NEW CLIENT ASSESSMENT  FORMS

DIRECTIONS:

PLEASE PRINTOUT ALL OF THE FORMS BELOW AND COMPLETE AT YOUR CONVENIENCE AT HOME.   (IF THIS IS FOR COUPLES COUNSELING, BE SURE TO PRINT (2) COPIES OF THE “SYMPTOM INDEX” PAGE.  ONE FOR EACH SPOUSE.  ONLY COMPLETE THE “PARENTAL INDEX OF CHILDREN’S SYMPTOMS” IF YOU ARE BRINGING A CHILD (AGES 5-17.)  THE CREDIT CARD INFO. PAGE WILL BE USED IF INSURANCE DOESN’T PAY WITHIN 90 DAYS.  BECAUSE I DON’T DO COLLECTIONS, I ALSO USE THE CREDIT CARD FOR SCHEDULED MISSED SESSIONS WITHOUT 24 HRS PRIOR NOTICE. COMPLETE THE CONSENT FOR THE RELEASE OF INFORMATION PAGE ONLY IF YOU NEED ME TO CONSULT WITH SOMEONE.  BE SURE TO BRING ALL OF THESE FORMS WITH YOU FOR THE FIRST APPOINTMENT. IF YOU FORGET YOUR FORMS AT HOME, YOU MAY COMPLETE THEM AT THE OFFICE.   THANKS!   

JAMES DZIWAK, LMFT

Licensed Marriage and Family Therapist

#mfc 23447

Board Certified Music Therapist
Mailing Address:







Alternative office:

260 Maple Court, Ste. 114







333 North Lantana, Suite 269
Ventura, CA 93003







Camarillo, CA 93010
(805) 402-8340 

(805) 384-0371 fax                    

  

OFFICE POLICIES

Psychotherapy  Charges

Insurance

This office accepts most health insurance or EAP’s for payment but only if it is cleared by the insurance company before any treatment begins.

Individual, marital and family psychotherapy is charged at the rate of $150.00 for the first assessment session and then $125.00 per session thereafter, unless prior arrangements are made with an EAP or other Managed Care insurance company.   Because both insurance companies and EAP’s have NOT kept up with inflation for their psychotherapy providers, this office has limited times available and duration of sessions to 45 minutes per contract. Those who are willing to pay in full with either cash, check, or credit card, will receive 55 minute sessions.     If you choose to pay a month in advance (4 sessions), the fee is $100.00 per session = $400.00 (a savings of  $100.00 per four sessions.)  If you decide to discontinue sessions at this special 4-session rate, your refund for any remaining sessions will be based on the single session rate. (This is a cash only program and you will NOT receive any paperwork to be reimbursed by your insurance company.)  If you wish to receive a “Superbill” to get reimbursed by your insurance company (PPO accounts only), please ask your therapist for this form.   When received, simply attach the “Superbill” to your own regular insurance billing form, fill out your “patient’s section”, and send both to the insurance carrier for reimbursement. If you choose this option, payment to this office is due in full at the time of service. Hospital visits and out of the office visits are charged at the rate of $250.00 per hour.  Telephone calls beyond 10 minutes in length will be charged on a prorated basis.

Receipts

A “Rceipt for Services”form will be given to clients when requested for co-payments only.

Couples or Marriage Counseling Intensives

As a special service, this office offers Two - Full hours of Couples or Marriage Counseling Intensives for those who want more from their counseling experience.  Talk to your therapist for more information.   These special intensives are $225.00 (no insurance.)
Group Psychotherapy and Seminars

Fees for group psychotherapy vary and depend on the number of participants and length.  Please see me about specific costs and availability.

Payment Policy

Please make all payments at the beginning of every session, including all co-pays so that we can make the best of the time we have available to us.  Payment is expected at the time services are rendered, including any co-pays, unless other arrangements have been made in advance with an insurance company or EAP. 

Retainer

This office requires some form of retainer to keep costs down and to avoid any need for collections.  The easiest form is a Pre-Authorization for Credit Card Payment.  You can also give this office a check for $150.00 if you prefer.   Both of these retainers will ONLY be used if payment is not paid by your insurance company within 90 days of service.   You may also use your credit card to make co-payments.

