Krisha S. Uden, M.S., L.I.M.H.P.

527 North Diers Avenue, Suite 4
P.O. Box 5401
Grand Island, NE 68802-5401
Phone: 308-379-1958      *        E-mail Address:  krishasuden@live.com      *     Fax: 866-234-6903

Welcome!  In order to serve you properly, the following information is needed.  
ALL information will be kept confidential.
Personal Information
Client Name:  _________________________________________    Male_______  Female_______

Social Security #:  ___________________________________ 
Date of Birth:  _____________

Home Address:  _____________________________________     Home Phone:  ______________
City:  ____________________________     State:  _______________      Zip Code:  ___________

Cell Phone:  ____________________________     E-mail Address:  _________________________
Referred by:  ____________________________________________________________________
Marital Status  (Please circle)
Minor

   Single 
 Married
    Divorced
        Separated

Employment Status  (Please circle)

Full-time

Part-time

Unemployed





Homemaker

Student
Other  ____________________
Client Employer:  _________________________________________________________________

Business Address:  _______________________________
Phone #:  _______________________

City:  _____________________________     State:  ________________      Zip Code:  _________

Family Contacts

Spouse or Parent’s Name:  __________________________________________________________
Relationship to client:  _____________________________________________________________
Date of Birth:  ___________________________  
Social Security #:  ______________________
Spouse or Parent’s Employer:  _______________________________________________________

Business Address:  ___________________________
Phone #:  _______________________

Household members:


Names




   Age
   
              Relationship to client
__________________________
_______
 _______________________________

__________________________
_______
 _______________________________

__________________________
_______
________________________________

__________________________
_______
________________________________

__________________________
_______
________________________________

__________________________
_______
________________________________

Medical Providers

Medical Physician:  ________________________________
Phone:  ___________________

Psychiatrist:  _____________________________________

Phone:  ___________________
Existing Medical Conditions and Medications:  _________________________________________  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Previous counseling:  ______________________________________________________________

________________________________________________________________________________________________________________________________________________________________

Chief concerns:  Please describe the main issues that have brought the client to counseling

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Insurance Information

Insurance Company:  ______________________________________________________________

Name of subscriber:  _________________________     Relationship to client:  ________________  

Social Security #:  ___________________________     Date of Birth:  _______________________

Name of Employer:  _______________________________________________________________

Address:  ______________________________________
    Home Phone:  __________________

City:  ____________________________     State:  ______________     Zip Code:  _____________

Responsible Party

Name of person responsible for this account:  ___________________________________________

Address:  ______________________________________
    Home Phone:  __________________

City:  ____________________________     State:  ______________     Zip Code:  _____________

Method of Payment

Initial Session cost ~ $175.00

Individual/ Family Session ~ $90.00/ $100.00



______________
At the time of the visit in full

______________
Weekly installments

______________
Monthly by the ________ day of the month.

______________   Medicaid Insurance

Emergency Contact Information

Name:  _________________________________     Relationship to client  ____________________

Address:  ______________________________________
    Home Phone:  __________________

City:  ____________________________     State:  ______________     Zip Code:  _____________

Outpatient Service Contract
Attached is an Outpatient Service Contract.  Please read through the contract and sign below stating that you have been given a copy and have reviewed it thoroughly.

Signature:  ___________________________________  
Date:  ________________

Authorization and Release

I authorize the release of any information concerning the health care of myself and/or the client named above whom I am responsible.  I agree to the release of recommendations related to the treatment provided for the purpose of evaluating and administering claims for insurance benefits.  I also hereby authorize payment of insurance benefits otherwise payable to me directly to the therapist providing mental health services.
Signature:  ___________________________________  
Date:  ________________

Please direct all questions regarding treatment and billing to 
Krisha S. Uden, L.I.M.H.P.  Thank you!

