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We Are Mosaics

An Organization dedicated to bringing Art and Healing to the Community

www.WeAreMosaics.com
Sara Skowronski – President, LPC, ATR-BC

Sara@WeAreMosaics.com

808-269-5801


Client Information Form

Date: 





Client’s First Name:  




Client’s Last Name:  






Date of Birth: 




Social Security #: 







Address: 














Phone: 







Email: 









Parent/Guardian’s First Name (If Applicable): 








Parent/Guardian’s Last Name (If Applicable): 








Parent/Guardian’s Date of Birth (If Applicable): 






Parent/Guardian’s Social Security # (If Applicable): 





Insurance Company:  










ID#: 






EAP#:









Primary reason seeking treatment at this time: 











How did you hear about us? 

























For Office Use Only:

Private 

  
Insurance 




Private Fee per session: 




# of Covered Sessions: 





Co-pay per session: 




Insurance coverage per session: 




Client Rights and Responsibilities

Client Rights

1. To be treated with kindness and dignity and without discrimination by race, creed, gender, age, religion, sex.
2. To retain your legal rights.
3. To receive an explanation of treatment alternatives.
4. To have access to your records and to have your records kept confidential to the extent permitted by law.
5. To have consultation with a private counselor at your own expense.
6.  To raise questions, voice concerns and even refuse treatment.
7. To be treated in the least restrictive environment consistent with your condition.
Client Responsibilities - While a client, you agree to the following:

1. To work sincerely and energetically toward treatment goals agreed upon by you and the therapist.
2. To do no harm to self.

3. No use of alcohol or unauthorized drugs before session.
4. No violence or threats of violence.
5. No weapons of any kind allowed in the facility.
6. To attend and participate in all individual and/or group treatment. 
7. To cancel a session a minimum of 24 hours in advance if unable to attend due to an emergency.
8. To pay for any and all treatment. Best efforts will be made to work first with insurance if that is the preferred method of payment. However, the cost of treatment may not be entirely covered by insurance, therefore holding you ultimately responsible for the difference.      

9. To keep all group treatment activities confidential including respecting the confidentiality of the group members. 

If client fails to uphold any of the above responsibilities, discharge could result.

ACKNOWLEDGEMENT: I, 






 hereby acknowledge that I have received a copy of this Client Rights and Responsibilities and that it has been read and explained to me so that I understand it.  

Signature: 








Date: 







ART RELEASE FORM

Intitals


I consent to and authorize the use and reproduction of all artwork or stories by We Are Mosaics. 


I hereby agree to allow reproductions of my work to be offered for sale.


I hereby give the unrestricted right and permission to copyright and use, re-use, publish, and republish artwork, stories or pictures of my work without restriction as to changes or reproduction hereof in color or otherwise, made through any and all media now or hereafter known for illustration, art, promotion, advertising, trade, or any other purpose whatsoever. 

Artist Information: 

No last names will be used.

Full Name: 











Signature: 











Date: 




If the artist is under 18, parent/legal guardian must sign. 


 Consent for Treatment


I have been fully informed of my rights as a client of We Are Mosaics and Sara Skowronski, the extent and limits of confidentiality in therapy, and the goals associated with this therapy. With that knowledge, I request and consent to receive the recommended therapy. 


I understand that the staff of this office may not disclose information about my therapy to anyone outside this office without my written consent, except as required by law to comply with a court order, to prevent suicide/self harm or harm to others, or to stop or prevent abuse of a child, senior or disabled person. However, I also understand that my participation in treatment may require my written consent to allow staff of this office to provide some information about my therapy to a referring agency and/or an insurance company or other payer, and that if this is the case, the form provided for my written consent for this disclosure will state what specific types of information will be disclosed. 


I understand that my therapy may involve my participation in individual, couple, family, and/or group counseling, and may involve homework assignments for me to do outside of therapy sessions. I agree to participate actively in my therapy, to cooperate with my therapist, and to complete required homework assignments or other activities included in my therapy. 


