
PATIENT REGISTRATION FORM

Patient Registration Form - ® Billing Plus, Inc. 

 Patient Personal Information 

Patients Name: ___________________________________________________ Social Security _______________________________ 
 First                           MI                                   Last      Suffix

Date of Birth:______________ Age:_______   Gender: Male Female  Relationship Status: Single Married Divorced Other 

Employment/Student Status: Ft Employed PT Employed FT Student PT Student 

Employer Name:_____________________________________________________   Referred to this provider by_________________ 
 Parents employer if minor child 

Patient’s Home Address ________________________________________________________________________________________ 
   Indicate entire address, including apartment number if applicable or POB                                      City  /     State /     Zip 

Patient Contact Information (check all that apply): 

Home Phone: ____________________________   DO NOT CALL     OK to Call       OK to leave message    
Work Phone: _____________________________  DO NOT CALL     OK to Call       OK to leave message 
Cell Phone: ______________________________   DO NOT CALL     OK to Call       OK to leave message 

Preferred Email Address: _______________________________________________________________________________________ 
OK to email regarding your appointment(s)       OK to email regarding your account and statements 

Secondary Email Address: ______________________________________________________________________________________ 

Preferred method of contact: Cell Phone     Work Phone     Home Phone       Email(s) 

Patient Insurance Information   I am not covered by any insurance, skip to next section 

Primary Insurance: _____________________________________________  Type: HMO PPO Unknown 
Policy/Member Number:__________________________________ Group Number: ___________________________________ 
Insurance Plan Toll Free Number: ________________________________________ 
Name of Subscriber: _________________________________________ Relation to Patient: _____________________ 
Date of Birth: _____________________   Social Security Number: _____________________ Employer: ________________________ 

Secondary Insurance: _________________________________________  Type: HMO PPO Unknown 
Policy/Plan Number:_________________________________ Group Number: _____________________________________ 
Insurance Plan Toll Free Number: ______________________________________________________ 
Name of Subscriber: ________________________________________ Relation to Patient: __________________________ 
Date of Birth: _____________________  Social Security Number: _____________________ Employer: ________________________ 

Responsible Party Information   - Please note this is not your insurance company 

Name of Person
Relation to Patient:_______________________________     Date of Birth: ___________________ SS #_________________________ 

 responsible for unpaid copayments and/or deductibles? ________________________________________________ 

Address, if different from patient: ________________________________________________________________________________ 
Contact Information:    Home: ________________________   Work ____________________________   Cell ____________________ 
Email(s): ____________________________________________________________________________________________________ 

_______________________________________________________ ______________________________________ 
Signature of Patient (Parent/Guardian if minor child) Date 



Practice Information and Informed Consent  
Welcome to my practice.  This page contains important information about office procedures and treatment.  Please read this information carefully.  If 
you have any questions, please discuss them with me as soon possible, preferably in our first session.  

I look forward to our work together.  I appreciate your trust and the opportunity to be of help to you. 

This information page is designed to inform you about my practice.  As you read it, please free to mark any places which are not clear to you or write 
in any questions which come to your mind so we can discuss them during our first meeting.  I ask that you read and sign in order to indicate your 
understanding of office procedures and your willingness to abide by these policies.  

My Background 

Because we all need to know we are in good hands, I would like you to know something about my credentials.  I am a Licensed Professional Counselor 
and have been practicing for over 25 years. Should you need any additional information my current Vitae is available upon request.  I fully abide by the 
Ethical Principles of the American Counseling Association.  (If you would like a copy of their code of ethics, please let me know).  

The ethical guidelines of my profession demand that I relate to you strictly in my role as a therapist.  I will not see you socially or enter into any 
business or other relationship besides the therapeutic one, no matter how rational or beneficial it may seem at the time. If we meet on the street or 
socially, I will probably minimize our conversation, due to the desire to maintain confidentiality.  

It is possible that, if you are married or have children, you may become involved in a divorce or custody dispute. If this occurs, I want you to understand 
that I will not be available to provide expert testimony in court, and that you should engage a court-appointed child custody evaluator.  This decision is 
based on two reasons: (1) my evaluations will be seen as biased in your favor because we have a therapeutic alliance, and (2) because the testimony 
might negatively affect our therapeutic relationship, and I must put your interest first.  

I am licensed and trained to practice therapy – not law, medicine, social work, or any other profession – and will not be willing or capable of giving you 
trustworthy advice from other professional points of view.  

