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Inc, / dba 407 West Broadway Ave.
Counseling & Mediation Forest Lake, MN 55025
Solutions LLC Fax: 651-464-2289

651-307-4993

Date of Intake

Client’s Personal Information

Client Name Birthdate
Address: Preferred Phone Number
City State School
Zip

Email Address: Place of Employment
Parent or Guardian Name (If Applicable) Work Phone
Name of Insurance Company: Policy Holder other than client?
Ib#

Birthdate of Policy Holder:
Group ID
EAF or Secondary Insurance (if applicable) Provider Number to Contact Insurance?
ID#
Group ID
Counselor Name:

Physician:
Services Requested; (Circle) Clinic:

Counseling  Biofeedback  Ketamine Date Last Seen by MD:




The Brick House

407 West Broadway
Forest Lake, MN 55025
Fax: 651-464-2289

Beyond the Brain Therapies Inc./
DBA Counseling & Mediation
Solutions

Direct: 651-307-4993

Acknowledgement of Electronic Communication

| understand that while every effort will be made to hold your personal infermation at the highest level
of privacy (Federal HIPPA Standards), electronic communication is not always secure. Counseling and
Mediation Solutions, LLC / Beyond the Brain Therapies Inc. has taken every step to encrypt and secure
our network to meet all medical standards of compliance. Telephone, emall or text exchanges will be
used only for information retated to treatment (including telehealth) and billing between yourself, your
therapist/staff, your insurance carrier and the billing company we outsource to {Bell MedEx).

| authorize my therapist and those hired above to process my information as needed to cover my
services. | have provided the following information for therapist-client exchanges:

Email Email Address

Text Cell Phone

Please initial one of the following 2 opiions:

| authorize the release of information to my insurance or funding source. 1authorize
payment from my funding source for services rendered accordingly. | acknowledge and take full
responsibility for amounts that are not payable by my funding source {i.e. unbillable services,
deductibles and co-pays).

| opt for a private pay agreement... and that insurance will NOT be billed. An agreed upon
Self - Pay in the amount of $ per hour has been established. 1 also acknowledge full
responsibility for payment at time of service,

| understand that | have the option to switch insurance billing to Self-Pay or vice versa anytime. If
insurance has been billed for a specific date(s) and no payment is made, | acknowledge my responsibility
to pay the remaining amount. '

| have read and understand the information given regarding my rights and responsibilities and the
confidential commitment of my therapist {Informed Consent and Confidential Information Form).

{Client Signature) . {Date)

{Therapist) {Date)
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The Brick House
407 West Broadway
Forest Lake, MN 55025

Beyond the Brain Therapies, inc./dba
Counseling and Mediation Solutions

Direct: 651- 408-3174 debranelson@beyondthebraintheragics.com Fax: 651- 464-2289
INFORMATION FOR NEW CLIENTS {2020 informed Consent)

The following statements are presented to insure that you are aware of your rights and
responsibilities. If you have any questions, please ask your Practitioner.

Plegse check each box to indicate that you have read and understood the information within each section:

- What You Can Expect During Therapy

The therapeutic process cannot be easily described because it varies depending on the health practitioner,
the client, resources and the presenting circumstances.

Therapy has both benefits and risks. It can lead to a significant reduction of distress, to better
relationships, and can lead to resolutions of specific issues. We cannot, however, guarantee what wiil
happen. During the healing process, the risks may include uncomfortable feelings of sadness, guilt,
anxiety, anger, frustration, loneliness, and helplessness. Therapy involves a commitment of your time,
money, and energy, so it is important that you are comfortable working with your practitioner and are
willing to provide accurate information about yourself so you can receive the most effective treatment.

We want you to be satisfied with the quality of service you receive. If you have any questions or concerns,
please talk to your practitioner immediately. If the issue remains unresolved, you may talk fo owner
Debra Nelson, MA LMFT at 651-307-4993. If you need to consult further, you may contact the Minnesota
Board of Marriage and Family Therapy (612) 617-2220 to discuss your concerns, We are here to listen
and hope you will fee! safe.

O Overview of Services Provided

We are licensed health providers who work with individuals of all ages, couples, and families on a broad
range of issues such as mental heaith, stress, trauma, anxiety, relationships, grief, PTSD, conflict,
developmental goals, career, spirituality, academics, and other issues. We work as an integrated team;
each practitioner has a variety of specializations and skills.

