
 
 

PATIENT REGISTRATION 

*Please complete regardless of insurance coverage 

 

Patient Information: 
 

Name (Last, Fi rs t): ______________________________________________ _____________ Date: _________________ 

 

Address : _________________________________________________________________________________________  
Street Ci ty State                       Zip Code 

Phone (Home): _____________________ (Work): ________ _________________ (Cel l ): __________________________ 

 

Patient Socia l  Securi ty Number: ______-_______-______ Patient Bi rth Date: _________/ __________/__________  

Emai l : __________________ _____________________ Patient Employer: ______________________________________ 

 

If Student, please indicate current school/univers ity: ________________________________________________________ 

 

How did you hear about us?:  Please be as specific as possible ___________________________________________________ 

 

 

Insurance Information: 
 
Primary Insurance: _____________________________       Secondary Insurance: ________________________________ 

 

Member ID #: ______________________________    Member ID#____________________________________ 
 
Policy #: ____________________________________     Policy #: _____________________________________ 
 
Group #: ____________________________    Group #: _____________________________________________ 
 
Policy Holder (Primary) Name: ______________________ DOB: _____-_____-____ SSN: _____-_______-_____ 

 

Policy Holder (Secondary) Name: ______________________ DOB: _____-_____-____ SSN: _____-_______-_____ 

 

Patient Relationship to Policy Holder: ____________________________________________________________ 
 
*Please complete regardless of insurance coverage 

Emergency Contact: 

Name: _____________________________________________________________________________________ 

Phone (Home): ____________________________________ (Cell): ____________________________________ 

Relationship to Patient: _______________________________________________________________________ 

 
 



 
Sha na  Ke mp -Pri ce , Couns e l i ng As s oci a te s  LLC dba  Mode rn  The ra py LLC 

78 Vi l l a ge  Po i nte  Dri ve  Powe l l , OH 43065; 3040 Ri ve rs i de  Dri ve , Ste . 120, Co l umbus , 43221,  

Ph : (614) 329-8862 / a dmi s s i ons @mode rnthe ra pyohi o .org  / www.mode rnthe ra pyohi o .com  

 

Client Information and Acknowledgment of Informed Consent to Treatment  

Al l  cl inicians at Modern Therapy are l i censed in the s tate of Ohio.  Cl inicians who are in the process  of obta ining independe nt 

l i censure receive regular supervis ion from cl inicians who are independently l i censed with Supervis ion s tatus  in the s tate of Ohio.   

Mental Health Services 

The purpose of mental  hea lth and chemica l  dependency recovery services  i s  to help you better understand your s i tuation, chang e 

your behavior, or move toward resolving your di fficul ties . Us ing our knowledge of human development a nd behavior, we wi l l  make 

observations  about s i tuations  and help you to develop new ways  to approach them.  It wi l l  be important for you to examine your 

own feel ings , thoughts  and behavior, and to try new approaches  in order for change to occur.  

The services  offered can have risks  as wel l  as  benefi ts . Treatment often involves  discussing unpleasant i ssues , and you might 

experience uncomfortable feel ings  l ike sadness , gui l t, anger, frustration, lonel iness, and helplessness. On the other hand, m ental  

hea lth and substance abuse care may often lead to better relationships, solutions to speci fic problems, and s igni ficant reductions  in 

feel ings  of dis tress . But there are no guarantees  of what you wi l l  experience.  

Supervision 

Cl inicians  who are in the process  of obta ining their independent l i censure wi l l  receive di rect and indirect supervis ion from Terry 

Southwick, LPCC-S, LICDC-CS, Tracy Short, LPCC-S, LICDC, Amy Smitke LISW -S, LICDC, or Shana Kemp-Price, LPCC-S, LICDC-CS. This  

includes  reviewing diagnoses , treatment plans , goals , progress , and concerns . If you have any questions  regarding this , pleas e speak 

to us  so we can provide clari fication.  

Appointments 

Appointments  are made by ca l l ing (614) 329-8862 . Please call to cancel or reschedule at least 24 hours in advance, or you will be 

charged $100.00 for the missed appointment unless we determine an emergency was involved.  Third party payers  wi l l  not cover or 

reimburse for missed appointments . For cl ients  who are exempt from late fee, wi l l  be discharged after 2 late cancel lations/no 

shows. Appointments  are 45-50 minutes  in length, but sess ion length may vary for cl inica l reasons.  The number of appointments  

depends  on many factors  and we wi l l  discuss this  as part of your treatment planning. Since there i s  no way a  th er a p i s t  can see 

another cl ient when they have a  late arriva l , no reductions  are provided when a  cl ient arrives  late for an appointment. Some 

insurance companies  wi l l  only pay for the actual  time during which services  are rendered. In that case you, the cl ient, wi l l  be 

bi l led for the portion of the appointment time when no services  could be rendered. In some cases , governmental  insurance or 

employee ass istance programs do not a l low bi l l ing for missed or partia lly missed appointments  and i f that i s  the case you wi l l  be 

bi l led in accordance with those programs’ rules .  You, the client, are always financially responsible for services received from 

Modern Therapy. 

Relationship 

Our relationships with cl ients  are cons idered a  profess ional and therapeutic relationship. In order to preserve this  relationship, i t i s  

imperative that we not have any other type of relationship with you.  Personal  and/or bus iness  relationships undermine the 

effectiveness  of the therapeutic relationship. Please do not attempt to “friend” us  individually on Facebook or on any other socia l 

media  s i te.  However, please feel  free to fol low our practice’s  Facebook, Twitter, or Instagram. You a lways  have the right to 

terminate services  with us  at any time and for any reason. 

http://www.moderntherapyohio.com/


 
Goals, Purposes and Techniques 

There may be a l ternative ways  to effectively treat the problems you are experiencing.  It i s  important for you to discuss any 

questions  you may have regarding the treatment we recommend and to have input into setting the goals  of your therapy.  As  

therapy progresses  these goals  may change. You and your therapis t wi l l  jointly determine how to effect the changes  you are seeking 

to make for yoursel f. You a lways  have the opportunity to seek ei ther another opinion or a  di fferent therapis t.  We wi l l  let you know i f 

we feel  that we are not a  good fi t or i f you might obta in better help elsewhere.  We a lways  reta in the right to terminate therapy with 

you in the event that we feel  you would be better served elsewhere, i f we feel  you are not complying with treatment requests , or i f 

payments  due remain unpaid. In the event that we terminate services  with you we wi l l  offer you referra ls .  

