
Ctiertt Bmtake BnformatEom

Adult
Date_-= 

-
5ex--ASe-Birthdate'

Name

7aiq- 
-

Citv ,

"nguuguof Choice;€nglish ;Other'
Clieffso-c'ralsecuritys 

- 

ur rsrrutuE'

Home Phone. Work Phone Celt Phone'

EmailAddress:

communtcore wtLt' vuu 'ntnrer*sr select one: --Yes * No
Do you want email reminders for your appor

PrimarY lnsurance ComPanY:
rD# Group No'-

Primary lnsurance Member's Name:
Policy Holdeds EmPloYeq

Policy Holder's DOB

SecondarY lnsurance ComPanY:
JD #-GrouP No'-

Secondary lnsurance Member's Name ' t

PolicyHolder'sDOB €
PrimiryCarePhYsician . ' " ' ' '

Narne ---:-- Address CltY Phone

Medical Flistory tPast - Present - Medications - Hospltalizations) ' - 
'

Previous Psychological Treatment {with whom - When - where - Duration} -

EmploYer
Education ,, , 

-
Spouso's Name ' AF---- 

-Education 

-

Work Phone.
Employer.

Brothers & Sisters

Children {own -Stepchildren - Deaths - Names & Ases)

MilitaryService(service-Eate-Fank) ' : ' :

- EmergencY Contact

Cell Phone
Address

Referral Source:

Reason for Seeking Treatment:



AGREEMENT' F&ffi PAffiTSCSPATS&N

we would like to welcome you to our office and inform yo-u lhat hours of operation are by appointment from 8:00

a.m. to 5:00 p.m. Mondayihrough Frid#;;;r'd^1g-s"tr-irv rrouir rr" arso avaira6te."we have a 24haur

answering service for emergency caus as weu aJappointmJ^ilir.lrtiions' in" phone number is (616) 949-

746o.rf you find it necessary to cancer in appointniill,.*" iiJqriliJ fi;1rr n,91ce because a specific time has

been set aside for you. Broken appointmlnGiiriin"rtz+ noui nlirc", *uy be charged afultfee' Please be aware

ihrt y;i ilsuranc6 Lo*puny wiit'not pay for missed appointments.

we participate with most insurance companies and will make every efforl to billthe insurance company on your

beharf. However, some insurance ro*pliiu*-rnay require ttiai you fite.your gryn claim' A receipt may be given

to you following youiririion which contiini art iniorm'ation needed to fiie a claim with your insurance company'

your insurance company requires .o-pu!i m ur. *ro".at trre time of service' A $10 fee may be added to your

account if this co-pay is not made ut voii uppoint*"nt timel iou uru t"tponsible for all charges, in full' made

to your account. payment can be *uo"lnA;h; o/ Cnecr< oi cieait card"we cannot assume responsibility for

;;;;"rl; 
"iti*utii,n 

of inturun.e benefits or for suecess in collection of claims'

A full counseling/therapy session typically lasts 45-55 minutes.

Afee of g20.00 will be added to your account for checks returned to us from the bank. Afee of $s'oo will be added

i; t;; ft;rnt tor irrtirit that ireed to be redeposited'

Any unpaid balances that are sent for collection may be assessed a $5'00 fee'

The parent or guardian of a minor child who brings that child in for counseling is responsible for any charges

incurred.

Please advise us of any changes in address, telephone or insurance coverage'

C#ruSgNT FSffi PAMTECEPAYEOru

I hereby authorize claystone clinical Associates, P.L.c. through its staff,.to provide the following services:

outpatient psychotherapy/counseting, psyctroiogi.ir'terting, psychietric e.valuation, case review, and/or medication

review and monitoring. I understand *v'piitiriflation is vojuirtiry. Practitio,ners at ccA maintain their own private

practices as wel ui"un ittitiation wiilr tG pr;g*T".ano nuiiness practice.s of the organization. The clinical

services provided are the responsibilitv otin""inoiviouar oi progru* practitioners who are not employees of

Claystone Clinical Associates

PffiBVAEY TS*THCE/RECIPIENT ffi IG HTS

I have read and understand my rights as they have been-written in tle Privacy-Notice and the Recipient Rights

documerit. I understand that I may.ontu.iin6 piiou.y Officer or the Recipient Rights advisor with any questions

or concerns

ffiELEASE @F HNFSffiMATBON

I hereby authorize
to release medical

;ffi';i#"iilili:,il.i s:Tll::it1}:1li:I
f,il1""ri',1,"..jffi;H"*odil,.ffii'i"i,'titl't"liiflg:ji":^*,?l:"11,'::::""?*J*"":'#X.*H**1J,3JX?
:X,iiX,';'#;[:;#:;-!;iX.;;;3* Jiilviir' *oni"it', itreqilreo by my insurer, bv an appropriate member or

the clinical staff.
lnitials

I UNDERSTAND THE ABOVE POLICIES AND AGREE TO THE TEHMS OF THESE POLICIES'

Name: (please print)

Date:

Date:

I UNDEHSTAND THAT IF MY THERAPIST IS NON'PARTICIPATING WITH MY INSURANCE COMPANY IAM

NTSPOruSIBLE FOR TOTAL CHARGES INCURRED.

