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SIl W29667 Summit Avenue (US HWY 18)
Waukesha, W153188

Welcome to LifeStriders. We look forward to helping you reach your personal Life Strides. This form requests information about your needs and
informs you of the services offered and the policies we adhere to. Please take a few moments to complete these forms. The questions on the following
pages are designed to help us best meet your treatment needs. If the person seeking care is a child, the parent/guardian should complete
this form. If you have any questions, we will be happy to answer them.

CLIENT INFORMATION

Today's Date:

ClientName (First,Middlelnitial, Last) Date of Birth Sex Marital Status
Address (Street - City -State) Zip Code Home Phone#

My E-mail Address Work Phone Cell Phone#
Employer's Name Your Social Security Number

If minor: Parent's Name Hisher Date of Birth Hisher Social Security#
Emergency Contact Relationship Phone#

How did you hear about LifeStriders?

MEDICAL PROFILE

I) Please list all current medications you are taking:

Prescribed by: Medication: Dosage: Taken how long?
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2) Allergy (Medication):

Phone: 262.565.6124
Fax: 866.404.3105
counseling@lifestriders.org

SI W29667 Summit Avenue (US HWY 18)

3) Are you currently undera physician's care?

Waukesha, W153188

Name:
Date Last Seen:
Problem:
4) Medical Doctor: Phonet#:
Date of Last Physical Exam:
5) Current medical Conditions: (Please Check)
___Allergies ___ Chronic Pain ___lrritable Bowels
__ Asthma ___Diabetes ___Stomach Problems
___Arthritis ___ Frequent Constipation ___Skin Problems
Back Trouble ___ FrequentHeadaches ___Vision Problems
Cancer ___ Hay Fever High Blood Pressure
Heart Problem ___Hearing Problem ___ Other
6) Significant past medical problems if notindicated above
7) PastSurgery:
8) Past Accidents: _ _
9) Howdo you rate your current physical health?
Excellent Good Fair Poor

10.) Please describeyour reasonsfor seeking treatment at this time.Ifthereisa particular event which triggeredyour decisionto seek

treatment now. Pease list the event(s):

12.) What results do you expect from treatment?

13.)If you received mental health treatment inthe past,pleaselist the aspects of treatmentthat you feelworkedthe bestand what did not

work for you.
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14.) How is the issue(s) for which you are seeking treatment affecting the following areas of your life?

No Little Effect Some Effect Much Effect Significant Not
effect Effect Applicable
Marriage/Relationship
Family
Job/School Performance
Friendships

Financial Situation

Physical Health

Anxiety Levels/Nerves
Mood

Eating Habits

Sleeping Habits

Sexual Functioning
AlcohollDrug Use
Ability to Concentrate
Ability to Control Anger

TREATMENT PHILOSOPHY

At LifeStriders we believein providinggoal-directed, client-centered therapyina manner that best meets the individual needs of our
clients. This means that treatment goals are established after a thorough assessment. All treatment isthen planned with the goalin mind
and progressismade toward accomplishmentd that goal inatime efficientmanner. Ifyou ever have any questions about the
nature of the treatment or anything else about your care, please don’t hesitate to ask.

|l understand and agree to all the above information.

Client (or Parent/Guardian) Name Printed Date

Client Signature: Date:
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PHYSICIAN’S ORDER FOR OCCUPATIONAL THERAPY / PHYSICAL THERAPY / INDIVIDUAL
COUNSELING /| GROUP THERAPY
(Must Be Signed by Pediatrician or Treating Medical Specialist)

Participant: has been deemed eligible for:

Occupational therapy services based on evaluation

Physical therapy services based on evaluation

Individual Counseling and/or Group Therapy services based on evaluation

Participants Name: Birthdate:

Parent/Guardian

Address: Phone:

Physician: Please complete the items below. The form may be returned to your client, or to LifeStriders via fax or email. If
clinics own prescription form is required, please be sure to include it in the returned packet. Thank you!

Please provide Occupational Therapy services as needed
Please provide Physical Therapy services as needed

Please provide Individual Counseling/Group Therapy services as needed

Medical Diagnosis/Description of Disability:

Precautions/Contraindications:

Additional Comments:

This referral form will be valid for | year, unless services are terminated, there is a change in the above mentioned
participants medical status, or an updated order is necessary.

Physician’s Name:

Phone:

Address:

Physician’s Signature: Date:
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LIFESTRIDERS, INC. TREATMENT, PRIVACY AND FINANCIAL POLICIES
Thankyou for choosing LifeStriders as your mental health care provider. We are committed firstand fore most to your healthand wellbeing. Please
understand that payment of your bill is considered part of your treatment.In this regard, the following is astatement of our Treatment,
Privacy and Financial Policies,which we require you to read and sign prior to beginning treatment.

