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Intake information:
(Individual #1) Last Name ________________________   First Name  _________________Middle ________      
(CLIENT TO BE LISTED ON THE BILL)                                  

__________________________________________________________________
Home phone number                          cell number                            work number
_______________________     _____________________________________________________________

DOB                                           Social Security Number

E-mail_________________________________________________________________________________
_______________________________________________________________________________________
         Home Address                                                        City                           State            Zip    xxxxx-xxx

______________________________________             _______________________________________

Job Title






Employer

(Individual #2) Last Name _______________________ First Name ___________________Middle______
 ______________________________________________________________________________________   

Home phone number                      cell number                        work number
_____________________         _____________________________________________________________
DOB                                           Social Security Number
E-mail: _______________________________________________________________________________
Home Address  (if different than Individual #1)               

______________________________________________________________________________________

                                                                 City                           State            Zip    xxxxx-xxxx
___________________________________________           _____________________________________

Job Title






Employer

Referred by:_____________________________________________________________ 
How did you hear about ConnectEdPAIRS?__________________________________
Insurance information: Please look for Mental Health or Behavioral Health Benefits on your insurance card.
Name of insured (RESPONSIBLE PARTY FOR PAYMENT)
 Last Name                                                       First Name                 Relationship

______________________________________________________________________

DOB                                          Social Security number

_____________                         ______________________________________________
Address ________________________________________________________________
Insurance ID number                Group number

____________________           ​​​​​​​​​​​​​​​​​​​​______________________________________________

Insured place of employment
________________________________________________________________________
Secondary Insurance

Name of insured   

 Last Name                                                       First Name                 Relationship

______________________________________________________________________

DOB                                          Social Security number

_____________                         ______________________________________________

Insurance ID number                Group number

____________________           ​​​​​​​​​​​​​​​​​​​​______________________________________________

Insured place of employment
________________________________________________________________________
Name and phone of insurance 

_________________________________________________________________________________________
Insurance Address

_________________________________________________________________________________________






City

    State

         Zip   xxxxx-xxxx
Comments:____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please send, fax, or e-mail to the address below.

Independent Provider

Stephani Cave, MA, LCPC
(217) 972-4851
Fax (217) 717-2000

www.connectedpairs.com
scave@connectedpairs.com
501 S. 4th St., Springfield, IL 62701

201 E. Morgan St., Jacksonville, IL  62650                   
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INFORMED CONSENT FOR INDIVIDUALS, COUPLES, AND FAMILIES
Thank you for choosing independent provider Stephani Cave, LCPC.  Your initial appointment will take approximately 45 – 50 minutes.  We realize that starting counseling is a major decision and you may have many questions.  This document is intended to inform you of our policies, State and Federal Laws, and your rights.  If you have other questions or concerns, please ask and we will try our best to give you all the information you need.  Treatment practices, philosophies, and plan limitations and risks will be discussed with you at your first visit.
CONFIDENTIALITY AND EMERGENCY SITUATIONS: Your verbal communication and clinical records are strictly confidential except for: a) information (diagnosis and dates of service) shared with your insurance company to process your claims, b) information you and/or your child or children report about physical, sexual, or elder abuse; then, by Illinois State Law, we are obligated to report this to the Department of Children and Family Services, c) where you sign a release of information to have specific information shared, d) if you provide information that informs me that you are in danger of harming yourself or others, e) information necessary for case supervision or consultation, f) or when required by law. If an emergency situation for which the client or his or her guardian feels immediate attention is necessary, please call the office. If no return call is received within 15 minutes, the client or guardian understands that he or she is to contact the emergency services in the community (911) for those services. Stephani Cave, LCPC will follow those emergency services with standard counseling and support to the client or the client's family.  E-mail, text messages, and social networking sites are not a guaranteed form of communication. ConnectEdPAIRS uses password protected and virus protected services for electronic communications and we will do our best to maintain confidentiality in the electronic venues.

