Tammy MacBryde Farr. MA
Stress Less

Mental Health & Substance Abuse Counseling

REGISTRATION

Last Name: _________________________ First Name: ______________________ MI______ Gender_________
Mailing Address: _______________________________________________________________________________
Street Address (if different): _______________________________________________________________________
City: ________________________ State: ________ Zip Code: ___________ Marital Status:___________________
Mobile phone: _________________________________

(circle one)

AT&T

Other phone:__________________________________

(circle one)

Home

Verizon Other:_______________
Work

Other

Email: ______________________________________________________
Social Security Number: ________________________________________
Place of employment/School _______________________________

Date of birth: _________________

Occupation / Grade_____________________

If client is a minor:
_____________________________________________
Mother's Name:
_____________________________________________
Address:
_____________________________________________

_____________________________________________
Father's Name:
_____________________________________________
Address:
_____________________________________________

_____________________________________________

_____________________________________________

Phone: _______________________________________ Phone: _______________________________________
_____________________________________________________________________________________________

If Applicable:
Legal Guardian's name, and phone:________________________________________________________________
Address: _____________________________________________________________________________________
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Tammy MacBryde Farr. MA
Stress Less

Mental Health & Substance Abuse Counseling

BILLING INFORMATION

Name of responsible person (if other than self):
Address: ___________________________________ City: ____________________ State: _______ Zip: _________
Relationship: _______________________________

Phone: _______________________________________

INSURANCE INFORMATION
(fill out or provide your insurance card to be copied)

Insurance 1: ___________________________________________________ Co-pay amount _________________
Insurance mailing address: _______________________________________________________________________
Subscriber Name: ___________________________________________

Relationship: _____________________

Certificate #:_______________________ Group #:_________________

Authorization #: ___________________

Insurance 2: ___________________________________________________

Co-pay amount _______________

Insurance mailing address: _______________________________________________________________________
Subscriber Name: _____________________________________________

Relationship: ____________________

Certificate #:_______________________ Group #:_________________

Authorization #: __________________

I authorize the release of any medical information necessary to process this claim:
Signature: __________________________________________________ Date: __________________________
Is condition related to employment? __________

Auto accident? __________

Other accident? __________

I authorize payment of medical benefits to my physician or supplier for services
provided:
Signature: ________________________________________________ Date: ___________________________
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Tammy MacBryde Farr, LADC
Stress Less

Mental Health & Substance Abuse Counseling
AGREEMENT FOR THERAPY
I, ________________________________________________, agree to meet with Tammy M. Farr, MA for
counseling. I understand that most insurance companies pay for 45-minute sessions. This time includes scheduling
the next appointment and paying any co-pays, deductibles, or co-insurance.
Method to Pay for Sessions (Check Applicable Option):
______

Insurance
● With Co-Pay, Deductible, Co-Insurance, EAP (Employee Assistance Program)
(CIRCLE ABOVE IF APPLICABLE)

_____ Sliding Fee: $50-$100/session
If I do not come to a scheduled appointment and/or do not cancel the appointment at least one
day in advance:
_____ I understand that my insurance company will not pay for missed appointments.
INITIAL

_____ Medicaid/Dr. Dynosaur Insurance: If I miss two appointments, I agree that
INITIAL Tammy M. Farr  will not schedule future appointment times for me in advance.
Therapy may be terminated, OR I will be offered appointments from the
cancellation list ( if appropriate), OR I will be referred to other providers.* **
_____ All Other Insurances: I will be charged $50 per missed session, which must be
INITIAL
paid prior to the next appointment. If I miss too many sessions, therapy may be
terminated, OR I will be offered appointments from the cancellation list ( if
appropriate) OR I will be referred to other providers.*
*Exceptions to this policy might be granted in emergencies, and are at the discretion of the therapist.
**Medicaid regulations do not allow therapists to charge for missed appointments.

