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CLIENT REGISTRATION 
(PLEASE PRINT) 

 
 

Date: _____________________ 
 
 
Client Name:__________________________________________________________________ 
 
 
Parent/Guardian/Personal Representative: __________________________________________ 
 
Relationship Status:  Single    Married    Domestic Partner    Separated    Divorced     Widowed 
 
Date of Birth: _________Age: _____ Sex: M or F    Social Security #: _____________________ 
 
Home Address: ________________________________________________________________ 



 

 
Home Phone: __________________ Cell:__________________ Work: ___________________ 
 
Email Contact:________________________________________________________________ 
 
Emergency Contact/Relationship: ____________________________ Phone #: _____________ 
 
Client’s Employer: _______________________________________ Phone #:______________ 
 
Insurance Company including member ID, plan name, and Group/Account number for monthly 
billing for out of network patients:  
 
 
 
 
              
 
 
              
 
                                                                                                                            
Psychiatrist Name: _____________________ Phone #: ___________________________ 
 
Address: _____________________________________________________________________ 
 
*To provide excellent care, we request permission to contact your Psychiatrist: Yes ___ No ___  
 
Initial____________ 
 
List all Medications - including over the counter: _____________________________________ 
 
 
_____________________________________________________________________________ 
 
 
Allergies:  ____________________________________________________________________ 
 
 
Past Treatment Outcome: What worked? What did not? ________________________________ 
 
______________________________________________________________________________ 
 
 _______                                                                                                                                            
   
 
 



 

What goals do you want to accomplish during treatment?_______________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________ 
 
 
Why are you seeking treatment at this time? ________________________________________ 
 
______________________________________________________________________________ 
 
____            ___                       
 
List current 
symptoms:__________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
 
**It is your responsibility to pay all fees on the day and time service is provided.  
I understand that I am responsible for the full amount of my bill for services 
provided before the start of each session. 
 
Fees and Payment, As of January 1, 2021:   
Our agreed upon fee for an Intake Assessment for 1.5 hours will be billed at: $350.00, unless 
otherwise informed or agreed upon.   
 
60 minute psychotherapy sessions will be billed at that rate of: $225, unless otherwise informed 
or agreed upon.  Our fees are raised $10/annually.  
 
Phone counseling will be billed at a rate $100 per 30 minute session or the full fee for longer 
calls.   These fees were agreed upon with your therapist during the initial phone consult.   
 
Payments for sessions should be before each session and we will be happy to provide you with 
the necessary documentation for your reimbursement from your insurance company.  (see 
insurance waiver attached) Adjustments in fees and payment schedules can be negotiated for 
reasons of financial need. 
 
Cash, credit card or check is accepted.  Checks should be made payable to Light Street 
Psychotherapy.  There will be a $25 fee for returned checks, plus any resulting charge to our 
bank account and a $10 fee for credit card transactions. 
 



 

If the client requests letters to be written for any reason (school letters, letters for court 
proceedings, DCP&P, etc.) the client will be billed at a rate of $100 per letter including revisions 
at client’s request and $50 for any email transactions.  
 
COURT/COURT FEES/AFFIDAVITS:  During the course of the counseling process it 
may be necessary to request documented information from your therapist for Attorneys, Human 
Resources Managers, Corrections Officers, Courts, etc. Our practice guidelines are to provide 
requested documentation within 2 weeks of the request, for a cost of $200.00 - $250.00 to the 
client.  In the event the therapist is subpoenaed to court, the client agrees to pay $225.00 for each 
hour the therapist is out of the office, with a minimum of two hours to be paid prior to court. 
Payment is the responsibility of the client, as insurance companies do not cover court costs or 
loss of income for the therapist. The balance is due within 7 days after the hearing.  A current 
credit card must be on file.  Fees will be charged to your credit card on file unless other 
arrangements have been made.   
 
CLIENTS WHO ARE MINORS (under 18 years of age, with the exception of those 18 years of 
age and over who are mentally or emotionally underage or otherwise deemed incapable of 
making legal decisions for themselves, or those whose parents or others still maintain legal 
guardianship)   
•The adult accompanying a minor or the parent/guardian(s) is responsible for full payment. 
•Minors unaccompanied by an adult will be denied services (except in an emergency) unless 
payment has been pre-arranged. 
•In addition to the above, I hereby waive the statute of limitations on collection and/or recovery 
in this state of New Jersey. 
 
Cancellations:  A scheduled appointment means that time is reserved only for you. If an 
appointment is missed or cancelled with less than twenty-four hours (24) notice, you will be 
billed directly according to the scheduled fee.  If this does not happen, you will be expected to 
pay the full amount for the session.  This is not billable to your insurance company and is 
payable immediately.  Exceptions may be made for emergencies and sudden illness. 
 