Signature(s) ___________________________        _________________________Date:________________

FINANCIAL/INSURANCE ISSUES: As a courtesy we will bill your insurance company, HMO, responsible party, or third party payer for you if you wish.  We ask that at each session you pay your co-pay or 50% of the fee.  In the event you have not met your deductible, the full fee is due at each session until the deductible is satisfied.  If your insurance company denies payment or does not cover counseling, we request that you pay the balance due at that time.  If your balance exceeds $300.00 we will ask that you pay for services when rendered.  If payment is not received after 60 days, a $25.00 late fee will be added to your balance. In addition, all unpaid balances will be charged 2% interest per month (24% APR). In the event that an account is overdue and turned over to our collection agency, the client or responsible party will be held responsible for any collection fees. A $25 fee will be charged for returned checks.  We ask that every client authorize payment of medical benefits directly to (circle one) independent provider Stephani Cave, LCPC.  I have received a copy of my fee schedule.
Lastly, if you need to cancel or reschedule an appointment, please give 24 business hours advance notice, otherwise you will be billed a $50 fee. We sincerely appreciate your cooperation. At any time you have any questions regarding insurance, fees, balances, or payments, please feel free to ask. You may have a copy of this form if requested.

Signature(s) _________________________         ______________________________Date________________
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FEE SCHEDULE  -  EFFECTIVE May 1, 2014

Most insurance companies pay 50-80% for mental health and behavioral health benefits after the deductible is met. Please call the 800# on the back of your insurance card to inquire about your mental health or behavioral health, outpatient, in-office setting benefits.  If needed please reference the appropriate name, address, and NPI number listed at the bottom of this form.  

CPT code


90791 Initial Consultation


             
$175.00 per session

90832 Individual Counseling (30 min)


  $95.00 per session

90834 Individual Counseling
(45 min)


$120.00 per session

90837 Individual Counseling (60 min)


$140.00 per session

90846 Family or Couples (w/o client present)

$140.00 per session

90847 Family or Couples Counseling


$140.00 per session

90853 Group Therapy





  $55.00 per hour

Missed appointment





  $50.00 per session
Telephone Consultation/Correspondence


 $140.00 per hour


more than 10 minutes

Co-Pay after Deductible $_______

Deductible $__________________

Deductible not met $ ___________

Insurance will not reimburse for mediation, review of records, extensive phone consultation, or missed appointments. 

No Insurance Sliding Scale     Less than     $50,000     $50  _______

   Gross Household Income     $50,000 -     $60,000     $60 _______

                                                 $60,001 -     $70,000     $70 _______

                                                 $70,001 -     $80,000     $80 _______





 $80,001 -     $90,000     $90 _______





 $90,001 -   $100,000    $100_______

                                               $100,001 -   $110,000    $110_______




           $110,001 -   $120,000
  $120 _______




           $120,001 -   $130,000    $130 _______




           $130,001 -   $140,000    $140 _______




           $140,001 +
              Full Fee

This is merely an estimate and we cannot guarantee this is the final amount due.  Please send, fax, or e-mail this form with a copy of the front and back of your insurance card to the appropriate address below.  Thank you. \

Independent Provider

Stephani Cave, MA, LCPC
(217) 972-4851
Fax (217) 717-2000

www.connectedpairs.com
scave@connectedpairs.com
501 S. 4th St., Springfield, IL 62701

201 E. Morgan St., Jacksonville, IL  62650                   
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COORDINATION OF TREAMENT: It is important that all health care providers work together. As such, we would like your permission to communicate with your primary care physician and/or psychiatrist. Your consent is valid for one year. Please understand that you have the right to revoke this authorization, in writing, at any time by sending notice. However, a revocation is not valid to the extent that we have acted in reliance on such authorization. If you prefer to decline consent, no information will be shared. 

Participant #1____You may inform my physician(s) ____I decline to inform my physician(s)

PHYSICIAN NAME: _________________________CLINIC:__________________________
ADDRESS:____________________________________PHONE:________________________
Signature__________________________________________Date_______________________________________
Participant #2____You may inform my physician(s) ____I decline to inform my physician(s)

PHYSICIAN NAME: __________________________CLINIC:_________________________
ADDRESS: _____________________________________PHONE:_______________________
Signature__________________________________________Date________________________________________
Child____You may inform my physician(s) ____I decline to inform my physician(s)

PHYSICIAN NAME: __________________________CLINIC:_________________________
ADDRESS:____________________________________PHONE:________________________

Signature__________________________________________Date________________________________________
Parent or Guardian signature if child is under the age of twelve.​​​​​​​​​​​​​​​_________________________________________

Independent Provider

Stephani Cave, MA, LCPC
(217) 972-4851
Fax (217) 717-2000

www.connectedpairs.com
scave@connectedpairs.com
501 S. 4th St., Springfield, IL 62701

201 E. Morgan St., Jacksonville, IL  62650                   
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   THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE 
    USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. 

