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New Client Checklist

Welcome and thank you for choosing Jewish Family Service of the Lehigh Valley for your
counseling needs. Please complete the enclosed forms and return with a copy of the front and
back sides of your insurance card(s) in the self-addressed stamped envelope provided.

Welcome Form

Telemental Health Consent Form

Informed Consent

Biopsychosocial Assessment

HIPAA Acknowledgement

Copy of Front and Back Sides Insurance Card(s)
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JEWISH FAMILY SERVICE
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Welcome

We are pleased to welcome you to Jewish Family Service of the Lehigh Valley. Please take a few minutes to fill out this
form as completely as you can. If you have any questions, we will be glad to help you.

Client Information

Today’s Date

Name
Last Name First Name Initial
Address Phone
City State Zip Cell Phone
Email Religion:
Birth Date Age Sex OMOF 0O Single O Married O Widowed O Separated O Divorced
Notify in case of emergency Phone

Insurance Information (including Medicare)

Person Responsible for Account

Last Name First Name Initial

Relation to Client Birth Date

Address (if different from client) Phone

City State Zip

Insurance Company Phone

Insurance Company Address
Membership/Medicare 1.D. # Group #

Does this insurance require you to have a referral to see a Specialist? O Yes O No

Additional Insurance (including Supplementary)

Person Responsible for Account

Last Name First Name Initial

Relation to Client Birth Date

Address (if different from client) Phone

City State Zip

Insurance Company Phone

Insurance Company Address
Membership/Medicare 1.D. # Group #

Does this insurance require you to have a referral to see a Specialist? O Yes O No

Client Registration (May-21)



JEWISH FAMILY SERVICE

* OF THE LEHIGH VALLEY *

Medicare/Insurance Authorization and Assignment of Benefits

Name:

Insurance Policy Number:

| request that payment of authorized Medicare and/or medical benefits be made either to me or on my
behalf to Jewish Family Service of the Lehigh Valley for any services furnished to me by that provider of
service and (or) supplier. | authorize any holder of counseling information about me to release to my
health insurance carrier and/or its legitimate agents any information needed to determine these benefits
or the benefits payable for related service in accordance with HIPAA health information standards.

| hereby assign all benefits to which | am entitled, including Medicare, private insurance, or any other
health plan to Jewish Family Service of the Lehigh Valley. This assignment will remain in effect until
revoked by me in writing. A photocopy of the assignment is to be considered as valid as an original. |
understand that | am financially responsible for all charges whether or not paid by said Insurance. |
hereby authorize said assignee to release all information necessary to secure payment.

SIGNATURE Date
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Telemental Health Informed Consent

, hereby consent to participate in telemental health with,

, as part of my psychotherapy. [ understand that telemental

health is the practice of delivering clinical health care services via technology assisted media or

other electronic means between a practitioner and a client who are located in two different

locations.

[ understand the following with respect to telemental health:

1.

[ understand that [ have the right to withdraw consent at any time without affecting my
right to future care, services, or program benefits to which [ would otherwise be entitled.

[ understand that there are risks, benefits, and consequences associated with telemental
health, including but not limited to, disruption of transmission by technology failures,
interruption and/or breaches of confidentiality by unauthorized persons, and/or limited
ability to respond to emergencies.

[ understand that there will be no recording of any of the online sessions by either party. All
information disclosed within sessions and written records pertaining to those sessions are
confidential and may not be disclosed to anyone without written authorization, except
where the disclosure is permitted and/or required by law.

[ understand that the privacy laws that protect the confidentiality of my protected health
information (PHI) also apply to telemental health unless an exception to confidentiality
applies (i.e. mandatory reporting of child, elder, or vulnerable adult abuse; danger to self or
others; I raise mental/emotional health as an issue in a legal proceeding).

[ understand that if I am having suicidal or homicidal thoughts, actively experiencing
psychotic symptoms or experiencing a mental health crisis that cannot be resolved
remotely, it may be determined that telemental health services are not appropriate and a
higher level of care is required.

[ understand that during a telemental health session, we could encounter technical
difficulties resulting in service interruptions. If this occurs, end and restart the session. If we
are unable to reconnect within ten minutes, please call me at to discuss
since we may have to re-schedule.

[ understand that my therapist may need to contact my emergency contact and/or
appropriate authorities in case of an emergency.



Emergency Protocols

[ need to know your location in case of an emergency. You agree to inform me of the address where
you are at the beginning of each session. I also need a contact person who I may contact on your
behalf in a life-threatening emergency only. This person will only be contacted to go to your
location or take you to the hospital in the event of an emergency.

In case of an emergency, my location is: and my emergency

contact person’s name, address, phone:

[ have read the information provided above and discussed it with my therapist. [ understand the
information contained in this form and all of my questions have been answered to my satisfaction.