Confidentiality 

Laws  protect the privacy of a l l  communications between a  cl ient and a  therapis t. In most s i tuations  we can only release information 

about your treatment to others  i f you s ign a  wri tten authorization.  There are some s i tuations  where we are permitted or required to 

disclose information ei ther with or without your consent or authorization. For example: 

 If you are involved in a  court proceeding and a  request i s  made for information concerning your treatment, we cannot 

provide such information without your wri tten authorization or a  court order. If you are involved in or contemplating 

l i tigation, you should consult your attorney to determine whether a  court would be l ikely to order us  as  your therapis t to 

disclose information; 

 If a  government agency i s  requesting the information, we may be required to provide i t; 

 If you fi le a  compla int or lawsuit aga inst us , we may disclose relevant information about you in order to defend ourselves .  

 If you fi le a  worker’s  compensation cla im, we may be required, upon appropriate request, to provide a  copy o f your 

records , or a  report of your treatment. 

 If us ing insurance, insurance require information about your treatment.  

 

There are some s i tuations  in which we are lega l ly obl igated to take actions  that we bel ieve are necessary to attempt to prote ct 

others  from harm, and in such cases  we might have to reveal  some information about your treatment.  If such a  s i tuation arises , we 

wi l l  make every effort to ful ly discuss  i t with you before taking any action, i f we deem that to be appropriate under the 

ci rcumstances  and wi l l l imit disclosure to what i s  necessary. For instance: 

 If we have reason to bel ieve that a  chi ld, a  developmental ly or phys ica lly disabled or elderly adult i s  being neglected or 

abused, the law may require us  to report that information to the appr opriate s tate or loca l  agency; 

 If we bel ieve you present a  clear and substantia l danger of harm to yoursel f and/or others , we may be obl igated to take 

certa in protective actions . This  may include contacting fami ly members , seeking hospita l ization for you, noti fying any 

potentia l  victim(s ), and/or noti fying the pol ice. 

 

You agree that we may release information about your cla im(s ) to the Ohio Department of Insurance in connection with any 

insurance company’s  fa i lure to properly pay a  cla im in a  timely manner  as  wel l  as  to the Ohio Department of Commerce, which 

requires  certa in reporting of uncla imed funds . In those instances , only the minimal , required, information wi l l  be suppl ied.   

You agree that from time to time we may have the need to consult with our p ractice attorney regarding lega l  i s sues  involving your 

care (this  i s  an infrequent occurrence, but does  happen from time to time). Our practice attorney i s  bound by confidentia l i ty  rules  

a lso. In addition, we wi l l  reveal  only the information that we need to reveal  to receive appropriate lega l  advice in connection with 

those contacts . 

You should be aware that we may practice with other hea lth profess ionals and that we may employ adminis trative s taff.  In most 

cases , we need to share protected information with  these individuals for both cl inica l and administrative purposes , such as  typing, 

schedul ing, bi l ling, and qual ity assurance and you agree that we may do that. If we do that we wi l l  only release the information 

necessary in order for us  to provide help to you, the cl ient. Al l  of the health profess ions  wi l l be bound by the same rules  of  



 
confidentia l i ty. Al l  s taff members  understand the importance of protecting your privacy and have agreed not to release any 

information outs ide of the practice without the per miss ion of a  profess ional s taff member. 

Also, we may have a  contract with a  col lection agency. We wi l l  have a  formal  bus iness  contract with this  bus iness , in which i t 

promises  to mainta in the confidentia l i ty of this  data  except where release of certa in inf ormation is  a l lowed or i s  required by law.  

In addition, we may have a  contract with a  bi l l ing service. We wi l l  have a  formal  HIPAA BAA bus iness  associate contract with this  

bus iness/agency, in which i t promises  to mainta in the confidentia l i ty of this  data  except where release of certa in information is  

a l lowed or i s  required by law.  Please understand outstanding fees  that continue to be unpaid may be turned over to smal l  cla ims  

court or a  col lection service and you agree to a l low us  to do that.  If we do t his , we wi l l  only report information that i s  needed to 

col lect fees  due to us .  

This  summary i s  des igned to provide an overview of confidentia l ity and i ts  l imits. It i s  important that you read the Notice o f Privacy 

Practices  form that has  been provided to you for more deta i led explanations , and that you discuss with us  any questions  or concerns  

that you have. 

Informed Consent for Telehealth Services 

Defini tion of Telehealth: Telehealth involves  the use of electronic communications  to enable  Modern Therapy’s  mental  hea lth 

profess ionals  to connect with individuals  us ing interactive video and audio communications .  Telehealth includes  the practice of 

psychological hea lth care del ivery, diagnos is, consultation, treatment, referra l  to resources , education, and the  transfer of medica l  

and cl inical data.  

I  understand that I  have the rights  with respect to telehealth . The laws  that protect the confidentia l ity of my personal  information 

a lso apply to telehealth. As  such, I  understand that the information disclosed by me during the course of my sess ions  i s genera l ly 

confidentia l . However, there are both mandatory and permiss ive exceptions  to confidentia l ity, including, but not l imited to, 

reporting chi ld, elder, and dependent adult abuse; expressed threats  of violence toward an ascerta inable victim; and where I  make 

my mental  or emotional  s tate an i ssue in a  lega l  proceeding. I  a lso understand that the dissemination of any personal ly identi fiable 

images  or information from the telehealth interaction to other enti ties  sha l l not occur without my wri tten consent. I  understand that 

I  have the right to withhold or withdraw my consent to the use of telehealth during the course of my care at any time, without 

affecting my right to future care or treatment.  I  a lso understand that some cl inicians  only provide telehealth and I  may need to be 

transferred to a  cl inician who offers  in -person sess ions, i f I  chose to withdraw my consent to telehealth. 

I  understand that there are ri sks  and consequences  from telehea lth, including, but not l imited to, the poss ibi lity, despite reasonable 

efforts  on the part of the counselor, that: the transmiss ion of my personal  information could be dis rupted or dis torted by te chnica l  

fa i lures , the transmission of my personal  informati on could be interrupted by unauthorized persons , and/or the electronic s torage of 

my personal  information could be unintentional ly lost or accessed by unauthorized persons .  

I  understand that i f my counselor bel ieves  I  would be better served by another for m of intervention (e.g., face-to-face services ), I  will  

be referred to a  mental  hea lth profess ional  associated with any form of psychotherapy, and that despite my efforts  and the ef forts  

of my counselor, my condition may not improve, and in some cases  may even get worse.  