    PLEASE REVIEW THIS NOTICE CAREFULLY. 
Your health record contains personal information about you and your health. This information about you 
that may identify you and that relates to your past, present, or future physical or mental health or condition and related health care services is referred to as Protected Health Information ("PHI"). This Notice of Privacy Practices describes how we may use and disclose your PHI in accordance with applicable law, including the Health Insurance Portability and Accountability Act ("HIPAA"), regulations promulgated under HIPAA including the HIPAA Privacy and Security Rules, and the Social Work/Counseling Licensing Laws. It also describes your rights regarding how you may gain access to and control your PHI. 
We are required by law to maintain the privacy of PHI and to provide you with notice of our legal duties 
and privacy practices with respect to PHI. We are required to abide by the terms of this Notice of Privacy 
Practices. We reserve the right to change the terms of our Notice of Privacy Practices at any time. Any 
new Notice of Privacy Practices will be effective for all PHI that we maintain at that time. We will 
provide you with a copy of the revised Notice of Privacy Practices by posting a copy on our website, 
sending a copy to you in the mail upon request, or providing one to you at your next appointment. 

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU 

For Treatment.  Your PHI may be used and disclosed by those who are involved in your care for the 
purpose of providing, coordinating, or managing your health care treatment and related services. This 
includes consultation with clinical supervisors or other treatment team members. We may disclose PHI to 
any other consultant only with your authorization. 

For Payment. We may use and disclose PHI so that we can receive payment for the treatment services 
provided to you. This will only be done with your authorization. Examples of payment-related activities 
are: making a determination of eligibility or coverage for insurance benefits, processing claims with your 
insurance company, reviewing services provided to you to determine medical necessity, or undertaking 
utilization review activities. If it becomes necessary to use collection processes due to lack of payment 
for services, we will only disclose the minimum amount of PHI necessary for purposes of collection. 

For Health Care Operations. We may use or disclose, as needed, your PHI in order to support our 
business activities including, but not limited to, quality assessment activities, employee review 
activities, licensing, and conducting or arranging for other business activities. For example, we may 
share your PHI with third parties that perform various business activities (e.g., billing or typing 
services) provided we have a written contract with the business that requires it to safeguard the privacy 
of your PHI. For training or teaching purposes, PHI will be disclosed only with your authorization. 

Required by Law. Under the law, we must disclose your PHI to you upon your request. In addition, we 
must make disclosures to the Secretary of the Department of Health and Human Services for the purpose of investigating or determining our compliance with the requirements of the Privacy Rule. 
Without Authorization. Following is a list of the categories of uses and disclosures permitted by 
HIPAA without an authorization. Applicable law and ethical standards permit us to disclose information 
about you without your authorization only in a limited number of situations. As a social worker/counselor licensed in this state, it is our practice to adhere to more stringent privacy requirements for disclosures without an authorization. The following language addresses these categories to the extent consistent with HIPAA. 

Child Abuse or Neglect. We may disclose your PHI to a state or local agency that is authorized by law to receive reports of child abuse or neglect.
Judicial and Administrative Proceedings. We may disclose your PHI pursuant to a subpoena (with your 
written consent), court order, administrative order, or similar process. 
Deceased Patients. We may disclose PHI regarding deceased patients as mandated by state law, or to a family member or friend that was involved in your care or payment for care prior to death, based on your prior consent. A release of information regarding deceased patients may be limited to an executor or administrator of a deceased person's estate or the person identified as next-of-kin. PHI of persons that have been deceased for more than fifty (50) years is not protected under HIPAA. 
Medical Emergencies. We may use or disclose your PHI in a medical emergency situation to medical personnel only in order to prevent serious harm. Our staff will try to provide you a copy of this notice as soon as reasonably practicable after the resolution of the emergency. 
Family Involvement in Care. We may disclose information to close family members or friends directly involved in your treatment based on your consent or as necessary to prevent serious harm. 