Rev. 4.2020/Informed Consent



The Brick House
407 West Broadway
Forest Lake, MN 55025

Beyond the Brain Therapies, Inc./dba
Counseling and Mediation Solutions

Direct: 651- 408-3174 debrangison@bevendthebraintherapies.com Fax: 651- 464-2289

Counseling sessions are generally 45 to 60 minutes in length. Biofeedback is usually 90 to 120 minutes. If
you would like to secure a specific weekly time of the week, please advise your practitioner. Therapy will
be based on treatment goals (weekly or bi-weekly).

1 Privacy and Confidentiality

All information disclosed within sessions and any written records are confidential and may not be revealed
to anyone without your written permission, except where disclosure is required by law.

1 (the client) understand that disclosure is required by law in the foliowing instances:

Therapists must report known or suspected cases of incest, abuse, or neglect of children or
vulnerable adults.

Therapists must report when any client makes a specific threat of violence against another
person, or if the therapist believes the client presents a clear, imminent risk of serious
physical harm to self or another person.

Parents and in some cases, legal guardians, have a right by law to information in children’s
files. Minors also have a right, again by law, to request that data be kept from their parents.
Minnesota law requires that this request be in writing, that the child explains any reasons
for withholding data from his/her parents, and show an understanding of the consequence
of doing so.

Disclosure may be required in pursuance to a legal proceeding. I understand that
information, records, or testimony about me may have to be produced if there is a court
order or subpoena.

I understand that each individual involved in couple, family, or group therapy must provide written
authorization before the therapist can disclose any information outside the treatment context. Within
couple, family or group therapy, the therapist cannot share individual confidences with the rest of the
members of the therapeutic unit without written permission from the individual. Your therapist will ask for
your signature on releases of information for interoffice teaming when you both agree that it is
appropriate.

O Client Records

Rev. 4.2020/Informed Consent
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The Brick House
407 West Broadway
Forest Lake, MN 55025

Beyond the Brain Therapies, Inc./dba
Counseling and Mediation Solutions

Direct: 651- 408-3174 debranelson@beyondthebraintherapies.com Fax: 651- 464-2289

Private pay or cash payments will be negotiated utilizing a sliding fee & Private Pay Agreement. Other
payment methods include HSA accounts, Credit Cards, Debit Cards, Cash, Check and PayPal on our
website. You go online to our website www_ bevondthebraintherapies.com or submit @ payment at the
time of service directly to your health professional. ‘

Appointments: We strongly request that you give a notice of 48 hours — 2 business days when changing
appointment times. We understand that a waiver for an emergency may be needed and that can be
negotiated with your Practitioner. Any cancellation for services without this notice will result in a fee: $75
for first one-hour session or $150 for 1.5 hour missed session. A $100 fee will be applied for each
subsequent one-hour sessions missed or $150 for 1.5-hour sessions missed. We are diligently respectful
of time and hope you will be also. With that said, we do our best but there are times when sessions run .
over the expected end time. We do ask for your patience and understanding.

*If i ve mergen 1 1 2 risi

- = we n r ffing.

0 Relationships

It is unethical for health practitioners to have casual, sexual, sociai or financial re!ationshlip‘s wijch a client
or his/her family member outside of therapy. A copy of the gi]l of Rights of Clients” is visible in the
lobby. Therefore, no outside time-outside of therapy is aliowed.

Consent to Treatment
[ 1 knowingly give my consent to therapy and/ or biofeedback/neurofeedback services.

[1 My signature below indicates that I understand and agree with the above statements in each section of
this document. I also understand that the therapeutic process isn't guaranteed, and my health
professional is here to educate me on possibilities.

0 1 have received a CoOpY of “The Health Information Privacy” document and have had an opportunity to
discuss any questions or concerns I have about how PHI is being managed.

X

e —

Date
Signature of Client

seli 'f Comm
y j i www.counselin sojutionsmn. comm
intheranies.com g
ﬁww.be ondhenss Rev. 4.2020/\nformed Consent



Beyond the Brain Therapies The Brick House
Inc./ DBA Counseling &
Mediation Solutions

Direct: 651-307-4993 Fax: 651-464-2289

407 West Broadway
Forest Lake, MN 55025

Adult intake Information Date of Intake:
Name: Birthdate:
Gender Status: (Optional) Pronoun Preference:

Marital Status: {circle all that apply)
Single Married Separated Divorced Widowed Engaged

Date:

Services Desired: Circle allthat apply Counseling Biofeedback Ketamine Other

How long have you experienced the concern(s)?

