COLUMBIA COUNSELING CENTER

AND ASSOCIATES
ADULT INFORMATION FORM
Date
Name Date of Birth Age Gender
Address Apt/Unit #
City State Zip Telephone
Email:
Emergency Contact Contact’s Telephone
Insurance Policy Name and ID# Group#
Name of Insured (if different): Insured DOB:
Marital Status (circleone) M S D W If married, number of years
If separated/divorced, for how long Number of Marriages
Living with: Spouse  Parents  Roommate _ Children Alone Other
Employer
Occupation Number of Hours Worked Per Week
Highest level of education completed Major

Are you currently receiving medical treatment?

Name of primary physician

Describe any physical problems you have that require medication or physical care.

Have you previously had counseling/therapy? Yes No When?

FAMILY MEMBERS

Name Age Occupation or grade in school

Spouse

Children

Father

Mother

Siblings
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Problem Areas: In the following list, please place a check mark next to each item that indicates an area
of concern to you. Place two checks by items that are most important (you may add comments).

_Anxiety ____Unable to trust others
____ Depressed mood ___ Change in eating habits
_Guilt feelings __ Fighting/arguing with others
____Periods of over-activity _ Can’t stand up for myself
__ Weight loss/weight gain __Can’tsay “no” to others
_____Headaches __Poor adjustment to job/school
____Feelings of inferiority __Bad temper/anger problems
Loss of interest ___ Difficulties with opposite sex
~ Poor sleeping ____Stomach or bowel disturbance
:Repetitive ideas ____Unfairly treated by others
___Thoughts of suicide __Drinking or drug problems
__Wish to harm others ____Rely too much on others
___Marital relationship __Suspicious of others
___Financial problems _Recent loss of someone
__Lonely/too few friends __Sexual problems/concerns
___Unhappy most of the time __ Family quarreling
__ Problem with children __Fearful of things or situations
___Troubling memories _Religious/spiritual concerns
_Inability to relax _ Cardiovascular/heart problems
__Memory difficulties ____Alcohol/drug problem in family
_Lack of confidence ___Unusual/strange experiences
__ Can’t make decisions ____Stress from recent event
____ Bitterness or resentment ____Divorce/separation difficulty
_____Troubling childhood memories ____Troubling habits/thoughts
___Eating problems ____Feeling rejected by family
___Shy or awkward with others __Other (specify)

In your own words, briefly describe the main problem that prompted you to seek counseling at this time.

Name the main goal that you would like to reach in counseling.

I have completed the above information accurately, and have read and agree to the general
information and policy statement of Columbia Counseling Center and Associates (CCCA). I give
my consent for services to CCCA and its professional staff to include psychotherapy, evaluation,
involvement in the treatment planning process, and testing, if appropriate.

Patient Signature: Date:
Doctor/Therapist Signature: Date:
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COLUMBIA COUNSELING CENTER
AND ASSOCIATES

Universal Medication Form

Name:

Date of Birth:

List all medications you are currently taking. This includes prescriptions, over the counter
medicines (examples: aspirins, antacid) and herbals (examples: ginseng, ginkgo, St. John’s
Wort)

' Date Started  Name of Medication and Dose

Reason For taking the
Medication




Columbia Counseling Center

AND ASSOCIATES

Protected Health Information Authorization

The majority of this contract is mandated by South Carolina State Law and Public Law 104-91 (HIPAA).

PRIVACY POLICIES: (Please initial each item below)

Information about you related to your treatment is classified by HIPAA as “Protected Health Information”
(PHI). We strive to maintain the utmost confidentiality of your PHI. We are required by law to notify you of
our privacy practices which are available for review on this clipboard. If the need arises wherein we need to
share any PHI outside of your treatment, payment, health care operations listed in our Privacy Practices, we
will obtain a separate authorization from you.

