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 Shawn Portner LCSW  
Avalon Wellness Center
25 Lindsley Drive, Suite 201
Morristown, NJ 07960
973-946-8957


CLIENT INTAKE FORM

PERSONAL INFORMATION
Name: ___________________________________ Date: __________________
Address, City, State, Zip: ___________________________________ Email: _____________________
Gender: □ Male □ Female 	Date of Birth: ________________ Age: ________
Home phone: _______________________ Work phone: _________________________
Cell phone: _________________________ 
Any number in which you do NOT want to be contacted: ________________________________
__________________________________________________________________________________________
RELATIONAL INFORMATION
Current marital status: □ Single □ Engaged □ Married □ Separated □ Divorced □ Widowed

If engaged, married, separated, divorced, or widowed, for how long? _______

Number of previous marriages for you: _________ For your spouse: _______

If married, spouse’s name: _________________________ Age: ____________

Is your spouse supportive of you seeking counseling? 
□ Yes □ No □ Unsure □ Spouse doesn’t know


Employer/School: ______________________________________________________________
Occupation/Grade: _____________________________________________________________


Please provide a brief description of your spouse (e.g., angry and controlling; outgoing and supportive):
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	Please list your children (including step, adopted, foster) below:

	Name
	Sex
	Age or yr. of death
	Relationship to you
	Living with whom?

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Type of Residence?  □ Homeless	□ Renting	□ Own Home	     □ Staying with Someone
Briefly Describe Living Situation: (Who lives with you, are your children living with you?)
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Family dynamics/Support System
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Family History: Please list any family member who had a significant impact on your life
 (Either positive or negative).

	Name
	Sex
	Age/ yr. of Death
	Relationship to you
	Describe him/her (angry, outgoing, supportive, controlling)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Please describe your childhood: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Has anyone in your family ever been treated or hospitalized for substance abuse, mental health issues, or psychiatric conditions?
□ Yes □ No
If yes, please describe: _______________________________________________

Have any of your family members or friends ever attempted or committed suicide?
□ Yes □ No
If yes, who and when: _______________________________________________

_____________________________________________________________________________________________
Recent Pregnancy 
Fertility Drug(s) _______________________________ 
Did you use donor eggs? Yes No 
Did you use donor sperm? Yes No 

٠ WHEN WAS YOUR ESTIMATED DATE OF DELIVERY? ______/______/______ 

٠ LIST ALL MEDICATIONS, VITAMINS, HERBS & SUBSTANCES TAKEN DURING PREGNANCY 






٠ WHICH OF THE FOLLOWING COMPLICATIONS DID YOU HAVE IN THIS PREGNANCY? 
Nausea (mild) 	Nausea (severe)	 Headaches (tension) 
Headaches (migraine) 		UTI 
Placenta previa 	Preterm labor 	PIH (hypertension) 
Restless Legs Syndrome 
Preeclampsia 	Eclampsia (toxemia) 		HELLP Syndrome 
Gestational diabetes 	Oligohydramnios (low fluid) 
Polyhydramnios (high fluid) 


Postpartum 
٠ DATE OF DELIVERY ______/______/______ 
٠ DID YOU OR YOUR BABY HAVE ANY COMPLICATIONS AT DELIVERY? 





٠ WHAT METHODS ARE YOU USING TO FEED YOUR BABY? 
Bottle/Formula 	Breastfeeding 	Both 		Other: 
٠ HAVE YOU OR DID YOU HAVE DIFFICULTIES WITH BREASTFEEDING? 


٠ HAS YOUR MENSTRUAL CYCLE RETURNED? 	YES 		NO 
٠ WHAT METHOD OF BIRTH CONTROL ARE YOU USING?


٠ DOES YOUR BABY HAVE ANY HEALTH CONCERNS? 


COUNSELING HISTORY
Are you seeing a Psychiatrist?	□ Yes		□ No
Psychiatrist:    	                                 	Phone Number: ____________________
Duration of treatment:     	          ____	Last Visit: ________________________

Previous Out-Patient Treatment?	 □ Yes		□ No
(Names, Dates, Locations)____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Previous In-Patient Treatment?	□ Yes		□ No
(Names, Dates, Locations)
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________

MEDICAL HISTORY
Current Medication:
	Please list all current medications you are taking and the reasons for taking them.  
(List even if you seldom use, or take only as needed.)