I  understand the a l ternatives  to counsel ing through telehealth as  they have been expla ined to me, and in choos ing to particip ate in 

telehealth, I  am agreeing to participate us ing video conferencing technology. I  a lso understand that at my request or at the direction 

of my counselor, I  may be directed to “face-to-face” psychotherapy.  

I  understand that I  may expect the anticipated benefi ts  such as  improved access  to care and more efficient eva luation and 

management from the use of telehealth  in my care, but that no results  can be guaranteed or assured. 



If your clinician is using a Google Voice number, please be aware these are not HIPPA compliant and should be used with discretion.

 
I  understand that my healthcare information may be shared with other individuals for schedul ing and bi l ling purposes . Others  may 

Legal Situations

If you or the cl ient (i f the cl ient i s  a  minor or a  ward of a  guardian) become involved in lega l  proceedings  that require our

a lso be present during the consultation other than my counselor in order to operate the video equipment. The above-mentioned 

people wi l l  a l l  mainta in confidentiality of the information obta ined.  

I  further understand that I  wi l l  be informed of their presence in the consultation and thus  wi l l  have the right to request t he 

fol lowing:  

 (1) omit speci fic deta i l s of my medica l  his tory that are personal ly sens itive to me,  

 (2) ask non-cl inica l personnel  to leave the telehealth room, and/or  

 (3) terminate the consultation at any time. 

I  understand that my express  consent i s  required to forward my personal ly identi fiable information to a  thi rd party.  

I  understand that I  have a  right to access  my medica l  information and copies  of my medica l  records  in accordance with the law s  

perta ining to the s tate in which I  res ide.  

By s igning this  document, I  agree that certa in s i tuations , including emergencies  and crises , are inappropriate for audio -

/video/computer-based psychotherapy services . If I  am in cris i s or in an emergency, I  should immediately ca l l  9 11 or seek help from 

a  hospita l  or cris is-oriented health care faci l ity in my immediate area.  

I  understand that di fferent s tates  have di fferent regulations  for the use of telehealth. Ohio requires  services  to be provide d to cl ients  

who are phys ica l ly in the s tate of Ohio during servic es .  

Payment for Telehealth Services :  Shana Kemp-Price, Counsel ing Associates , LLC dba Modern Therapy LLC wi l l  bi l l insurance for 

telehealth services  when these services  have been determined to be covered by an individual’s  insurance plan. In the event th at 

insurance does  not cover telehealth, the individual wi ll be required to pay out-of-pocket for services . We wi l l  provide you with a  

s tatement of service to submit to your insurance company i f you wish.  

 

 

participation you wi l l  be expected to pay for a l l  of  our profess ional time, even i f we are ca l led to testi fy by another party. We wi l l  ask 

that a  reta iner be pa id of ha l f of the expected fees  at least one week prior to providing these services , and the second hal f  of 

expected fees  and any additional  fees  th at may have been accrued be paid within one week after services  are del ivered.  Any unused 

amounts  wi l l  be refunded. Our profess ional  time for lega l  proceedings  may include preparation (document review or letter 

preparation), phone consultation with other p rofess ionals  or you, record copying fees , and travel  time to and from proceedings , 

testi fying, and time that we wait in court prior to or after we may be ca l led to testi fy).  Due to the time-consuming and often di fficul t 

nature of lega l  involvement, we char ge $375.00 per hour for these services . You wi l l  a lso be respons ible for any lega l  fees  that may 

incur in connection with the lega l  proceeding, which may include responding to subpoenas .

 

Please be advised that as  a  treating cl inician(s ), your cl inician can not ethica l ly provide any recommendation on guardianship, 

custody, vis i tation, parenting capaci ty or abi lities  or what i s  in the best interest of the chi ld(ren) i f you or your chi ld(ren) are invo lved 

in custody/divorce/guardianship proceedings .

 

Professional Records

 

The laws  and s tandards  of our profess ion require that we keep Protected Health Information about you in your cl ient fi le. You r cl ient 

fi le may include information about your reasons  for seeking therapy, a  description of the ways  in which your pro blems affect your 

l i fe, your diagnos is, the goals  for treatment, your progress  toward those goals , your medica l  and socia l history, your treatm ent 



 
his tory, results  of cl inical tests  (including raw test data), any past treatment records  that we receive from  other providers , reports  of 

any profess ional  consultations, any payment records , and copies  of any reports  that have been sent to anyone.  You may examine 

and/or receive a  copy of a l l  of your records  that we have prepared in connection with your treatment i f you request them in wri ting, 

unless  we determine for clearly s tated treatment reasons  that disclosure of the records  to you is  l ikely to have an adverse e ffect on 

you, and in that event under Ohio law we may exercise the option of turning the records  ov er to another mental  hea lth therapis t 

des ignated by you, unless  otherwise required by federa l  law. Because these are profess ional records  they can be mis interpreted 

and/or upsetting to untra ined readers , we therefore recommend that you ini tia lly review them with us  or have them forwarded to 

another mental  hea lth profess ional so you can discuss the contents . In most ci rcumstances , we are a l lowed to charge fees  set under 

Ohio and federa l  laws  for copying and sending records . These fees  may change every year, so we wi l l  let you know what the cha rge 

i s  at the time that a  records  request i s  made. If you des i r e to have the information sent to you electronica l ly, i f we mainta in the 

information in an electronic format, we wi l l  provide the information in that format i f you agree to accept the potentia l  ri sk s  involved 

in sending the information that way. 

As  your therapis t, we may a lso keep a  set of psychotherapy notes  which are for our own use and which are des igned to ass is t us  in 

providing you with the best treatment. These notes  are kept separate from the rest of your records . In order for psychotherap y 

notes  to be released to thi rd parties , you must s ign a  separate authorization in addition to one for the rest of your records . We wi l l  

discuss with you whether or not we are mainta ining psychotherapy notes  on you.  

Recording sessions 

For reasons  of confidentia l i ty, and in order to remain in compl iance with HIPPA regulations , i t i s  the pol icy of Modern Therapy that 

no sess ion, telehealth or in person are to be recorded in any form including but not l imited to; video and audio recordings . 

Furthermore, no sess ion is  to be broadcast to any audience outs ide of the cl inician and cl ient at any time for any reason.  

Violation of this  pol icy wi l l be grounds  for immediate discharge and wi l l  prohibit the cl ient from receiving services  of any kind from 

Modern Therapy or any of their affi l iates . 

Fees, Payments, and Billing 

Payment for services  i s  an important part of any profess ional relationshi p, but even more so in private practice.  This is how 

clinicians are paid for their services already rendered to you.  You are responsible for seeing that our services are paid for. 