I understand that at times during the therapy process, I may actually feel worse as I am working
through my problems. I will keep my therapist informed of any negative or concerning thoughts,
feelings, and behaviors.
My signature below indicates I understand and agree to all the statements above.
____________________________________________________________

_______________

SIGNATURE OF CLIENT

 Date

__________________________________________________________________________________________

______________________

SIGNATURE OF PARENT/LEGAL GUARDIAN (if applicable)

Date
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Tammy MacBryde Farr, MA, LADC
Stress Less
Mental Health & Substance Abuse Counseling

Credit Card Authorization Form
Please complete all fields. You may cancel this authorization at any time by contacting
Tammy M. Farr. This authorization will remain in effect until cancelled.

Credit Card Information
Card Type (circle):

Mastercard

Visa

Discover

AMEX

Other ________________________________
Cardholder Name (as shown on card)
Please Print: ____________________________________________
Card Number: __________________________________________
Expiration Date (mm/yy): _________________

Validation Code ______________

Cardholder ZIP Code (from credit card billing address): _______________________

I, ____________________________________authorized Tammy M. Farr, MA, LADC to charge
my credit card for agreed upon psychotherapy services and or cancellations, as well as missed
sessions not honoring the practice’s cancellation policy. I understand that my information will be
saved to file for future transactions on my account.

________________________________________________

________________________

Client Signature

 Date

Tammy MacBryde Farr, MA, LADC
Stress Less

Mental Health & Substance Abuse Counseling

CONFIDENTIALITY POLICY
By signing this policy, you are acknowledging that you are in agreement with the limits of confidentiality as
it pertains to the client/therapist relationship as outlined below. Additionally, you signature indicates that
you have been offered a copy of this policy, your therapist has verbally explained this policy to you, and
any questions you have regarding the policy have been discussed and clarified to your satisfaction.
1. All information discussed in the counseling relationship is confidential unless:
a. the client is under the age of 18 years; and/or
b. it is determined by your counselor that a life-threatening situation exists; and/or
c. the client discloses that a minor, an elderly person, or a disabled person is being abused.

EXCEPTION: OCR HIPAA Privacy

December 3, 2002 Revised April 3, 2003

DISCLOSURES FOR PUBLIC HEALTH ACTIVITIES
[45 CFR 164.512(b)]
Background
The HIPAA Privacy Rule recognizes the legitimate need for public health authorities and other
responsible for ensuring public health and safety to have access to protected health information to carry
out their public health mission. The Rule also recognizes that public health reports made by covered
entities are an important means of identifying threats to the health and safety of the public at large, as well
as individuals. Accordingly, the Rule permits covered entities to disclose protected health information
without authorization for specified health purposes.
How the Rule Works
1. General Public Health Activities. The Privacy Rule permits covered entities to disclose
protected health information, without authorization, to public health authorities who are
legally authorized to receive such reports for the purpose of preventing or controlling disease,
injury, or disability. This would include, for example, the reporting of a disease or surveillance,
investigations, or interventions. See 45 CFR 164.512(b)(1)(i). Also covered entities may, at the
direction of a public health authority, disclose protected health information to a foreign
government agency that is acting in collaboration with a public health authority. See 45 CFR
164.512(b)(1)(i). Covered entities who are also a public health authority may use, as well as
disclose, protected health information for theses public health purposes. See 45 CFR
164.512(b)(2).***
2. Permission is granted for the therapist to discuss my case (without disclosing my identity) with a
consultant who is bound by the legal framework of privacy and confidentiality, should any
concerns listed above arise.
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Tammy MacBryde Farr, MA, LADC
Stress Less

Mental Health & Substance Abuse Counseling

CONFIDENTIALITY POLICY

I acknowledge that I am in agreement with the limits of confidentiality
as it pertains to the client/therapist relationship as outlined.

_______________________________ ______________________________ _____________
CLIENT

PRINT NAME

SIGNATURE

DATE

_______________________________ ______________________________ ____________
PARENT/GUARDIAN PRINT NAME

SIGNATURE

DATE

_______________________________ ______________________________ ____________
PARENT/GUARDIAN PRINT NAME

SIGNATURE

DATE

_______________________________ ______________________________ ____________
COUNSELOR P
 RINT NAME
SIGNATURE
DATE
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