	Name of medications
	Dose
	Reason for taking

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Previous Drug/Alcohol Treatment (Detox, In-patient or Out-patient)?
□ Yes		□ No
If yes, please list the names, dates, locations. Also list the reason behind the treatment:
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Current Medical Problems?		□ Yes		□ No
If yes, please list medical problems:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Legal History: 		□ Yes		□ No
(Describe any history of legal problems, current charges, probation/parole, court dates pending.)
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________________




PRESENT ISSUES AND GOALS

Please describe why you are coming to counseling. 
(What are your issues, problems, symptoms, how long, etc. Use the back if necessary.):
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Check any of the following symptoms or problems that you currently are or recently have experienced:

	□  Stress
	□ Marital Problems
	□  Compulsive Behaviors

	□  Anxiety
	□  Other Relational Problems
	□  Seeing Things Others Don’t

	□  Panic
	□  Physical Abuse
	□  Hearing Voices

	□  Depression
	□  Emotional Abuse
	□  Racing Thoughts

	□  Apathy
	□  Verbal Abuse
	□  Eating Problems

	□  Fatigue/Lack of Energy
	□  Sexual Abuse
	□  Drug Use

	□  Loss of Appetite/Overeating
	□  Sexual Problems
	□  Alcohol Use

	□  Trouble Sleeping
	□  Gender Identity Issues
	□  Pregnancy

	□  Poor Concentration
	□  Anger
	□  Abortion

	□  Feeling Worthless
	□  Aggressive Behavior
	□  Legal Matters

	□  Recent Death
	□  Bad Dreams
	□  Work Stress

	□  Grief
	□  Unwanted Memories
	□  Career Choices

	□  Chronic Pain
	□  Loss of Control
	□  Indecisiveness

	□  Loneliness
	□  Impulsive Behavior
	□  Parenting Problems

	□  Fears
	□  Controlling
	□  Financial Problems

	□  Shyness
	□  Controlled by Others
	□  Spiritual Problems

	□  Low Self-Esteem
	□  Obsessive Thoughts
	□  Other _____________________









Please use an “X” on the scale below to indicate how distressing your problem(s) are to you.
[---------------------------------------------------------------------------------------------------------------]

                     Very                                                               Moderately                                               Very
Minimally                                                       Distressed                                                Extremely
Distressed                                                                                                                        Distressed





How often are you experiencing suicidal thoughts currently?     □ Daily □ Weekly □ Monthly □ Never
Have you experienced suicidal thoughts in the past?	        □ Yes □ No
Have you attempted suicide in the past?      □ Yes □ No
How often are you experiencing any violent or homicidal thoughts currently? □ Daily □ Weekly □ Monthly □ Never

What do you hope to gain from this counseling experience?
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





___________________________________________                     _________________
Client/Parent Signature							Date




Shawn Portner LCSW  
Avalon Wellness Center
25 Lindsley Drive, Suite 201
Morristown, NJ 07960
973-946-8957

POLICIES AND PROCEDURES


Please read all documents thoroughly and complete them where necessary, so that you are prepared to discuss any questions with your therapist during your first session.
1. RELEASE OF INFORMATION FORM
All information obtained/derived by the course of treatment is fully confidential; disclosures you share with your therapist are confidential unless you have SIGNED a consent form to release part or all of the information. 
Therefore, to either release or obtain information from a specific individual agency, a Release of Information must be obtained. Exceptions to this guideline include instances when 1) the patient is a clear danger to (a) themselves or (b) others and, 2) instances when the patient is a minor (under the age of 18) and reports that he or she is or has been a victim of physical or sexual abuse, and 3) there is any suspected abuse to a child or adult.4) An adult survivor of child abuse reports being abused as a child therapist needs to make sure it was reported. Please ask questions about this if you have any concerns to understand mandated reporting laws. Please sign and date all Release of Information documents.
In addition, cases are occasionally discussed by a peer revision group to obtain feedback and provide alternative treatment plans and continuity of care. Names are not used. Your signature on this form will allow this process to proceed smoothly.
2. TELEPHONE CALLS
If there is an emergency and your therapist is unable to be reached, call 911 or go immediately to your local Emergency room. Please give your therapist at least 24 hours to get back with you. Telephone sessions are available if needed for an additional charge.
3. LENGTH OF SESSION
Length of sessions are typically 45-50 minutes unless you and your therapist have made other arrangements. Please ensure you arrive a few minutes in advance of the appointment time to ensure prompt time of appointment.
4. FEES AND PAYMENT
Payment is due at the time of service. I accept cash, all major credit cards, HSA cards and checks made payable to Shawn Portner LCSW, LLC. A $30.00 service charge will be levied on all checks returned by a bank for insufficient funds. My current fee per session is $150 per hour, unless special agreement is made with me.  If any or all outstanding balances are not paid, Shawn Portner LCSW, LLC reserves the right to release a client’s name and address to a collection agency. If these measures have to be taken a 25% fee will be added to outstanding fees owed. I will make good faith efforts to get in touch with you and make arrangements prior to this point. Also, a monthly interest fee of 2% will be charged for these balances until they are paid in full. If you are having problems financially please talk to your therapist. I am happy to work out payment plans in times of hardship.

