
Michelle Estelle, Ph.D.
Clinical Psychologist
Cornerstone Psychologists, P.S.

Office Information Form

                                                                                                                                                                                  
Client’s Legal Name:							            SSN:                                                         
Address:		           			City:				State:		Zip:			
Home phone: 						Date of Birth: 				                                       
Work phone: 						E-Mail: 					                          Cell phone: 						Sex:  M        F 
# for reminders: Home  Work  Cell			Marital Status:    S    M    W    D
Employer:					             How were you referred?                                                             

Spouse’s Name: ________________________	Work phone: _______________________
Social Security #: _______________________	Cell phone: ________________________
Birth date: _____________________________	Employer: _________________________

RESPONSIBLE PARTY INFORMATION

Responsible Party Name: 						Relationship to Client:				
Address:						 City, State, Zip:						
Home phone: 						 Work phone: 							

Will anyone else be responsible for payment on this account?  Yes	No.  If yes, what percentage? 			
Responsible Party Name: 				                          Relationship to Client:				
Address:						 City, State, Zip:						
Home phone:                                                                   Work phone:                                                                              
	 
INSURANCE INFORMATION

Primary Insurance  *Please bring a copy of your insurance card(s) to assist us in billing.*

Policy #: 					                Insurance:                                                                                
Group #: 				                             Claims Address:                                                                      
Policy type:                                                                        City, State, Zip:                                                                       
Policy Holder Name:                                                         Phone #:                                                                                   
Birth Date: 		            Relationship to client:____________________Employer:                                              

Secondary Insurance 
Policy #:                                                                             Insurance:                                                                                                                                                              
Group #:                                                                             Claims Address:                                                                                                                                            
Policy type:                                                                        City, State, Zip:                                                                                                   
Policy Holder Name:                                                         Phone #:                                                                                    
Birth Date: 		            Relationship to client:____________________Employer:                                              






Michelle Estelle, Ph.D.
Clinical Psychologist
Cornerstone Psychologists, P.S.

Billing Policy

We will be glad to assist you in any way we can, either in person or over the phone, for any questions regarding your insurance billing.  The rules that determine the specific benefits provided by one’s medical insurance vary upon one’s individual contract.  We will bill almost all insurance companies as a courtesy for you.  It is your responsibility to contact your insurance company to understand your outpatient mental health benefits!

Notice current Medicare recipients:  Cornerstone Psychologists, P.S. is not a Medicare provider.  No billing can be sent to Medicare for reimbursement or denial.  If you have Medicare, please understand that payment in full is expected at time of service unless other arrangements have been made.  

If you do not have insurance coverage, please speak with your therapist regarding the financial arrangements for your account.  We would like to make it feasible for you to get the services you need and look forward to working out the financial arrangements in an affordable manner.  

Initial consultations are $200.  Continuing therapy sessions are 55 minutes at $150-165 per session.  Sessions extending beyond one hour will be billed on a prorated basis.  Should it be necessary to cancel a session, please do so 24 hours in advance of that session to avoid a $75 skipped appointment or late cancellation charge.  Initials: 		
[bookmark: _GoBack]
Medical insurance will not cover skipped appointment or late cancellation fees.  

Many insurance companies cover a portion or all of the cost of therapy.  Please check your policy as this information will help us to assist you in obtaining your benefits.  However, you are responsible to see that the account is paid in full.  Client bills are sent out at the beginning of each month.  Full payment of your portion is expected by the 10th of each month.  If this is not possible, please discuss payment arrangements with your therapist during your session.  

I the undersigned, acknowledge that I have read the policy above and that I agree to the policy therein.  I authorize payment of medical benefits directly to Cornerstone Psychologists, P. S. for any services given to me.  I understand that I am financially responsible for any amount not covered by my medical insurance policy.  I also authorize you to release to my insurance company and their providers information concerning my care.  This information will be used for the sole purpose of evaluating and administering insurance claims.






Date:				 Signed:								

 Michelle Estelle, Ph.D.
Clinical Psychologist
Cornerstone Psychologists, P.S.

Client Rights

1. You have the right to decide not to receive psychological services from me, and the right to be provided with the names of other qualified professionals should you desire to see someone else. 
2. You have the right to end counseling with me at any time without any further moral, legal or financial responsibility beyond payment for the services provided.
3. If you request, any part of your confidential record can be released to any person or agency that you desire.  A request must be submitted in writing for this to occur. 
4. As your psychologist, I practice according to the laws of the State of Washington and guided by the Ethical Code of Conduct of the American Counseling Association.  In the event of a concern or grievance regarding my conduct, please discuss this with me immediately.  You are encouraged to further bring this to the attention of the Department of Health, Examining Board of Psychologists (360-753-3095).
5. You have the right to confidential communication during counseling.  This privilege is afforded you by the laws of the state of Washington with some limitations.  I am required by law to reveal information disclosed in the following circumstances:

· When I have evidence that a child or vulnerable adult is being abused or possibly abused by you or someone else. 
· If you threaten bodily harm to yourself or someone else or you are gravely disabled.  
· A legal subpoena by an attorney from a case you are involved in could be sufficient reason for your privilege to be breached.  
· If you are involved in marital or family therapy, there are limits to the confidentiality you have as an individual.  Please explore this further with Michelle if you are concerned about this.
· If you are involved in group therapy there is no privilege extended to your communications with other group members.  Another group member could be required by the court to disclose information they became aware of in group.
· We reserve the right to disclose your account information to a collection agency in the event of refusal to pay for services.






Date:				 Signed:								










 Michelle Estelle, Ph.D. 
Clinical Psychologist
Cornerstone Psychologists, P.S.

Disclosure Statement

You have made an important decision by entering into psychological treatment at this time.  This statement is intended to help you get to know your therapist, Michelle Estelle Ph.D., and help you make an informed decision about choosing her as your therapist.  

Michelle Estelle earned her doctorate in Clinical Psychology in 1993 at the Graduate School of Psychology, Fuller Theological Seminary in Pasadena, California.  She also earned a Masters in Theology from this same school.  Michelle is currently licensed as a clinical psychologist by the state of Washington.  Because of her interest in staying current in the field of psychology, as well as her particular interest in issues of faith and practice, she is a member of a variety of professional organizations such as the American Psychological Association and the American Association of Christian Counselors.  

Michelle has been involved in counseling and psychological assessment since 1985.  She has an enthusiasm and sense of calling to aid families, couples, and adult and adolescent individuals in improving their relationships and life choices.  When desired by the client, Michelle utilizes Christian resources within the context of therapy.  She seeks to examine together past and present ways of thinking, feeling, and behaving so as to nurture hope, find solutions, and create meaning.  

Thank you for choosing Cornerstone to help you at this time.  We will serve you with energy and great respect for your courage. 

Sincerely, 

The Cornerstone Team



