


Willow Creek Counseling LLC 
Patient Intake Form

Legal Name: __________________________________________________________________
Preferred Name: _______________________________________________________________
Date of Birth: __________________ Current Age: __________
Date Form Was Completed: __________________________
Contact Information:
Address: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________
County of Residence: ____________________________________________________________
Preferred Phone: (____) ______-________________________OK to Call or Text: �Y �N 
Alternate Phone: (____) ______-________________________ OK to Call or Text: �Y � N 
OK to leave a voice message at either number? Y or N
Email Address: ____________________________________________OK to Email: �Y � N
Responsible Party for Billing: If different than patient, please provide contact information:
Name: ________________________________________________________________________
Address: ______________________________________________________________________
Phone: (____) _________________________
Relationship to the Patient (please select one):  � Spouse/Partner   � Adult Child   � Parent  
� Guardian    � Friend    � Sibling   � Relative   
 � Other (please specify relationship) ______________________
Emergency Contact: __________________________This person will only be called in the event of a true emergency or crisis situation. 
Relationship to the Patient (please select one):  � Spouse/Partner   � Child   � Parent  
� Guardian   � Friend � Sibling   � Relative   � Other______________________
Phone: (___) ________________
Do we have permission to contact this person in the event of an emergency? � Yes � No
 HIPAA Compliance
ROI must be completed for other responsible party

Current Gender Identity (Please specify): � Female � Male � Non-Binary � Transgender
 � Gender Non-Conforming � Genderfluid � Prefer Not to Answer
Preferred Pronouns: � She/Her/Hers � He/Him/His � They/Them 
� Other (Please specify) ________
Relationship Status: � Unmarried  � Married/Partnered  � Divorced/Separated  � Single Due Death of Partner   � It’s Complicated  � Other (please specify) __________________________
Living Situation (ex. alone, with family, with roommates)
______________________________________________________________________________
Employment Status: � Working Full Time � Working Part Time � Retired � Unemployed 
� Student � Domestic Engineer/Stay at Home Parent/Homemaker
 � Other (Please specify_____________
Employer: _____________________________________________________________________
Allergies/Medical Conditions__________________________________________________________________________________________________________________________________________________
Medical Provider Name and Contact Information: ______________________________________________________________________________
How Did You Hear About My Services? ____________________________________________
All appointment are scheduled in advance. A specific time period will be reserved for you (50 minutes) and will repeat based on your preference. It is important that you understand I reserve appointment time/date for each client to provide consistent therapy and want to respect each client’s time. If an appointment is not cancelled in advance, you may be charged a fee for that appointment.