Signature:

Witnessed:

Signature:

Witnessed:

Date:

Date:



CLAYSTON E CLINICAL ASSOCIATES
ZO+O nuYUtook SE Suite 300

Grand RaPids' Ml 49546

Phone 6L6-949-7464
Fax 616'949-3018

www'claYstoneclinicalcoT *'-
COORDINATION OF CARE

Thisallowso,.o.o***i,atewithyourPrimaryCmePhysician.(PCP)
n the exchange of informationregardinq yentrr n;tlf,,rlrh""e abuse treatment and medical healthcare; for

Thrs document allows ft
coordinarion of cme pwposes as may be nc-cesr.* iJ;lf.t adrirn-u*xi pr"iJ,o oi-.v rrualt'care coverage: Theinformation

exchanged may include io:rorruti* oo **ta nJil;; 
"; 

subsknce "b; ;;* 
and/or treafinent (as protected under 42 cFR Part 2)

such as diaposis and teatment plan and-medirui#"*xior, iooruaiog ffirrouti* regarding the itotott or absence of IIIV/AIDS'

I understand that this authorization ruru rr*"i" ir .ir.Jd*" y"*-tl**;ffi; oi.y tifuut*t below, or for the course ofthis

teaffient, which ever is ionger. I understand thall *;;;";k thi, uoturilutio" ui*v ti*" a:v *itt* notice to my behavioral health

provider. I also *rderstila 1hut it is *y rerporfriiity *o 
""riry 

rnir pi"Ja-.r ifl rn"ose to change my Primary care Physician'

DOB: I Ddo authorize IJdo not aa+horize

Print client's name
my behavioral health Provider,

Print cfinician's name

/T'rf BX
and my Primpry care PhYsician,) t-^'-----'-'rcprimary care physician

to exchange information regarding mental healthlsubstance abuse treatment and medical healthcare'

Phone Number ofPCP
Address ofPCP

----- Cliedl$ €arert or Guardian) Sipature

Clinician's SiPature

DSM IV Diagnosis Code andName.

Treatment ModalitY: l7ndividual ITGrouP DFamilY ffi4edication Treatment

Other: Medications managed through CCA

Date

(to be comPleted bY the clinician)

Treatment Plan Revi

Basic Goals

Testing ratiPn4le-

Identified sft essorslbarriers/strengths.

Date sent to PCP
Sent bY tr Fax tr Mail



I]lauthorizethereleaseofinformationincludingthediagnosis,records;
examination rendered to me and craims information. This information may be released

to:

Date of tsirth:
E{ante:

[ ] SPouse

[] Child(ren'

[]Other

t I lnformation is not to be released to anyone'

This Rerea se of rnformatianwilr remain in effect until terminated by me in writing.

flfessages

Flease call tl my home [ ] my work t] my cell Number:

It unable to reach me:

I lYou maY leave a detailed message

[]please leave a message asking me to return your call

t1

The best time to reach me is (day) '' between {time\'

Signed:
Date:-/-/"

Witness:
Date:-/-/

Medical tnformatign Rele?so Form

(H1PAA ReteqsP Form,t
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eEaystome eBBmEaaB AssoaEaBes

eredBt eard FaYmemt Form

For OmgoEmg FaYmemts

Fatlent Ntame:

Patient's DOE: 

-JJ-
Fatient's TeleBhone #

-['[re cardholders' naft1e as it appears oR the cand" eheak spetling

First Name: Last f{ame:

Mailing Address of Cardholden:

eitv: State:

Relationship to Fatient {circle one}: Self Eependent spouse

Card Ntlmber:

Zip.,

6.

Expiration Eate: 

-/- 
SeeunitY eode:

7. Amount of FaYrment: $,

F$ease keep eard osr $!Be for $uture eBnargss" -=-Yes
-No

PatientlGuardian Signature ::----- - --' --: t:

.a

j:
..

Staff Ntrartre:
Eate: l-J-