Meeting this responsibility shows your commitment and maturity. 

Our current regular fees  are as  fol lows. You wi l l  be given advance notice i f our fees  should change. Regular therapy services  are 

$150.00 for the fi rs t diagnostic session, with subsequent 60 minute sess ions  bi lled at $120.00 and 45 minute sess ions  bi lled at 

$100.00. You wi l l  be bi l led for your sess ion the morning of your appointment (you wi l l  be bi l led on Friday for weekend 

appointments).  Your card will be charged, please ensure that your credit card information is  va l id, up -to-date, and have sufficient 

funds  to cover sess ion.   EVERYONE IS REQUIRED TO HAVE A VALID CREDIT CARD ON FILE TO RECEIVE SERVICES.  We accept most 

credit cards  and a lso Health Savings  Account payments . 

Even if you have insurance, more and more clients are choosing to self pay—to forego insurance and pay us directly out of pocket.  

The reason most choose to do this is because they want to protect their privacy and confide ntiality.  If you pay us directly, without 

insurance, we do not need to give you a diagnosis.  Your care and treatment will not be influenced or managed by an insurance  

company or other strangers.  Instead, you and your therapist will solely determine the course of your treatment and outcome of 

treatment.    

Telephone consultations: we bel ieve that telephone consultations  may be sui table or even needed at times  in our therapy. If s o, we 

wi l l  charge you the regular fee, prorated for the time needed. If we need to have long telephone conferences  with other 

profess ionals  as part of your treatment, you wi l l  be bi l led for these at the same rate as  for regular therapy services . If yo u are 

concerned about this , please be sure to discuss i t with us  in advance so we can set a  pol icy that i s  comfortable for a l l  parties  



 
involved. Please bear in mind, most insurance companies  wi l l not  cover costs  associated with telephone services  and you, the cl ient, 

wi l l  be respons ible for fees .  Of course, there i s  no charge for ca l l s  about appointments  or s imi lar bus iness i ssues . 

Reports : we wi l l  not charge you for our time spent making routine reports  to your insurance company. However, other reports  wi l l  

occur a  fee, please see paperwork and documentation requests  for fees .  

If you think you may have trouble paying your bi l l s on time, please discuss this  with us . We wi l l  a lso ra ise the matter with you so we 

can arrive at a  solution. If your unpaid ba lance reaches  $100.00, we reserve the right to not schedule additional sess ions wi th you. If 

i t then remains  unpaid, we may s top therapy with you i f we cannot agree on a  payment plan.  If therapy services  are delayed or 

discontinued, we are happy to provide referra l  resources  to you, or you can ca l l  your insurance carrier to find out i f the y have 

providers  ava i lable to treat you. Fees  that continue unpaid after this  may be turned over to smal l -claims  court or a  col lection service 

and you agree to a l low me to do that. If we choose to do that, we wi l l  report only enough information to col lect fees  due to us .  We 

may a lso charge a  late fee of $25.00 each month on balances  that remain unpaid.   

Because we are l i censed mental  hea lth therapis ts , many health insurance plans wi l l help you pay for therapy and other service s  we 

offer. Because health insurance is  wri tten by many di fferent companies , we cannot tell you what your plan covers. We can not tell 

you if we are a covered provider with your plan.  When checking insurance information, please be aware a l l  insurance information 

is  under Shana Kemp-Price, LPCC-S, LICDC-CS (owner/founder of Modern Therapy), not necessari ly under the cl inician you see for 

therapy.  Please read your plan’s  booklet under coverage for “Outpatient Psychotherapy” or under “Treatment of Mental  and 

Nervous  Conditions .” O r ca l l  your employer’s  benefi ts  office to find out what you need to know.  

If your hea lth insurance wi l l pay part of our fee, we wi l l  help you with your insurance cla im forms. However, please keep two  things  

in mind: 1 . We have no role in deciding what your  insurance covers. Your employer or you (i f you have individual 

coverage) decided which, i f any, services  wi l l  be covered and how much you have to pay. 2. You are responsible for checking 

your insurance coverage , deductibles, payment rates, copayments , and so forth. Your insurance contract i s  between 

you and your insurance company; it is not between us and the insurance company  unless  we have s igned a  separate 

agreement with that company. You are responsible for paying the fees and unpaid balances by insurances and 

agree we may charge your credit card. In rare  exceptions  where we bi l l  a  separated spouse, a  relative, or an insurance 

company and we do not receive payment on time, we wi l l  then expect this  payment from you , and you agree to pay amounts  due. In 

addition, the plan may have rules , l imits , and procedures  that we should discuss , and we may not be on one of their panels . In 

addition, insurance companies  may use certa in companies  to manage behaviora l  hea lth plans , sometimes  ca l led “carved outs”, 

which we may not be paneled.  Insurance plans  may a lso change  Clients with copays and deductibles are charged the morning of 

the appointment or on the Friday before for weekend appointments.  

We wi l l  provide information about you to your insurance company with your consent, and by s igning below you agree that we may 

do that. If we have a  contract with your insurance company, then bi l l ing wi l l be sent in accordance with the contract we have  with 

that company. If we are not contracted with that insurance company, you wi l l  be respons ible for costs  of sess ions .  You may request 

an invoice for our services  with the s tandard diagnostic and procedure codes  for bi l l ing purposes , the times  we met, our charges , 

and your payments . You ca n use this  to apply for reimbursement.  

If you choose to not have us  send information to your insurance company, you must select this  option before each sess ion and then 

pay for the sess ion in ful l . We wi l l  then not report any information to your insurance company about that sess ion. Al though 

insurance companies  say that they mainta in confidentia l ity, oftentimes  they report information to a  national  data  bank that may 

later affect your abi l i ty to obta in other types  of insurance. Even if you have insurance, more and more clients are choosing to self 

pay—to forego insurance and pay us directly out of pocket.  The reason most choose to do this is because they want to protect 

their privacy and confidentiality.  If you pay us directly, without insurance, we do not need to give you a diagnosis.  Your care and 

treatment will not be influenced or managed by an insurance company or other strangers.  Instead, you and your therapist will 

solely determine the course of your treatment and outcome of treatment .  We DO NOT accept secondary insurance. 



 
 

ADDITONALLY:  We will automatically bill clients for full service fees if they fail to coordinate benefits in a timely manner. 

Paperwork and Documentation Requests 

We do NOT complete FMLA paperwork, disability paperwork, leave of absence paperwork, and do not write 

Emotional Support Animal letters. 

