Bill Bray wa. oa. wec

Sumbird Office Fark 4320 Rusing Roed, Suite B, Coloredo Springs, CO 80907 . Fhone: 715 - 641 — 5188 | kll@drkdlbray.com

Patient Information Date
Marme Harme Phone
Address
Street City State Zip
Elrth date Age
Place of Work wiork Phone Cell
Emall foptiona) {Ghves permisskon to be ssnt appolmtrment Information,

nictlces of new therapy groups and leaming opportunities, or therapy assignments. Your amal addess will NEVER be sharad.)

Spouse/Partner Information

Marme Home Phone
Place of Work wizrk Phone Cell
&re you married? For how long? Hawve you been divorced? Howe many times?

List the names of chilkdren Inyour family, thelr ages, and who they lhve with If ather than paremts.
Also st others whio Ive In the home.iise hack as needed)

Hawe you experenced any deaths of family rmembers or others closeto you? Briefly describe. ke back asneeded)

Primary Care Physiclan (and for Psychiatrist If applicable) Last tirme sesn

List amy medicatiens you are presently taking

Hawve you been hosphtalized In the last four years? Ifyes please describs reason and date of hosphtallzation. ke back as neaded

Hawe you galned or kst more than 5 pounds In last stmonths? Do you smioke?

How rmany packs perday?

How miuch alcohiol do you consume on a dally basis? on & weskly bask?
Do you conskder yoursalf an alcoholic? How rmany cups of coffee doyou dinkon a dally basis?

Hawve you ever usad lllegal drugs?

How many Jobs have you held In the past 5 years? Have you ever bean sulcidal?

if you have been to counseling before, briefly describe when, who the counselor was, and the reason for counseling. ke back a5 needed!

Howe did you leam of my sendces?

May | s=nd a werbal orwritten thank you tothis Indiid ual or crganization?



NAME:

HISTORY

DATE:

Read the following and check (+/) all items related to the problem(s) that bring you to counseling.
]

FAMILY PROBLEMS

o

EMOTIONAL ISSUES

\

MEDICALTHYSICAL
PROBLEMS

u

Tinstahle Home Environment

Fear, Phobia, Nightmares

Acue or Chronic [liness

Cusiody Issues

Anxious, Mervous, Worry

Permanent, Temporary Disability

Mo Family Contact Sad, Hurt, Lonely Digestive

Domestic/Family Violence Uncontrollable Crying Rapid Heartbeat

Parenting or Parents Anger, Frustration, Rage Sleep Disturbance W

Personal Relationship Difficulty Depressed, no Energy, Motivation Wl:i.Ehl Loss Or Gaimn

Farrily Felationship Difficulty Trouble Concentrating FAMILY/SELF HISTORY OF:

Wieak Socdal Skills Compulsive Behaviors Alecholism/Tinug Abusa

WORKS IS51/ES Repetitive Behaviors or Thoughis Chronic Physical or Mental Hlness

Can't hold a Job Lying Crirminal Activity

Foor Aftitude Perfectionist Depression

Terminated from Jab Needing To Be Right Eating Disorders

SCHOOL ISSUES Procrastination Abuse

Ahsentesiim Feeling Hopeless HuicideBuicide Attermpis

Leaming Disabilitics Fealing Like A Victim Violence

Foor Abtitude Victim of Violence SUFFORT

Behavior, Discipline Problems Feeling Misunderstood People in My Life are Suppontive

ADDICTIONS Feeling Cut Of Control EVENTS OF THE PAST YEAR

Dhrugs Feeling Unfriendly Alcohol or Drug Treatment

Alcohal Fecling Worthless Bankruptcy

Gamhling Feelings OF Guili De=pth of Significant Other

Legal Problems Holding Grudges Psychiatric Treatment

Jub Jeopardy Jealoasy Dhivarce
Blaming Yourself or (Others Job Change, Betirement
Withdrawing From Orthers Marriage, Remarriage
Frar of Being Alone, Abandoned Mowie
Dislike Being Toucked Serious Injury, Surgery, [iness
Excessive Risk-Taking Stillbirth, Miscarriage, Abortion
Believing “Not Good Encugh™

PLEASE COMPLETE

Briefly describe the problem that brings you here today:

S

Please provide any additional information you think might be helpfial.

COUNSELOR NOTATIONS
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NOTICE OF PRIVACY PRACTICE

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE READ IT CAREFULLY.