Confidentiality:  All communications between client and therapist are considered confidential 
except where legal demands take precedence.  We may not reveal any information about you or 
your treatment without your written permission.  There are exceptions, however.  If you are at 
risk of hurting yourself or someone else, we are obligated by law to take reasonable precautions 
to ensure your own, or another’s safety.  Courts can also subpoena treatment records or therapists 
to give testimony in cases involving involuntary hospitalization, child-care and custody cases, 
cases of abuse and neglect, sexual assault, or other criminal cases.  In addition, information may 
be disclosed if use of collection agencies or another process is required to collect unpaid fees.  
In the case of couple, family or joint counseling, the undersigned agrees that there will not be 
confidentiality between or amongst the parties involved, and that any or all information disclosed 
during the individual sessions held in conjunction with the joint therapy may, at the discretion 
and in the clinical judgment of the therapist, be brought to the attention of or disclosed to the 
other party (or parties).  The undersigned understands that this means the therapist cannot be the 
keeper of any secrets that may be of material interest to the other party (or parties). 



 

In the case of a couple, family or joint counseling, the undersigned agrees that the therapist will 
not in the future be asked or summonsed to participate in legal proceedings of any nature based 
on our work together.  This agreement includes that the undersigned will not request the 
therapist’s files as part of any legal proceedings between or amongst them.  If consultations with 
other licensed professionals occur, we will not give out identifiers.  
 
Termination:   There may be circumstances where one may need to terminate therapy.  A 
termination process is important in order to achieve closure in the therapeutic relationship.  In 
most circumstances, clients can work with their therapist to determine when therapeutic goals 
have been met and therapy can be terminated.  This allows the therapist and the client to work as 
a team and plan a smooth transition.   
 
However, sometimes it becomes necessary to terminate unexpectedly.  Clients have the right to 
terminate therapy at any time.  Treatment may also be terminated if it is determined that the 
psychotherapy is ineffective, the client is unhappy with their progress, or if clients are in default 
on payment. In this case, Light Street Psychotherapy hopes to explore the reasons and purpose of 
termination. If therapy is terminated for any reason or you request another therapist, a list of 
qualified psychotherapists will be provided to help you transition to a new therapist. Clients may 
also choose someone on their own or from another referral source.  
 
Light Street Psychotherapy believes it is preferable to have at least one final session before 
terminating treatment in order to review and evaluate the sessions and overall progress.  There 
are therapeutic benefits to saying goodbye and ending treatment with a discharge session.  
However, our therapists will respect our client’s decision to end therapy if they choose to not 
return.  
 
At Light Street Psychotherapy it is our policy to consider Clients who have not had a session in 
over 45 days (or within a mutually agreed upon time) inactive.  This means your case will be 
closed and you will no longer be considered a client of Light Street Psychotherapy.  Should this 
happen and you would like to reconvene sessions in the future, please contact your therapist so 
they can reopen the case.  Clients will be required to update their paperwork and will be seen as 
the therapist schedule allows.   
 
Case Consultation within Light Street Psychotherapy:  I acknowledge that the 
therapists at Light Street Psychotherapy meet regularly for case consultation to discuss cases and 
provide insight and feedback on the therapeutic process. As such, it is important to note that your 
treating therapist may discuss your case with other therapists within the practice. By signing 
below, you are providing an appropriate release for purposes of case consultation. 
  
Duty to Warn or Protect law:  Requires that a Licensed Clinical Social Worker  (and any 
other licensed health/mental health professional), who has reason to believe that a client poses a 
threat to themselves or others and that the client is likely to act on the threat, must report this 
information to the chief law enforcement officer in the municipality where the client lives or to 
the Superintendent of State Police.  The law limits the information clinical social workers must 
provide to police. Only identifying information, including name and other non-clinical 
identifying information, is permitted.   It allows for the police to access records to see if the 



 

client has been issued a firearm purchaser identification card, permit to purchase a handgun, or 
any other permit or license authorizing possession of a firearm in NJ.   
 
A Duty to Warn or Protect is incurred when the following conditions exist:  
The client has communicated to the practitioner a threat of imminent, serious physical violence 
against a readily identifiable person or against himself/herself and the circumstances are such 
that a reasonable professional in the practitioner’s area of expertise would believe the patient 
intended to carry out the threat; or  The circumstances are such that a reasonable professional 
in the practitioner’s area of expertise would believe the patient intended to carry out an act of 
imminent, serious physical violence against a readily identifiable person or against himself or 
herself.   
 