Military History: YES NO  Branch:

Spiritual Affiliation? YES NO

Sports / Hobbies

Who Resides with you?

Are you satisfied with your relationships? YES NO Concerns of Abuse? YES NO

Have you attempted to resolve the concerns previously? Describe your attempts:

What do you like about your life?

What would make your life better?

Primary Physician Info:

{Optional)



MENTAL HEALTH AND MEDICAL INFORMATION:

Past Diagnosis for Mental Health

Past Diagnosis for Medical Health:

Medications Currently Taking:

Food/Medication Allergies:

What physical or mental health issues are your experiencing lately?

Symptom Check if yes Symptom Check if yes
Sleeplessness Too much sleep
Anxicusness Depression

Grief Eating Problems
Confusion Perfectionism
Concentration Dependency
Loneliness Self Harm
Guilt Suicidal Thinking
Unassertive Suicidal Attempts
Self Esteem Chemical
Dependency
Legal Issues Memory Issues
Isolation Unable to Work
Stress Physical
Complaints
Lying Manipulation
Anger Panic Attacks
Employment Addiction Issues
Issues
Relationship Issues Parenting Issues
Obsessive Hair Pulling
Compulsive
Thinking

Sexual Problems

ldentity lssues

Sexual Abuse

Physical Abuse

Emotional Abuse Trauma

Lack of Motivation Stress

Lack of Unusual Thoughts
Employment

Spiritual Concerns

Loss of Support




1. At the present time, how upset or distress have you been feeling lately?

Not 1 2 3 4 5 6 7 8 9
2, At the present time, how heaithy do you feel?

Not 1 2 3 4 5 6 7 8 9
3. At the present time, how tired have you been feeling?-

Not 1 2 3 4 5 6 7 8 9
4. Atthe present time, how satisfied are you with your life in general?

Not 1 2 3 4 5 & 7 8 9
5. Are you concerned with your use of alcohol, drugs or prescriptions?

Not 1 2 3 4 5 6 7 8 9
6. Atthe present time, how satisfied are you with relationship closeness in your life?

Not 1 2 3 4 5 6 7 8 9
7. Atthe present time, how satisfied are you with your social life?

Not 1 2 3 4 5 6 7 8 8
8. How satisfied are you with vour career?

Not 1 2 3 4 5 6 7 8 9
9. Are you able to handle self care and daily living?

Not 1 2 3 4 5 6 7 3 8
10. How often do you experience loneliness depression symptoms?

None 1 2 3 4 5 6 7 3 9
11. How often do you experience suicidal ideation (thoughts of wanting to die)?

None 1 2 3 4 5 6 7 8 9
12. How many medication have tried for the treatment of depression anxiety ptsd (circle)?

None 1 2 3 4 5 6 7 8 9



The Brick House

407 West Broadway
Forest Lake, MN 55025
Fax; 651-464-2289

Beyond the Brain Therapies
Inc./ DBA Counseling &
Mediation Solutions

Direct: 651-307-4993

“PERSONAL HEALTH INFORMATION"

The privacy of your health information is important to you and to me. Additionally, as a
Licensed Marriage and Family Therapist, | am required by law to secure your “protected health
information” {(PHi). This information inciudes:

1. | must protect PHI that we have created or received about your past, present or
future health condition, health care we provide to you or payments we receive;

I must notify you about how we protect PH! about you;

I must offer you explanation of how, when and why we use this information;

I may only use and/or disclose PHI if we have discussed it and you have agreed; and
| will and must abide by the terms of this notice.

s W

Minnesota Patient Consent for Disclosures

For most disclosures of your heatth information we are required by the State of Minnesota Laws to
obtain a written consent fram you, unless the disclosure is authorized by Law, This consent may be
obtained at the beginning of your treatment, during the first delivery of health care services or at a later
point in your care, when the need arises to disclase your health information to others.

Uses and Disclosures

A. For the purposes of treatment, payment and health care operations:

1. Health Care Treatment: We may use and disclose PHI to provide, coordinate and/or manage
your health care and related services. This may include communication with other heaith
care providers regarding your treatment and coordinating and managing the delivery of
heaith service with athers. _

2. Payments: | may use and disclose your medical information to others to bill and collect
payment for treatment and services provided to you. For exampie: A bill may be sent to
you or a third party payer. The information on or accompanying the bill ay include



information that identifies you, as welj as your diagnosis. Before you receive scheduled
services, we may share information about these services with your health plan to achieve
authorization. Sharing information aliows me to ask for coverage under your plan or policy
and gain approvai of payment before we meet. | may also share portions of your medical
information with the following:

2. The billing service | utilize (Greater Lakes Medical Billing);

b. Collection agency; :

C. Insurance companies, heaith plans and agents;

d. Personnel that review the care you receive and the costs associated; and
e. Consumer reporting agencies.