I am reguired by applicable federal and stade law to maintain the privacy of your health information. | am also
required to give you this Notice about my privacy practices, legal obligations, and your rights concoming your
health nformation (“Protecied Health Information”™ or “PHIT). | mest follow the privacy practices thal are described
m this Motice (which may be amended from e o ime ).

USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION

Permissible Uses and Disclosures without Your Witten Authorization. | may use and disclose PHI without your
writlen authorization, excluding Psychotherapy Motes, for certain purposes as described below, The exampiles
provided in each category are nol meant to be exhanstive, but inslead are meant 10 describe the types of uses and
dischosures that are permissible under federal and stale law.

|. Treatment: | may use and disclose PHI 1o diagnose and provide counseling service to you [n addition, | may
disclose PHI to other health care providers involved in your reatment.

2. Payment: | may use or disclose PHI so that services you receive are billed o, and payment is collocted from, your
health plan. By way of example, | may disclose PHI to permit your health plan to take certain actions before it
approves or pays for reatmenl services.

3. Healthcare Operations: | may use and disclose PHI in conjunction with my health care operation., including
quality improvement activitics, training proerams, sooreditaton, certification, hoensing or credentialing activities.

4. Regquired or Permitted by Law: | may use, or disclose PHI when [ am required or permified to do so by law. For
example, | may disclose PHI to appropriate authorities if | reasonably helieve that you are a possible victim of
abuse, neglect, or domestic violance or the possible victim of other crimes. In addition | may disclose PHI to the
extent necessnary to avert o serious threst to your health or salety wmmmmufm.mﬁﬁmmg
permitied or required by law include the following: disclosures for peblic health activities; health oversight activibes
inchuding dischosures to state or laderal agencies suthorized to access PHI; disclosures 1o judicial and law
enforoement officials m response to a court order or other kawful process; disclosares for rescanch when approved by
an mstitational review boand: and disclosures to military or sational security agencies. coroners, medical examiners,
and correctional institutions or otherwise 35 suthorized by law.

USES AND DISCLOSURES REQUIRING YOUR WRITTEN AUTHORIZATION

1. Paychotherapy Notes: Motes recorded by clinician documenting the contents of a counseling session with you
(" Psvchotherapy Notes™) will be used only by your clinician and will not otherwise be used or dischosed without
o writhen suthorization.

2. Marketing Communications. | will not use your health information for marketing communications without your
wrillen authoriraton
Onther Uses and Disclosures: Uises and disclosures other than those described sbove will oaly be made with your

written authorization. For example, you will need 1o sign an authorization form before 1 can send PHI 1o your life
insurance company, school, or to your attorney. You may revoke any such authorization at asy time.
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YOUR INDIVIDUAL RIGHTS

1. Right to Inspect and Copy: You may request access to your medical record and billing records
maintained by me in order to inspect and request copies of records. All requests for access must be
made in writing. Under limited circumstances, | may deny access to your record. | may dharge a fee for
the costs of copying and sending you any records requested. If you are a parent or legal guardian of a
mimor, please note that certain portions of the minor’'s medical record will not be accessible to you.

2. Right to Alternative Communications: You may request and | will accommodate any reasonakble
written request for you to receive PHI by alte mative means of communication or at altemate locations

3. Right to Request Restrictions: ¥ou have the right to request a restriction on PH| used for disclosure for
treatment, payment or health care operations. You must request any such restriction in writing
addressed to me atthe address listed in this form. | am not required to agree to any such restriction you
may request.

4, Right to Accounting of Disclosures: Upon written request, you may obtain an accounting of certain
disclosures of FHI made by me after April 14, 2003, This right applies to disdosures for purposes other
tham treatment, payment or health care operations, excludes disclosures made to you or disclosures
otherwise authorized by you, and is subject to other restriction and limitations.

5. Right to Request Amendment: You have the right to request that | amend your health information.
four request must be in writing, and it must explain why the information should be amended. | may
deny your request under certain circumstances.

&, Right to Obtain Motice: You have the right to obtain another paper copy of this Motice by submitting
a request to me at any time.

Questions and Complaints: f you desire further information about your privacy right, or are concerned
that | have violated your privacy rights, you may contact me at the address listed in this form. You may
alsofile written complaints with the Director, Office for Civil Rights of the L. 5 Department of Health
and Human Services. | will mot retaliate against you if you file a complaint with the Director or myself.