Phone Calls:  There is no fee for phone calls that last 10 minutes or less; however should a 
phone call go beyond 10 minutes, we will charge, and the clock starts at the beginning of the 
call.  The fee will be assigned according to the duration of the call, and the hourly rate that we 
have agreed to for regular sessions.  If we do not answer our phone immediately, and you leave a 
message, we will do our best to return your call within a short period of time.  We do not do 
crisis therapy and recommend that if you need immediate support that you call 911 immediately 
or go to the nearest hospital.  Phone counseling will be billed at a rate $100 per 30 minute 
session or the full fee for longer calls.   These fees were agreed upon with your therapist during 
the initial phone consult.   
 
Social Networking:  We do not accept friend requests from current or former clients on social 
networking sites due to the fact that these sites can compromise client confidentiality and 
privacy.  Texting and Emails are for scheduling purposes only.  Please do not use these methods 
as form of communication.   
 
Chance Meeting in Public:  Everyone has their own feelings regarding meeting in public, 
therefore if we see you in public, we will not acknowledge or approach you.  If you choose to 
approach us, this is fine.  We will not talk about any issues from therapy in public, and our 
conversation will be short.  If a chance meeting brings up any concerns for you we will discuss it 
thoroughly in our next meeting. 
I have read, understood, and agree to these policies: 
 
Client Signature:  
 
 
__________________________________________________Date: ___________ 
  
 
Parent Signature: ___________________________________Date:     
(If client is under 18 years old) 
 
 



 

Credit Card Information 
 
 
Required Debit/Credit Card to be on File:  (Please check the appropriate card)  
 
 
 
MasterCard___      Visa____      American Express_______    
 
 
Expiration Date:______/______/______ 
 
 
CVV Code:       
 
 
 
Card Number_________________________________________ 
 
 
Name as it Appears on Card:  
 
____________________________________________________ 
 
 
Credit Card Billing Address: 
_____________________________________________________ 
 
 
              
 
 
I authorize the use of my credit/debit card.  
 
Signature:_______________________________________   
 
 
Date: ______/______/______ 
 
 



 

INSURANCE WAIVER 
 
Light Street Psychotherapy does not contract with any insurance companies. 
Services are provided on a private pay basis, and therefore, we are considered “out 
of network.”  Most health insurance plans provide some form of coverage for 
outpatient psychotherapy.  In-network benefits cover psychotherapy with 
professionals who sign contracts with the insurance company to provide services at 
a set rate.  The insurance company oversees the treatment, authorizing the number 
of sessions allowed for a particular condition.  The total number of sessions 
covered is usually limited to 20 or 30 sessions.   

Out-of-network benefits cover psychotherapy with the professional you choose.  
Most plans require the patient to pay a deductible, and then reimburse a certain 
percentage of the fee after that, typically 75 or 80%.  Some plans limit the number 
of sessions or the dollar amount that are reimbursable each year.  The 
psychotherapy is not managed, and authorization is usually not required.  

Although you are free to submit claims to your insurance company yourself, please 
be aware that our therapists do not become involved in this process. As a courtesy, 
all our therapists will provide you with the necessary billing and diagnosis codes in 
order for you to receive the benefits you are entitled. It is very important that you 
find out exactly what mental health services your insurance policy covers. Even if 
you submit the claims yourself, you may not be reimbursed for services. In 
addition, once an appointment has been scheduled, you will be expected to pay for 
the time allotted unless you provide 24 hours advance notice of cancellation.  

Call your insurance company and tell them you would like to go out of network for 
behavioral health.  Some questions to consider: 
1)  What is your current yearly deductible? 
2)  How much of this deductible has currently been met? 
3)  What is the reimbursement rate for an out of network provider (once your  
 deductible has been met)? 
4)  How do I to submit reimbursement? 
5) Are there are any limitations of amount of sessions or amount paid out? 
6) What are my mental health benefits?   
7) What is the coverage amount per therapy session?   
8) How many therapy sessions does my plan cover?  
9)  Is pre-approval required from my primary care physician? 

Although obtaining psychotherapy on an out-of-network basis may seem more 
expensive, there are many benefits.  Insurance companies require regular treatment 



 

plans to be submitted by their network providers in order to continue to authorize 
sessions.  There can be a lack of clarity and/or after-the-fact decisions about what 
they will cover, resulting in surprise balances billed to patients.  Finally, insurance 
companies can and do audit in-network psychotherapists’ records, further 
compromising confidentiality. 

Obtaining psychotherapy on an out-of-network basis avoids all of these issues that 
compromise confidentiality and autonomy of treatment.  All treatment decisions 
are made solely between patient and therapist, including the type of therapy used, 
its length, and who should or should not be consulted.   