5. INSURANCE
[bookmark: _GoBack]I am an out of network provider with most insurance plans. Some insurance companies pay for out of network services. Your therapist will fill out any out of network insurance forms, which the client is then responsible for submitting to insurance companies. Client is responsible for entire charge of session, and if insurance accepts out of network benefits, insurance will reimburse client directly.
6. CANCELLATIONS AND MISSED APPOINTMENTS
A cancelled appointment delays our work.  When you must cancel, please give us at least 24 hours’ notice.  If you are unable to provide at least 24 hours’ notice when you cancel, you will be charged the full fee for your session.  (You should note that insurance companies do not reimburse for missed appointments).  The only time I will waive this fee is in the event of serious or contagious illness or emergency.


We trust that your involvement within our Clinical System will be helpful and profitable to you. If you have any questions regarding these arrangements or other aspects of your relationship with us, please discuss them with me.
This is to certify that I have read, understand, and agree to the terms stated in this document. 

________________________________________ 			__________________
Client/Parent Signature							Date




Shawn Portner LCSW  
Avalon Wellness Center
25 Lindsley Drive, Suite 201
Morristown, NJ 07960
973-946-8957

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  
PLEASE REVIEW THIS NOTICE CAREFULLY.
Your health record contains personal information about you and your health.  This information, which may identify you and relates to your past, present or future physical or mental health or condition and related health care services, is referred to as Protected Health Information (“PHI”).  This Notice of Privacy Practices describes how we may use and disclose your PHI in accordance with applicable law.  It also describes your rights regarding how you may gain access to and control your PHI.  
We are required by law to maintain the privacy of PHI and to provide you with notice of our legal duties and privacy practices with respect to PHI.  We are required to abide by the terms of this Notice of Privacy Practices.  We reserve the right to change the terms of our Notice of Privacy Practices at any time.  Any new Notice of Privacy Practices will be effective for all PHI that we maintain at that time.  We will provide you with a copy of the revised Notice of Privacy Practices by posting a copy on our website, sending a copy to you in the mail upon request, or providing one to you at your next appointment.
HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU:
For Treatment.  Your PHI may be used and disclosed by those who are involved in your care for the purpose of providing, coordinating, or managing your health care treatment and related services.  This includes consultation with clinical supervisors.  We may disclose PHI to any other consultant only with your authorization.
For Payment.  We may use or disclose PHI so that we can receive payment for the treatment services provided to you.  This will only be done with your authorization.  Examples of payment-related activities are: making a determination of eligibility or coverage for insurance benefits, processing claims with your insurance company, reviewing services provided to you to determine medical necessity, or undertaking utilization review activities.  If it becomes necessary to use collection processes due to lack of payment for services, we will only disclose the minimum amount of PHI necessary for purposes of collection.

For Health Care Operations.  We may use or disclose, as needed, your PHI in order to support our business activities including, but not limited to, quality assessment activities, employee review activities, reminding you of appointments, to provide information about treatment alternatives or other health related benefits and services, licensing, and conducting or arranging for other business activities.  For example, we may share your PHI with third parties that perform various business activities (e.g., billing or typing services) provided we have a written contract with the business that requires it to safeguard the privacy of your PHI.  For training or teaching purposes PHI will be disclosed only with your authorization.

