David Palaia, MS, LPC-MHSP, NCC

Professional Counseling

David Palaia provides high-quality, affordable counseling services to individuals,
coupies, and families. | hoid a Master's Degree in Mental Health Counseling from Montana
State University, which has been accredited by the Councit on Accreditation of Counseling
and Related Educational Programs (CACREP), and | am licensed in the state of Tennessee
as a Clinical Professional Counselor and Mental Health Service Provider.

Please sign your name on the following page after you read,
understand, and agree to the following. Please discuss any questions

you may have with the counselor before signing.

| understand that my first session with David Palaia is evaluative only and does not
imply that we have entered into a therapeutic relationship. [ understand that treatment with
David Palaia is completely voluntary and usually involves discussion of issues that are times
uncomfortable. However, | also understand that this process is to help me perscnally and to
help me resolve concerns | have about myself and with my family members, partners and
other persons. | undersiand that my counselor may use different applicabie treatment
methods including discussion, education, relaxation, and visualization as well as recommend
reading and other activities for outside the therapy session. | understand that my counselor
Is only there to help me explore and resolve difficult life issues and that my motivation and
participation in this process are essential. | understand that my counselor cannot guarantee
Improvement of my situation, and at times | may feel worse before feeling better. If at
anytime this process feels too intolerable, | wil! discuss this with my counselor. | also
understand that although our sessions will involve discussing things of an intimate nature, |
realize that we have a professional, rather than personal, relationship and that my
relationship with my counselor will be limited to our sessions together. | understand that
giving gifts and\or socializing with my counselor is inappropriate. | understand that if | see
my counselor outside of session, he will not initiate contact with me and that it is
Inappropriate to discuss therapeutic matters with him.

| understand that all identifying information about my assessment and treatment is kept
confidential. However, | also understand that information about my case may be shared with

other licensed mental health professionals for treatment purposes only and that my name(s)
and any other identifying information will not be shared. In order to protect confidentiality,
any written, telephone, or persenal inquiries about clients will not be acknowledged. |
understand that | must give verbal and written agreement before any identifying information



wiil be revealed to anyone. Further, | understand that there are four conditions under which
my counselor may breach confidentiality without my permission: 1) in the case that he has
reason to believe that | am at risk of doing serious harm to myseif, 2) in the case that he has
reason to betieve that | am at imminent risk for doing harm to others, such as committing a
sertous iegal offense (e.g. homicide), 3) in the case that he has reason to believe that a child
under the age of 18 is being\has been physically abused, sexually abused, or neglected by
any person or that there is suspected abuse of an elderly or disabled person, 4) in the case
that he is ordered to do so by a judge in a court of law. | give my consent for my counselor to
contact ANY PERSON in a position to prevent me from doing harm to myseif or someocne
glse inciuding but not timited to the police, a physician, family member, close friend or other
mental health professional.

| understand that personal information wiil be entered into my file in written form. My file
will be kept confidential and is subject to the same limits to confidentiality as noted above. In
the case of couples or family therapy, | understand that my counselor will keep one file to be
accessed by any of the clients upon request. If for some reason there is a need to share
iInformation in my file with someocne (e.g. another mental health professional with whom [ am
working, physician, etc) [ will first be consulted and asked to sign a retease of information
form. In the event that m counselor shouid die or become incapacitated, | give permission for
Gayden Fite LPC-MHSP — 615-440-8909, to take possession of my chart and maintain the
same standards of confidentiality as my counselor. If | have any questions about
confidentiality, | will discuss them with my counseior.

Further, | understand that after-hours services and emergency services are not
available from David Palaia. My counselor may not be abie to return phone calls immediately
or schedule immediate ireatment. If | have such an emergency and am unable to contact my
counselor, 1 can call 811 or go to the emergency room. | understand that if David Palaia
determines that he is unable to meet my needs for whatever reason, [ will be provided with
the reterral information for other mental health professionals.

i understand that David Palaia charges per session. | understand that
payment for services are due in fuil at the end of each counseling appointment. | will
notify my counselor 24 hours in advance should | need to cancel or reschedule an
appointment. | understand that | will be billed at half my normal rate for not showing
up for an appointment without notification. | understand that non-payment could be a
reason for termination of counseling. | understand that my time missed due tardiness can
not be added to my session. | understand that if | wish to have my insurance billed, my
counselor will fili out the necessary paperwork and that | will be responsible for any co-
payments, deductibles, etc. Health insurance companies usually require a diagnosis for a
mental health condition in order to reimburse for services. | understand that this diagnosis
will be included in my insurance records If | choose to use my insurance for payment.
Further, should there be any reason for David Palaia to testify in a court of iaw or give a
deposition in any case regarding a client past or present, the rate for this wilt be two times the
normal session rate regardless of fee scaling or insurance which amounts to 240 dollars per
hour for time in court and three times (360 dollars) for time giving testimony or deposition.
Alsn shoutd the a court matter be involved, | understand that David Palaia will require s 500
doliar retainer paid in full in advance of court testimony or deposition. | also understand that




David Palaia reserves the right to charge for phone calls made after hours uniess the call is
an emergency due to suicidal, homicidal ideation and\or psychotic episode which may
require a referral for inpatient psychiatric care.

| understand that | may leave therapy at any time, although | agree to discuss
termination with my counselor at a regular counseling session, not by telephone. Sessions
are 50 minutes in length and typically occur on a weekly basis. if at any time | am
dissatisfied with these services, | will let my counselor know. If he is unabile to resolve my
concerns, | can report complaints to the State of Tennessee Licensed Professional
Counselors Board, 227 French Landing, Suite 300, Heritage Place Metro Center, Nashville,
TN 37243 (615) 532-5369, in reference to David Palaia, LPC-MHSP, license #2504. My
counselor has answered all my questions about ireatment to my satisfaction. if | have any
further questions, | understand that my counselor will either answer them for me or find the

answers for me. | have read, understood, and agreed to the terms and
content of this document.