Health Oversight. If required, we may disclose PHI to a health oversight agency for activities authorized by law, such as audits, investigations, and inspections. Oversight agencies seeking this information include government agencies and organizations that provide financial assistance to the program (such as third-party payers based on your prior consent) and peer review organizations performing utilization and quality control. 

Law Enforcement. We may disclose PHI to a law enforcement official as required by law, in compliance with a subpoena (with your written consent), court order, administrative order, or similar document, for the purpose of identifying a suspect, material witness, or missing person, in connection with the victim of a crime, in connection with a deceased person, in connection with the reporting of a crime, in an emergency, or in connection with a crime on the premises. 

Specialized Government Functions. We may review requests from U.S. military command authorities if you have served as a member of the armed forces, authorized officials for national security, intelligence reasons, and to the Department of State for medical suitability determinations, and disclose your PHI based on your written consent, mandatory disclosure laws, and the need to prevent serious harm. 

Public Health. If required, we may use or disclose your PHI for mandatory public health activities to a public health authority authorized by law to collect or receive such information for the purpose of preventing or controlling disease, injury, or disability, or if directed by a public health authority, to a government agency that is collaborating with that public health authority. 

Public Safety. We may disclose your PHI if necessary to prevent or lessen a serious and imminent threat to the health or safety of a person or the public. If information is disclosed to prevent or lessen a serious threat, it will be disclosed to a person or persons reasonably able to prevent or lessen the threat, including the target of the threat. 

Research. PHI may only be disclosed after a special approval process or with your authorization. 

Fundraising. We may send you fundraising communications at one time or another. You have the right to opt out of such fundraising communications with each solicitation you receive. 

Verbal Permission. We may also use or disclose your information to family members that are directly involved in your treatment with your verbal permission. 

With Authorization. Uses and disclosures not specifically permitted by applicable law will be made only with your written authorization, which may be revoked at any time, except to the extent that we have already made a use or disclosure based upon your authorization. The following uses and disclosures will be made only with your written authorization: (i) most uses and disclosures of psychotherapy notes which are separated from the rest of your medical record; (ii) most uses and disclosures of PHI for marketing purposes, including subsidized treatment communications; (iii) disclosures that constitute a sale of PHI; and (iv) other uses and disclosures not described in this Notice of Privacy Practices. 
YOUR RIGHTS REGARDING YOUR PHI
You have the following rights regarding PHI we maintain about you. To exercise any of these rights, 


please submit your request in writing to our Privacy Officer, Stephani Cave at ConnectEdPAIRS. 

· Right of Access to Inspect and Copy. You have the right, which may be restricted only in 
exceptional circumstances, to inspect and copy PHI that is maintained in a "designated record 
set." A designated record set contains mental health/medical and billing records and any other 
records that are used to make decisions about your care. Your right to inspect and copy PHI will 
be restricted only in those situations where there is compelling evidence that access would cause 
serious harm to you or if the information is contained in separately maintained psychotherapy 
notes. We may charge a reasonable, cost-based fee for copies. If your records are maintained 
electronically, you may also request an electronic copy of your PHI. You may also request that a 
copy of your PHI be provided to another person. 

· Right to Amend. If you feel that the PHI we have about you is incorrect or incomplete, you may 
ask us to amend the information although we are not required to agree to the amendment. If we 
deny your request for amendment, you have the right to file a statement of disagreement with us. 
We may prepare a rebuttal to your statement and will provide you with a copy. Please contact the 
Privacy Officer if you have any questions. 

· Right to an Accounting of Disclosures. You have the right to request an accounting of certain 
of the disclosures that we make of your PHI. We may charge you a reasonable fee if you request 
more than one accounting in any 12-month period. 

· Right to Request Restrictions. You have the right to request a restriction or limitation on the 
use or disclosure of your PHI for treatment, payment, or health care operations. We are not 
required to agree to your request unless the request is to restrict disclosure of PHI to a health plan 
for purposes of carrying out payment or health care operations, and the PHI pertains to a health 
care item or service that you paid for out of pocket. In that case, we are required to honor your 
request for a restriction.

· Right to Request Confidential Communication. You have the right to request that we 
communicate with you about health matters in a certain way or at a certain location. We will 
accommodate reasonable requests. We may require information regarding how payment will be

 handled or specification of an alternative address or other method of contact as a condition for 
 accommodating your request. We will not ask you for an explanation of why you are making the 
 request. 