Informed Consent for Psychotherapy General Information
Willow Creek Counseling LLC
The therapeutic relationship is unique in that it is a highly personal and at the same time, a contractual agreement. Given this, it is important for us to reach a clear understanding about how our relationship will work, and what each of us can expect. This consent will provide a clear framework for our work together. Feel free to discuss any of this with me. Please read and indicate that you have reviewed this information and agree to it by signing and dating at the end.
The Therapeutic Process Includes Risk and Benefit: You have taken a positive step by deciding to seek therapy. Benefits may include improved cognition, behaviors, quality of life, and/or improved self-awareness. The outcome of your treatment depends largely on your willingness to engage in this process, which may, at times, result in considerable discomfort. Remembering unpleasant events and becoming aware of feelings attached to those events can bring on strong feelings of anger, depression, anxiety, etc. This is a normal part of the counseling process, and I am happy to discuss it more if you desire. There are no miracle cures. I cannot promise that your behavior or circumstance will change. I can promise to support you and do my very best to understand you and repeating patterns, as well as to help you clarify what it is that you want for yourself.
Confidentiality: The session content and all relevant materials to your treatment will be held confidential unless you request in writing to have all, or portions of such content released to a specifically named person/persons. Reasons that your information might be shared:
·  Coordination of insurance benefits and insurance requests. You granted permission for this in the Financial Agreement section.
· Occasionally I may need to consult with other professionals in their areas of expertise in order to provide the best treatment for you. Information about you may be shared in this context without using your name or other identifiable information. I will make every effort to ensure your privacy is respected.
· Possible use of a third party billing agency used to address insurance claims, payment, or billing concerns. 
Limitations of such client held privilege of confidentiality exist and are itemized below:
· If a client threatens or attempts to commit suicide or otherwise conducts themselves in a manner in which there is a substantial risk of incurring serious bodily harm.
· If a client threatens grave bodily harm or death to another person.
· If the therapist has a reasonable suspicion that a client or other named victim is the perpetrator, observer of, or actual victim of physical, emotional or sexual abuse of children under the age of 18 years.
· Suspicions as stated above in the case of an elderly person who may be subjected to these abuses.
· Suspected neglect of the parties named above.
· If a court of law issues a legitimate subpoena for information stated on the subpoena.
· If a client is in therapy or being treated by order of a court of law, or if information is obtained for the purpose of rendering an expert’s report to an attorney.
Treatment: You will be asked to complete forms which will provide me with demographics, symptoms you may be experiencing, reasons for treatment, and other information to assist with your care. You may be asked questions of a sensitive nature. It is always within your rights to decline to answer. This information would be kept private and confidential if you choose to answer. Generally, by the first session, you will receive a diagnosis to assist with both insurance claims and to formulate a treatment plan which will guide our sessions; this helps with measuring progress. Your treatment will include a variety of interventions, theory, and techniques which will be customized based on your needs. They may include CBT, DBT, Person-centered, IFS, strengths-based, and mindfulness techniques. It may take time to find the best approach for you but always feel welcome to discuss concerns, questions, and goals with me. The duration of services is dependent on your individual needs, goals, and participation both in and outside of treatment. 
If we see each other incidentally outside of the therapy office, I will not acknowledge you first. However, if you acknowledge me first, I will be more than happy to speak briefly with you but feel it appropriate not to engage in any lengthy discussions in public or outside of the therapy office. If I am with another person, I will not introduce you, but you are welcome to introduce yourself, again this is to respect your privacy. I do not accept social media friend/connection requests. This is to protect your privacy but also to ensure therapeutic boundaries and to prevent dual-relationship complications.
Summary of Client Rights: All consumers of outpatient mental health services are guaranteed the following rights under the Wisconsin State law:
Non-discrimination based on religion, race, age, sex, or sexual orientation, ethnic origin, physical or mental impairment, financial or social status. 
The right to the least restrictive treatment conditions necessary.
The right to receive prompt and adequate treatment.
The right to be free from any unnecessary or excessive medication at any time. 
The right to be informed of your treatment and care and to participate in the planning of your treatment and care. 
The right to humane psychological and physical environments.
The right to confidentiality of all treatment records, to review and copy certain records, and to challenge the accuracy, completeness, timeliness, or relevance of information in your records in accordance with the provisions of DHS35. 
Be informed about the cost of treatment.
The right to file a grievance about violations of these rights without fear of retribution. 
The right to go to court if you believe that your rights were violated. 
The right to be treated with respect and recognition of the patient’s dignity and individuality by all employees of the facility and by the licensed, certified, registered or permitted providers of health care with whom you might come in contact within the facility. Source Ch.51 WI statutes. 

BY SIGNING BELOW I AM AGREEING THAT I HAVE READ, UNDERSTOOD AND AGREE TO THE ITEMS CONTAINED IN THIS DOCUMENT. I have been given the opportunity to ask questions about the information. I have been informed of my rights as a client, and I consent to evaluation and treatment from Lana R.G. Buchner & Willow Creek Counseling LLC. I understand that I have the right to ask questions or express concerns regarding my treatment or the aforementioned information at any time. I understand I have the right to withdraw my consent and terminate services at any time and for any reason. Withdrawal must be in writing.
Legal Name: __________________________________________
Signature _____________________________________________Date: ______________
Therapist Signature ____________________________________ Date: _______________
Willow Creek Counseling LLC Financial Agreement
� Self-Pay: I do not have insurance or another third-party coverage. I will pay for the services I receive with Willow Creek Counseling LLC. I will make a payment of $___________ which is due on the day of the appointment. Cash, Check, HSA account, and credit cards are accepted. Note: If you choose the self-pay option, Willow Creek Counseling will not re-bill any insurance at a later date. 
� Insurance Payment: I will give all insurance information required to Willow Creek Counseling LLC, staff, including a third-party billing agency and request that they submit the charges to my insurance company for payment. I understand that if my insurance may not or does not pay in full, deny services or payment, it is my financial responsibility to pay the outstanding balance on my account. This includes any deductible and or co-pay responsibilities documented in the policy agreement by my insurance company. I authorize Willow Creek Counseling LLC and its billing department to furnish my insurance company all information that may be required to process all claims for myself and my dependents. 
Regardless of your preferred payment method, any uncollected balances may be forwarded to a collection agency. Please provide a copy of your insurance card(s) both the front and back so we have accurate information.
Name and Address of Primary Insurance:
Policy ID: ______________________Group#: _________________________
Information to be completed only if the policy holder is different than the patient: 
Name of policy holder:                                                     Date of Birth 
Address: 
Policy Holder Employer and address: 
Secondary Insurance Name and Address/Policy Holder Name and Information:
Policy ID:                                              Group #: 
I hereby direct my insurance company to pay for my services by check made out and mailed to Willow Creek Counseling LLC 2920 East Ave. S Ste 101, La Crosse, WI 54601. If my policy prohibits direct payment to provider, I hereby instruct and direct my insurance company to address the check to me and mail to the aforementioned address for the professional expense benefits allowable and otherwise payable to me under my current policy as payment toward the total charges for services rendered. I also authorize EFT payments to Willow Creek Counseling LLC. This is a direct assignment of my rights and benefits under this policy. I have agreed to pay any balance of said charges for professional services over and above this insurance payment. A copy of this assignment shall be considered as effective and valid as the original. I have read and understand my Rights and Responsibilities as written in the “Client Informed Consent Document.” I have read and understand the above financial policy of Willow Creek Counseling LLC. 
Client Signature ______________________________________________Date: ___________
Therapist Signature: ___________________________________________Date: _____________
Initial Diagnosis: _____________
Willow Creek Counseling LLC
Cancellation & No-Show Policy