 

Minors 

If you are under 18 years  of age, please be aware that the law genera l ly provides  your parents  the right to examine your trea tment 

records , unless  blocked by court order or i f we feel  that the release of your records  to your parents  might have an adverse effect on 

you, in which case under Ohio law they can name another mental  hea lth therapis t that we wi l l  have to turn them over to, unless  

otherwise required by federa l  law. Before giving parents  any information we wi l l  discuss the matter with you, i f poss ible, and do our 

best to handle any objections  you may have. Except in unusual  ci rcumstances , we l ike to make both parents  and/or guardian aware 

of and involved in the treatment. In addition, i f one parent, or guardian brings  in a  chi ld and the therapy only involves  the chi ld, 

under Ohio law s ince genera l ly both parents  have access  to the chi ld’s  records  unless that access  i s  blocked by a  court order , 

anything that ei ther parent says  in the sess ions  i s ava ilable to both parents . Legal documents need to be provided in cases where 

custody, visitation, shared parenting, guardianship  or other matters  which are covered by court documents  are involved before we 

see a  minor for treatment. Minors  14 years  of age and older should be aware that they have an option to see us  on a  l imited bas is  

without their parents ’ knowledge, except where there i s  a  compel l ing need for disclosure based on a  substantia l  probability of harm 

to the minor or to other persons , and i f the minor i s  noti fied of our intent to inform the minor’s  parent, or guardian. Only the minor 

i s  respons ible for paying for services  under this  option.   

Minors with divorced parents: we need documentation of who can sign off medically for the minor (usually can be found in 

parenting agreement).  We can not see minors without proper authorization from parents.  

Emergencies and After-Hours Care 

We are an outpatient counsel ing practice; we are not set up nor appropriate for emergencies .  If you have an emergency you should 

go directly to a  hospita l  emergency department, ca l l  911, or Netcare Access  at (614) 276 -2273. The National  Suicide Prevention  

Li fel ine number i s  988.   

Our front desk hours  of operation are normal ly 8am-4pm, with an hour break at 12pm.  We may be reached at 

admiss ion@moderntherapyohio.org or at (614) 329-8862 weekdays  during these times . We wi l l  make every effort to return 

messages  within 24 hours ; however, we may not a lways  be able to do that, especia l ly on weekends . 

In case of emergencies , your therapis t may need to recommend a  higher level  of care for you.   

Incapacity or Death of Therapist 

In the event that your therapis t i s  incapacitated or dies , i t wi l l  be necessary for another therapis t to take possess ion of y our fi le and 

records . By s igning this  form, you consent to a l low another l i censed mental  hea lth profess ional whom  we des ignate to take 

possess ion of your fi le and records , provide you with copies  upon request, or to del iver them to a  therapis t of your choice.  

Disclosing Information to Family Members, Relatives, or Close Friends  

mailto:admission@moderntherapyohio.org


 
In the event you are incapacitated, in an emergency s i tuation, or are not ava i lable, you agree to a l low us  to contact a  fami ly 

member, a  relative, a  close friend or any other person you identi fy, and disclose your personal  hea lth information that di rec tly 

relates  to that person’s  involvement in your hea lthcare. This  information wi l l  be disclosed as  necessary only i f we determine that i t i s  

your best interest based on our profess ional  judgment. 

Email, Texting, and Electronic Communications 

We do not l ike to use e-mai l , texting, or electronic communications  other than for appointments  and schedul ing. If you decide you 

want to uti l i ze any form of electronic communication, you acknowledge that there are confidentia l i ty ri sks  inherent in such 

communications  i f they are unencrypted and you agree to accept those ri sks .  



 
Acknowledgment of Informed Consent to Treatment 

I  voluntari ly agree to receive mental  hea lth assessment, care, treatment, or services  and authorize you to provide such care,  

treatment or services  as  are cons idered necessary and advisable. I  further authorize the submiss ion of information to an insurance 

company or thi rd-party payer, to obta in reimbursement unless  I  di rect otherwise. 

I  understand and agree that I  wi l l  participate in the planning of my care, treatment, or services  and th at I  may s top such care, 

treatment or services  that I  receive through you at any time. I  a lso understand that there are no guarantees  that treatment w i l l  be 

success ful . 

I  have read and understand the information provided above regarding pol icies , procedures , payments , insurances ,telehealth, etc. 

and have discussed i t with my counselor, and a l l  of my questions  have been answered to my satis faction. I  have read this  document  

careful ly and understand the ri sks  and benefi ts  related to the use of telehealth serv ices  and have had my questions  regarding the 

procedure expla ined. I  hereby give my informed consent to participate in the use of telehealth services  for treatment under t he 

terms  described herein. By my s ignature below, I  hereby s tate that I  have read, und erstood, and agree to the terms  of this  

document.  

By s igning this  Acknowledgment of Informed Consent to Treatment, I , the unders igned cl ient, acknowledge that I  have both read  

and understood a l l  the terms  and information conta ined herein and I  agree to be  bound by the provis ions in this  agreement. Ample 

opportunity has  been offered to me to ask questions  and seek clarification of anything unclear to me. If a  minor i s  the cl ien t I  am 

s igning on behal f of the minor as  the authorized parent/guardian. (Informa tion on Minor rights  wi l l  be shared with the minor) . 

**I a lso acknowledge that I  have received a  copy of the Notice of Privacy Practices . 

 

________________________________________________________________  

Client Name(s) (please print)   

 

________________________________________________________________  

Client Name(s) (please print)   

 

                                                                

___________________________________________________   Date    _______________            

 

___________________________________________________    Date ________________  

         

Client(s) Signature or Parent(s) or Guardian Signature (for minor child or children or disabled adults) 

 



 
 

 

 

Mode rn  The ra py LLC 

78 Vi l l a ge  Po i nte  Dri ve  Powe l l , OH 43065; 3040 Ri ve rs i de  Dri ve , Ste . 120, Co l umbus , 43221,  

Ph : (614) 329-8862 / a dmi s s i ons @mode rnthe ra pyohi o .org  / www.mode rnthe ra pyohi o .com  

 
Notice of Policies and Practices to Protect the Privacy of Your Health Information 

 
THIS NOTICE DESCRIBES HOW MENTAL HEALTH AND MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 

DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. 

