Peaceful Mind Therapy of Florida, LLC
Jane Simmons, LMHC 

INDIVIDUAL COUNSELING INFORMATION – ADULT AS CLIENT
	CLIENT INFORMATION
	PERSONAL INFORMATION

	Date of Birth: _____/_____/_______ Age: ______

Name: ___________________________________

Address: _________________________________

City: ______________________Zip:___________

Cell # ____________________________________

May I leave a message: Yes ___ No ___

Home/Work Phone # _______________________

May I leave a message: Yes ___ No ___

Email: ___________________________________

	Name on Card: ____________________________

Credit Card #: _____________________________

Expiration Date: ___________________________

Address if different from your current address:

__________________________________________

__________________________________________

Authorization for Jane Simmons to charge this card as per arranged fees for service: 
Approve ___ 
Check with me before each charge ___ 

	EMERGENCY CONTACT INFO
	

	Spouse __ Parent ___ Grandparent __ Child ___
Name: _______________________________________

Date of Birth: _________________________________

Address (if different from client)

_____________________________________________

City: __________________________Zip:___________

Phone: ______________________________________

Email: ​​​​​​​​​​​​​​​​​​​​_______________________________________
	Health Insurance Information

Cigna ___ United Health/Optum ____ Aetna ___
Blue Cross ___ Beacon ____ 

Primary Member Name: ________________________

Date of Birth: _________________________________
Member # ____________________________________

Group # ______________________________________


I have read and been made aware of “Agreements for Counseling” and agree to abide by the terms and conditions of this agreement and consent to counseling by Dr. Jane Simmons, PhD, LMHC.

Signature: ________________________________________________ Date: ___________________________
Agreements for Counseling 
Consent to Treatment: I voluntarily consent to mental health counseling for myself as is deemed necessary and/or beneficial by Dr. Jane Simmons, LMHC, at Peaceful Mind Therapy (PMT) of FL, LLC. Counseling consists of intake information, assessment(s), diagnosis, treatment plan, talking, coping skills, conflict resolution, and processing.  I am aware that the practice of counseling or psychotherapy is not an exact science, and that no guarantees have been made or implied to me as a result of counseling by or through Dr. Jane Simmons, LMHC/Peaceful Mind Therapy of FL, LLC.  
Notice of Privacy Practices: I understand that a copy of HIPAA Privacy Practices and “Agreements for Counseling” are available on the PMT website. 
Notice of COVID-19 Office Policies: Masks are not required, and sanitizers are available.  Our office is kept sanitized throughout the day.  We hope that you feel safe and confident in our office, but if you feel the need to use telehealth services, please ask.
The Following Information is Provided by Jane Simmons, LMHC
Fees/Appointments: My usual and customary fee for services is $150.00 per session. Sessions typically last 50-60 minutes. I reserve the right to adjust this fee periodically and will notify you in advance if this fee is adjusted. This fee may also be adjusted by contract with insurance, or by agreement with Jane Simmons.  