Required by Law.  Under the law, we must make disclosures of your PHI to you upon your request.  In addition, we must make disclosures to the Secretary of the Department of Health and Human Services for the purpose of investigating or determining our compliance with the requirements of the Privacy Rule.



Following is a list of the categories of uses and disclosures permitted by HIPAA without an authorization.

	Abuse and Neglect			Judicial and Administrative Proceedings
	Emergencies				Law Enforcement
	National Security			Public Safety (Duty to Warn)

Without Authorization.  Applicable law and ethical standards permit us to disclose information about you without your authorization only in a limited number of other situations.  The types of uses and disclosures that may be made without your authorization are those that are:

· Required by law, such as the mandatory reporting of child abuse or neglect or mandatory government agency audits or investigations (such as the social work licensing board or health department)
· Required by Court Order
· Necessary to prevent or lessen a serious and imminent threat to the health or safety of a person or the public.  If information is disclosed to prevent or lessen a serious threat, it will be disclosed to a person or persons reasonably able to prevent or lessen the threat, including the target of the threat.

Verbal Permission.  We may use or disclose your information to family members that are directly involved in your treatment with your verbal permission.

With Authorization.  Uses and disclosures not specifically permitted by applicable law will be made only with your written authorization, which may be revoked.





YOUR RIGHTS REGARDING YOUR PHI

You have the following rights regarding your personal PHI maintained by our office.  To exercise any of these rights, please submit your request in writing to Shawn Portner at Shawn Portner LCSW, LLC:
· Right of Access to Inspect and Copy.  You have the right, which may be restricted only in exceptional circumstances, to inspect and copy PHI that may be used to make decisions about your care.  Your right to inspect and copy PHI will be restricted only in those situations where there is compelling evidence that access would cause serious harm to you.  We may charge a reasonable, cost-based fee for copies.
· Right to Amend.  If you feel that the PHI we have about you is incorrect or incomplete, you may ask us to amend the information, although we are not required to agree to the amendment.
· Right to an Accounting of Disclosures.  You have the right to request an accounting of certain of the disclosures that we make of your PHI.  We may charge you a reasonable fee if you request more than one accounting in any 12-month period.
· Right to Request Restrictions.  .  You have the right to request a restriction or limitation on the use or disclosure of your PHI for treatment, payment, or health care operations.  We are not required to agree to your request unless the request is to restrict disclosure of PHI to a health plan for purposes of carrying out payment or health care operations, and the PHI pertains to a health care item or service that you paid for out of pocket. In that case, we are required to honor your request for a restriction.  
· Right to Request Confidential Communication.  You have the right to request that we communicate with you about medical matters in a certain way or at a certain location.
· Breach Notification. If there is a breach of unsecured protected health information concerning you, we may be required to notify you of this breach, including what happened and what you can do to protect yourself
· Right to a Copy of this Notice.  You have the right to a copy of this notice.

COMPLAINTS

If you believe I have violated your privacy rights, you have the right to file a complaint in writing with Shawn Portner, LCSW, or with the New Jersey Social Work Certification and Licensure Board at the following link: https://www.njconsumeraffairs.gov/ComplaintsForms/State-Board-of-Social-Work-Examiners-Complaint-Form.pdf.  I will not retaliate against you for filing a complaint.  


Shawn Portner LCSW  
Avalon Wellness Center
25 Lindsley Drive, Suite 201
Morristown, NJ 07960
973-946-8957

Notice of Privacy Practices
Receipt and Acknowledgment of Notice



Patient/Client Name: ____________________________________________

I hereby acknowledge that I have received and have been given an opportunity to read a copy of Shawn Portner LCSW, LLC Privacy Practices.  I understand that if I have any questions regarding the Notice or my privacy rights, I can contact Shawn Portner, LCSW. 

_________________________________
Signature of Patient/Client


_________________________________
Signature or Parent, Guardian or
Personal Representative

_________________________________
Date  		
_____________________________________________________________________________
* If you are signing as a personal representative of an individual, please describe your legal authority to act for this individual (power of attorney, healthcare surrogate, etc.).




