RENEWING HEARTS FAMILY COUNSELING KAREN R. HOBBS, L.P.C.

Client Registration

Patient’s Name:

Last First Ml Today’s Date
Patient DOB: SSN: Marital Status:
Home Address:
Street City State Zip
Contact Phone: E-mail:
Employer: Work Phone:

If you are choosing to SELF-PAY indicate so by omitting insurance information.

Responsible Payer if different from Policyholder:

Last First Ml Relation to Patient DOB
Address:

City State Zip
Contact Phone: Email:

Primary Policyholder Insurance Information

Policyholder’s Name: DOB:
Employer Name: Policyholder SSN:
Insurance Carrier: Phone:

Insurance Address:

City State Zip
Policy ID Number: Group Plan #:

I certify that the information | have provided with regard to my insurance coverage is correct and
permit a copy of this authorization to be used in place of the original. This authorization may be
revoked by me or above name carrier at any time in writing. | authorize payment of medical
benefits to the provider named for professional services and | authorize only the release of
information necessary to process this claim.

Signed: Date:
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RENEWING HEARTS FAMILY COUNSELING KAREN R. HOBBS, L.P.C.

Financial Agreement

Patient’s Name:

Last First M

Responsible Party:

Last First M

Fees and Cancellation Policy

With the exception of emergencies, a minimum of 24 hour notice is required for cancellation of
appointments to avoid being responsible for a MISSED appointment fee of $50.00. Insurance
companies will not reimburse for missed appointments.

Payment Agreement
e | authorize Karen Hobbs, L.P.C, to release information to my insurance carrier.

e | acknowledge responsibility for this account and guarantee payment of all changes
against this account.

e | understand that a returned check charge is $35.00. | understand that, if a check is
denied by my bank, cash or a money order must be used for future payments.

e | understand that an account is delinquent if the client has not paid the balance within 30
days following written notice of the balance due. Every month pass the 30 days, there
will be a charge of $10.00 for the processing. Any portion of the account balance over 90
days old is liable for submission to a collection agency and subject to a monthly finance
charge of 1.5%.

e It will be my responsibility to pay any collection costs.

e | understand that for each NO SHOW 45 minute counseling session, | am responsible for

payment of $50.00.

e If I choose to SELF-PAY | acknowledge a charge of $ for each session.
Payment forms are credit card, cash, or money order.

e The deductible for my insurance provider is $ . | agree to pay it at each visit.

e |If there has to be a court appearance, the fee is $2,500 per day. Whoever is the one who
subpoena the clinician is the one responsible for payment 10 days prior to court.

I the undersigned have read, understand,
PRINTED NAME

and agree to all the terms, and conditions of this financial agreement:

Signature of Responsible Payer:

Date
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RENEWING HEARTS FAMILY COUNSELING KAREN R. HOBBS, L.P.C.

INFORMED CONSENT FORM

Client’s Name Date DOB

This informed consent document provides general information about the counseling services offered by
Karen Habbs, L.P.C., Renewing Hearts Family Counseling, L.L.C., and designated graduate students.
This is a legal document; please read it carefully before signing.

. Nature of Counseling: The type and extent of services received will be determined following an
initial assessment and thorough discussion with me (or my child) and the assigned counselor. I understand
that there may be both benefits and risks associated with participation in counseling. Counseling may
improve ability to relate to others, provide a clearer understanding of self, values, and goals, and an
ability to deal with everyday stress. | understand that counseling may also lead to unanticipated feelings
and change, which might have an unexpected impact on me/my child and my/my child's relationships.

. Supervision: | understand that Jennifer Runner, M.A., has completed a master’s degree in
Marriage and Family Therapy through Liberty University. | understand that Jennifer Runner, M.A. has a
second supervisor who is a License Marriage and Family Therapist which is required for licensure.
Patricia Profit and Matthew Stevens have completed a Master’s degree in Professional Counseling
through Liberty University. They are completing residency requirements for Virginia licensure. They
receive supervision and mental health counseling experience under direct supervision of Karen R. Hobbs,
L.P.C., Clinical Supervisor.

. Confidentiality: I (the client) understand that counselors maintain confidentiality in accordance
with the ethical guidelines and legal requirements of their profession. The results of the Internship
student's work with me/my child require that personal information be discussed with Karen Hobbs, L.P.C.
As well, exceptions for intent to harm self or others, suspicion of elder abuse and/or neglect, suspicion of
child abuse and/or neglect, or if a Judge from a Court of Law requests legal documentation requiring
disclosure of information to official parties as designated. Should questions arise regarding this consent
form or services offered - | understand that I may discuss them with my/my child's counselor. | have read
and | understand the above. | understand that treatment may be stopped at any time and there are no
penalties for denying permission to counsel. | also understand that | can request to meet with Karen R.
Hobbs, L.P.C. at any time if | have any questions or concerns.

Client’s Name (please print) Client’s/Parent (if Minor) Signature Date
Responsible Party Name (please print) Responsible Party Signature Date
Clinician Signature Karen R. Hobbs, M.A., L.P.C. Date
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