Please sign below to indicate that you understand and accept payment 
reimbursement policies. 

I have read about the Insurance Waiver. By signing below, I am indicating that I 
understand and accept the reimbursement policies as discussed with the intake 
coordinator. For more information please visit the insurance page on our website 
at: www.lightstreetpsychotherapy.com 

 

 

______________________________________________ __________ 
Insurance waiver read and accepted Date 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

Authorization for the Release or Exchange of Information  

I, , __________________________________give my therapist: (name)  

_________________________________________  permission to release and/or 
exchange information.  

Client Name _______________________________  

Date of Birth _____________  

Address:              

 

Information to be Released by or Exchanged with:  

 

Name ___________________________Phone # ___________________  

 

Name ___________________________Phone # ___________________  

 

Name ___________________________Phone # ___________________  

 

Name ___________________________Phone # ___________________  

 

____ Mental Status ____ Treatment Plans ____ Progress Notes ____Diagnoses 
____ Medical Records ___ Psychiatric Evaluation ___ Psychological Test Results 
____ History/Physical exam ___ Discharge Summary ___ Date of Hospitalization 
____Educational Records ___Educational Test/Reports ___Psychosocial report 
____Attendance record ___Consultation reports ___ Court documents ___Other  



 

I consent and agree to the following:  

1. The purpose of disclosure is to facilitate and coordinate treatment.   

2. I have the right to revoke this authorization in writing at anytime; however, I 
understand  that once information has been released or exchanged that 
information cannot be  revoked.   

3. Federal Law prohibits the person or organization to which disclosure is made 
from  making any further disclosure of substance abuse treatment 
information unless further disclosure is permitted by the written 
authorization of the person to whom it pertains or as permitted by 42C.F.R. 
Part 2.   

4. We reserve the right to disclose information as permitted by this authorization in 
any manner we deem appropriate and consistent with applicable law, 
including, but not limited to verbally and/or written – whether on paper or 
electronically.   

5. This authorization expires 30 days after the date of termination/discharge.   

6. A copy is considered the same as the original.   

Client signature ______________________Date ___________________  

 

Parent/Guardian/Personal representative _____________________  

 

Date_________________________ 

	

	

	



 

EMAIL	AND	TEXT	COMMUNICATION 

Please	keep	in	mind	that	communications	via	email	or	text	are	not	secure.	
Although	it	is	unlikely,	there	is	a	possibility	that	information	you	include	in	an	
email	or	text	can	be	intercepted	and	read	by	other	parties	besides	the	person	
to	whom	it	is	addressed.	Please	do	not	include	personal	identifying	
information	such	as	your	birth	date	or	personal	medical	information	in	any	
emails	or	texts	you	send	to	us.	 

No	one	can	diagnose	your	condition	from	email	or	other	written	
communications	and	communication	by	email/text	cannot	replace	the	
relationship	you	have	with	a	physician	or	another	healthcare	practitioner.	 

For	all	HIPAA	compliant	email	and	text	communication,	please:	 

☐ Do	not	use	email/text	for	urgent	messages	and	other	messages	that	require	
an	immediate	response.	 

☐ Do	not	use	email/text	for	highly	sensitive	information	such	as	legal	
matters,	sex	related	treatment,	substance	abuse,	physical	violence,	suicidal	
thoughts,	etc.	 

☐ Do	not	use	email/text	to	report	new	complaints	or	symptoms	or	for	
complicated	questions	that	cannot	be	answered	quickly	and	simply.	 

☐ Note	that,	while	we	do	our	best	to	immediately	return	messages	to	our	
patients,	there	may	be	1	business	day	turnaround	time	for	responses,	
especially	during	holidays,	office	closures	or	weekends.	 

☐ Note	that	confidentiality	cannot	be	guaranteed.	When	using	this	form	of	
communication,	you	give	informed	consent	to	understanding	the	limitations	
of	text/email	communication.	 

☐ Note	that	all	email/text	communication,	whether	incoming	or	outgoing,	will	
be	made	part	of	your	medical	record.	 

☐ Note	that	all	email/text	communication	you	send	that	does	not	meet	HIPAA	



 

guidelines	is	done	so	at	your	own	risk.	 

Please	sign	this	form	and	acknowledge	your	understanding	and	agreement	
with	the	terms	outlined	above.	 

	

Patient’s	Name	(Please	print)				 	 	 	 	 	 	 	 	

	

Signature		 	 	 	 	 	 	 	 	 	 	 	 	

	

Date:			 	 	 	 	 	  

  

 