Shawn Portner LCSW  
Avalon Wellness Center
25 Lindsley Drive, Suite 201
Morristown, NJ 07960
973-946-8957

IMPORTANT INFORMATION AND CLIENT CONSENT:  Please read and sign at the end stating you have fully read and understand the information below.
AVAILABLE SERVICES:  Shawn Portner LCSW, LLC offers individual, family and group counseling services.  Effective psychotherapy is founded on mutual understanding and good rapport between client and therapist.  It is my intent to convey the policies and procedures used in my practice, and I will be pleased to discuss any questions or concerns you may have.

RISKS AND BENEFITS:  Counseling and psychotherapy are beneficial, but as with any treatment, there are inherent risks.  During counseling, you will have discussions about personal issues, which may bring to the surface uncomfortable emotions such as anger, guilt, and sadness.  The benefits of counseling can far outweigh any discomfort encountered during the process, however.  Some of the possible benefits are improved personal relationships, reduced feelings of emotional distress, and specific problem solving.  I cannot guarantee these benefits, of course.  It is my desire, however, to work with you to attain your personal goals for counseling and/or psychotherapy.

COUNSELING:  The goal of Shawn Portner LCSW, LLC is to provide the most effective therapeutic experience available to you.  If at any time you feel that you and I are not a good fit, please discuss this matter with me.  If you decide that other services would be more appropriate, I will assist you in finding a provider to meet your needs.

CONFIDENTIALITY:  Shawn Portner LCSW, LLC follows all ethical standards prescribed by state and federal law.  I am required by practice guidelines and standards of care to keep records of your counseling.  These records are confidential with the exceptions noted below and in the Notice of Privacy Practices provided to you.
Discussions between a Therapist and a client are confidential. To ensure your confidentiality, recording audio or video in your session without the written consent of your therapist is prohibited.  No information will be released without the client’s written consent unless mandated by law.  Possible exceptions to confidentiality include but are not limited to the following situations:  child abuse; abuse of the elderly or disabled; abuse of patients in mental health facilities; sexual exploitation; AIDS/HIV infection and possible transmission; criminal prosecutions; child custody cases; suits in which the mental health of a party is in issue; situations where the Therapist has a duty to disclose, or where, in the Therapist’s judgment, it is necessary to warn or disclose; fee disputes between the Therapist and the client; a negligence suit brought by the client against the Therapist; or the filing of a complaint with the licensing or certifying board. If you have any questions regarding confidentiality, you should bring them to the attention of the Therapist when you and the Therapist discuss this matter further.  By signing this Information and Consent Form, you are giving consent to the undersigned Therapist to share confidential information with all persons mandated by law and with the agency that referred you and the insurance carrier responsible for providing your mental health care services and payment for those services, and you are also releasing and holding harmless the undersigned Therapist from any departure from your right of confidentiality that may result.

DUTY TO WARN/DUTY TO PROTECT:  If my Therapist believes that I (or my child if said child is the client) am in any physical or emotional danger to myself or another human being, I hereby specifically give consent to my Therapist to contact any person who is in a position to prevent harm to me or another, including, but not limited to, the person in danger.  I also give consent to my Therapist to contact the following person(s) in addition to any medical or law enforcement personnel deemed appropriate:

Name									Telephone Number
_______________________________________________		____________________________________
_______________________________________________		____________________________________



INCAPACITY OR DEATH:  I understand that, in the event of the death or incapacitation of the undersigned Therapist, it will be necessary to assign my case to another Therapist and for that Therapist to have possession of my treatment records.  By my signature on this form, I hereby consent to another licensed mental health professional, selected by the undersigned Therapist, to take possession of my records and provide me copies at my request, and/or to deliver those records to another therapist of my choosing.



CONSENT TO TREATMENT:  By signing this Client Information and Consent Form as the Client or Guardian of said Client, I acknowledge that I have read, understand, and agree to the terms and conditions contained in this form.  I have been given appropriate opportunity to address any questions or request clarification for anything that is unclear to me.  I am voluntarily agreeing to receive mental health assessment, treatment and services for me (or my child if said child is the client), and I understand that I may stop such treatment or services at any time.  NOTE:  If you are consenting to treatment of a minor child, if a court order has been entered with respect to the conservatorship of said child, or impacting your rights with respect to consent to the child’s mental health care and treatment, Shawn Portner LCSW, PLLC will not render services to your child until the Therapist has received and reviewed a copy of the most recent applicable court order. 



