Brian R. Mc Donald, Ph.D.
Licensed Professional Counselor

919 Duke St.

Alexandria, VA  22314

(703) 629-3248

Client Demographic Information
Name___________________________________________Today’s Date___/___/_____
Address________________________________________________________________
________________________________________________________________________

_____Initial if OK to contact you at the above address
Phone (hm)_____-_____-_______    

___Initial if OK to contact you here
Phone (wk)_____-_____-_______

___Initial if OK to contact you here


Phone (cell)_________________ 

___Initial if OK to contact you here 


E-Mail______________@___________________
___Initial if OK to contact you here
Date of Birth__________________________Social Security #_____________________

Marital Status_______________________________________

Gender____________________________Age_________________________

Family Members (Living with you)

Name




Age

Gender

Relationship

Employer_______________________________Occupation_______________________

School (for children when applicable)_________________________________________

How were you introduced/referred to Dr. Mc Donald?____________________________

Emergency Information
Primary Care Physician (or Pediatrician when applicable) _________________________

Phone:__________________________________________________________________

Name of Emergency Contact:_______________________________________________

Contact Phone________________________Relationship to Patient__________________

Previous Medical History

Relevant Medical Conditions_______________________________________________________________________________________________________________________________________

Date of last Physical Exam__________________________________________________

Relevant Findings of medical exam___________________________________________

Current Medications
Client (Guardian) Signature

Clinician Signature with professional degree indicating review of document 

Client Name (Please print)___________________________

Intake Data Form

Brian R. Mc Donald, Ph.D. LPC

 Brian R. Mc Donald, Ph.D.

Licensed Professional Counselor

NOTICE

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.  

Effective April 14, 2003

Your PHI (Private Health Information) will be released by this practitioner only in accordance with state and federal laws and ethics of the counseling profession.  

Use and Disclosure of protected health information for the purpose of providing services:  Providing treatment services, collecting payment, and conducting healthcare operations are necessary activities for quality care.  State and federal laws allow us to use and disclose your health information for these purposes. 

I may disclose and use your PHI (Private Health Information) without your consent as described in the situations below:  

*I may use and disclose your PHI for your treatment.  For example, I may use your PHI to diagnose and provide treatment for you. 

*I may use and disclose your PHI for payment.  For example, I may use and disclose your PHI with a billing service and/or insurance companies (when applicable) to collect payment. 

*I may use and disclose your PHI as required or permitted by law.  

Abuse or Neglect:  If I suspect abuse or neglect or a child or elder, I am required by law to make a report to the appropriate authorities.


Danger:  If I suspect that you are in imminent danger of harming yourself or someone else, I am required by law to make a report to the person at risk and to the proper authorities. 


Legal Proceedings:  I may disclose your PHI in response to a court order or subpoena or in certain other legal proceedings.  

*Notes recorded during therapy sessions will be used only by your clinician and will not be disclosed or used without your written authorization.  

*Your PHI will not be used for marketing communications without your written authorization.

*Your written authorization will be needed to send PHI to your life insurance company, a school, or an attorney.  You may revoke any such authorizations at any time. 

I have read and understand the above statement of use of Private Health Information. 

Signed: _______________________________________________Date:_____________

Please Print Name____________________________________________-

Brian R. Mc Donald, Ph.D.

Licensed Professional Counselor

Your Individual Rights

Right to Inspect and Copy:  You may request access to your PHI (Private Health Information) and billing records in order to inspect and request copies of the records.  These requests must be made in writing.  Under some circumstances, I may deny access to your records.  I may charge a fee for the costs of copying and sending you the requested PHI.

Right to alternative communications:  I will honor requests to deliver written PHI by alternative means of communication or at alternative locations.  

Right to request restrictions:   You have the right to request restrictions on the PHI which is to be used and disclosed for treatment or payment.  Such requests must be in writing.  I am not required to agree to the restrictions you request. 

Right to accounting of disclosures:  Upon written request, you may obtain an accounting of certain disclosures made after April 14, 2003.  This right applies to disclosures for purposes other than treatment and payment.  This does not include disclosures made to you or disclosures authorized by you, and is subject to other restrictions and limitations. 

Right to request amendment:  You may request that I amend your PHI.  You must request this in writing and explain why the information should be amended.  I may deny your request under certain circumstances.  

Right to obtain notice:   You have a right to obtain a details paper copy of this notice by requesting so at any time.  At the time of the receipt of your request, you will be mailed a detailed copy of this notice within thirty (30) days of written receipt of the request.

If you desire further information about your privacy rights, or are concerned that your privacy rights have been violated you may contact the Director, Office for Civil Rights of the U.S. Department of Health and Human services.  I will not retaliate against you if you file such a complaint.  

I have read and understand the above listed individual rights. 

Signed: _______________________________________________Date:_____________
Please print name__________________________________________________________