Written Reports

Occasionally requests are received for treatment reports for insurance companies and written evaluations to be sent to individuals and agencies.  You will be billed for each report required.  Please discuss this with your therapist if this is applicable.

Cancellation Policy

You will occasionally be given a reminder call of an email the day before your appointment.  This courtesy is only available if someone is home to answer the phone, you have an answering service of some kind and/or you have email service and we have your correct email address.  If you are unable to make your appointment, please contact this therapist immediately at (805) 402-8340 {voice mail.}  When accepted into treatment, this therapist commits to time scheduled for you.  Because our time cannot be rescheduled on short notice, all notifications of cancellations must be made at least 24 hours before the scheduled appointment.  ALL FAILED APPOINTMENTS AND CANCELLATIONS WITH LESS THAN 24 HOURS NOTICE WILL (at the discretion of this office),  BE CHARGED FULL FEE.  A CHECK, CASH, OR CREDIT CARD WILL BE USED FOR THIS TRANSACTION AND IS DUE IMMEDIATELY.   YOUR CREDIT CARD NUMBER NEEDS TO BE ON FILE FOR MISSED SESSIONS UNLESS  YOU GIVE THIS OFFICE A DEPOSIT OF $150.00.   THIS CHECK WILL NOT BE CASHED UNLESS NEEDED.     Insurance OR EAP will not pay for missed sessions. 

                                                                                                                         (please initial) ____________

Confidentiality and Duty to Warn

The confidentiality and privacy of the information you disclosed in your therapy is very important to me.  Information will not be released to other persons without your authorization.

There are some important exceptions to confidentiality of which we would like you to be aware.  These exceptions are the result of legal decisions designed to promote your welfare.

***If you threaten to harm yourself or someone else and your threat is believed to be serious, we are obligated by law to warn the person (or their family) against who the harm is directed, or the family of the person threatening to harm him/herself.

***Therapists are required to report suspected child abuse or neglect to the proper authorities (child protective services, police, etc.)

***If your therapist is Court ordered, or if you are involved in litigation in which your mental health is an issue before the courts, then you may be waiving the right to keep your records confidential.

You have the right to receive a copy of the enclosed Notice of Privacy Practices, which is available in this packet.







 (please initial) ____________

These office policies have been developed in an effort to answer questions you may have and to inform you in advance of areas which may be of concern to you.  If you have any questions concerning these policies, please feel free to discuss them with me.

I HAVE READ THE OFFICE POLICIES OF JAMES DZIWAK, MFT AND WITH MY SIGNATURE I HEREBY AGREE AND UNDERSTAND ALL OF THESE POLICIES.

CLIENT SIGNATURE: _____________________________________________  DATE: _____________________________________

CLIENT SIGNATURE: _____________________________________________ DATE: ______________________________________

PARENT or GUARDIAN: ___________________________________________ DATE: ______________________________________

(only if client is under 18 yrs. of age)

PARENT or GUARDIAN: ___________________________________________ DATE: ______________________________________

(only if client is under 18 yrs. of age)

JAMES DZIWAK, MFT

Licensed Marriage and Family Therapist

Board Certified Music Therapist
Mailing Address:







Alternative office:

260 Maple Court, Suite 114
                     




333 North Lantana, Suite 269
Ventura, CA 93003







Camarillo, CA 93010

(805) 402-8340

PERSONAL DATA

______________________________________          ______    ______________       ______________________

(Last Name, First Name, Middle Initial)                        (Sex)            (Birthdate)                   (cell phone)

_________________________________________________________________       ______________________

(Street Address)






                              (Home Phone)

____________________________        _____________     _________________        ______________________

(City)

                                
 (State)

    (Zip)


     (Work Phone)

Email address: _____________________________________________________________________________
PERSON RESPONSIBLE FOR PAYMENT    

  

________________________________          ______    ______________       ____________________________

(Last Name, First Name, Middle Initial)           (Sex)           (Birthdate)                    (Social Security Number)

________________________________           ________________          _       ____________________________

(Street Address)



              (cell phone)

           (Home Phone)

_____________________________        _____________     _________________        ______________________

(City)

                             
 (State)

        (Zip)

      (Work Phone)

