_________________________________________________________________________________________________________________
INTAKE INFORMATION
Name:
Address:

Phone:

DOB:

Social Security #:

Gender:

Parent/Guardian if applicable:
Parent address if different from client:

Current medication(s):
For what condition(s)?:
Emergency Contact Information:

Name:

Relationship to client:
Have you had therapy in the past?
If so, when?

Phone:
no yes
With whom?

For what reason?
What therapy goals would you like to work on?

CONFIDENTIAL

male

female

BILLING INFORMATION
Responsible party:
Address:

Contact phone number:

Therapy will be paid by (check one): Insurance

Other (CSA) 

Cash/Self-Pay

INSURANCE INFORMATION
Insurance Company Name:
Employer:
Last Name:

First Name:

DOB:

Gender:

Relation to Client:

Self

Spouse

male
Child

female
Other

ID#:

Group #:

# of Visits Authorized:

Co-Pay for each session: $

I understand that regardless of my insurance status, I am ultimately responsible for the balance of my account for any
services given. I have read all the information provided by Creative Therapy Services, LLC in regards to policies and
expectations. I have completed all the above answers and certify that the information is true and correct to the best of my
knowledge. I will notify you of any changes in my health status or the above information.
I, the undersigned client or legal guardian of the client, hereby authorize and direct the above insurance carrier to make
checks or payments for clinical/medical expenses incurred by me directly payable to my attending clinician and associative
practice. I also authorize the releases of any information regarding my medical condition or treatment to said insurance
carrier and to any; third party account collection or administrators as may be necessary for billing and collection purposes. I
further understand that I am responsible for all clinical/medical expenses and agree to any expenses not covered by my
insurance. I understand and acknowledge that if my insurance carrier has paid or reflected payment I am responsible for
the payment of the entire remaining balance.

Responsible Party signature

Date

CONFIDENTIAL

CREATIVE THERAPY SERVICES
214 N. EAST STREET
SUITE 210
CULPEPER, VIRGINIA 22701

Dear Client,

In order to use insurance and understand what will be paid for by insurance, and what will not,
it is important to make sure you know exactly what benefits you have. It is also important that
you get treatment authorized in advance, if needed. Please call your insurance company before
your first visit and get as much of the information below as possible. Please bring this
information to our first meeting.
Thank you!

What are your Behavioral Health Benefits?
Co-pay per visit (what you are responsible for paying): _________________________

Number of visits per year: _________________________

When does your benefit year start and stop? Is it on a calendar year, or based upon when you
start treatment? _________________________

Is there an annual deductible to meet, and if so, have you met it? ________________________
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CREATIVE THERAPY SERVICES
LINDY SWIMM, LCSW
214 East Street
Culpeper, Virginia 22701
Phone 703.380.6559 ● fax 888.567.1881

Inclement Weather and Seasonal Closure Policy
Creative Therapy Services is closed yearly the entire month of August for summer break, the week
of Thanksgiving and the week of Christmas.
Lindy Swimm, LCSW is a volunteer for an emergency response team which facilitates trauma
response to sites of natural disasters, social unrest, etc. While rare, it is possible that her
services are called upon and she is to deploy with little or no notice. Lindy will do her best to
notify clients in a timely fashion to reschedule sessions. Your cooperation and understanding is
greatly appreciated.
It is the policy of Creative Therapy Services to remain open during most periods of inclement
weather; however, where extraordinary circumstances warrant, the office will be closed. Clients
will be notified as soon as is practical that the office will be closed.
By signing below, I acknowledge that I have read and understand this policy.