B. Reguiring vour Authatization: You may give us written authorization, different from the
Minnesota Patient Consent, to use your heaith information for disclosure. i you give me an
authorization, you may revoke it in writing at any time. Unless you give a written authorization,
| cannot use or disclose your heatth information for any reason except those described in this
hotice.

C.  Reguire your Opportunity to Agree or Object: 1 witl provide you the opportunity to agree or

object to a use or disclosure of your PHI in the following instances:

1. K ineed to disclose information to notify a family member, personal representative, or
another person responsible for your care, your focation and general condition

2. Communication with family members: health professionals, using their best judgment may
disclose to a family member, other relative, close personal friend or any other person who
you identify, health information relevant to that person’s involvement in your care or
payment related to your care.

You have the right to object to my use or disclosure of PHI in the either of the above situations.
I wili take your wishes very seriously and do alt | can under the law to work in your best interest.

D. Circumstances in which t am authorized by Law to release personal information that DO NOT
require your Consent, Authorization or Opportunity to Agree or Object are:

1. When the use and/or disclosure is authorized or required by law;

2. When the use and/or disciosure is necessary for public health activities;:
3. When the use and/or disclosure relates to victims of abuse or neglect;
4. When the use and/or disciosure is for health oversight activities;

3. When the use and/or disclosure is for law enforcement purposes;




When the use is for disclosure refiated to decedents;
When the use is to avert a serious threat to health and safety;
When the use disclosure refated to specialized government fu nctions; and

When the use and/or disciosure relates to correctional institutions and in other law
enforcement custodial situations.

© N

Know Your RIGHTS!

A

D.

F.

You have the right to request restrictions on uses and disclosures of personal health
information. | am not required, however, to agree to your request but at ali times { am
committed to work with you as tong as it is within the ethical and legal parameters set by the
State of Minnesota and the Minnesota Board of Marriage and Famity Therapy.

For example, emergency care treatment; you may request a restriction be given related to the
release of information to the Secretary of the Department of Heaith and Human Services by
submitting it in writing to me. You will then be notified as to whether your reguest can be
honored.

You have the right to request communications via alternative means or to alternative locations.
You have the right to see and retain a copy of the Personal Health Information outlined,

You have the right to see and receive a copy of your clinical, billing and other records used to
make decisions about you. Your request must be in writing. You may incur a charge for this
service. There are certain situations which we are not required to comply with your request.
Under these circumstances, we will respond to you in writing, stating why we will not grant your
request and describing any rights you may have to request a review of the denial.

You have the right to request an amendment to your personal heaith information.

You have the right to request an accounting of disclosures of personal health information.

You have the right to receive 2 copy of this notice.

This document has been created from legai guidelines and is intended for the purpose of educating you
of your rights and my professional obligations. If at any time you have concerns or questions, please
discuss them with me and/or submit your complaint in writing. This herein, serves to meet the State
and Federal procedures for “Personal Information Disclosure”.

Thank you!

www.Counselingsolutionsmn,com www.Beyondthebraintherapies.com



Modiﬂed Mini Screen {MMS)

Page 1ot 2
Seotion A ~ Pleass circle “yes” or “no” for sach question.
1. Have you been consistently depressed or down, mostofmeday.madyevaydny.form
_.past fwo woeks? .. . ... R e et ree e e e s aaaet e e ettt vere et ins v Yo No
C2 hﬂnﬁﬁ”ow%hvombmmmmhm&mamabbtom
3 Havew.fdt.sdd,hwwdmmdmuatdhhebrﬁehﬁhmym? ......... ratagnssrraress Yes No
4. Inthe past month, did you think that you would be better off dsad o wish you wers deed?.. ... Yes No

S. Have you ever had a period of tirne whan you were fealing up, hyper, or so full of energy
or full of yourself that you got into trouble, or that other peopls thought you were not your
- ., usual self?-{Do not consider times when you ware intoxicated on drugs or alcohol) ................. Yas No

8. .Have you éver been so iritable, grouchy, or annoyed for several days, that you had arguments,
had verbal or physical fights, or shouted at people outside your family? Have you or athers noticed
that yous have beert more tnritable or overreacted, compared to other peopie,  even whan you
thought you wers right to actthis way?.. ... ... ... oot e e vt Yes Ne

Ssction B ~ Please pircls “yes” or “no for sach question.

