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Donna Brooks Therapy OFFICE USE ONL
b Client i B
Demographic Form Account No.
Staff
PERSONAL INFORMATION: Date: : F:Ode
Situation
Name: Program Code
Mr./Mrs./Ms. First Name Last Name MI L b e S —
Address:
City State Zip Code
Home Telephone: () Work Telephone: ()
Employer: Occupation: Marital Status
Date of
SS# Birth: _ / / Age: Sex: M [] F[] Referred by:
Emergency Contact Person: Emergency Telephone:
FAMILY INFORMATION:

*Refer to legend below for codes. We would appreciate your providing the following information as it is helpful in understanding
the people we serve. You have the option of declining.

Total Number in Household: Total Household/Family Income:
: Relationship  Date of Sex *Racial/ *Religion *Yrs of *Employment *Primary *Handicap
Household Members Names (include self) Birth Ethnic Edication Tiigige
SELF
Racial/Ethnic Religion Education Employment Primary Language Handicz-\p
White - W Protestant - P 0-12yrs-PS Full-time - FT Engli.sh -E Urfxmpalred -U
Black - B Catholic - C 13-16yrs-SC Part-time - PT Spanish - S Blind - B
Asian - A Jewish - J 17 - +yrs -GS Unemployed - UE French - F Deaf-. D
Am Indian - N Other - O Not in labor force - NLF Creole - C meg -L
Latino-L No pref. -N Other - O Physical - P
itian - H prev Emotional - M
&alluan E) Other - O
er -

INSURANCE INFORMATION:

Primary Carrier:

Company Name:

Company Address:

Secondary Carrier:

Company Name:

Company Address:

PLEASE GIVE YOUR INSURANCE CARD(S) TO THE RECEPTIONIST TO MAKE A COPY.



DONNA BROOKS THERAPY

AUTHORIZATION FOR RELEASE OF CONFIDENTIAL INFORMATION

I, the undersigned, , DOB , authorize Donna Brooks Therapy to:

[ Release Information to:
Check only one box per release

[J Receive Information from:

Name/ Title of Person or Organization Telephone

Address

City State Zip

This information will be released for the purpose of:
[ ] Treatment planning and continuing care

[ ] Other

Extent or Nature of Information to be disclosed:

Specification of the date. event or condition upon which this consent expires on

I understand that the information from my record is confidential and protected from redisclosure without additional written authorization from
me. ] understand that this information may contain confidential psychiatric, psychological drug and /or alcohol abuse treatment and may

contain confidential HIV (AIDS) related information.

In treatment related to alcohol and/or drug abuse, I understand that my records are also protected under title 42 of the code of federal
regulations for alcohol and drug abuse. I also understand that I may revoke this consent at any time, and unless specified above, my consent
will expire 180 days from this date if not acted upon prior to that time. This release was fully explained and consent was given of my own free

will.

Client Signature Date
Parent / Legal Guardian Date
Date

Witness Signature

Donna Brooks Therapy * 180 South Broadway, Suite 409 *White Plains, NY 10605 *718-664-8289
donnabrookstherapy@gmail.com



Consent and Acknowledgment Form

Therapy to any person or organization for the purposes of carrying out treatment, obtaining
payment or conducting certain healthcare operations. I understand that further information

regarding how Donna Brooks Therapy will use and disclose my information can be found in the
Notice of Privacy Practices.

By signing below, I understand and acknowledge the following:

* Ihave read and understand this consent; and
* Thave recejved Donna Brooks Therapy’s Notice of Privacy Practices currently in effect.

Print Name of Individual or Personal Representative

Signature of Individual or Personal Representative Date

If signed by the individual’s representative, describe the legal authority of the

representative to act on behalf of the individual:

Unable to obtain written consent and acknowledgment because:

O Individual refused

L] Emergency treatment situation

(0 Individual not able to sign due to incompetence or other medical reason
O Other:

HIPAA - Client Copy
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