Cancellation Policy: Your regular attendance at the counseling appointment is part of your commitment to the psychotherapy process. Sessions are typically scheduled on a consistent day and time, which is then set aside for you as my commitment to that process. A minimum of 24-hour notice is required for rescheduling or canceling an appointment, except for valid emergencies or illness. Payment of our agreed upon fee is required for appointments missed without notification.
Insurance: I am a contracted provider with a limited number of insurance carriers: Cigna, Optum, Florida Blue, United Health, and Aetna. By signing this consent, you are also agreeing to share information with your insurance company necessary to the billing process. Should you choose to use insurance for which I am not a contracted provider, my services would be considered “out of network” and you are responsible for payment at the time of service.  I will provide you with a statement that you can submit to your insurance company to seek reimbursement of fees already paid. It is your responsibility to verify and understand the limits of your coverage, co-payments, and deductibles.
Telephone and Emergency Procedures: You can reach me by calling 239-302-7801. I check my voicemail throughout the day and will make every effort to contact you within 24 hours or by the next business day. I will arrange for telephone coverage by a qualified therapist if I am out of town. I am unable to provide 24-hour crisis service. In the event that you are feeling the need to speak to a trained professional counselor immediately, you may call Project Help Hotline at 239-262-7227, or David Lawrence Center at 239-455-8500.  If you feel unsafe, suicidal, want to self-harm or you require immediate medical or psychological assistance, call 911, or go to the nearest Emergency room.
Mandatory Reporting: People benefit most from counseling when they have a good support system.  It is important for counselor and client to establish a trusting relationship in which the client can express and explore feelings associated with the issues that have brought him or her into treatment. To this end, the details of our discussions will be kept confidential. However, in the event of any serious concerns that I might have regarding your safety or well-being such as risk of self-harm or harm to others, including suicidal plans, I am mandated to report to authorities and get immediate help for you to resolve these issues.  I am also mandated to report incidents where I am knowledgeable or have reasonable suspicion of child abuse, elder abuse, and dependent or vulnerable adult abuse.
Therapist-Client Privilege: Information disclosed by you, the client, as well as my records, are subject to the Therapist-Client privilege. This privilege is established by law to recognize the special relationship between a client and therapist, similar to the doctor-patient privilege. Typically, the client is the holder of the privilege. I will assert the Therapist-Client privilege on your behalf until instructed, in writing, to do otherwise by you or by your representative. When the client is a minor, the holder of the Therapist-Client privilege is either the minor, a court appointed guardian, or minor’s counsel. Parents typically do not have the authority to waive the Therapist-Client privilege for their minor children unless given such authority by a court of law. If you have questions or concerns regarding the Therapist-Client privilege, please address them with your attorney.
Legal Matters: In signing this agreement, you acknowledge that I (Jane Simmons) do not agree to appear in court, or speak to attorneys, social workers, or anyone involved in a legal dispute on your behalf.  If I receive a subpoena for records, deposition testimony, or testimony in a court of law, I charge a daily fee of $1,500.  I do not provide copies of progress notes to anyone on your behalf.  Instead, I provide a summary of dates of attendance and relevant information regarding treatment. As your mental health counselor, my job is to provide counseling in a safe, confidential environment where we work together to help you reach your goals and find peace with your mental health concerns.  Any legal matters brought into this environment most often lessen the effectiveness of therapy, diminish the client-counselor relationship, and regress progress.  
Record Keeping: I am required by law to keep treatment records. These records are the sole property of the therapist. If you should request a copy of your records, the request must be made in writing. I reserve the right, under Florida law, to provide a summary in lieu of actual records. My fee for providing a summary letter is $150.  I will keep records for ten years following the end of therapy. At that time, they will be destroyed in a manner that preserves client confidentiality.
Termination: You may terminate counseling at any time for any reason.  Ideally, termination occurs once the client and therapist agree that treatment goals have been met or sufficient progress has been made, and/or the client improves and no longer needs counseling services.  Other reasons for termination may include conflict of interest, failure to comply with treatment recommendations, refusal to participate in therapy, threatening behavior, lack of communication from the client, or requirement of a different level of treatment such as inpatient or crisis intervention that cannot be provided in this practice setting.  My job is to ensure you get excellent care and that I meet your needs regarding treatment planning and goals in therapy.  If I think that I can not meet your needs in this capacity, I may refer you to a therapist who might be a better fit.  Counseling will be automatically terminated if there are no sessions scheduled for a period of two months or if there is no contact or communication for a period of one month.  
Acknowledgment: I have read this statement, asked any questions that I have regarding its content, and understand it. I agree to abide by the terms and conditions of this agreement and consent to counseling by Jane Simmons, LMHC. I agree to hold Jane Simmons, LMHC, free and harmless from any claims, demands, or suits for damages from any injury or complications whatsoever, that may result from such counseling.

____________________________________________________   __________________

Client Signature







Date
  Peaceful Mind Therapy 1185 Immokalee Road, Suite 220, Naples, FL 34116 (239) 302-7801