TREATMENT CONSENT AND CLIENT RIGHTS
| consent to treatmentas agreed upon with my Counselor. lunderstandmy clientrightsand that| have receiveda written copy of these
rights upon request. | furtherauthorize and request that my treating provider carry out mental health examinations, treatments,and/or
diagnostic procedures,whichnow or during the courseof my care are advisable.|understand that the purpose of these procedures will
be explained to me upon my requestand subject to my agreement.| also understand that while the course of therapyis designedto
be helpful,itmay at times be difficult and uncomfortable.

CONSENT FOR DISCLOSURE OF CONFINDENTIAL INFORMATION
| authorize the release of any medical or other information necessary to design effective treatment plans. This information may include but is
not limited to diagnosis, treatment procedure, and/or photocopies of all or part of my records.

CANCELLATION POLICY

Twenty-four(24) hour advance notice is required for cancellation of appointments. | am aware that | will be charged according to the scheduled
fee if the cancellation is made with less than a 24 hour notice.

CONFIDENTIALITY AND PRIVACY NOTICE
All information between provider and client is held strictly confidential unless:

1. The client authorizes release of information with his/her signature.
2. The client presents a physical danger to self.

3. The client presents a physical danger to others.

4. Childlelder abuse and neglect are suspected.

Inthe latter two cases, lam required by law to inform potential victims and legal authorities so that protective measures can be taken. Included on
the last page of this package is a copy of the Privacy Notice as required by the Federal Health Insurance Portability and Accountability Act related to
legal duties with respect to health information.

FINANCIAL AGREEMENT
LifeStriders, Inc. strives to provide you with affordable mental health support services. You will be responsible to pay a fee that may
range between
$40.00 -$140.00 per therapeutic hour (45-50 minutes) or sliding scale fee depending on eligibility and fund availability. However, if you are not
eligibleat the time services are rendered you are responsible for full payment. All payments must be paid at the time services are
rendered.

ACKNOWLEDGEMENT AND NOTIFICATION
lacknowledge thatlwas provided withan explanation of cancellation, emergency, financial and privacy policies; the last page of this package (client’s
copy)—to take with me.

[dYes, | agree to receive communication via e-mail from my Counselor regarding appointments.
[ No, | do not want to receive communication via e-mail from my Counselor regarding appointments

I have read and agree to the LifeStriders, Inc. policies stated above.

Client Signature (or authorized representative) Printed Name Date

Page 5|7


mailto:counseling@lifestriders.org

Phone: 262.565.6124

- e Fax: 866.404.3105
I e trl ers counseling@lifestriders.org
\ g NATURE BASED - INTEGRATIVE - THERAPIES

SIIW29667 Summit Avenue (US HWY 18)

Waukesha, W153188

TREATMENT, PRIVACY AND FINANCIAL POLICIES - CLIENTS COPY

Confidentiality and Privacy Policy

All information between provider and client is held strictly confidential unless:

1. The client authorizes release of information with his/her signature.
1. The client presentsa physical danger to self.

3. The client presentsa physical danger to others.

4. Childlelder abuse and neglect are suspected.

In thelatter two cases, | amrequired by law to inform potential victims and legal authorities so that protective measures can be taken.
Included on the last page of this package is a copy of the Privacy Notice as required by the Federal Health Insurance
Portability and Accountability Act related to legal duties with respect to health information.

Financial Policy: LifeStriders is committed first and foremost to your health and well-being. Please understand that payment of
your billis considered part of your treatment. In this regard, the following is a statement of our Treatment and Financial Policies, which
werequire youto read and sign prior to treatment.

LifeStriders, Inc. strives to provide you with affordable mental health support services. You will be responsible to pay a fee
that may range between$40.00-$140.00per therapeutic hour(45-50minutes) or sliding scale fee depending on eligibilityand
fundavailability. However, if youare not eligibleat the time services are rendered youare responsiblefor full payment. Allpayments
are dueat thetime services are rendered.

Please note that there will be a $20.00 charge for all returned checks.

Cancellation Policy: Twenty-four (24) hours advance notice is required for all cancellations. You will be charged a
missed appointmentfeeas customary. If you need to cancel an appointment, please leave amessagein your Counselor's voice mailbox
or email 24 hours in advance.

EmergencyProcedures: If you are having a medical and/orlife threatening emergencycall91 1 or go to the nearest
Emergency Room.

Crisis Lines: County Menta Health Division (414) 257-6995. Suicide InterventionMental Health Crisis Line (414)
257-7222

If you need to contact alifeStriders counselor,leave a message according to the instructions on the phone service andyour
callwill be returned. There may be a chargeforlengthytelephone consultations.