I. Uses and Disclosures for Treatment, Payment, and Health Care Operation s 

 

We may use or disclose your protected health information (PHI), for treatment, payment, and health care operations  purposes  in 

most instances  without your consent under HIPAA, but we wi l l  obta in consent in another form for disclosing PHI for other reasons , 

including disclosing PHI outs ide of our practice, except as  otherwise outl ined in this  Pol icy. In a l l  instances we wi l l  only disclose the 

minimum necessary information in order to accompl ish the intended purpose. To help clarify these terms, here are some de fini tions:  

 “PHI” refers  to information in your hea lth record that could identi fy you.  

 “Treatment, Payment and Health Care Operations” 

– Treatment i s  when we provide, coordinate or manage your health care and other services  related to your health care. An  

example of treatment would be when we consult with another hea lth care provider, such as  your fami ly phys ician or 

another therapis t. 

- Payment i s  when we obta in reimbursement for your hea lthcare. Examples  of payment are when we disclose your PHI to 

your health insurer to obta in reimbursement for your hea lth care or to determine el igibi lity or coverage, which would 

include an audit. 

- Health Care Operations are activi ties  that relate to the performance and operation of our practice. Examples  of hea lth 

care operations  are qual i ty assessment and improvement activi ties , bus iness -related matters  such as  audits  and 

adminis trative services , and case management and care coordination.  

 “Use” appl ies  only to activi ties  within our practice, such as  sharing, employing, applying, uti l i zing, examining, and analyzing 

information that identi fies  you. 

 “Disclosure” appl ies  to activi ties  outs ide of our practice, such as  releas ing, transferring, or providing access to information about 

you to other parties .  
 

II. Uses and Disclosures Requiring Authorization  

We may use or disclose PHI for purposes  outs ide of treatment, payment, and health care operations  when your appropriate 

authorization is  obta ined. An “authorization” i s  wri tten permiss ion above and beyond the genera l  consent that permits  only speci fic 

disclosures . In those instances , when we are asked for information for purposes  outs ide of treatment, payment and health care 

operations , we wi l l  obta in an authorization from you before releas ing this  informati on, including uses  and disclosures  of PHI for 

marketing purposes , and disclosures  that consti tute a  sa le of PHI. Examples  of disclosures  requiring an authorization include  

disclosures  to your partner, your spouse, your chi ldren, except in some l imited instances  where they are involved in your health 

care, in which case we wi l l  obta in your consent fi rs t. Any disclosure involving psychotherapy notes , i f we mainta in them, wi l l  require 



 
your s igned authorization, unless  we are otherwise a l lowed or required by la w to release them. You may revoke an authorization for 

future disclosures , but this  wi l l  not be effective for past disclosures  which you have authorized.  

 

III. Uses and Disclosures Requiring Neither Consent nor Authorization 
 

We may use or disclose PHI without your consent or authorization as  a l lowed by law, including under the fol lowing ci rcumstances :  

 Serious Threat to Health or Safety:  If we bel ieve that you pose a  clear and substantia l ri sk of imminent serious  harm, or a  clear 

and present danger, to yoursel f or another person we may disclose your relevant confidentia l  information to publ ic authori ties , 

the potentia l  victim, other profess ionals, and/or your fami ly in order to protect aga inst such harm. If you communicate to us  an 

expl ici t threat of infl ic ting imminent and serious  phys ical harm or caus ing the death of one or more clearly identi fiable victims , 

and we bel ieve you have the intent and abi l i ty to carry out the threat, then we may take one or more of the fol lowing actions  in 

a  timely manner: 1) take s teps  to hospita l ize you on an emergency bas is , 2) es tabl ish and undertake a  treatment plan ca lculat ed 

to el iminate the poss ibility that you wi l l  carry out the threat, and ini tiate arrangements  for a  second opinion risk assessment 

with another mental  hea lth profess ional , 3) communicate to a  law enforcement agency  and, i f feas ible, to the potentia l  

victim(s ), or victim's  parent or guardian i f a  minor, a l l  of the fol lowing information:  a) the nature of the threat, b) your identi ty, 

and c) the identi ty of the potentia l  victim(s ). We wi l l  inform you about these notices  and obta in your wri tten consent, i f we 

deem i t appropriate under the ci rcumstances .  

 Worker’s Compensation: If you fi le a  worker’s  compensation cla im, we may be required to give your mental  hea lth information 

to relevant parties  and officia ls. 

 Felony Reporting:  We are a l lowed to report any felony that you report to us  that has  been or i s  being committed. 

 For Health Oversight Activities:  We may use and disclose PHI i f a  government agency i s  requesting the information for hea lth 

overs ight activi ties . Some examples  could be audits , investigations , or l i censure and disciplinary activities  conducted by ag encies  

required by law to take speci fied actions  to monitor hea lth care providers , or reporting information to control  disease, injury or 

disabi l i ty. 

 For Specific Governmental Functions: We may disclose PHI of mi l i tary personnel  and veterans  in certa in s i tuations , to 

correctional  faci l i ties  in certa in s i tuations , and for national  securi ty reasons , such as  for protection of the Pres ident.  

 For Lawsuits and Other Legal Proceedings: If you are involved in a  court proceeding and a  request i s  made for information 

concerning your eva luation, diagnos is  or treatment, such information is  protected by law.  We cannot provide any information 

without your (or your personal  or lega l  representative’s ) wri tten authorization, or a  court order, or at times  an adminis trat ive 

subpoena, unles s  the information was  prepared for a  thi rd party. If you are involved in or contemplating l i tigation, you should 

consult with your attorney to determine whether a  court would be l ikely to order us  to disclose information. In most s i tuations  

i t i s  not in your best interest to have your therapis t involved in any lega l  proceedings .  If a  patient fi les  a  compla int or lawsuit 

aga inst us , we wi l l  disclose relevant information regarding that patient in order to defend ourselves . 

 Abuse, Neglect, and Domestic Violence: If we know or have reason to suspect that a  chi ld under 18 years  of age or a  

developmental ly disabled, or phys ica l ly impaired chi ld under 21 years  of age has  suffered or faces  a  threat of suffering any 

phys ica l or mental  wound, injury, disability, or condition of a  nature that reasonably indicates  a buse or neglect of the chi ld or 

developmental ly disabled individual under 21, the law requires  that we fi le a  report with the appropriate government agency, 

usual ly the County Chi ldren Services  Agency. Once such a  report i s  fi led, we may be required to provide additional information. 

If we have reasonable cause to bel ieve that a  developmental ly disabled adult, or an elderly adult in an independent l iving setting 

or in a  nurs ing home is  being abused, neglected, or exploi ted, the law requires  that we report s uch bel ief to the appropriate 

governmental  agency. Once such a  report i s  fi led, we may be required to provide additional  information. If we know or have 

reasonable cause to bel ieve that a  patient or cl ient has  been the victim of domestic violence, we must note that knowledge or 

bel ief and the bas is  for i t in the patient’s  or cl ient’s  records .  