EFFECTIVE DATE AND CHAMNGES TO THIS NOTICE

This Motice is effective April 14, 2003. | may change the terms of this Motice at any time. If | dhange this
Notice, | may make the new Motice terms effective for all PHI that | maimtain, induding amy information
created or received prior toissuing the new Notice. If | changed this Notice, | will post the revised Notice
in the waiting room. You may also obtain any revised Motice by contacting me.

Eill Bray, M.A, D Min., LPC
Licensed Professional Counselor

Sunbird Office Park
4820 Rusina Foad, Suite B

Coborado Springs, C0 80807
F19-641-5188

bill@drbillbray.com
Adapted from Miller Mash, LP, 2002



Bill Bray wa. oa. wec

Sumbird Office Fark 4320 Rusing Roed, Suite B, Coloredo Springs, CO 80907 . Fhone: 715 - 641 — 5188 | bilk@drdlbray.com

Privacy Notification

By miy signature below |, -acknowledge that|
received a copy of the Notice of Privacy Practices for Bill Bray.

Sigrmature of Clent (or personal representative) Diate

If this ackmowledgment is signed by a personal representative on behalf of the dient,
complete the following:

Personal Representative’s Name:

Relationship to Client:

| attempted to obtain written adonowledgement of the receipt of my Motice of
Privacy Practices, but adknowledgement could not be abtained because:

Individual refused tosign

Communication barriers prohibited obtaining the acknowledgement

An emergency situation prevented me from obtaining acknowledgement

Other (Please specify)

This form will be retained in your medical record.
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Your Rights as a Client

The practice of both licensed and unlicensed persons in the field of psychotherapy including psychological
testing is regulated by the Colorado State Department of Regulatory Agencies. Any questions, concems or
complaints regarding the practice of mental health counseling may be directed to the 5tate Grievance Board,
1560 Broadway, Suite 1340, Demver, CO B0202; (303) B94-FF66.

fou are entitled to receive information from me about my methods of therapy, technigues | use, duration of
therapy, if | cam determine it, and my fee structure, Please ask if you would like to receive this information.
fou may seek a second opinion from another therapist or may terminate therapy at any time.

You should know thatin a professional relationship, sexual intimacy between a therapist and a client is newer
appropriate. Sexual indiscretion should be reported to the State Grievance Board.

Information provided by a client during therapy sessions is legally confidential except for certain legal
exceptions which include: 1)1 am required to report suspected child abuse or neglect to the appropriate law
enforcemnent agency; 2] If | receive information from a client concemning a serious threat of imminent physical
violence against a spedfic person, | must inform that person of the threat, and also notify law enforcement
authorities; 311 am required to initiate a mental heatth evaluation of a client who is dangerous to self or
cthers due to a mental disorder. ¥ou should be aware that legal confidentiality does not apply in a criminal or
delinquency proceeding. You should also be aware that confidentiality does not apply if | become aware that
yiou are physically or sexually abusing another individual, or that you plan to hurt yourself or someone else, or
that you plan to commit suicide.

| am licensed to practice psychotherapy in the state of Colorado as a Licensed Professional Counselar,
Colorado License #5267. | have a Master of Arts in Counseling Psychology from the University of Colorado
(15990 and a Doctorate in Applied (Practical) Thealogy from Phillips University Graduate Seminary { 1985),
now known as Phillips Theological Seminary. ¥ouw should be aware that it is usual and customary for mental
health professionals to seek peer consultation on cases and this is done in a manner that protects the
confidentiality of the cliemt. You should be aware that when you sign your request for reimbursement from
your insurance company that you give permission for them to obtain information about your diagnosis and
the progress of your therapy. In addition, you should understand that if either one of us uses cellular
telephones, information transmitted by one or both of us may be intercepted by a third party.

Also, you authorize with your signature below that in the event of my death or grave disability, one or more
of my selected colleagues may review confid ential information | hawve collected about you oryour
dependent(s) in order to advise you of options for the continuity of treatment.

| hawve been informed of my counselor’s degrees, credentials, and licenses. | have also read the preceding
information and understand my rights as a client.