Phone: 262-565-6124
Email: counseling@lifestriders.org,
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CLIENT’S COPY OF PRIVACY NOTICE

LifeStriders, Inc.must maintaintheprivacy of your personal health informationand giveyou this noticethat describes ourlegal dutiesand privacy practices
concerning your personal healthinformation.

Without your-written authorization, we can use your health information for the following purposes:

1) Treatment. A provider may use the information in your medical record to determine which treatment option bestaddresses your health needs. The treatment
selected will be documented in your medical record, so that other health care professionals can make informed decisions about your care.

2) Payment. In order for an insurance company to pay for your treatment, we must submit a bill that identifies you, your diagnosis, and the treatment
provided to you or cost of care we deliver.

3) Health Care Operations. We may need your diagnosis, treatment and outcome information in order to improve the quality of care. In addition,we
may want to use your health information for appointmentreminders.

4) Asrequiredorpermittedbylaw.Sometimeswemustreportsomeofyour healthinformationtolegalauthorities, suchaslaw enforcementofficials, court
officials, or governmentagencies.

5) Forpublichealth activities. We mayberequired toreportyourhealthinformation toauthorities tohelp preventor control disease, injury or disability.
6) For health over sight activities. We may disclose your health information to authorities so they can monitor, investigate, inspect, discipline or license
those who work in the health care system or for governmentbenefit programs.

7) Foractivities related to death. We may disclose your health information to coroners, medical examinersandfuneral directors sothey can carry outtheir
duties related to your death.

8) Toavoidaseriousthreatto health orsafety. As required by lawand standards of ethical conduct, we may release your health information to the proper
authorities ifwebelieve,ingood faith, that such releaseis necessary toprevent orminim i.e.a seriousand approaching threat toyou or

the public's health or safety.

9) Formilitary, national security, orincarceration by law enforcement custody. If you are involved with-the military, national security or intelligence
activities, oryouarein the custody oflaw enforcement officials oraninmate inacorrectionalinstitution, we may release your health informationto the proper
authorities so they may carry outtheir duties under the law.

10) Forworkers' compensation. WWe may disclose your health information to the appropriate persons in order to comply with the law related to workers'
compensation or other similar programs. These programs may provide benefits for work-related injuries or illness.

Note: Except for the situations listed above, we must obtain your specific written authorization for any other release of your health information. Ifyousignan
authorization form,youmay withdrawyourauthorization atany time,aslongasyourwithdrawalisinwriting. Ifyou wishto withdrawyourauthorization,
please submit your written withdrawal to the MedicalRecordsDepartment at LifeStriders, Inc.

Your Health Information Rights

You have several rights with regard to your health information. If you wish to exercise any of the following rights, please contact your individual provider.

Specifically, you have the right to:

1) Inspect and copyyour health information. With afew exceptions, you have the right to inspectand obtain a copy of your health information. However,

this right does notapply to psychotherapy notes orinformation gathered for judicial proceedings, for example. Inaddition, we may chargeyou a reasonable feeif

you want a copy ofyour health information.

2) Requestto correct your health information. [fyou believe yourhealth informationisincorrect,you may askusto correct theinformation.

You may be asked to make such requests -in writing and to give a reason as to why your health information should be changed. However, if we did notcreate the

healthinformation thatyoubelieveisincorrect, orifwedisagree withyou and believeyourhealthinformationiscorrect,we may deny your request.

3) Requestrestrictions on certain uses and disclosures. You have the right to ask for restrictions on how your health information is used or to whom

your information isdisclosed,eveniftherestrictionaffectsyourtreatment or our payment orhealthcareoperationactivities. You can ask tolimit

thehealth information providedtofamily orfriendsinvolvedinyourcare or paymentof medical bills. However, we are notrequiredto agree in all

circumstances to your requested restriction.

4) Asapplicable, receive confidential communication of health information. You have the righttoask that we communicate your health

information to you in different ways or places. Wemust accommodate reasonable requests.

5) Receive arecord ofdisclosures of your health information. In some limited instances, you have the right to ask for alist of the disclosures of your

health information we have made during the previoussixyears,but therequest can not include dates before April 14,2003.

6) Obtain a papercopy of this notice. Upon your request, you may at any #me receive a paper copy of this notice.

7) Complaints.If you believe your privacy rightshavebeen violated, you may filea complaint withus and with thefederal Department of Health and Human
Services.

Againifyouhaveany questions or concerns regarding your privacy rights or theinformation in these notices, please contact your individual provider. This
notice of Medical Information Privacy is a Federal regulation (HIPPA). Effective 4/14/2003.
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