Psychotherapeutic Treatment 

You can only make the best decisions if you have enough information and understanding of how counseling works.  Let me discuss some aspects of 
therapy as I see it.  

Many years of experience have shown me that an eclectic approach to therapy is the most beneficial.  We, humans, possess various doctrines, 
methods and styles and no one style of therapy can be successfully applied to an individual person.  

However, the core of my approach is person-centered which allows me to offer you a relationship in which I try to see the way you see your problems, 
your feelings, your hopes and fears.  This approach is based on Carl Rogers’ theory of Personality in his opinion: “the core of man’s (women’s) nature is 
essentially positive” and he (she) is a “trustworthy organism”.  These beliefs reflect the way I see people and are the catalyst for determining 
Therapeutic strategies.  

You will be an intricate part of this process and have a voice in assisting in your treatment modalities and treatment planning.  You will have the 
opportunities to correct me when you believe I am off mark.  I see this as a team approach to addressing the concerns you came with when you entered 
into this relationship.  The ultimate outcome of growth will be an on-going goal with the understanding that you are the true expert in determining the 
changes you need to make to become the person you want to be.  

As we move through the process we will periodically review where you feel we are, always allowing you to lead the sessions with what we choose to 
bring up, how often you would like to meet and when you would like to stop coming.  

Another approach that will be utilized is behavior therapy that focuses on the behavior itself.  You and I will choose the desired behaviors that you want 
to have, and then you will identify, with my support, the steps necessary for you to change to those behaviors.  As we enter into talking about your 
feelings (analytic therapy) you will recognize patterns and themes in what is said.  I will serve as a supporter of you expressing your ideas and will 
validate your feelings while you look at how these feelings impact your life or have caused you to handle situations in an unsuccessful way.  Our 
thoughts cause our feelings and behaviors, not external things, like people, situations and events.  

As important as it is for us to have a positive relationship it is just as important to have a good, trusting relationship, but that is not enough.  Change 
will come when you learn to think differently; therefore we will focus on using rational self-counseling skills.  Your life history will require some 
exploration – especially if current problems are closely tied to “unfinished emotional business” from the past, or if they have grown out of a repeating 
pattern - understand that this information though necessary to explain a situation often does little to actually overcome it.  If at any time during this 
process you determine that you no longer wish to participate, you are free to terminate your obligation.  

You can leave a confidential message on my answering machine at the same number before and after 5:00 p.m. and I will return your call as soon as 
I can (I generally return calls once a day).  I have found, in most cases, that telephone counseling is ineffective.  If you need more than five minutes 
to resolve an issue, it is better to make an appointment.  

If you are in an emergency situation and need immediate help, contact the emergency room of your local hospital. 

Confidentiality 

I regard the information you share with me with the greatest respect so I want us to be clear as possible about how it will be handled.  In general, I will 
tell no one what you tell me.   

The privacy and confidentiality of our conversations, and my records, is a privilege of yours and is legally protected by federal and state law and by my 
profession’s ethical principles in all but a few rare circumstances.  

There are two situations in which I must, by professional ethics or federal law, tell others some things you might tell me: 



1 when I believe you intend to harm yourself or another person and,   
2 when I believe a child (or elder) has been or will be abused, maltreated, or neglected. 

I would hope that you would understand that in these cases I must set the protection of life as my highest priority. 

Appointments 

I typically schedule appointments once a week for 60 minutes per session.  However, this arrangement is flexible.  If it makes sense to meet more or 
less frequently, or for longer than 60 minutes, I will bring it up for discussion.  You may also bring this up for discussion if you have suggestions 
regarding our meeting frequency or length.  Feel free to ask about my schedule when making your own plans.  

An appointment is a commitment to our work and a contract between us – we each agree and promise to be here at the scheduled time.  On occasion, 
I may not be able to start on time.  For this, I ask your understanding, and assure you that you will receive the full time agreed to.  If you are late, we 
will probably be unable to meet for the full time scheduled as it is likely that I have another appointment scheduled after yours.  

Your session time is reserved for you.  Reality does not always allow us to keep our promises, but a canceled appointment is an interruption in our 
work which will delay its completion.  I am rarely able to fill a canceled appointment unless I have at least 24 hours’ notice.  Any missed appointments 
and late cancellations are charged a $50.00 late fee and this fee is not billed or payable by your insurance plan. 