INSURANCE COMPANY OR EMPLOYEE ASSISTANCE PROGRAM (EAP)

_______________________________________________          ________________________________________       

(Insurance or EAP Name)            



     (Employer)

_________________  ____________________       ____________________________      ____________________

(Street Address)

 (Phone)


    (SS #/Cert. #/Policy #)                         (authorization #)

__________________        _____________     _________       _________________        ______________________

(City)


 (State)

    (Zip)

(phone)                             (Group Name and Number) 

ASSIGNMENT OF BENEFITS & AUTHORIZATION TO RELEASE MEDICAL INFORMATION

I HEREBY ASSIGN ALL MEDICAL BENEFITS, TO INCLUDE MAJOR MEDICAL BENEFITS TO 

WHICH I AM ENTITLED, INCLUDING MEDICARE, PRIVATE INSURANCE, (EAP), AND ANY 

OTHER HEALTH PLANS TO:    JAMES DZIWAK, MFT

This assignment will remain in effect until revoked by me in writing.  A photocopy of this assignment is to be

 considered as valid as an original.  I understand that I am financially responsible for all charges whether or

 not paid by said insurance, (EAP), or other coverage.  I hereby authorize the assignee to release all medical

 information necessary to secure payment from my insurance company.

SIGNED: ________________________________________________ DATE: ____________________________

BACKGROUND INFORMATION  (to be completed individually by every family member that comes into this office.)

Briefly describe the problem(s) or issues for which you are seeking counseling assistance:   ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

GOALS OF COUNSELING (Please prioritize at least three ideas)

1. __________________________________________________________________________________________________________________________________________________________________________________________________________________________

2. __________________________________________________________________________________________________________________________________________________________________________________________________________________________

3. ____________________________________________________________________________________________________________________________________________________________________________________________________________________________

How did you hear about this office/therapist? _________________________________________________________________________________________________________________

Previous counseling: Y ___ N ___ From whom? ________________________When and how long? ________________________________

Attitude toward previous counseling: ___________________________________________________________________________________

MEDICAL DATA

Name of Your Physician(s): ___________________________ City: _________________ Phone: __________________________________

Currently treating? _________________________________________________________________________________________________

Currently under medication (name and dosage): __________________________________________________________________________

FAMILY STATUS INFORMATION

Check current status:
 Single _____  Engaged ______ Married ______ Separated _______ Divorced ______

Occupation: ___________________________   Employed by: _____________________________________________________________

Highest level of Education: (circle) 10 11 12 13 14 15 16 17 18 more

Spouse’s Name: ________________________________________                  

CHILDREN:

NAME:


SEX:

AGE:

LIVING AT HOME?

__________________   __________    ________________   __________________________

__________________   __________    ________________   __________________________

__________________   __________    ________________   __________________________

__________________   __________    ________________   __________________________

Others in the household: Y_____  N ______  If yes, relationship to you: ________________________

Date: ________________________________            Name: ______________________________

SYMPTOM INDEX

FOR ADULTS

Please note here, in your own words, the reason for coming to counseling today.   If your problem is a long-standing one, what happened that led you to start counseling just at this time?   ______________________________________________________________________________________________________________________________________________________________________________________________________________

Please read both sides of this sheet and check off any problems you are experiencing.  Thank You!

1. My energy is low nearly every day. 


52.   I’ve had several panic attacks and fear getting another one

2. Recently, I’ve noticed a weight change                   
        fear getting another one

3. I feel depressed or sad      


             53.   I worry about losing control or going crazy  

4. I have felt depressed for over 2 years                      
54.   I have become more careful


5. I feel on edge or agitated                                 

55.   I worry about being away from home alone

6. Recently I’ve begun to move more slowly     

56.   I fear or avoid some social situations 

7. I fell worthless                                                        
57.   I fear a specific activity or action

8. I feel guilty                                                      

58.   I experience thoughts or images coming back to my mind

9. It’s difficult to make decisions                        

        over and over again

10. I keep thinking of dying                                  

59.   I feel driven to perform certain behaviors over and over 

11. I’ve been thinking about suicide                              
60.   I have experienced an event which I felt endangered or