7. ‘Have you had oni or more ocossions when you feft intensely anxious, frightened, uncomfortable,
or Unaasy, even when most peopie would riot Teel that way? Did these intense feelings get
to be their worst within ten minutes? (if the answer to both questions is "yés,” Gircle “yes™;
othenwisa oo No™. ..o e Aeatrstrsr e n e Yes No

8. Do you feel amdous or uneasy in places or situations where you might have the panic-fike
WwM-mm&mmwwmmmm.mmmm
might not be available or escaps might be difficult? Examples: O being in a crowd, O standing
hahebmgdmumy&mm“mahoma 0 crassing & bridge, otravdhgh
sbﬂ&.ﬁlﬁ'l.il'cm ..... Nh b P A be s e s aet etk ran ettt e A A e et anbas s vt mane da et e Yoz No

B '_Hmm'wmwmdywmmwsmmﬂmh@m&mm&mﬂm?

{if you answer “no” 1o this qusstion, answar “no” to Question 10 and procesd to Question 11.) ... Yes No
10, -Are these worrles present mostdays?.......................... ey, NS e e -Yeg  No
11, hmmm,mmm@mmmmm;mum

you were the focus of attentions? Were you afraid of being humilated? Exampies; & spesking

hWOMMWwMMOMMWWMOMM

sockal BRUATIONS. ........... i e Ctveeimenene seee Yoz No

continuat on ol ids

P PP O G PR RO PN B S 3 sy s e i ey .



w12, h‘tho-p’astmmﬁ.hmeywbembuﬂwadbymoughis.impulses,orhagesmtywcouun%
get rid of thet wire unwarited, distesteful, insppropriate. kitrusiva, o distresising? Examgplos:
omgmmmmmmmmmmmmm.owg
,.[&Mmuﬁy,wmm.qrhawnggmcwcnyhg'a'!otaboutoorimhlﬁng
othexs, or thitt you would ham someorie. even though you didn't want to, O Kaving fears or
wm_wu.wdbemspm%hmhgsgdngmobmgmm
sexyat theughts, images, of 5, ©hoarding or coflecting Jots of things, < having religious
OhSeSSIONS. ... e e A ke e g e aetes Yes No
13. inthe past month, didyoudesmneﬂvngrepeatedyﬁmmabbtomdstdﬁngk?
Bxariples: © washing or clearing excessively, G counting or checking things ovier and
m,om.m.wmmm.omwmm ....................... Yas No
14, Have-ymmmiamed,wﬁmssed.orhadtodealwithénextmnelytrmaﬁcevm
m.wmamatmdmammmmywwmmm?mm:
omMowﬂde&owsMom_whm.

Owdnapphg,oﬁa'e,mdlwwamgabody,Osuddmdeamm-smdosstumom

O naturat disaster........... . TR TR N e e it v YO8 Nor
18, Hm_purtmi«md&mawﬁﬂmmadistremingway'hmepastmonﬂﬂ&mnpba:

OM'D'm-moﬁﬁqﬂmoﬂmtm.Ophysbajmﬁm ........ v i e .. Yea No

Soctioh G ~ Please circle “ves® or “no” for sach question.
16. Have you ever beliovéd that people were spying ori you, or that someone wis plotting

ageinst your, or trying fo burt you? ...l e e e s . Yes No
17, Hmmmbﬁwwﬂmmmemmdmmnmaamﬁhwwm,m ‘
mmmmrmummwmwnwmmwmmmm.......,.... Yes No

18, Hmymmwmwmammammmawmmmmm

mind that were not your own, or made you act i a way fhat wats not your usual sel? O, hive

yor1 ever felt that you were possessed? .................. ... PO Yes No
19, :‘mmmmmnmwmmmtwmmmmmmmm,

itetestad inyou? ... i Y88 ND
20 ‘Ha#mmmﬁmdsmomﬁdemdwdwbaﬁe&s&mggwm? .............. Yes Na.
21. Have you ever heard things other people couldn’t hear, such as volces? ... ... ... . Yes: No
22 Hm'wmmmwhmmmamkewmmmm-mmm

COUldN't 8807 ... e At ber et et g e st e e araes Yes No
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