For Office Use only 

        App. Fee______________    

Client Number______________


Application for Services

Date 
_________________

Name
 _______________________________________________
Gender ________

Address ______________________________________________

Birth date _____________

City _________________________  State ______  Zip code ___________

Is it okay to receive mailings at the address above?  Y    N
E-mail address__________________________   Is it okay to leave a message?  Y    N
 
Daytime phone _________________________    Is it okay to leave a message at this number?  Y    N
Cell phone ____________________________     Is it okay to leave a message at this number?  Y    N

Would you like to be added to The C. G. Jung Center’s email list?
Y    N
How did you hear about our services? _____________________________________________________

Personal Information:

Current living arrangement: ______________________________________________________________


Do you have children?  Y    N      If yes, please list their ages and present activities:

Highest level of education attained:  __________________________

Current occupation: _______________________________________

What is your occupational background? 


Whom could we contact in the case of an emergency? (please list 2 contacts)
Name: _____________________________________     Name: ____________________________________
Phone number(s): ____________________________     Phone: ____________________________________
Relationship to you: ___________________________    Relationship:________________________________

Medical Status: How is your current health?                Please specify any significant past or current illnesses:

Please list any history or present use of alcohol, drugs or other substances, including any treatments you have received:


Please list any history of psychiatric hospitalizations and/or psychiatric medications you have taken in the past or at present:

Have you ever been convicted of a felony?  Y    N       

Interest in/experience with psychotherapy:

What is the purpose for which you are seeking therapy? Please be as detailed as possible.

Please specify any previous experience you have had with psychotherapy.

How did you decide on The C. G. Jung Center for your psychotherapy needs?  

What types of experience have you had with Jung’s psychology and/or with The C. G. Jung Center

(e.g. previous therapy, books you have read, public education classes, film nights, etc.)?

What do you hope to gain from Jungian therapy or analysis?

Primary Insurance Information (BCBS PPO and Choice plans only)

Policy Holder (Member) Name_____________________________  Relationship to Client________________


Insurance Co. Name_____________________________________  Member ID #_______________________

Policy Holder (Member) D.O.B._____________________________ Group/Plan #_______________________

Customer Service Number (on back of card) ____________________________________________________


Insurance Co. Address_____________________________________________________________________

                                            Street                                     City                      State                    Zip code 

If you are considering using your BCBS Insurance, please bring your insurance card and proof of identification to your intake appointment.
Information for You Regarding Fee Calculation

The fees for psychotherapy through the June Singer Clinic for Psychotherapy are graduated and based on a combination of family size and family income. In order to assess your fee obligation accurately, it is necessary for you to provide the information requested on the next page. It is important that you provide all of the information requested; applications cannot be fully processed with incomplete information.

The fee obligation that is calculated for you will be based on a scale that is used for all applicants for the Clinic’s psychotherapy service. You will be given this fee at the time of your interview. If you believe that there are circumstances that warrant a further reduction in your fee obligation, you will be given an opportunity to formally request a lower fee. This request may need to be accompanied by further documentation.

In addition, we will be recalculating your fee each year in order to stay current with changes in your financial status, as well as the Center’s operating costs. If this increase represents a difficult financial burden for you, please talk this over with your therapist or contact the Clinic. If you are unable to accommodate this increase, you may request a review of your financial status.

The information you provide for the calculation of your fee obligation will be kept strictly confidential and will not be shared with parties or entities not directly associated with the June Singer Clinic for Psychotherapy. Your decision not to provide accurate and complete information for fee calculation may result in your application for services not being considered. 

Consent to Receive Services and Abide by Financial Procedures

I am applying for psychotherapy through the June Singer Clinic for Psychotherapy of The C. G. Jung Center. I understand that in making this application, I am agreeing to take part in an initial interview process that will determine my eligibility for receiving psychotherapy through the Clinic. 
I agree to receive psychotherapy services through the Clinic if my application is accepted and I am put into contact with a therapist or analyst. I understand that the Center reserves the right to refer any clients out if their needs exceed the Center’s resources.
I understand that the Clinic is in network for some BlueCross BlueShield Insurance plans. Should I choose to use my BCBS health insurance for psychotherapy services, the Clinic will provide information to BlueCross BlueShield that may be needed for payment/reimbursement by my insurance company. I understand that it is my responsibility to find out exactly what mental health services my insurance policy covers and that I am fully responsible for any fees not covered by my insurance such as deductibles, co-pays or any out of pocket expenses.
In accepting psychotherapy through the Clinic, I agree to pay the per-session fee or BCBS Insurance co-pay at the time of each session. I understand that this fee will be calculated based on a sliding scale, depending on my family income. BCBS Insurance co-pay will be determined by BCBS based on my health insurance policy.
I also agree that when I begin psychotherapy through the Clinic, cancellation or rescheduling of appointments must be made at least 24 hours in advance of the scheduled appointment. I understand that I may be charged for appointments that I cancel with less than 24 hours notice.
_________________________________________________________
__________________

Printed Name and Signature

                          Date
Financial Disclosure Form

Name _______________________________________________
Date ___________________

Number of adults living in household, including self     _______    Total number of Dependents __________

Number of children (under age 18) living in household_______     Ages_____________________________









           
       (specify relationships if not children)

Do you have health insurance?  Y    N                              Do you wish to use your health insurance?   Y    N
Name of Insurance Company______________________________________               



Please provide the following information based on your family’s full annual income, including the combined figures for all income-earning members over the age of 18 contributing to the household.  

Annual gross wages/earnings 
_____________   Annual support from governmental sources _______________

(i.e., before taxes/other deductions)                      (e.g., Veterans, Social Security, AFDC)


Annual interest/dividends       _______________   Annual child support
             _______________
Annual support from family    _______________    Annual insurance
             _______________

(e.g., parents, relatives, etc.)
                              (e.g., disability, SSDI)


Other sources of annual income_____________    Annual trust income                                    _______________

Please specify:  



                Total Annual Gross Family Income  _____________________
                (add all categories above)

If there are overall circumstances not reflected in the figures provided above that you believe should be considered in calculating your fee obligation, please explain them briefly here:

By signing below, I attest that the information provided is true and accurate and that I have read the explanation of fee calculation on the other side of this form. I understand that this information will be used solely for the purpose of the calculation of my fee obligation for psychotherapy services through the June Singer Clinic for Psychotherapy of the C. G. Jung Center.
_____________________________________________


__________________

Signature








Date