Client 1 Signature Date
Client 2 Signhaiure Date
Parenf\Guardian Date

Witness Signature Date



PATIENT NOTIFICATION OF PRIVACY RIGHTS

The Health Insurance Portabibity and Accountability Act (HIPAA) bas created new
natient pratections surroanding the use of protected health information. Commonly
referred to as the “medical records privacy law?, HIPAA provides patient protections
related to the electronic (ransmission of data (“the transzetion rales”), the keeping and use
of patient records (“privacy rules™}, and storage and access 10 health care records (“the
security rules”). HIPAA applies to all health care providers, including mental health care,
and providers aad health care agencies ihroughout the country are now required to
provide patients 2 noiification of their privacy rights as it relates 10 their health caxe
records. You may bave already received similar notices such as this one from your other

health care providers.

As you might expect, the HIPAA law and regulations are sxtremely detailed and
difficult to grasp i you.don’t Lave formal legal training. Iy Patient Notification of
Privacy Rights is my attemapt to inform you of your rights i a simple yet comprehensive
fashion. Please read this document as it 1s jmpertant you Know what patient proteciions
- -JIIPAA affords all-of us. in mental health care, confidentiality and privacy are central to

. the success of ¢he therapeutic relationship and as such, you will find I wiil do all Y can do

protect the privacy oi your mmental nesith records. Ifyou have any questions about any of
(he matters discussed in this document, please do 1ot hesitate to ask me for further
clarification. ' |

By law, I 2am reguired to secure yOur signature indicating you have received this
patient Notification of Privacy Rights Document. Thank vou for your thoughtiul
consideration of thesc matiers.

David Palaia, M.S.
Licensed Professional Counselor

| R , understand and have been provided a copy of

patient Notification of Privacy Rights Document which provides a detailed description of
the potential uses and disclosures of my protected health information, as well as my rights
on these matters. I understand I have the right to review this document before signing this

acknowledgment form.

Pa iglt Signature or Parent f Minor or Legal Charge Date
If Legal Charge, describe representative anthority:




INTAKE INFORMATION

r A —— RO —
u Patient _
, Last First Middie
| Gender O male Female Age: )
| SS# LB / /
Ethnicity: [ JCaucasian  _|African American Asian i1 ating/Hispanic Pacific islander
Education: yrS. Marital Status: [ ] Single Divorced
Married  Yrs.. L] Widowed
Address: Apt. #
County {_] Davidson [] Other:
City Stata Zip
|! Home Phone: () . May we contact you at Home? Yes No
Work Phone: ) May we contact vou atWork?  [] Yes No
| Cell Phone or Pager: ( ) May we contact vou at this numbr? Yes No
! Email Address: May we contact you at this address? [] Yes [INo

Name of Employer:

Qccupeiion:

(Note: address is never shared and this is voluntary and intended for future patient satisfaction surveys to improve our service)

. Name of Insured if Different:

0OB:

Relationship:

Insured’s Social Security Number:

insured Address if Diffesent:

Insured Employer:

Phonre: (

Who Referrad You:

Fhonre#

| In Case of Emergency, contact:

relatton to you:

——— o aepe e,

Primary Care Physician:

Fhone#

Phone #

Lt

. Pharmacy

Phone#

.
:=-_ S

Presenting Problem:

Do you have any current or long term medical conditions?

Have you ever received treatment from a mantal haaith professional or physician before? (if yes, when and where)

® e e c—— o m—te  be




Have you ever been hospiahzed for 2 mental fliness? (if Yos, when and whete)

Are Your currently taling any medications? (Please List)

Medication | Prescribed by: Dosage

D I

Do You Have any Medication or Food Allergies? (Please List)

If the Patient is a Child Please Complete This Section;

' Lagel Guardian: Relationship |
Last First Middie !?-;
i 1
Mother's Name: Fathers Name: |
i' Phone: () Phone: () !
:|| Scnool: Grade: '|
i‘! Scheol Contact: Bhone: ﬁ!
ll Schooi Performance: 1:‘
. Special Education: [ IYes [ iNo Behavior Problems @ Schooi: [JYes [JNo  Behavior Problems @ Home [JYes [No ;i‘
il |

= T Ty v i —_— e e e e~

b S ——T— T

If you have children, please complete the following: |
NAME AGE SEX Living with you? Yours? Spouses?
] :

i

i : :
£ : . I

Do you use alcehol or Drugs? ( If Yes, Please complete the foliowing)

Today {lype/amount):

Yesterday (type/amount}:

e A i —— - . .—..—_7.

~ Freguency/Amount Last Use

Substance Type |

Nicotine |
__Aleohol | . . 3
: Cocaine ',
i' Cannabis o ;
Hallucinogens

L - — —m e ..

History of Withdrawai: [_JYes [No [f yes, describe:

Longest Penod of Sobrrety: .




