River North Counseling Group LLC

E-MAIL: RiverNorthCounseling@Gmail.com

TELEPHONE & FAX: 312.467.0000

River Plaza









Concourse Plaza: Tower 1

405 N. Wabash Ave., Suite 3209







4709 Golf Rd., Ave., Suite 925
Chicago, Illinois 60611 








Skokie, Illinois 60076

Identification
Your name: ______________________________Date of birth: _________________________ Age: _______

Home street address: ___________________________________________________ Apt.:_______________

City: _________________________________________ State: ______________Zip: ____________________

Cell Phone: _________________________Home Phone________________________________________

E-Mail____________________________________

Emergency Contact____________________________________________Phone________________________

Relationship____________________ 
How were you referred to us? _____________________

Consent to Treatment

· I do hereby seek and consent to take part in the treatment by the therapist at RNC. I understand that developing a treatment plan with this therapist and regularly reviewing our work toward meeting the treatment goals are in my best interest. I agree to play an active role in this process. 

· I understand that no promises have been made to me as to the results of treatment or of any procedures provided by this therapist. 

· I am aware that I may stop my treatment with this therapist at any time. The only thing I will still be responsible for is paying for the services I have already received. The fee is $175 due at the time of service.

· I know that I must call to cancel an appointment at least 24 hours before the time of the appointment. If I do not cancel or do not show up, I will be charged for that appointment. 

· I am aware that should I submit a claim for reimbursement to my insurance company, an agent of my insurance company or other third-party payer may be given information about the type(s), cost(s), date(s), and providers of any services or treatments I receive. I understand that if payment for the services I receive here is not made, the therapist may stop my treatment and I will be responsible for the total amount of payment due. 
· My signature below shows that I understand and agree with all of these statements. 

My signature below shows that I understand and agree with all of these statements.

_________________________________        ___________________________

__________
Signature of client 


        Printed Name
               

Date
__________________________________
_________________________

__________
Signature of parent or legal guardian (if applicable)    Printed Name



Date
I, the therapist, have discussed the issues with the client (and or his/her parent or other legal representative).  My observations of this person’s behavior and responses give me no reason to believe that this person is not fully competent to give informed and willing consent.

______________________________________________



____________________

Signature of therapist






Date
This is a strictly confidential patient medical record. Re-disclosure or transfer is expressly prohibited by law.