12. I have a plan to commit suicide                                                 violated me or to someone else

13. I can’t concentrate                                          

61.   Within a month of the above event I began experiencing 

14. I’ve lost interest in daily activities                                             images, dreams, recollections, or “flashbacks” about the

15. I’ve felt very sad daily for 2 weeks                       
        event

16   and I’ve had similar episodes during my lifetime

62.   Sometimes I feel like I am re-experiencing the event

17.  and this is the only time it’s been so bad


63.   Usually I just do not want to talk about the event

18.  My sadness has been interrupted by periods of

64.   I avoid reminders of the event; including activities,

       feeling especially excited or irritable


        places, feelings, or people who bring it to mind

19.  A specific event caused my sadness/depression

65.   Sometimes I feel detached; like I’m observing my feelings

20.  I have difficulty sleeping



66.   Sometimes, when I think I should be emotional, I just feel

21.  I have difficulty staying asleep through the night

        numb

22.  An event occurred recently which I have been reacting
67.   I often feel that I am in a “daze.”

       to with both depression and anxiety           

68.   Sometimes, I do not feel real

23.  An event occurred recently which I have been reacting
69.   I startle easily

       to by acting different. (ex: breaking rules I use to live by 70.   In unfamiliar situations, I scan the environment around me
24.  An event occurred which I am reacting to with both
        for possible problems
       emotional upset and by acting differently

71.   It has been difficult to get help for this because I do
25.  A specific event occurred recently which I am nervous
        not want to talk about it
       and jittery about




72.   I tense up when I am reminded of the event
26.  My heart pounds and/or palpitates


73.   I believe that there are significant parts of the event which
27.  My heart beat is fast




        are difficult for me to recall
28.  I experience frequent sweating



74.   I find myself staying away from people I used to be     

29.  I experience trembling and/or shaking


        closer to 

30.  Sometimes I feel shortness of breath or smothering
75.   Some of my stronger feelings (ex: love) are not as intense
       sensations





        as they should be
31.  Sometimes I feel I am choking



76.   I’ve been worried or anxious most of the time in the last         

32.  I get chest pains or discomfort



        six months
33.  Sometimes I feel nausea or abdominal distress

77.   I feel keyed up     

34.
I sometimes feel dizzy, unsteady or faint


78.   I am easily fatigued.
35.  Sometimes I feel detached from myself.


79.   I have on-going muscle tension.
36.
Sometimes I fear losing control or going crazy.

   

37.
I have a fear of dying.




80.   I feel intense anxiety due to a medical disorder.
38.
I get numbness or tingling sensations.



_________________________________________   

39.
I get chills or hot flashes.



81.   I experience anxiety when I get intoxicated.
40.
I worry about being getting stuck someplace, and 
82.   I experience increased anxiety when I go through
       experiencing any of the above symptoms.

        withdrawal.
41.
I am having a problem with my significant other or
83.   My physician/psychiatrist has prescribed medications to   

      spounse.





        Relieve the above symptoms.        

42.
I am having a problem with my brother or sister.

        Please list the medications: ______________________
43.
I am having a problem with my minor daughter or son.
        ____________________________________________
44. 
I am having a problem dealing with stresses associated
        ____________________________________________
      with the physical or mental illness of someone close to me.      ____________________________________________
45.
I am having many reactions to the recent death of a
        

      loved one.





84.   I sometimes help myself to feel better through drinking

46.
I am having a problem at work or in my career.

        alcohol or smoking marijuana.

47.
I find it difficult to take care of myself (bath, eat)
85.   Please list any medical problems that have bothered you       

48.
Sometimes I want to hurt others.



        In the last two years: ___________________________

49.
Sometimes I get lost and don’t know where I am.
         ____________________________________________

50.
Sometimes I forget to take care of myself (ex: take
86.    Please list any other medications (prescribed or over-the-

      
medications, lock the dooor, turn gas off on the stove.)
         counter) or drugs (prescribed or street drugs) you are 

51.
My primary reason for coming to counseling is 

         taking and how frequently.  If you know dosage amounts, 

      
complicated by other problems in my life  (Please circle
         please list those:  _______________________________


all below that apply):




         _____________________________________________

 
*Family or Support Group*      *Access to Services*
         _____________________________________________


