Have you or a family member ever been hospitalized for mental health reasons?
___yes ___no

If yes, who______________________for what condition?_______________________

Have you or anyone in your family ever been treated for chemical dependency?
___yes  ____no

If yes, who?____________________________length of treatment_____________

Place of treatment______________________ approx. dates of treatment________

Are you at the present time using any chemical substances  (drugs and/or alcohol)
___yes ___no?

If yes, please indicate what substance(s)________________________________________

If yes, please indicate amounts/frequency________________________________________

Are you under a physician’s care for any physical problems?___yes ___no

If yes, please list____________________________________________________________

Are you presently taking any medication?  ___yes  ____no

If yes, please list medications_________________________________________________

Do you have any chronic illnesses?____ yes ____ no  If yes, what?___________________
If yes, what?_______________________________________________________________

Have you ever been arrested of a crime?  ___yes  ___no  If yes, when?_______________

Outcome of situation_______________________________________________________

What are your goals in therapy ?_______________________________________________

Okay to contact Primary Care Physician?_____ yes ___no

Name of Primary Care Physician (PCP)_________________________________________

Address______________________________Phone number________________________

Person to contact in case of emergency__________________________ Relationship_________

Address______________________________Phone number(s)______________________

____________________________________
________________________________
Signature





Date

Consent For Treatment

Please read this and ask for clarification of necessary.

CONFIDENTIALITY


It is important that you understand that all identifying information about your assessment and treatment is kept confidential.  Even within the practice, information regarding your case is only shared with those professionals who will confer with our service provider, thereby enhancing the services you will receive.

Confidentiality cannot be maintained should your service provider learn that:

a) a child is being physically or sexually abused or neglected

b) you are in danger of hurting yourself or hurting someone else

In order to protect client confidentiality, the following procedures will be adhered to:

a) Written, telephone, or personal inquiries about clients will not be acknowledged.  You must sign a release of information before any information about you is given to anyone outside the practice;  even then, we may advise you to withhold information if we feel it is in your best interest.

b) All records, tapes, or other identifying materials are kept confidential except as noted above.

c)  Information will be submitted to insurance companies as needed for reimbursement.

EMERGENCIES

Mental health emergency telephone calls will be returned during working hours.  After hour calls need to be directed to Emergency Services at the Mental Health Resource Center, 642-9100

I, the undersigned, have been informed of the nature of the purpose of treatment.  No guarantee or assurance has been made to me as to the results that may be obtained from treatment.

I have read and understand the statements above.  My signature below indicates that I give my full and informed consent to receive services.

_____________________________________________________
_______________________

Client








Date

_____________________________________________________
_______________________

Client








Date

_____________________________________________________
_______________________

Witness








Date

For clients of 

JeaNette Smith, L.M.H.C., L.,M.F.T.

2344 South 3rd St

Jax  FL  32250

Signature on File and Assignment of Benefits Agreement

Kindly accept a photocopy of this authorization as if it were an original executed authorization.  My signature below acts as a signature on file.  I authorize the release of any payment and medical information necessary to process my or my family member’s claim and related claims.

Signature: 






         Date: 




I hereby authorize payment directly to JeaNette G Smith, L.M.H.C. of the insurance benefits otherwise payable to me for their professional services.  I understand that I am financially responsible to JeaNette G Smith, L.M.H.C. for all charges not covered by this agreement.

Signature: 






          Date: 





Professional Fees



Initial Therapy Consultation

$150.00 (45-50 minutes)



Initial & Regular Therapy Session



For Legal Cases



$150.00 (45-50 minutes)



Regular Therapy Session

$125.00 (45-50 minutes)



Family Therapy Session


$150.00 (45-50 minutes)



Phone Consultation with Attorney
$150.00 per hour



Record Review



$150.00 per hour

ALL therapy fees are due in advance or at the time services are rendered, unless other arrangements have been made in advance.

Please notify the office at least 24 hours in advance if you are unable to make your scheduled appointment.  Emergencies or illnesses are taken into consideration; otherwise, failure to keep an appointment as scheduled will result in the standard fee being charged.  Since we cannot bill the insurance for missed appointments, you will be responsible for the entire fee.

Signature: 






            Date: 