Life happens, honestly, I understand! Unexpected things pop up and sometimes there is a need to cancel or change an appointment. What I need you to know is that I am an individual practitioner and want to provide the best services that I can for my clients. I also need to run this as a small business to keep my services available and doors open. My goal is to oﬀer consistent therapy to help you, and others navigate life challenges. This also means when an appointment slot goes unfilled due to a late cancel or no show, I may not be able to oﬀer it to someone else who needs therapy.

Cancellations:
I ask for a 24-hour notice for cancellations. Throughout our therapy together, I hold space specifically for you. When you are not able to make those appointments with less than a 24-hour notice, I am often unable to fill those time slots. It also means your therapy goals may be delayed due to inconsistent attendance. If late cancels become a routine, I will need to charge $25 per occurrence. The definition of routine in this case is 6 or more late cancels in a 3-month period.

No Show:
With no show appointments, defined as no call, text, or email to let me know you will not be able to make your appointment, there is a $50 fee after your first occurrence. If after 15 minutes you have not reached out to let me know, I will assume you are a no show.

Exceptions:
Family emergencies and unexpected urgent events are certainly an exception to the policy! Please let me know as soon as possible the reason for the no show/cancellation. Also, living in Wisconsin and surrounding states, weather can present challenges. If there are area wide weather-related events, I will be in communication regarding therapy service preference and to offer alternatives such as Telehealth options.

By implementing this cancellation and no-show policy, I can ensure that I not only respect your
time, but other clients, ultimately leading to client satisfaction for everyone. I appreciate you!

Client Printed Name: _____________________________________________________     
                                                                         
Signature: ______________________________________ Date: __________________

Therapist Signature: ______________________________ Date: __________________



Willow Creek Counseling LLC 
Consent for Telehealth Consultation and Session

I understand that my health care provider wishes me to engage in a telehealth consultation or I have requested telehealth sessions.
1. My health care provider explained to me how the video conferencing technology that will be used to affect such a consultation/session will not be the same as a direct client/health care provider visit due to the fact that I will not be in the same room as my provider.
2. I understand that a telehealth session has potential benefits including easier access to care and the convenience of meeting from a location of my choosing but will not be available if my provider is not located within the state of Wisconsin.
3. I understand there are potential risks to this technology, including interruptions, unauthorized access, and technical difficulties. I understand that my health care provider or I can discontinue the telehealth consult/visit if it is felt that the videoconferencing connections are not adequate for the situation.
4. I have had a direct conversation with my provider, during which I had the opportunity to ask questions in regard to this procedure. My questions have been answered and the risks, benefits and any practical alternatives have been discussed with me in a language in which I understand.

CONSENT TO USE THE TELEHEALTH BY SIMPLEPRACTICE SERVICE
Telehealth by Simple Practice is the technology service we will use to conduct telehealth videoconferencing appointments. It is simple to use and there are no passwords required to log in. By signing this document, I acknowledge:
1. Telehealth by Simple Practice is NOT an Emergency Service and in the event of an emergency, I will use a phone to call 911.
2. Though my provider and I may be in direct, virtual contact through the Telehealth Service, neither Simple Practice nor the Telehealth Service provides any medical or healthcare services or advice including, but not limited to, emergency or urgent medical services.
3. The Telehealth by Simple Practice Service facilitates videoconferencing and is not responsible for the delivery of any healthcare, medical advice or care.
4. I do not assume that my provider has access to any or all of the technical information in the Telehealth by Simple Practice Service – or that such information is current, accurate or up to date. I will not rely on my health care provider to have any of this information in the Telehealth by Simple Practice Service.
5. To maintain confidentiality, I will not share my telehealth appointment link with anyone unauthorized to attend the appointment. I will ensure I am in a private and secure location with no other person(s) in attendance of the session unless previously discussed. My provider will allow others to be in session with me with a signed release of information document on file for that person(s).
By signing this form, I certify:
· That I have read or had this form read and/or had this form explained to me.
· That I fully understand its contents including the risks and benefits of the procedure(s).
· That I have been given ample opportunity to ask questions and that any questions have been answered to my satisfaction.

Printed Name: __________________________________________

Signature_______________________________________________Date: ________________________
Therapist Signature ______________________________________ Date: ________________________
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