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Name: 	Date of Birth: ____________________

Preferred Name	Pronouns: 	Gender: ______________


Revised 03/04/2026
Address:	City:	

State:	

Zip Code: 	


Phone (cell preferred): ________________________    Social Security #:_____________________________________________ 
Marital Status:	Single [image: ]  Married □   Separated [image: ]  Divorced [image: ]  Widowed [image: ]
Employer	Job title: 	

Email Address: 	Who suggested you contact us:	

Please briefly describe your reason for seeking therapy: 	

Primary Care Physician:	

     Emergency contact name & phone: ______________________________________________________________________________

PRIMARY INSURANCE INFORMATION:


Insurance Company Name: 	


ID Number:	Group Number: 	


Insured’s Name (if different from patient)	DOB:	


Relationship to Client:	Copay:	


SECONDARY INSURANCE INFORMATION:


Insurance Company Name: 	


ID Number: 	Group Number: 	


Insurance Guarantor Name and DOB (if different from patient): 	


Relationship to Client: 	Copay: 	


If the patient is a child, who is the responsible party? _________________________________________________________________


CURRENT HOUSEHOLD MEMBERS

	Name
	Age
	Relationship

	1. 
	   
	

	2. 
	  
	 

	3. 
	  
	  

	4.
	
	

	5.
	
	

	6.
	
	



CURRENT MENTAL HEALTH MEDS

	Medication
	Dose
	Reason

	  
	  
	  

	
	
	

	
	
	

	
	
	

	
	
	



Past Mental Health (substance abuse) treatment

	Date
	Reason
	Facility/Provider
	Did you find it helpful?

	
	
	
	

	
	
	
	

	
	
	
	




Good Faith Estimate


In accordance with the 2022 No Surprises Act, this is your Good Faith Estimate of the cost of treatment if you are uninsured or if you do not want to use your insurance for this care. Since we haven’t met, and don’t yet know if you want to use insurance for your treatment, the information below is based on “fee for service” (out of pocket) rates.

If you DO intend to use insurance, check with your insurance carrier (usually a toll-free number on the back side of your insurance card) to find out what your copayment or coinsurance rates will be for outpatient mental health—they are likely much smaller than the cash pay rates listed here.

Since I have not yet evaluated your difficulties or symptoms, I must, at this point, estimate your course of treatment based on the national average for a course of psychotherapy, which is 18 encounters.

This initial estimate is valid for 12 months, but you are entitled to receive an update of this estimate at any time upon request.

Current ICD-10 diagnosis R69 (diagnosis deferred)
Anticipated treatment:

· 1 session of CPT 90791 (diagnostic evaluation) at $85 per session
· 17 weekly, bi-weekly, or monthly sessions of CPT 90837 (psychotherapy, 53 minutes) at $75 per session
· Total of estimated “fee for services” treatment without insurance $1360

This is just a rough estimate based on national averages. The duration of our work together can be longer or shorter depending upon your symptoms, your work between sessions, and your response to treatment. You are free to discontinue treatment at any time. You are also free to discuss other modifications to treatment modalities, frequency, or duration. Sessions may take place here, in our office, or via Doxy.me, our HIPPA compliant telehealth website.

· Mark Campbell, LPC		Tax ID:  83-2522000
· Janet Campbell, Ph.D., LPC, LPN	 	Tax ID:  86-2285040 
· Dimitri Alberti, LAPC		Tax ID:  33-4373404
· Joseph Sarbak, LCSW		Tax ID:  19-7382333
· Amy Bacon, LAPC		Tax ID:  39-2475350
· Sara Dombkowski, BA		Tax ID:  39-3064687  
· Kiara Marshall, LAPC		Tax ID: 93-4931355
· Alisa Lindquist, LAPC		Tax ID: 92-0364054		






Campbell Counseling

No-show (late cancellation) Policy

We do understand that situations sometimes arise which may make it necessary for you to need to cancel your appointment. We respectfully request that you provide as much notice of those cancellation needs as possible. Ideally, a 24-hour notice is preferred. It allows us enough time to offer your unused time slot to someone else on a wait list. We also recognize that there are rare, uncontrollable instances where you cannot make your appointment, but you do not know that information 24 hours in advance. Our intention is not to penalize you for those unexpected instances. We simply appreciate knowing (as much in advance as possible) that you will not be attending, and no fee will be associated with a cancelled appointment. 
No-shows, however, are a problem. We define a no-show as a scheduled time that has been set aside for you specifically, but you do not appear for therapy, and you do not give us any notice (call/text/email/carrier pigeon) that you will not be attending. Because these no-shows are a problem, we have implemented a fee to address the issue. The fee will be $25.00 for the first no-show session, $40 if there is a second no show, and if there is a third no show, you will be released from the practice. **No Show fees are expected to be paid before rescheduling; all future dated appointments will automatically be cancelled and will need rescheduled by patient once no show fee is remitted.  
                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                           