I will make our meetings a first priority and ask you to do the same to keep missed appointments to a minimum. If you miss appointments on a regular 
basis, I will have to charge you for the lost time unless I am able to fill it (your insurance will not cover this charge).  I will inform you if any future 
missed sessions are to be charged.  

Contacting Me 

I usually can be contacted immediately by calling (202) 316-3161.  You can leave a confidential message on my voice mail at the same number before 
and after 5:00 p.m. and I will return your call as soon as I can (I generally return calls once a day).  

I have found, in most cases, that telephone counseling is ineffective.  If you need more than five minutes to resolve an issue, it is better to make 
an appointment.  

If you are in an emergency situation and need immediate help, contact the emergency room of your local hospital. 

If for any reason, I feel that I am not the best person for your growth and development it would be unethical for me not to exercise the same option that 
I make available to you.  

Together we will develop a treatment plan that will guide our sessions allowing us to recognize goal attainment, areas of resistance and needs for new 
and more intensive strategies.  

You will discover through this process that therapy is a great opportunity to share feelings, concerns, fears, and questions in a safe, non-judgmental 
environment. You consult your therapist when there’s a problem you need professional help with, this is a sensible approach similar to one you would 
follow with your physician, your dentist, your attorney or accountant and all other professionals.  

I look forward to working you and will always put your needs first, making sure the decisions made are in your best interest. 

Fees, Payments and Collections 

My current fee for therapy is $150 for a 60 minute session. Because this is a substantial commitment of money (although certainly not out of line with 
similar professional services), it requires that we work efficiently and energetically.  If you do not have health insurance coverage, you are requested to 
pay for each session at the beginning of each meeting. Please do not interpret this as any distrust of you or lack of faith in your responsibility and 
maturity. I have found that this arrangement keeps our attention focused on our goals and also allows me to keep my fees as low as possible because it 
reduces bookkeeping costs. May I suggest that you make out your check before each session so that our time will be used most productively? If you 
have health insurance which may pay a portion of my fee, I will be glad to bill your insurance company directly. You are requested to pay any copayment 
portion at the beginning of each session. Please bear in mind that you are responsible, and not your insurance company, for paying the full fee we 
agreed upon. Therefore, if your insurance company refuses to pay for a claim which has been submitted or determines that, according to your policy, 
services are not covered or are not medically necessary, you will be billed for any balance due upon your account. Account balances that are more than 
60 days in arrears are subject to collection action which will increase the amount you owe.  Collection fees are the entire balance due plus the fees 
associated with transferring your account to our collection agency. If there is any problem with my charges, billing, our insurance, or any other point, 
please bring it to my attention as soon as possible. Such problems can interfere greatly with our work and must be resolved openly and without delay. 
Your insurance company receives a claim form which indicates the dates of our appointments, my charges, and a psychiatric diagnosis code. It will 
become a part of your permanent medical record. If you are concerned about how this information is utilized by your insurance company, please discuss 
this issue with me. On some occasions, as part of their cost containment efforts, insurance companies ask for more detailed information on your 
symptoms, diagnosis and treatment methods. Managed care plans often require an outpatient treatment report (OTR) prior to approving additional 
sessions. If you would like to see these reports, I will be glad to share them with you. My policy is to provide the maximum amount of information 
necessary in order to obtain reimbursement. If your insurer requires a detailed report which takes a substantial amount of time to prepare, you may be 
charged for the time involved. Otherwise, I do not and will not tell anyone anything about your treatment, diagnosis, history, or even that you are a client, 
without your full knowledge and consent – usually in the form of a signed Release of Information Form.   

During our sessions you will notice that I like to write informal case notes to remember important information you tell me.  These notes are kept locked 
in a file cabinet behind a locked door and are just as confidential as anything we talk about (with the same few exceptions as noted above).  

Signature and Consent 

By my signature below I indicate that I have read and agree with the information, policies and procedures as mentioned above and give my consent to 
enter into psychotherapy sessions with Shelley W. Corley, MA, LPC and authorize the release of medical information necessary to process claims to 
my insurance company.  

_______________________________________  ______________________________
Signature Patient/Parent-Guardian  Date



NOTICE OF PRIVACY PRACTICES 
Shelley W. Corley, MA, LPC 
Effective Date:  January 1, 2019 

This Notice Describes How Mental Health Information About You May Be Used and Disclosed and How You Can Get Access 
To This Information.  Please Review It Carefully.  THIS IS YOURS TO KEEP 

This Notice describes the privacy protections in place for our mental health services.  Whenever you receive services from one of our treatment providers, you can 
expect the privacy of your health information to be protected as described in this Notice.  

