 Rick Huls LMHP CPC
1932 Aspen Circle Suite I
Grand Island NE 68803 

Phone 308-380-3697
WELCOME! Thank you for choosing my office. In order to serve you properly, we need the following information completed.  ALL information will be confidential.

1. Personal Information
Client Name_______________________________________ Male _______ Female ______
Soc. Sec. #____-____-_____ Birthdate ____-____-_____ Home Phone _________________
Address ____________________________________________________________________
City ___________________________________State _______ Zip Code ________________
Please mark: Minor___ Single___Married___ Divorced___ Separated___

 Employment Status: Full-time___ Part-time___ Unemployed___



Homemaker___ Student ___ Other ___

Spouse or Parent’s Name ______________________________________________________

Spouse or Parent’s DOB ______________________ SS# ____________________________

Client Employer ____________________________ Work# ___________________________

Parent Employer ___________________________ Work# ___________________________

Spouse Employer __________________________ Work# ____________________________
Business Address ____________________________________________________________

If client is student, name of school _______________________________ State ___________

Were you referred by someone? Name____________________________________________

Are you currently receiving counseling? Yes _____ No_____
​Name of counselor________________________ Address ____________________________
Religious Preference (Optional) _________________________________________________
Other members of Household:

Names
Ages
Relationship to You

_______________________________________  _____  _____________________________

_______________________________________  _____  _____________________________

_______________________________________  _____  _____________________________

_______________________________________  _____  _____________________________

Physician______________________________________ Phone #______________________ 
Existing Medical Conditions and Medications______________________________________

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Chief Concern: Please describe the main concern that has brought you here.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2. Responsible Party
Name of person responsible for this account ________________________________________
Relationship to you ____________________________________________________________
(If different than information in #1, please fill in information below) 
Address____________________________________ Home Phone_______________________
Employer__________________________________ Work Phone________________________
Emergency Information
If some kind of emergency arises and we cannot reach you directly, or we need to reach someone close to you, whom should we call?

Name_____________________________________ Home Phone ______________________
Address ____________________________________________________________________
3. Insurance Information
If you have health insurance, it may pay for part of the cost of therapy. You are responsible for your deductible and co-payment the day of service, unless other arrangements have been made. If you have not met your deductible, you will need to pay until it is met.

Name of subscriber (If different than client) ________________________________________
Relationship to client ___________________ Birthdate _____________ SS# _____________
Name & Address of Employer____________________________________________________
Insurance Company_______________________ ID#_____________ Group #_____________
How much is your deductible? ____________ How much have you met? ______ Co-pay ____
The method of payment that you choose will need to be approved by Rick Huls LMHP.
4.    Outpatient Service Contract
*Attached is an "Outpatient Service Contract". This is YOUR copy. Please read through the contract and then sign below stating that you have been given a copy and have read it through.

Signature _____________________________________________  Date _________________
 5.    Authorization & Release
I authorize release of any information concerning my/my child's health care, advice and 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 said services.

  Signature _________________________________________________ Date ________________
            (Client or parent/guardian signature, indicating agreement to all above statements)