Campbell Counseling
4380 W. 12th Street
Suite 2
814-881-5277

NOTICE OF SESSION RECORDING FOR CLINICAL DOCUMENTATION PURPOSES

To all our valued patients,
As part of our commitment to providing high-quality mental health services, we have implemented a secure software program to assist with clinical documentation. This program enhances the accuracy and efficiency of charting therapy sessions by allowing audio recording for the sole purpose of generating clinical notes.
Why Recordings Are Used
Recording sessions helps ensure that essential details of our conversation are accurately captured, reducing the risk of missing clinically relevant information. These recordings are processed using secure, HIPAA-compliant technology that transcribes the content into professional documentation, which your individual therapist then reviews, moves to your personal chart, and deletes. 
Your Privacy and Confidentiality
Your privacy remains a top priority. All recordings are: 
· Stored securely in encrypted, HIPAA-compliant systems
· Accessible only to your individual therapist and solely for documentation purposes
· Deleted promptly after notes are completed and moved to your personal chart
· Never shared, used for training, or stored beyond their immediate use for clinical note generation
Your Rights
Participation in recorded sessions is entirely voluntary. You may opt out of session recording at any time without affecting your access to services or the quality of your care. If you choose not to be recorded, we will continue using traditional documentation methods.
Please let us know if you have any questions or concerns. Your comfort and trust are important to us, and we are happy to discuss this process in more detail.
Sincerely,

Janet Campbell, Ph.D., LPC, LPN			Mark V. Campbell, LPC






Consent for Treatment
And Limits of Liability



Limits of Services and Assumption of Risks:
Therapy sessions carry both benefits and risks. Therapy sessions can significantly reduce the amount of distress someone is feeling, improve relationships, and/or resolve other specific issues. However, these improvements and any “cures” cannot be guaranteed for any condition due to the many variables that affect therapy sessions. Experiencing uncomfortable feelings, discussing unpleasant situations and/or aspects of your life are considered risks of therapy.

Limitations of Confidentiality:
What you discuss during your therapy session is kept confidential. No contents of the therapy sessions, whether verbal or written, may be shared with another party without your written consent or the written consent of your legal guardian. The following is a list of exceptions:

Duty to Warn and Protect
If you disclose a plan or threat to harm yourself or another person, the therapist is required to warn the possible victim and/or the proper authorities.

Abuse of Children or Vulnerable Adults
If you disclose, or it is suspected, that there is abuse or neglect of children, elderly, or disabled persons, the therapist must report this information to the appropriate state agency and/or legal authorities.

Insurance Providers
Insurance companies and other third-party payers are given information that they request regarding services to the clients. The type of information they might request include types of services, dates/times of service, diagnosis, treatment plan, description of impairment, progress of therapy, case notes, summaries, etc.

By signing the form below, I agree to the assumption of risk and limits of confidentiality and understand their meanings and ramifications.





								

Client Signature (Parent/Guardian if under 18)	Date


Credit Card Authorization Form


Client Name: _________________________________________________

To provide convenient billing and reduce outstanding balances, Campbell Counseling requests that all clients place a valid credit card on file. Your credit card will be charged ONLY for:

· Copayments or coinsurance for your date of service.

If there are any additional charges, such as deductibles, missed appointment fees, or balances outside of your copayment or coinsurance, you will be notified in advance before your card is charged.

This information will be stored securely in compliance with HIPAA and PCI standards.

Authorization:

I authorize Campbell Counseling to charge my credit card only for copays/coinsurance fees as described above. I understand this authorization remains in effect until I cancel it in writing.



	
	

	Cardholder Name (as it appears on card)
	

	Credit Card Number
	

	Expiration Date (MM/YY)
	

	CVV (3-digit code on back of card)
	

	Billing Address
	

	City / State / Zip
	





Signature of Cardholder: _____________________________________________Date: ___________________



*Notice: You may update or revoke this authorization at any time by contacting our office. Your card will not be charged without your prior knowledge, except as outlined above.
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