We are required by law to maintain the privacy of your mental health information, to provide you this detailed Notice of our legal dues and privacy practices relating to 
your health information and to abide by the terms of the Notice that currently is in effect. 

Understanding Your Health Record/Information 
Each time you visit a mental health provider, physician, hospital, or other healthcare provider, a record of your visit is made.  Typically, this record contains symptoms, 
examination and test results, diagnosis, treatment, and a plan for future care or treatment.  This information, often referred to as your health or medical record, serves as 
an: 
 basis for planning your care and treatment
 means of communication among the many health professionals who contribute to my care 
 legal document describing the care you received 
 means by which a third-party payer can verify that services billed were actually provided 
 a tool in educating health professionals
 a source of data for medical search
 a source of information for public health officials charged with improving the health of the nation 
 a source of data for facility planning and marketing 
 a tool with which we can continually work to improve the care we render and the outcomes we achieve 
 understanding of what is in your record and how your health information is used to help you to: 

 ensure its accuracy 
 better understand who, what, when, where and why others may access your health information 
 make more informed decisions when authorizing disclosures to others

Your Health Information Rights 
Although your health record is the physical property of Shelley W. Corley, MA, LPC, or other facility that compiled it, the information belongs to you.  You have 
the right to: 
 request a restriction on certain uses and disclosures of your health information as provided by 45 CFR 164.522 
 obtain a paper copy of the notice of information practices upon request 
 inspect and obtain a copy of your health record as provided in for in 45 CFR 164.524 
 obtain an accounting of disclosures of your health information as provided in 45 CFR 164.528
 request communications of your health information by alternative means or at alternative locations 
 revoke your authorization to use or disclose health information except to the extent that action has already been taken 

Our Responsibility 
Shelley W. Corley, MA, LPC, is required to: 
 maintain the privacy of your health information
 provide you with a notice as to our legal duties and privacy practices with respect to information we collect and maintain about you 
 abide by the terms of this notice 
 notify you if we are unable to agree to a requested restriction 
 accommodate reasonable requests you may have to communicate health information by alternative means or at alternative locations 

We will not use or disclose your health information without your authorization, except as described in this Notice. 

Examples of Disclosures for Treatment, Payment, and Health Operations 
Except as described in this Notice, we will not use and disclose your health information only with your written Authorization.  You may revoke an Authorization in 
writing at any time.  If you revoke an Authorization, we will no longer use or disclose your health information for the purposes covered by that Authorization, except 
where we have already relied on the Authorization. 

 We will use your health information for treatment
 We will use your health information for payment 
 We will use your health information for regular health operations 

o Business Associates 
o Notification
o Communication with family
o Research
o Marketing
o Worker’s Compensation 
o Public Health 
o Law Enforcement

Changes To This Notice 
We reserve the right to change this Notice and to make the revised or new Notice provisions effective for all health information already received and maintained by 
Shelley W. Corley, MA, LPC, as well as for all health information we receive in the future.  We will provide a copy of the revised Notice upon request. 



SYMPTOMS QUESTIONNAIRE 

Please answer each question as honestly as possible, even if it does not apply to 
you.  This questionnaire is designed to help me understand your symptoms and to 
develop a treatment plan that is tailored to help you meet your treatment goals. 
I do not share this information with anyone. 

What are the reason(s) for you seeking treatment at this time?:__________________________________________________________ 

___________________________________________________________________________________________________________ 

Panic Attack  Yes No  N/A
Did you experience a fast heart rate or heart palpitations or a pounding heart?
Were you sweating? 
Did you experience shaking or trembling? 
Did you experience shortness of breath or difficulty breathing or sensations of smothering?
Did you feel like you were choking or like you couldn't swallow?
Did you feel pain or discomfort or tightness in your chest?
Did you feel sick to your stomach or nauseous or feel other abdominal distress?
Did you feel dizzy, unsteady, lightheaded, or faint?
Did you experience feelings of unreality (derealization) or feelings of being detached from 
yourself (depersonalization)? 
Did you fear that you would lose control or go crazy?
Were you afraid that you were dying? 
Did you feel numbness or tingling sensations (paresthesias)?
Did you feel chills or hot flashes? 