Cliernt Signature (Parent or Guardian for minoer) Diate

Bill Bray, M.A., D.Min., LPC Date
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Insurance Information

General Client Infermation

Name Age Sex Diate of Birth
Street Address

City State Zip

Home Phone Work Phone Cell

Insurance Information

Mermbser D £ Group #

Flan Name

Insured Name & Address §f different than above)

Insured Date of Birth (§f different than abowe)

Insured’s Employrm ent

Is there another Health Benefit Plan? If yes, please name

Authorization LD. #

MNumber of Sessions Authorized
Payment Authorization

| authorize payment of medical benefits from my insurance plan to Bill Bray, LPC for psychotherapy services
rendered. | accept responsibility for making the appropriate co-payments.

Alsoy | authorize the release of any medical or other information necessary to process insurance daims.

In the evemnt that Bill Bray, LPC is not reimbursed by my insurance company for services rendered, | accept
responsibility for payment of psydhotherapy dharges.

Signed Date




Bill Bray, M.A., D.Min., LPC
Licensed Professional Conunselor
Sunbird Office Fark 4320 Ruzing Road, Swite B, Coloredo Springs, CO 80907 . Fhomer 719 - 641 - 5188 . bill@drbillbray.com

Office Policies and Information

As we consider entening mto a therapeutic arrangement, I would hke to provide vou with
mformation that famiharze vou with ooy services and procedures. I encourage you to sesk
clarification and discuss my policies or ask any other questions that vou may have.

Appointments:

Individual and family therapy sessions are 50 momutes m length. Some sessions may be longer,
however, dependent on several factors. It 15 necessary to notfy me at least 24 hours m advancs if
viou must cancel vour appointments. ¥ on will be charged vour full fee for fanshore to cancel prior
to 24 hours m advance unless vou were in an emergency situation. If vou anticipate being late for
a sassion, | would appreciate a call to let me knowe. Unless T hear from vou, I wall consider the
session canceled after 20 munutes. If you miss a session, you will need to rescheduls or confirm
our next appointment.

Inclement Weather:

Please consider your safety in the event of severs weather. Pleaze do not attempt to come to your
appomtment if the weather could pose hazardous dnving conditions. You wall NOT be charged
for a missed session 1f 1t 15 due to severs weather, but I do expect a call to let me know.

Payment for Services:

IfIwill not be billing your insurance, your fee will be discussed with vou at the tme vour
appointment 15 scheduled, and again dunmg the first session. You will be responsible for payment
of sevvices at the beginming of each seszion unless prior arrangements have been made. | work on
a shiding scale bazed on annual household income. Pleaszs circle vour income.

Annuoal Income
$30,000 or less
$31.000 - $30,000
£51,000 - $70,000
$71.000 - $90,000
$91.000 or more

Session Fee:

My signature constrhates the acceptance of conditions set forth m this agresment.

Sipnature of ChentResponsible Party Data



PATIENT HEALTH QUESTIONNAIRE - FHQ-9 &
MNine Symptom Depression Checklist

Pateat Mamne: : Diatet

1. Ower the dorf 7 ueeker, how often have you been bothersd ‘n.]r any of the following problems?

MNor  Sereral Mo than Nessly
ar aff days  falf rha

Every
days dep
1] ! Fi 3
a. Little intesest oo pleasure in doing things O O | )
b Feeling down, depressed, or hopeless O ] 0 0
e Trouble fliog/ staying asleen, eleeping too much a n] O O
d Fecling tited or having fitle enzegy O m] O 0
e. Poor sppetite or oversating n] u] 0O 0
f Feeling bad sbout yousself - or that you are s O O O ]
faihire or have let youmelf or your family down
;,Thﬁuhl:m:mmﬂngunﬂntgt,mnhmmﬂu; O O O . n|
. the ncwspaper ot wakching television
b Moving or spesking so slowly that other people - 0 u] O n]
could beve noticed. Oz the oppogite — being s
Bidgety or rstiess that you have been moving
ground & ot more than usual
i Thr:qghts'lhatyuruwuuﬁh:b:ﬂnuﬁrludﬂ:nf ] 1] 0O 0

il

2. If you checled off oy problem on this questionnaire so fir, how difficult have these problems made it for
you o do your work, tke care of things af home, or gt along with other progle?

Mot difficult ot all Somewhat Difficult Very Diffoul Extremely Drffacult
O D O a
Towl # Sympioms: Total Score:

MAY BE PHOTOCOPIED POR USE N THE CLINICIANy OFFICE -
x.wrmps'r Ffisr, [ AR rights ressrwed. Futvodced with permirsiar, PEIME-MD® it g tradeoveck o Figer L