*Social or Community Issues*    *Education*

         _____________________________________________

 
*Occupation*   *Housing*   *Economics*   *Legal*   

+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++









-plans of hurting self?     ______ yes  _______ no

To be completed by your therapist:



-plans of hurting others? ______yes   _______ no









-alcohol use?   Choice?  __________________









-marijuana ?  ___________________________









-street drugs? ___________________________



Axis I.
_____________________


-cigarettes?  ____________________________









-caffeine?  _____________________________

Axis II. 
_____________________      V71.09 No Diagnosis/ 799.9 Diagnosis Deferred,  

300.9 Unspecified Psychological Problem

Axis III:
_____________________       No significant physical problems

Axis IV:
_____________________
(see #51)

Axis V:
_____________________       91-100 superior; 81-90 minimal symptoms; 71- 80 transient reactions; 







61-70 mild; 51-60 moderate; 41-50 serious; 31-40 major; 







       21-30 functioning inability; 1120 gross impairment; 1-10 dangerous

______________________________________________________

____________________________

   Provider Signature







      Date

Date: ________________________________            Child’s Name: ______________________________

PARENTAL INDEX OF CHILDREN’S SYMPTOMS 

Please note here, in your own words, the reason for bringing your child to counseling today.    If your problem is a long-standing one, what happened that led you to start counseling just at this time?   ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please read both sides of this sheet and check off any problems you are experiencing.  Thank You!

IN THE PAST 6 MONTHS, HAS YOUR CHILD:

DOES YOUR CHILD:

1. Skipped close attention to details 



1.   Get upset when separating from 

2. Often forgotten daily activities 



       you or from home


3. Made careless mistakes in schoolwork


2.   Worry about harm befalling you or 

4. Had difficulty sustaining attention in tasks or play                   
other adults

5. Doesn’t seem to listen when spoken to directly
             3.    Worry that an event might separate

6. Not followed through on instructions         

        

him/her from you (e.g. getting lost, 

7. Failed to finish schoolwork, chores, or duties                   
        
or getting kidnapped)


8. Had difficulty organizing tasks or activities        

4.    Show reluctance to go to school,  

9. Resisted tasks that require sustained mental effort
        

fearing separation

10. Often lost things necessary to tasks (e.g. pencils)

5.    Show reluctance to being alone 
11. Often forgotten daily activities                                                   
without you

12. Frequently fidgeted or squirmed  



6.     Refuse to sleep away from home or

13. Had difficulty remaining seated                                      
       
without you near 

14. Run about or acted up in inappropriate situations

7.     Have repeated nightmares about              

15. Often had difficulty playing or watching TV quietly
         

situations

16. Often been “on the go” or acted “driven like a motor”
8.     Feel ill or achy when separating       

17. Talked excessively                                   



18. Blurted out answers before questions are completed

DURING THE PAST 6 MONTHS, 
19. Had difficulty awaiting his turn in games                          
HAS YOUR CHILD:                        

20. Often interrupted or butt into conversations                       
1.    Cried, frozen, shrunk from unfamiliar people

2.    Had tantrums in social situations with new people

IN THE PAST YEAR, HAS YOUR CHILD:                                 3.    Wanted contact restricted to family or close friends 

1. Frequently bullied or threatened others                                 
4.    Shown anxiety/worry most days about many       

2. Started physical fights                                                                 
feelings

3. used a weapon that could hurt others (eg. bat, gun)            
5.    Been restless, keyed up, on edge

4. Been physically cruel to people                                           
6.    Tired easily

5. Been physically cruel to animals                                         
7.    Had difficulty concentrating

6. Stolen while confronting a victim (eg. extortion)                
8.    Been irritable

7. Forced someone into sexual activity                                    
9.    Had muscle tension

8. Set a fire in order to cause serious damage                          
10.  Had difficulty getting to sleep or staying asleep

9. Deliberately destroyed others’ property                              

10.  Broken into someone else’s house or car                             DOES YOUR CHILD:
11.  Lied or conned to get something or avoid a duty                 
1.    Get very anxious because of a medical problem

12.  Stolen, not confronting a victim (eg. forgery)                      
2.    Feel confused/perplexed about goals, career choice