___________________________________
Name of Client or Guardian

___________________________________
Signature

__________________________
Date

Creative Therapy Services, LLC • Lindy Swimm, LCSW
16289 Mande Lane • Culpeper, Virginia 22701

_________________________________________________________________________________________________________________
AUTHORIZATION FOR RELEASE OF INFORMATION

Client Name:

DOB:

I give permission for my therapist Lindy L. Swimm, LCSW to exchange written and verbal
information with:
Name:
Address:
Phone:

Fax:

Relationship to Client:

I authorize the release of the following Protected H ealth Information (PH I):
Initial Assessment/Diagnosis
Progress Notes
Evaluations (including testing)
Therapy Progression
Medication/Medical Records
Legal
Other (specify)___________________________________________________________
This authorization will expire one year from the date of the signature below unless otherwise
specified or revoked prior to that date: _________________________________________
I understand that this consent can be revoked or amended at any time, unless the
information has already been used or distributed. The request must be in writing to the
clinician, as allowed by law.
Once PHI has been disclosed, the clinician has no control over it or how it may be used. The recipient might re-disclose it and in
some instances, privacy laws may not protect your information. We will make every reasonable effort to protect your information and
advise the recipient of your right to protect your PHI.

Signature of Client or Legal Guardian

Date

Name of Client

CONFIDENTIAL

CREATIVE THERAPY SERVICES
214 N. EAST STREET
SUITE 210
CULPEPER, VIRGINIA 22701
NEW PATIENT QUESTIONNAIRE

What brings you to therapy at this time?

How long have you been dealing with these issues?

Do you have a history of mental health problems?
Previous mental health treatment and diagnoses?

Any family history of mental health problems?

Do you have any serious or chronic medical conditions?

Do you ever have trouble sleeping too much? Too little?

Any problems with nightmares or flashbacks?

Have you recently been feeling down or depressed most of the day, nearly every day?

Have you been less interested in most things or unable to enjoy things you usually enjoy?

Has there been a period of time when you were feeling so good or so hyper that people thought you
were not yourself or you were so hyper you got into trouble?

Was there a period of time when you were so irritable that you would shout at people or start fights or
arguments?
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Have you been experiencing any abnormal anxiety or panic attacks?

What medications are you currently taking?

Do you have any food or medication allergies?

Do you smoke? If so, how much per day?

Do you drink alcohol and/or use drugs? If so, what and how much per day?

What current stressors (in the last month) are you experiencing? Please circle all that apply.
School

Work

Health

Relationships

Money

Family

Have you experienced any major stress that you feel has caused your mood to change?

In the last year have you been physically hurt by someone?

Have you ever been abused?

Has anyone forced you to have an unwanted sexual act?

Do you have any current thoughts of killing or hurting yourself?
Any history of thoughts or attempts?

Do you have any current thoughts of killing or hurting anyone else?
Any history of thoughts or attempts?

What is your faith or spiritual belief system?

Friends

Significant cultural heritage?

What do you hope to accomplish in therapy?

How will you know if you are getting better?

What are your greatest strengths?

Thank you for sharing this information with me.

_________________________________________________________________________________________________________________
AUTHORIZATIONS OF CLINICAL TREATMENT
Consent for Treatment
I,
give consent for Creative Therapy Services to
provide treatment to me, my child, and/or my family. I am aware of the therapeutic
expectations, my rights, and responsibilities.My case may be presented to a professional consultant
competent in the treatment I am receiving for additional guidance to provide efficacious treatment.
Notice of Privacy Practices
Receipt and Acknowledgement of Notice
I hereby acknowledge that I have been given the opportunity to read and receive a copy of
Creative Therapy Services’ Notice of Privacy Practices. I understand that if I have any
questions, I may consult my therapist.
Missed Appointments
I understand that I must cancel my appointment 24 hours in advance. I understand that if I
do not cancel, I will receive a cancellation fee bill for the therapy time missed.
Freedom of Choice of Provider
I am aware that I have the right to choose my own therapist. If at any time, I wish to
discontinue therapy, I can discuss this with my therapist and either my therapist will respond
to my concerns or make an appropriate referral for me.
Right to Records
Clinical records contain information about clients seeking therapy, their treatment goals, a
social and medical history, and a payment history. At times, records also contain other
information sent by collaborating professionals. Clients may review and/or receive a copy
of their records unless the therapist believes it will be harmful for records to be released.
Please refer the HIPPA information for further details.