 To Coroners and Medical Examiners:  We may disclose PHI to coroners  and medica l  examiners  to ass ist in the identi fication of a  

deceased person and to determine a  cause of death.   

 For Law Enforcement:  We may release health information i f asked to do so by a  law enforcement officia l  in response to a  court 

order, subpoena, warrant, summons  or s imi lar process , subject to a l l  appl icable lega l  requirements .  

 Required by Law. We wi l l  disclose health information about you when required to do so by federa l , s tate or loca l  law.  



 
 Public Health Risks. We may disclose health information about you for publ ic hea lth reasons  in order to prevent or control  

disease, injury or disability; or report bi rths , deaths , non-accidenta l  phys ical injuries , reactions  to medications  or problems with 

products . 

 Information Not Personally Identifiable. We may use or disclose health information about you in a  way that does  not 

personal ly identi fy you or reveal  who you are. 

 

Other uses  and disclosures  wi l l  require your s igned authorization, unless  the use or disclosure i s  a l lowed or required by law . 

 

IV. Patient's Rights and Duties 

Patient’s Rights: 

 Right to Request Restrictions and Disclosures–You have the right to request restrictions  on certa in uses  and disclosures of 

protected health information about you for treatment, payment or hea lth care operations . However, we are not required 

to agree to a  restriction you request, except under certa in l imited ci rcumstances , and wi l l noti fy you i f that i s  the case. O ne 

right that we may not deny is  your right to request that no information be sent to your health care  plan i f payment in ful l  i s  

made for the health care service. If you select this  option , then you must request i t ahead of time and payment must be 

received in ful l  each time a  service i s  going to be provided. We wi l l  then not send any information to the h ealth care plan 

for that sess ion unless  we are required by law to release this  information.   

 Right to Receive Confidential Communications by Alternative Means and at Alternative Locations  – You have the right to 

request and receive confidentia l  communications  of PHI by a l ternative means  and at a l ternative locations. If your request i s  

reasonable, then we wi l l  honor i t.   

 Right to Inspect and Copy  – You have the right to inspect or obta in a  co py (or both) of PHI in our mental  hea lth and bi l l ing 

records  used to make decis ions  about you for as  long as  the PHI i s  mainta ined in the record, except under some l imited 

ci rcumstances . If we mainta in the information in an electronic format you may obta in  i t in that format. This  does  not apply 

to information created for use in a  civi l, criminal or administrative action or proceeding. We may charge you reasonable 

amounts  for copies , mai l ing or associated suppl ies  under most ci rcumstances . We may deny your request to inspect and/or 

copy your record or parts  of your record in certa in l imited ci rcumstances . If you are denied copies  of or access  to your PHI,  

you may ask that our denia l  be reviewed. Under certa in s tances  where we feel , for clearly s tated treatment reasons , the 

disclosure of your record might have an adverse effect on you, we wi l l  provide your records  to another mental  hea lth 

therapis t of your choice.    

 Right to Amend  – You have the right to request an amendment of PHI for as  long as  the PHI i s  ma inta ined in the record. We 

may deny your request but wi l l  note that you made the request. Upon your request, we wi l l  discuss  with you the deta i l s  of 

the amendment process .  

 Right to an Accounting  – With certa in exceptions , you genera l ly have the right to r eceive an accounting of disclosures of 

PHI, not including disclosures  for treatment, payment or hea lth care operations  for paper records  on fi le for the past s ix 

years  and for an accounting of disclosures  made involving electronic records , including disclo sures  for treatment, payment 

or hea lth care operations , for a  period of three years . On your request we wi l l  discuss with you the deta i l s  of the accounting 

process .    

 Right to a Paper Copy – You have the right to obta in a  paper copy of the notice from me upon request, even i f you have 

agreed to receive the notice electronica l ly. 

 

Our Duties: 

 We are required by law to mainta in the privacy of PHI, to provide you with this  notice of my lega l  duties  and privacy 

practices  with respect to PHI, and to abide by the terms  of this  notice.  

 We reserve the right to change the privacy pol icies  and practices  descr ibed in this  notice and to make those changes  

effective for a l l  of the PHI I  mainta in.  

 If we revise our pol icies  and procedures , which we reserve the right to do, we wi l l  make avai lable a  copy of the revised 

notice to you on our webs i te, i f we mainta in one, and one wi l l  a lways be ava i lable at our offices . You can a lways  request 

that a  paper copy be sent to you by mai l .  

 In the event that we learn that there has  been an impermiss ible use or disclosure of your unsecured PHI, unless  there i s  a  

low risk that your unsecured PHI has  been compromised, we wi l l  noti fy you of this  breach.  



 
 

 
V. Complaints 
 

If you are concerned that we have violated your privacy rights , or you disagree with a  decis ion we make about access  to your 

records , you may fi le a  compla int with  us  and we wi l l  cons ider how best to resolve your compla int.  Contact Shana Kemp-Price, the 

CEO and Privacy Officer, i f you wish to fi le a  compla int with us . In the event that you aren’t satis fied with our response to your 

compla int, or don’t want to fi rs t fi le a  compla int with us , then you may send a  wri tten compla int to the Secretary of the U.S. 

Department of Health and Human Services  in Washington, D.C., 200 Independence Avenue S.W., Washington, D.C. 20201, Ph: 1 -877-

696-6775, or vis i ting www.hhs .gov/ocr /privacy/hipaa/compl iants/. 

VI. Effective Date:  
 

This notice is effective as of September 1, 2019. 

VII. Privacy and Security Officer:  

My contact information is listed at the beginning of this form.  

By signing, I acknowledge I read and understand policies and practices for protecting my health information. 

_______________________________________________                                                   ____________ 

Client Signature or Parent(s) or Guardian Signature              Date 

(for minor child or children or disabled adults)                                                                    

 

 

 

 

 

 

 

 

 

 

 



 
CONSENT FOR CONTACT INFORMATION 

Where may we attempt to contact you? 

Primary Phone number: _______________________ 

 

Is it ok to text?  YES  NO   (please circle) 

 

Email: _____________________________________ 

 

Is it ok to email? YES               NO   (please circle) 

 

Many times, when calling, we will reach an answering machine/voicemail. Are we allowed to leave a detailed message 

with our name and request for information or information for you?    

YES  NO  (please circle) 

 
If you are a minor, would it be okay to send your parent(s) reminders of appointments? 
 