I understand that if I participate in group counseling, a condition of my doing so is that I protect the privacy and confidentiality of other participants. I agree that if I participate in group counseling, I will not disclose information about the identity, words, or actions of other group participants to anyone outside of the counseling group. 


I understand that my therapy may include my attendance at meetings of independent self-help support groups including Alcoholics Anonymous, Narcotics Anonymous, and/or other programs. I agree to participate in such programs if assigned to and to abide by the practices of those programs regarding protecting the privacy and anonymity of other program participants.


I understand that I am obligated to pay for any and all treatment. Upon intake, payment terms will be discussed so that both parties understand the arrangement.  Best efforts will be made by this office to work first with insurance if that is the preferred method of payment. However, the cost of treatment may not be entirely covered by insurance, therefore holding you responsible for the difference. You will be billed a full session if you fail to cancel a minimum of 24 hours in advance.  


I understand and have been provided a copy of the HIPPA regulations.
Client’s Name: 









Signature: 








Date: 




Parent/Guardian's Name (If applicable): 







 

Signature: 








Date: 





Therapist’s Name: 







Signature: 








Date: 





Consent to Release Information

Client Name








Date





I, 






(Client Name),



(Social Security #),




(Date of Birth), authorize Sara Skowronski and We Are Mosaics to:  


Disclose to

Obtain From

In the Following Manner: 

Electronic

Oral

Written

Name of Person / Agency: 











Address:















Phone:






Email:









Relationship to Client:











For the Following Information:


Presence in Treatment


Treatment Plan



Family Information


Progress in Treatment


Biopsychosocial Assessment

Other 






Discharge Planning/Summary

Employment Information

I understand my records are protected under federal regulations and may not be disclosed without my written consent unless otherwise provided for in the regulations.  I also understand that I may revoke this consent at any time, except to the extent that the therapist or the therapist's practice has taken an action in reliance on it. 

Client Signature








Date






I have explained and/or read this Consent form to the client.

Therapist’s Signature







Date





HIPPA
This document describes how medical information about you may be used and disclosed and how you can get access to this information.  Please review it carefully.

Uses and Disclosure of Protected Health Information 

Your protected health information may be used and disclosed by your therapist, our office staff and others outside of our office that are involved in your care and treatment for the purpose of providing health care services to you, to pay your health care bills, to support the operation of the therapist’s practice and any other use required by law.

Treatment

We will use your protected health care information to provide, coordinate, or manage your health care and any related services.

You have the right to inspect and copy your protected health information. Under federal law, however, you may not inspect or copy the following records; psychotherapy notes; information compiled in reasonable anticipation of, or use in a civil, criminal, or administrative action or proceeding and protected health information that is subject to law that prohibits access to protected health information.

You have the right to request a restriction of your protected health information. This means you may ask us not to use or disclose any part of your protected health information for the purposes of treatment, payment or healthcare operations. You may also request that any part of your protected health information not be disclosed to family members or friends who may be involved in your care or for notification purposes. Your request must state the specific restriction requested and to whom you want the restriction to apply.

Your therapist is not required to agree to a restriction that you may request. If therapist believes it is in your best interest to permit use and disclosure of your protected health information, your protected health information will not be restricted. You then have the right to use another Healthcare Professional. 

Revocation

You may revoke this authorization, at any time, in writing, except to the extent that your therapist or the therapist's practice has taken an action in reliance on the use or disclosure indicated in the authorization.

You have the right to request to receive confidential communications from us by alternative means or at an alternative location. You have the right to obtain a paper copy of this notice from us, upon request, even if you have agreed to accept this notice alternatively (i.e. electronically). 

You may have the right to have your therapist amend your protected health information. If we deny your request for amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal. 

You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health information.

We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then have the right to object or withdraw as provided in this notice.

Complaints
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been violated by us. You may file a complaint with us by email: sara@wearemosaics.com  We will not retaliate against you for filing a complaint.

