All communication between you and your provider will be held in strictest confidence and will not be revealed
to anyone unless required by law. Treatment information that you wish to disclose or obtain from anyone will
only be initiated with your express written consent. At the time this information is required, you will be given
a release of information that specifically designates to whom you would like the information released. Please
note that some insurance companies may require release of clinical information to activate and process your
benefits.

I acknowledge receipt of the Notice of Privacy Practices of Columbia Counseling Center and Associates
detailing how my PHI may be used and disclosed as permitted under federal and state law. I understand that
CCCA is permitted to disclose my PHI without my authorization to facilitate treatment, payment, health care
operations and delinquent debt collection.

TELEPHONE AND ELECTRONIC MEANS OF COMMUNICATON: (Please initial each item below)

We have an automated appointment reminder system that will remind you of upcoming appointments, as a
courtesy to you. By signing this form you are authorizing us to release your name, phone number and
appointment information for appointment reminders. As stated on our financial policy, an omission of a
courtesy reminder DOES NOT constitute any waiver of fees for missed appointments or late
cancellations.

While we strive to maintain confidentiality at all times, any means of electronic communication comes with
risks including interception by outside sources or unintentional human error. Electronic communication is not
considered completely confidential. Any such forms of communication runs the risk of breaching
confidentiality and CCCA cannot be held liable for any breach.

Please list the name(s) with whom we may leave a message or who may call the office on your behalf, including anyone
accompanying you to this appointment. Please circle one or both. NOTE: No confidential information will be given to
anyone unless expressly required by law.

Appointments only Billing/Insurance

Name/Relationship to Patient

Appointments only Billing/Insurance

Name /Relationship to Patient

By signing this form, I attest that I have read, agree and authorize each item above.

Signature of Patient or Personal Representative Date

Print Name Updated 1/2025



Columbia Counseling Center
AND ASSOCIATES

Late Cancellation and No-Show Policy

Please initial each item below:

Columbia Counseling Center and Associates (CCCA) strictly enforces a 24-hour cancellation
policy for all scheduled appointments. I understand that CCCA reserves the right to charge my
account $75 if I do not keep my appointment or if I cancel my appointment without giving a 24-
hour notice.

These fees are not covered by my insurance company or Employee Assistance Program.

The omission of an appointment reminder does not constitute a waiver of these fees.

These fees will be automatically charged to the credit card on file on the day of the missed
appointment or late cancellation.

After a third missed appointment, I may be at risk for termination of services, at my provider’s
discretion.

By signing this form, I attest that I have read, agree and authorize each item above.

Signature of Patient or Personal Representative Date

Print Name

Updated 2025



Columbia Counseling Center
AND ASSOCIATES

Client Contract and Financial Policy

Patient Name: Date of Birth:

Our goal is to provide our patients with understanding and clarity of our financial policies so that you may receive
excellent service. If you have any questions concerning these policies, please do not hesitate to ask.

INSURANCE:

e lam responsible for knowing my benefits and for all copays, deductibles and payments as outlined in my insurance
policy and understand that not all services are considered “covered” benefits in all policies, and in such cases, I am
solely responsible for payment.

* [ understand by giving my insurance card, [ have given permission for Columbia Counseling Center and Associates
(CCCA) and their contracted billing service, Therapist Solutions, to verify my coverage with my insurance company. |
further understand that this is a general quote of benefits and does not guarantee payment for my service.

 lauthorize the CCCA billing service to file insurance claims and to receive payment and assignment on my behalf,
along with the release of records, including psychotherapy notes, or other medical billing data necessary to process
claims to my insurance carrier.

 laccept full responsibility for my account balances, regardless of my insurance status or coverage problems that may
arise during the course of my treatment.

* lagree to notify CCCA of any changes to my insurance policy along with changes to my PHI, such as address and/or
phone number and emergency contact information.

e lunderstand that testing has a separate fee, and I am responsible for payment if insurance does not cover due to being a
non-covered service or provider.

el authorize payment of my medical/mental health benefits to be paid to CCCA on my behalf.