Signature of client/parent/legal guardian Date

Signature of therapist Date



JEWISH FAMILY SERVICE
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Informed Consent

Welcome!

Thank you for choosing Jewish Family Service of the Lehigh Valley for your counseling needs. We
look forward to getting to know and hope your experience with us is helpful. JFS is a social service
agency that provides mental health/behavioral health services. Our licensed clinical social workers
receive ongoing supervision. You have been assigned your therapist based on your specific needs as
well as scheduling considerations.

Psychotherapy and Counseling Services

During your first therapy session, you can expect your therapist to ask you a series of questions designed
to better understand your needs and discuss your therapeutic goals. If it seems that you might be better
served by a different provider, JFS will assist you by making an appropriate referral.

Our primary goal is to create a safe, secure, and non-judgmental environment in which you can develop a
productive and collaborative relationship with your therapist and explore the challenging aspects of your
life. Ultimately, we strive to help you make the changes you seek to improve your health and well-being.
Because therapy involves exploring feelings about personal struggles and possibly trauma, you may also
experience painful feelings that arise during a counseling session or outside, in your day-to-day life. Itis
important that you discuss these feelings with your therapist. We always encourage you to be an active
participant in your therapeutic process.

Sometimes, your therapist might recommend additional support, such as group therapy, additional
counseling, a psychiatric evaluation, or case management to address other needs. If this is the case, we
will request a signed release of information so that we might have open communication with these
additional support providers.

At some point, you and your therapist may decide that your goals have been addressed and that therapy
is no longer needed. Alternatively, you may decide, for any reason, that you would like to finish or take a
break in your therapy. In either case, you and your therapist will begin to discuss termination services a
few weeks in advance so that we can support you and bring your sessions to a close in a way that
benefits you. Should your therapist feel that you would be better served elsewhere, it is her/his ethical
responsibility to discuss that with you and, if warranted, provide you with a referral for therapy elsewhere.
This referral is not a guarantee of services with a new care provider.

Office Policies

Confidentiality: With the exception of certain specific situations described in our Pennsylvania Notice
Form in accordance with HIPPA regulation (see attached), you have the absolute right to the
confidentiality of your therapy. Generally, the limits of confidentiality include situations in which your
therapist feels that you pose an imminent threat to yourself or to others, abuse of a child is suspected
(that may be you, if you are a child or adolescent), or if a court order or federal subpoena is received. We
cannot and will not tell anyone else what you share with your therapist, or even that you are in therapy at
JFS, without your prior written permission.
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Electronic Communication: If you decide to communicate with your counselor by email at some point,
your therapist will be able to respond briefly by return email, but please be aware that email and other
electronic media are not completely confidential.

Child and Adolescent Clients: Any child/adolescent under the age of 14 must have the explicit written
permission of both parents/guardians in order to participate in treatment unless there is a legal custody
agreement stating otherwise. A copy of this agreement is required before treatment can begin.

Is this consent for a child under the age of 14? O Yes ONo
Child’s name: Birthday

If yes, please sign here:
Signature of parent(s): Date:
Date:

Adolescents 14 and older who are voluntarily seeking counseling control their own records and
confidentiality is enforced even with parents/guardians. If you are 14 or older, you and your ™ will discuss
certain treatment issues in which you may want to include your parents/guardians. These may include
issues such as appointment times, treatment goals, family meetings, etc.

Parents/guardians are encouraged to support the confidentiality between the therapist and the child. As
well, it is important to understand that any communication between the therapist and parent/guardian will
be shared with the child in order to maintain trust and emotional safety in the therapeutic alliance.

Appointments: Appointments are scheduled with your therapist and will take approximately 45-50
minutes. Therapists and clients should make every effort to begin the appointment on time. Please
provide JFS with at least 24 hours notice if you are unable to meet with your therapist at the scheduled
time.

Crisis/[Emergency Situations: We do not have 24-hour emergency or “on-call” coverage. If you believe
you will need a therapist with 24-hour coverage we will be happy to make a referral. If you experience a
psychiatric emergency, do not leave a message for your therapist, you should call 911 or go to the
nearest hospital emergency room rather than waiting for your therapist to call you back. Crisis
intervention for Lehigh County is 610.782.3127 and for Northampton County is 610.829.4801. Crisis
intervention is specifically designed to handle mental health emergencies.

Financial Policy: Please call your insurance company to talk about the behavioral health benefits you
have, as well as the co-pays expected. We accept Medicare and many private insurance plans. If a third
party such as an insurance company is paying for all or part of your bill, we are normally required to
provide a diagnosis. If you do not have health insurance, we may be able to provide you services with
limited financial assistance.

| have read these policies of Jewish Family Service and | agree to abide by them while | am receiving
services at your agency.

Client Signature Date:
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