Parents’ phone number: _______________________ 

 

Is it ok to text?   YES  NO               (please circle) 

 

Parent’s Email: _________________________________ 

 

Is it ok to email? YES   NO   (please circle) 

 
 
 
Client Name: _____________________________________                Relationship: _________________ 
    (Please Print Name) 
 
 
Client Signature: ______________________________________        Date: _______________________ 
 
Client Signature or Parent(s) or Guardian Signature (for minor child or children or disabled adults) 
 
*Note: Information of a  highly sens i tive nature wi l l  continue to only be given directly to you.  

** All clients, parent or guardian please sign this page  

 



 
AUTHORIZATION FOR CREDIT/DEBIT/HSA CARD 

 

I, _____________________________________________ authorize Shana Kemp-Price, Counseling Associates LLC dba 

Modern Therapy LLC, and/or it billing company to charge my credit/debit/HSA card for services rendered to myself 

and/or clients listed below. In providing us with your card information, you are giving Shana Kemp-Price, Counseling 

Associates dba Modern Therapy LLC, or designated billing company permission to automatically charge your card on file 

for the following fees and/or balance(s) for you and/or other clients listed on form at time of service. 

Co-pay/Co-insurance/Deductible: The amount defined by the client’s insurance company for behavioral health services 

that are due at time of service. Card will be charged at rate of benefits as quoted by client’s insurance company. If an 

EOB (Explanation Of Benefits) shows a copay/co-insurance/deductible rate which differs from quoted/charged 

copay/co-insurance/deductible, company will appropriately and retroactively correct charge to client. Additionally, if 

EOB shows client is not covered for benefits, card will be charged full session rate.       

Self-pay: The clinician’s fee for service when insurance and/or employee assistance programs do not apply.  Card will be 

charged at time of service unless otherwise noted. 

Denial/Reversal of insurance: Card will automatically be charged for services rendered if claim is denied or reversed. 

No Show and Late Cancellation Fees: The fee listed in the Office Billing and Insurance Policy. 

Outstanding Balance: If the client’s insurance provider has paid their portion of the bill and there is still an outstanding 

balance owed, card will automatically be charged. 

 

I authorize Shana Kemp-Price, Counseling Associates LLC dba Modern Therapy LLC, to charge the above fee(s) and 

outstanding balances to my credit/debit/HSA card: 

Visa___     Mastercard___     Discover___     American Express___ 

Credit Card #________________________________________________________________________ 

Expiration date: _____________________________   Security Code: ___________________________ 

Address associated with Card: ___________________________________________________________ 

Card holder’s name (please print): ________________________________________________________ 

Signature: ________________________________________________     Date: ____________________ 

 

 

 



 
SELF-ASSESSMENT 

 

What i s  happening in your l i fe which resulted in this  appointment?  

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

_______________________________________ _____________________________________________________________________

____________________________________________________________________________________________________________  

 

Have you ever been involved with counsel ing before? If so, with whom, when, a nd how long? What were some things  you l ike/didn’t 

l ike about your previous  experiences  with counsel ing?  

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

___________________________________________________________________________________ _________________________ 

Previous  inpatient/hospita lizations : 

____________________________________________________________________________________________________________

_____________________________________________________________________________________ _______________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________  

Current medicati ons  (dose, frequency, and reason i f known ): 

____________________________________________________________________________________________________________

________________________________________________________________________________________________________ ____

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________  

Al lergies? 

________________________ ____________________________________________________________________________________

____________________________________________________________________________________________________________

________________________________________________________________ ____________________________________________

____________________________________________________________________________________________________________  

 

Tel l  us  a  l i ttle about your fami ly. Any fami ly his tory of mental  hea lth or substance abuse issues? 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________  

Do you use a lcohol  and/or drugs? If so, how much and how often? 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

__________________________________________________________ __________________________________________________

____________________________________________________________________________________________________________  



 
Legal  his tory (arrests , incarcerations, etc .) 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

___________________________________________________________________________________________ _________________

____________________________________________________________________________________________________________  

What i s  the highest level  of education you’ve completed? Any developmental/learning i ssues? 

______________________________________ ______________________________________________________________________

____________________________________________________________________________________________________________

______________________________________________________________________________ ______________________________

____________________________________________________________________________________________________________  

 

Tel l  us  a  l i ttle about your support and s igni ficant relationships in your l i fe:  

____________________________________ ________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________ ________________________________

____________________________________________________________________________________________________________  

What do you feel  are your s trengths? 

______________________________________________________________________________ ______________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________  

 

What would you l ike to accompl ish in therapy? 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

__________________________________________ __________________________________________________________________ 

 

Please check all that apply to you:  

 

__Depress ion 

__Feel ing that you are not rea l  

__Low energy 

__Feel ing that things  around you are not rea l  

__Poor concentration 

__Lose track of time 

__Hopelessness  

__Unpleasant thoughts  won’t go away 

__Worthlessness  

__Anger/frustration 

__Gui l t 

__Eas i ly agi tated/annoyed 



 
__Sleep dis turbance (more/less ) 

__Defies  rules  

__Appeti te dis turbance (more/less ) 

__Blames  others  

__Thoughts  of hurting yoursel f 

__Argues  

__Isolation/withdrawal 

__Excess ive use of prescription medication  

__Sadness/loss  

__Excess ive use of drugs  and/or a lcohol  

__Stress  

__Blackouts  

__Anxiety/panic  

__Phys ica l  abuse i ssues  

__Heart pounding/racing 

__Sexual  abuse i ssues  

__Chest pa in 

__Spousal  abuse i ssues  

__Trembl ing/shaking 

__Excess ive behaviors  (spending, gambl ing)  

__Sweating 

__Fear of going crazy 

__Chi l l s /hot flashes  

__Eas i ly agi tated 

__Tingl ing/numbing 

__Can’t hold onto idea  

__Phobia s  

__Fear of dying 

__Nausea  

__obsess ions/compuls ive behaviors 

__Thoughts  racing 

__Not thinking clearly/confus ion  

__ Other problems/symptoms: 

_____________________________ 

_____________________________

 

Please email this paperwork ASAP to admissions@moderntherapyohio.org  

 

If you are being seen for telehealth, at the Riverside location, or outside of regular business hours; we MUST 

receive your paperwork one day prior to your scheduled appointment.  If we do not receive your paperwork 

within this time period, your appointmen t will be cancelled and need to be rescheduled. 

 

 

mailto:admissions@moderntherapyohio.org
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