·  Breach Notification. If there is a breach of unsecured PHI concerning you, we may be required 
 to notify you of this breach, including what happened and what you can do to protect yourself. 

·  Right to a Copy of this Notice. You have the right to a copy of this notice. 

COMPLAINTS

If you believe we have violated your privacy rights, you have the right to file a complaint in writing with 
our Privacy Officer or with the Secretary of Health and Human Services at 
200 Independence Avenue, S.W. Washington, D.C. 20201 or by calling (202) 619-0257. We will not 
retaliate against you for filing a complaint. 

The effective date of this Notice is September 2013.
Independent Provider

Stephani Cave, MA, LCPC
(217) 972-4851
Fax (217) 717-2000

www.connectedpairs.com
scave@connectedpairs.com
501 S. 4th St., Springfield, IL 62701

201 E. Morgan St., Jacksonville, IL  62650                   

Client Name: _________________________  DOB: __________________

Client Name: _________________________  DOB: ___________________
1. Notice of Privacy Practice/Receipt and Acknowledgment of Notice

I hereby acknowledge that I have received and have been given an opportunity to read a copy of ConnectEdPAIRS’ Notice of Privacy Practices. I understand that if I have any questions regarding the Notice or my privacy rights, I can contact Stephani Cave, LCPC.

2. Authorization to Contact by Telephone/Verbally in Event of Breach of PHI 

I authorize ConnectEdPAIRS to provide notice to me by telephone or verbally in the event of a breach of my protected health information (PHI) by ConnectEdPAIRS. Such conversation shall be documented by ConnectEdPAIRS. Pursuant to the Health Insurance Portability and Accountability Act of 1996 (HIPAA) Final Rule modifying the HIPAA Privacy, Security, Enforcement, and Breach Notification Rules, the verbal or telephonic notice provided to me pursuant to this authorization shall not be simply for the administrative convenience of ConnectEdPAIRS.
 3. Authorization for Contact
May we send you a copy of the monthly e-newsletter:  yes____  no   __ 
What is the best way to contact you? Home Phone        Work phone         Cell phone         Text         ​​​ Email___ 
When we call, is it okay to identify ourselves by name?  Yes____ 

If no, list your preference _______________________________________________________
In case of emergency, who should we contact?  Name:________________________________ 
Phone:_____________________________ Relationship_______________________________

_________________________________        _____________________
Signature of Patient/Client                                 Date
___________________________________        _____________________
Signature of Patient/Client                                 Date
___________________________________        _____________________
Signature of Parent, Guardian or                       Date

Personal Representative                               
If you are signing as a personal representative of an individual, please describe your legal authority to act for this individual (power of attorney, healthcare surrogate, etc.). 

________________________________________

     _________________                                                                                                  

Patient/Client Refuses to Acknowledge Receipt                              Date                          

 _______________________________________


____________
Signature of Staff Member




      Date 

Please send, fax, or e-mail this form to the appropriate address below.

Independent Provider

Stephani Cave, MA, LCPC
(217) 972-4851
Fax (217) 717-2000

www.connectedpairs.com
scave@connectedpairs.com
501 S. 4th St., Springfield, IL 62701

201 E. Morgan St., Jacksonville, IL  62650                   
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EFFECTIVE April 1, 2014: 



Attendance Policy
· No call / no show missed appointments and appointments cancelled or rescheduled with less than 24 business hours advance notice will be charged $50.00. 

· When canceling or rescheduling, you are expected to notify the office of why you are canceling or rescheduling and your intentions about future services.

· If you call 24 business hours or more in advance of your appointment to cancel or reschedule, no fee will be charged. However, such occurrences are expected to be an exception, not a rule. 
· PLEASE call if you know you will NOT be able to keep your scheduled appointment so that time can be made available for another person. We often have a waiting list.
· You are responsible for keeping track of your appointments. Reminders are a courtesy. Ideally, you would remember your appointment before the reminder is sent. Not receiving the courtesy reminder does not excuse you from paying a missed appointment fee. 
· If you are charged the $50.00 fee, it will be added to your account and payment will be due within the next billing cycle.  This fee is not covered by insurance. If not paid in 60 days, late fees will also apply.
___________________________________________                  ____________

Client Signature                       



      Date
___________________________________________                  _____________

Client Signature                       



      Date