___________________________________________		____________________________________
Signature – Client/Parent						Date
___________________________________________		____________________________________
Signature – Spouse/Partner/Parent					Date
___________________________________________		____________________________________
Therapist								Date


*If you are signing this consent on behalf of a minor please fill out this section:
What are the legal parents' of child marital status?
If married, do both parents consent to treatment?
If parents were never married, do both parents consent to treatment?
Are there any pending or custody cases that occurred in past 5 years?
*Parental consent from both parents is usually required and may be requested.

Parent signature and date _____________________________________________________________________




Shawn Portner LCSW  
Avalon Wellness Center
25 Lindsley Drive, Suite 201
Morristown, NJ 07960
973-946-8957

Social Media, Texting, Emailing, Skype/phone session, Community Meetings, Legal Proceedings, Public Encounters.
Social Media- Therapists are bound by an ethical standard to not engage in any dual relationships. Sharing and interacting in social meeting could cause therapist disciplinary action. Please understand therapists cannot participate and are legally recommended to block possible contacts if they pop up as suggestions on social media. This is never personal :)
Texting and Email- If your therapist gives the ok to text, please remember this is not a secure/private way of communicating. By signing you understand and agree. Texting/Emailing should only be used in the form of scheduling and business issues, never to address therapeutic issues. 
Skype/Phone sessions- These types of sessions cannot always guarantee complete privacy. I will do everything possible on my end to maintain your privacy but networks cannot be guaranteed secure, and the nature of this communication cannot be guaranteed secure.
Community Meetings- If you have agreed to meet out of the office and in the community there is a natural chance in the security of confidentiality. These sessions are often not completely private. Deciding to have a community session is always up to you.
Public Encounters- To protect your confidentially, your therapist will not verbally/physically acknowledge knowing you if you are seen in the community. It is important to know and discuss this with your therapist because it can feel really uncomfortable not to be acknowledged by someone you share so much with. This is for your protection of confidentiality and my protection in never risking breaking confidentiality. 
Legal Proceedings- Proceedings that require your therapist’s participation incur additional charges that are not typically covered by insurance. These include all professional time, including preparation and transportation costs, even if your therapist is called to testify by another party. Due to the difficulties of legal involvements, the charge for preparation and attendance at any legal proceeding is $240.00 per hour. A minimum of 4 hours must be paid, due to the nature of the therapist having to clear their schedule for part of the day as court timing can be unpredictable.  Full payment but be made before therapist will appear in court. If travel and court proceeding last longer than 4 hours, client will be responsible to the extra fees.
By signing below you are consenting to understanding the above information. The therapist will not be held accountable for breeches in confidentiality out of my control.
Signature and Date __________________________________________________________________________
Shawn Portner LCSW  
Avalon Wellness Center
25 Lindsley Drive, Suite 201
Morristown, NJ 07960
973-946-8957


CREDIT CARD GUARANTEE

Shawn Portner LCSW, PLLC asks that you provide a credit card guarantee in the event that you fail to pay for services or due to a missed or late cancelled appointment fee.  

Please make sure you read the cancelation policy. A full session fee is charged if 24 hours notice is not given to cancel/reschedule. 

No-show and late cancellation charges will be billed credit card within 24 hours to 30 days of having overdue payment.


PERMISSION TO BILL CREDIT CARD


“I am authorizing Shawn Portner LCSW, PLLC to bill my credit card for any outstanding balances or late cancel/ no show fees. I am authorizing Shawn Portner LCSW, PLLC to bill my credit card within 24 hours to 30 days after accrued fees, unless a formal written contract/payment plan is documented and agreed up.

"I understand that if for any reason my credit information is incorrect or payments do not process, that Shawn Portner LCSW, PLLC will submit overdue fees to a collection agency after 30 days of no repayment plan formally documented/agreed upon. I will make a good faith effort to try and resolve overdue fees before submitted to collections, based upon the contact information you provide. A 25% increase fee will be added to total amount due if overdue fees have to be recouped by a collection agency"

MasterCard _________ Visa _________ Discover __________
Expiration Date: ____________
Card Number: _______________________ 3-digit code on back of card: __________
Cardholder Name: ______________________________________________________
Cardholder Billing Address and Zip Code: ____________________________________
________________________________________________


Cardholder Signature: ___________________________________________________________

Cardholder Phone Number: _______________________________________

Today’s Date: ___________________________________







