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MARRIAGE & FAMILY

(208) 201-3606 COUNSELING SERVICES 36 N. 2" W., Rexburg

Client Information and Consent Form

Please check the type of service you are seeking: Please check who you were referred by:
O Adult Individual Psychotherapy O Marital Counseling 3 Friend or Family Member
O Pre-Marital Counseling O Family & Relationship Therapy O Church Leader or Bishop
3 Child & Teen Therapy O Marriage Checkup or Enrichment O Physi cioaHospitd Of f i ce
O Parenting & Grand parenting Advice O Phone Book or O Internet
O Another Mental Health Professional/Agency

CLIENTNFORMATION

Last Name: First Name: DOB: / /
Mo.  Day Year

SSN: Gender: O Male Marital Status: O  Single

O Female O Married
Address Line 1. Address Line 2:
City: State: Zip:
Home Phone: ( ) Omsg. okay Work Phone: _( ) Ext: 0 msg. okay
Cell Phone: ( ) O msg. okay Fax No.: ( ) O receive fax okay

ADDI TI ONAL CL I E Nrdpdicddle) | NFORMATI ON

Last Name: First Name: DOB: / /
Mo.  Day Year

SSN: Gender: O Male Marital Status: O Single

O Female O Married
Address Line 1 Address Line 2:
City: State. Zip:
Home Phone: ( ) Omsg. okay Work Phone: _( ) Ext: 0 msg. okay
Cell Phone: ( ) O msg. okay Fax No.: ( ) O receive fax okay

EMERGENCY CONTABGOARDIANNFORMATIQIRclient is a dependent)

Name: DOB: / / (If responsible for paymentssing insurafce
Mo.  Day Year

Address Line 1: Soc. Sec. No.: (See above.)

Address Line 2: City: State: Zip:

Home Phone:  ( ) Omsg. okay Work Phone: _( ) Ext: 0 msg. okay

Cell Phone: ( ) 3 msg. okay Relationship to Client:

Fax#: (208) 359-9010 | www.rexburgcounseling.com | mail@rexburgcounseling.com




@;/Jfé(//l;y/
MARRIAGE & FAMILY

(208) 201-3606 COUNSELING SERVICES 36 N. 2" W., Rexburg

PAYMENINFORMATION

Payment is due at the time of service unless prior arrangements have been made. The regular and customary hourly rate is $80. Each standard
consultation is a 50-minute hour with the remaining ten minutes reserved for case-management needs such as note taking. Work outside of the
clinical hour spent doing collateral contacts will be billed at our regular and customary rate; examples are as follows: attending meetings, making

phone calls with doctorsé offices, nur si ng eporsonletes, Sessioash o o | [
lasting beyond one hour or less than one hour will be charged at a rate proportional to the 50-minute hourly rate. Failure to attend a scheduled
appointment without 24-hour notice of cancellation will result in a charge of one-half the cost of the scheduled session. Theclientor t he c | i €

guardian, as listed, is responsible for charges not paid by the listed insurance company. Please check the form(s) of payment you prefer:

O Self Pay
We Accept Cash, Checks, and Credit Cards.
O Auto Pay
Please use the following credit card to pay my hill(s). Thank you.
Visa® MasterCard® Discover® American Express® Card Number:
Name as it appears on the card: 3-digit CPV Code: Exp. Date: /
Address: City: State: Zip:
AuthorizationSignature: Date:

O Insurance
We accept insurance and are a preferred provider for many insurance companies. Please provide us with a copy of your insurance card at
least 2 business days prior your first appointment. We will contact your insurance company to learn about your coverage. We will call you
before your appointment to let you know what you will be expected to pay at the time of service.

O 3 Party Guarantor
Upon their approval, we will bill a third party individual or organization for payment. Examples of this are LDS ward bishops or extended

family members who are not otherwise financially responsible for the client.

Name of Individual or Ward: DOB (if an individual): / /

Soc. Sec. No. (if an individual): Relationship to Client:

Address: Home#: ( ) Omsg. ok
City: State: Zip: Cell#: ( ) Omsg. ok

lhavereadandunder st and Rexbur g Mar rPaymeg Rolicy@nd dgreetnpayforseni@es.uns el i ng

Signature of Guarantor: Date:

CLIENTCONSENT FOR TREATMENT AND PAXMREEMENT

| consent to counseling services by Rexburg Marriage and Family Counseling and Geoff Winfree, LMFT. | have read and been given the opportunity
to discuss any questions regarding their services and | understand and agree to the terms of their Payment Policy.

Printed Name: Signature: Date;
(Guardian if client is a dependent)

Ad d 6 IPrint&lINdame n t Signature: Date;

Fax#: (208) 359-9010 | www.rexburgcounseling.com | mail@rexburgcounseling.com