Signature of Client/Legal Guardian

Date
CONFIDENTIAL

CREATIVE THERAPY SERVICES

LINDY SWIMM, LCSW
214 N. East Street
Culpeper, Virginia 22701
phone 703.380.6559 ● fax 888.567.1881

Electronic and Social Networking Policy
I understand that to maintain the highest and best possible professional boundaries, Lindy Swimm, LCSW,
does not accept friend requests from clients on social networking sites.
I understand that due to the precarious nature of email privacy and confidentiality, Lindy Swimm, LCSW,
asks that clients limit their email correspondences to administrative matters; i.e. billing questions, or changing
appointment times. Lengthy or revealing emails and texts are discouraged to protect my privacy and
confidentiality.
I understand that texting is appropriate for quick, simple communications. I understand that as with phone
messages, texts become a part of my medical record if they are germane to treatment. I understand that
Lindy Swimm, LCSW will respond to texts, emails and phone messages in as timely a manner as possible.
Should you need an immediate response a phone message is most appropriate.
By signing this form, I give permission to Lindy Swimm, LCSW to communicate by email with me and my
other service providers (only those whom I’ve provided separate communication authorizations or releases of
confidential information). I recognize that email communication is not fully secure and that all will try to
maximize confidentiality in this communication medium. Despite the lack of complete security information, I
agree that the value of this communication is worth the small risk inherent in the use of this medium. I certify
that I am the only person with access to the email account I have provided below.

Email: ____________________________________________
While face to face sessions are always preferable, Lindy Swimm, LCSW may be available for consultation via
Skype in certain instances to manage crisis situations, unexpected life events, etc.

Video, Photograph, and Other Images Recording Policy
I understand that photographs, videotapes, digital, or other images may be recorded to document my care,
and I consent to this. I understand that Lindy Swimm, LCSW will retain the ownership rights to these
photographs, videotapes, digital, or other images, but that I will be allowed access to view them or obtain
copies. I understand that these images will be stored in a secure manner that will protect my privacy and that
they will be kept for the time period required by law. Images that identify me will be released and/or used
outside the office only upon written authorization from me or my legal representative.

Signature of Client/Legal Guardian

Date

_________________________________________________________________________________________________________________
NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY
BE USED AND DISCLOSED AND HOW YOU CAN OBTAIN ACCESS TO THIS
INFORMATION. PLEASE REVIEW IT CAREFULLY.
I. Introduction
This Notice of Privacy Practices describes how we may use and disclose your protected
health information to carry out treatment, payment, or health care operations and for other
purposes that are permitted or required by law. This Notice also describes your rights
regarding health information we maintain about you and a brief description of how you may
exercise these rights. This Notice further states the obligations we have to protect your
health information.
Protected Health Information (PHI) means health information (including identifying
information about you) that we have collected from you or received from your health care
providers, health plans, employer or a health care clearinghouse. It may include information
about your past, present or future physical or mental health condition, the provision of your
health care, and payment for your health care services.
We are required by law to maintain the privacy of your PHI and to provide you with this
notice of our legal duties and privacy practices with respect to your PHI. We are also
required to comply with the terms of our current Notice of Privacy Practices.
II. Confidentiality
As a rule, we will disclose no information about you, or the fact that you are our patient,
without your written consent. Mental health records describe the services provided to you
and contains dates of our sessions, treatment goals and objectives, information you gave
your therapist at intake, and payment records.
Health care providers are legally allowed to use or disclose records or information for
treatment, payment, and health care operations purposes. We not routinely disclose
information in such circumstances, so we will require your permission in advance, either
through your consent at the onset of our relationship (by signing the attached general
consent form), or through your written authorization at the time the need for disclosure
arises. You may revoke your permission, in writing, at any time.