13.  Stayed out late against your wishes (under age 13)                    
moral values, friendships, or sexual orientation

14.  Run away from home more than once                                  
3.    Have a bad problem with a brother or sister

15.  Been often truant from school                                              
4.    Have problems with a parent or a step-parent

                                                                                                        
5.    Have problems dealing with stresses associated 

IN THE PAST 6 MONTHS, HAS YOUR CHILD OFTEN:                 
with the physical or mental illness of someone else

1.  Lost his/her temper                                                            
6.    Have a number of reactions to the recent death of

2.  Argued with adults                                                                  

a loved one

3.  Defied or refused adult requests or rules                               
7.     Have concerns about personal or sexual safety

4.  Deliberately done things to annoy others                                 
8.     Have problems with schoolwork; but no emotional

5.  Blamed others for his/her own mistakes                                           
problems

6.  Been touchy or easily annoyed by others                                 
9.     Have suicidal thoughts

7.  Been angry or resentful                                                           
10.   Have a plan to commit suicidal

8.  Been spiteful or vindictive                                                      
11.   Drink alcohol or smoke marijuana?   Please list 

                                                                                                                    
Amounts consumed in an average week: _______

THE MAIN REASON FOR STARTING COUNSELING                       
________________________________________

IS COMPLICATED BY OTHER PROBLEMS (please             
12.    Have a problem with drugs (street or prescription)

circle all that apply):                                                                                 Please list: _______________________________

*family or support group    *access to services                                         ________________________________________

*social or community issues   *education    *crime                     
13.    Have any medical problems?  Please list: ______

*occupation   *housing     *economics   *legal                                          _______________________________________

                                                                                                     
14.    Take any medication (prescribed or over-the-                                                                                                                                                                                         
          
counter) Please list: ______________________

            _______________________________________

            _______________________________________                                                                                                                                                                                                                                 




















                                                                                                                                                                       

PRE-AUTHORIZED CREDIT CARD

 RETAINER HEATLH CARE FORM

I authorize James Dziwak, MFT, /Dziwak Counseling Institute to keep 

my signature on file and to charge my account for:

1) Balances of charges not paid by insurance within 90 days (amounts only to include charges agreed upon in the Office Policies form.)

2) Any co-pays not paid at the time of service (as necessary)

3) Missed sessions less than 24 hrs. notice

I assign my insurance benefits to the provider listed above.  I understand 

that this is valid for 4 years unless I cancel the authorization through written 

notice to the health care provider.

Patient’s Name ______________________________________________

Card Holders Name (as listed on the card) _________________________

Card Holders Address _________________________________________

City ____________________________ State _________ Zip _________

[image: image1.jpg]JAMES DZIWAK, LMFT

Licensed Marriage and Family Therapist
www.DziwakCounselinginstitute.com
(805) 402-8340 office
(805) 445-7181 fax

MFC 23447
Mailing Address: Alternate office:
260 Maple Court, Ste. 114 333 N. Lantana, Ste. 269
Ventura, CA 93003 Camariillo, CA 93010

CONSENT FOR THE RELEASE OF MEDICAL INFORMATION

By signing this document, I
(Name of patient) (Date of birth)

hereby authorize James Dziwak, LMFT to release and disclose records and information obtained in the
course of my diagnosis and /or treatment to:

(Name of Person and/or Professional Agency to receive records)

I also understand that any cancellation or modification of this authorization must be in writing. This and
disclosure of information and records authorized herein is required for the following purpose:

The specific limitations on the types of medical information to be disclosed are as follows:

This authorization shall remain valid until:
(Date)

I have carefully read and understand the foregoing information. I consent to the release of the above
specified information/medical records of myself and/or my child’s condition, and the treatment received, to

those persons or agencies listed above. I further release James Dziwak, LMFT from any liability arising
from the release of this information or records to such designated persons or agencies.

(Date) (signature of patient)

(Date) (Signature of parent, guardian or conservator if applicable)




         VISA                   Mastercard      Acct. #  ______________________

Exp. Date:  _______ / _______   

3-digit security code on back of card: _______

Signature:___________________________________________________

***** you will be given or sent a receipt via US Mail or Email.    Please include a 

valid email address: _________________________________________