Generalized Anxiety 
Do you worry continually almost every day about both big and small problems, situations, events, 
and/or activities? 
 Do you have difficulty controlling your worries or anxieties?
 Do you have trouble keeping your mind on one thing?
 Do you feel restless or keyed up or on edge much of the time?
 Do you have headaches and/or other aches and pains for no apparent reason?
 Do you feel irritable or easily angered frequently?
 Do you have difficulty falling or staying asleep? 
 Do you feel tired a lot or are you easily fatigued?
 Do you sometimes sweat or have hot flashes? 
 Do you sometimes have a lump in your throat when you're worried?
 Do you sometimes feel like you might throw up when you're worried?
 Do you feel like you can't concentrate or that your mind goes blank at times?
 Does your worrying interfere with your normal routines, work or school, and/or social activities? 

Social Anxiety/Social Phobia 
Do you have an intense fear that you will do or say something that will embarrass you in front of 
other people? Are you continually afraid of making a mistake in front of other people? 
Do you constantly feel you are being watched and judged by other people?
Does your fear of embarrassment or humiliation keep you from doing things you really want to 
do? 
Does your fear of embarrassment keep you from speaking to people?
When you have to go to a feared social situation or event, do you worry about it for days or even 
weeks ahead of time? 
Do you have an intense fear of meeting new people or being in situations where you don't know 
people well? 
Before or during any kind of feared social situation, do you experience any physical symptoms 
such as nausea, trembling, blushing, or sweating? 
Have you ever had a panic attack before or during a feared social situation as a result of your 
anxiety about the situation? 
Do you try to avoid social situations that cause you anxiety, if at all possible?

Depression  
 Over the past two weeks, have you been feeling low in energy or slowed down?
 Over the past two weeks, have you been blaming yourself for things?
 Over the past two weeks, have you had poor appetite?

Name: ____________________ 

DOB: _________/Age_______ 



 Over the past two weeks, have you had difficulty falling asleep or staying asleep?
 Over the past two weeks, have you been feeling hopeless about the future?
 Over the past two weeks, have you been feeling blue?
 Over the past two weeks, have you been feeling no interest in things?
 Over the past two weeks, have you had feelings of worthlessness?
 Over the past two weeks, have you thought about wanting to commit suicide?
 Over the past two weeks, have you had difficulty concentrating or making decisions?

OCD (Obsessive Compulsive Disorder) 
 Do you have upsetting or distressing thoughts, impulses, or images that happen in your mind 
over and over again? 
 Do you feel like you can't stop or ignore these thoughts or images even when you try?
 Do you have a hard time stopping yourself from doing certain things repeatedly, such as: 
counting, checking on things, washing your hands, re-arranging objects, repeating things until it 
feels "right," collecting useless objects, and/or repeating words silently? 
 Do you feel like something terrible might happen if you don't repeat these behaviors or mental 
acts or otherwise be careful? 
Do your repetitive thoughts and/or behaviors take up more than one hour a day of your time? 
Do your repetitive thoughts and/or behaviors interfere with your normal routine?
Do your repetitive thoughts and/or behaviors interfere with your functioning at work or school? 
Do your repetitive thoughts and/or behaviors interfere with your social life?

Post Traumatic Stress Disorder 
Have you experienced or been exposed to a traumatic event?
During the traumatic event, did you experience or witness serious injury or death, or the threat of 
injury or   death? 
 During the traumatic event did you feel intense fear, helplessness, and/or horror?
 Do you regularly experience intrusive thoughts or images about the traumatic event?
 Do you sometimes feel like you are re-living the event or that it is happening all over again? 
 Do you have recurrent nightmares or distressing dreams about the traumatic event?
 Do you feel intense distress when something reminds you of the traumatic event, whether it's 
something you think about or something in you see? 
 Do you try to avoid thoughts, feelings, or conversations that remind you of the traumatic event? 
 Do you try to avoid activities, people, or places that remind you of the traumatic event?
 Are you unable to remember something important about the traumatic event?
 Since the trauma took place, do you feel less interested in activities or hobbies that you once 
enjoyed? 
 Since the trauma took place, do you feel distant from other people or have difficulty trusting 
them? 
 Since the trauma took place, do you have difficulty experiencing or showing emotions?

___________________________________________________________________
Signature of Patient/Parent Guardian 

_______________________ 
Date 
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