_________________________________________________________________________________________________________________
III. Limits of Confidentiality
In addition to uses and disclosures related to treatment, payment, and health care operations,
we may also use and disclose your PHI without authorization for the following additional
purposes, either because of policy or because legally required:
Child Abuse Reporting - If we have reason to suspect that a child is abused or neglected, we
are required by Virginia law to report the matter immediately to the Virginia Department of
Social Services.
Adult Abuse Reporting - If we have reason to suspect that an elderly or incapacitated adult is
abused, neglected, or exploited, we are required by Virginia law to immediately make a report
and provide relevant information to the Virginia Department of
Welfare or Social Services.
Court Proceedings - We may disclose health information about you to a court or
administrative agency when a judge orders us to do so.
Serious Threat to Health or Safety - Under Virginia law, if we are engaged in our
professional duties and you communicate to us a specific and immediate threat to cause
serious bodily injury or death to an identified or to an identifiable person, and we believe you
have the intent and ability to carry out that threat immediately or imminently, we are legally
required to take steps to protect third parties.
These precautions may include (1) warning the potential victim(s) or the parent or guardian
of the potential victim(s), if under 18, (2) notifying a law enforcement officer, or (3) seeking
your hospitalization. We may also use and disclose health information about you when
necessary to prevent an immediate, serious threat to your own health and safety to you, your
employer, the insurer, or a certified rehabilitation provider.
Records of Minors - Virginia has a number of laws that limit the confidentiality of the
records of minors. For example, parents, regardless of custody, may not be denied access to
their child's records; and CSB evaluators in civil commitment cases have legal access to
therapy records without notification or consent of parents or child.

_________________________________________________________________________________________________________________
IV. Your Rights Regarding Your Health Information
Right to Request Restrictions - You have the right to request restrictions on the health
information we use or disclose about you for treatment, payment, or health care operations. To
request a restriction, you must make the request in writing addressed to your therapist. We are
not required to agree to a restriction that you may request. If we do agree, we will honor your
request unless the restricted information is needed to provide you with emergency treatment.
Right to Request Confidential Communications - You have the right to request that we
communicate with you about your health care only in a certain location or through a certain
method.
Right to an Accounting of Disclosures - You have the right to receive an accounting of
disclosures of PHI for which you have neither provided consent or authorization (as described
in section III of this Notice). To request an accounting of disclosures, you must submit your
request in writing to your therapist.
Right to Inspect and Copy - In most cases, you have the right to inspect and copy health
information used to make decisions about your care, whether they are decisions about your
treatment or the payment for your care. Usually, this would include clinical and billing records,
but not psychotherapy notes if this would be clinically contraindicated as determined by the
therapist. If you request a copy of the information, we may charge a fee for the cost of copying,
mailing, and supplies associated with your request.
Right to Amend - For as long as your therapist keeps records about you, you have the right to
request us to amend any health information used to make decisions about your care, whether
they are decisions about your treatment or payment for your care. Usually this would include
clinical and billing records, but not psychotherapy notes if we determine that this would be
clinically contraindicated. We may also deny your request if you ask us to amend health
information that: 1) was not created by us, unless the person or entity that created the health
information is no longer available to make the amendment; 2) is not part of the health
information we maintain to make decisions about your care; 3) is not part of the health
information that you would be permitted to inspect or copy; or 4) is accurate and complete.
Right to a Copy of This Notice - You have the right to a paper copy of this Notice of Privacy
Practices at any time. We reserve the right to change the terms of our Notice of Privacy
Practices. We also reserve the right to make the revised or changed Notice of Privacy Practices
effective for all health information we already have about you as well as any health information
we receive in the future. A new copy will be given to you or posted in the waiting room.
Complaints - If you believe your privacy rights have been violated, you may file a complaint with
the Secretary of the U.S. Department of Health and Human Services.

Please save and email to lindyswimm@gmail.com or fax to 888-567-1881