CREDIT CARD AUTHORIZATION:

*  We require every patient to keep a credit card on file. In accordance with our Late Cancellation and No-Show Policy,
this card will be charged. This is a requirement to be a patient in our practice.

* Tunderstand that any copays, coinsurances and deductibles will be collected at time of visit via a card kept on file.
RETURNED CHECK FEE:

e lunderstand that if there is a returned check on my account, I am responsible for a service charge; and if the check is
not taken care of immediately, it will be turned over to a collection agency.

COLLECTION AGENCY:

* Inthe event of any unpaid, delinquent debts, I authorize CCCA to release my information to a collection agency, and 1
understand [ am responsible for all collection agency fees. Methods of contact will be determined by the collection
agency, but may include the use of phone calls, pre-recorded voice messages, text messages or email.

NON-COVERED SERVICES:

¢ I understand that phone consultations, letters, reports and disability forms are not covered by insurance and that I am
responsible for payment of any fees which may be related to such services.

® [ understand that if I have given authorization for my medical record to be released, I am ultimately responsible for any
fees associated with this request.

By signing this form, I attest that I have read and authorize each item herein and will adhere to these policies.

Signature of Patient/Responsible Party Date

Updated 01/2025



Columbia Counseling Center
AND ASSOCIATES

PRIMARY CARE PHYSICIAN(PCP) AUTHORIZATION FORM
FOR THE USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

Patient Name (please print): Date of Birth:

By signing this authorization form, I understand that I authorize Columbia Counseling Center and Associates, to release or
receive verbally or in writing my protected health information, as described in more detail in the paragraph below, to the

following primary care physician:

NAME OF PRIMARY CARE PHYSICIAN:

Street address: City: State: Zip code:

Telephone number: Fax number:

PURPOSE OF THE USE AND DISCLOSURE: Communication necessary for treatment and coordination of care with PCP

SPECIFIC DESCRIPTION OF INFORMATION: Information pertaining to treatment, patient’s current status, symptoms,

diagnosis, test results and medications.

I understand that I may revoke this authorization at any time by providing a written notice to Columbia Counseling Center and
Associates, 900 St. Andrews Road, Columbia SC 29210. I also understand that such a revocation will have no effect on any
information already used or disclosed by Columbia Counseling Center and Associates prior to the receipt of such notice. Unless
carlier revoked, this authorization will expire twelve (12) months after date of termination or as otherwise specified:

If neither Federal nor South Carolina privacy law applies to the recipient of the information, I understand that the information
disclosed pursuant to this authorization may be re-disclosed by the recipient and no longer protected by Federal or S.C. privacy
law.

This authorization is voluntary and I may refuse to sign this authorization form. I understand that I am not required to sign this
authorization form in order for the patient to receive treatment from Columbia Counseling Center and Associates. [ understand
that by signing this form I am confirming my authorization for use and/or disclosure of the protected health information
described in this form with the primary care physician named in this form.

Signature of Patient or Personal Representative Date

Printed Name of Patient or Personal Representative

Relationship to patient giving representative authority to act for patient (if applicable)

Updated 1/2025



INFORMED CONSENT FOR TREATMENT
AND ACKNOWLEDGEMENT OF PRIVACY PRACTICES

I have read and agree to the General Information, Client Contract, Financial Policies and Notice
of Privacy Practices including HIPAA disclosure of protected health information (PHI) to
Columbia Counseling Center and Associates (CCCA). By signing this, I give consent for treatment
to CCCA, (including internal office staff, their billing service, Therapist Solutions, and any debt
collection agency in the event of an unpaid, delinquent debt) to include psychotherapy notes,
coordination of care, obtaining and filing insurance information (if applicable), collecting
copays/coinsurances, patient billing, testing (if appropriate), and debt collection. Any telehealth
services utilized will be conducted through a HIPAA compliant telehealth platform which allows
for real-time audio/video communication.

Copies of our Notice of Privacy Practices are attached to this clipboard and you will also be given

a copy today.
Patient Signature: Date:
Doctor/Therapist Signature: Date:

Revised 01/25



