The Brain Train Center

Creative Stress Management Solutions for Adults and Children

Debra M Doodkevitch LCSW#5682-C

Nevada Licensed Clinical Social Worker     AIBT Certified Neurotherapist



fdWelcome to The Brain Train Center


Thank you for considering The Brain Train Center to help you through these stressful times. Please know I am dedicated to providing you with the highest quality care and look forward to meeting with you.  Please print out the following pages and bring them with you to your first appointment.

The Brain Train Center is located at 5600 Spring Mountain Road, Suite 207, Las Vegas, Nevada 89146

The phone # is (702) 228-8236.  My private cell # is (702) 219-5046. 

Please be aware of the following when preparing for your appointment: 

□
If this is for an initial consultation appointment: Please be advised you will need to make childcare arrangements for the time you will be in your initial consultation appointment, even if the child is going to be the client. This is your time to get questions answered and get valuable information. You will also want to be able to speak freely about possibly sensitive topics without the added stress of your child’s presence. If you must bring a child, you must also bring another adult/responsible party who can supervise them while you are with the therapist. 

□        If this is for an in-depth evaluation appointment: Bring the attached paperwork to your appointment completed, including the enclosed medication list, with dosages and any reactions you may have had. Please note incomplete paperwork may prevent me from starting services, especially where preauthorization might be needed and may require you return again to complete the evaluation. If your child has a current IEP or is receiving special services, please bring all necessary documentation you feel necessary to help me understand the situation more thoroughly.

□
Please arrive 15 minutes early for your first appointment.  If your appointment is after 6:00pm please call (702) 219-5046 to notify me you are approaching the office or leave me a message to let me know your estimated time of arrival as I may need to unlock the front door which generally gets locked after-hours.  Please do not bang on the door.

□
Bring your insurance card and photo ID for identification verification. if applicable.

Thank you in advance for your attention to the enclosed information.  Should you have any questions or concerns, please feel free to contact me at (702) 219-5046.







---- Debra M. Doodkevitch   LCSW

                                           


      Clinical Stress Therapist

Client Intake Information

Today’s date: ____________________________


Patient Name:______________________________ Social Security #:__________________________

Mailing Address:____________________________________________________________________

City/State/Zip_______________________________________________________________________

Drivers License # ________________  Marital status: _____________     OK to discuss with?  Y  N

Home Phone #________________ Work Phone #______________    Other Phone # ______________

OK to leave message?  YES/NO                               YES/NO                                             YES/NO

Date of Birth:_________________                  Referred by:___________________________________

Gender:   FEMALE / MALE                            Primary Care Physician:__________________________

Employer / School_________________________________     Position/Grade____________________

Employer Address___________________________________________________________________

Emergency contact___________________________
Phone # ____________________________

Is visit related to auto accident?  Yes / No
Date of Accident:_______________
State: _________

PRIMARY INSURANCE




SECONDARY INSURANCE

Insurance Co.:________________________

Insurance Co.:__________________________

Policy Number: ______________________

Policy Number:_________________________

Group Number: ______________________

Group Number:_________________________ Customer Service Phone Number:


Customer Service Phone Number:

___________________________________

______________________________________

Policy Holder’s Name:




Policy Holder’s Name:

___________________________________

______________________________________

Relationship to you:  __________________

Relationship to you:  _____________________

Policy Holder date of birth: _____________

Policy Holder date of birth:_________________

Policy Holder Social Sec #:_____________

Policy Holder Social Sec #:_________________

Authorization # (if available) ________________________  # of sessions / Time period: _____________

Private cash pay agreement  $______ per session
  
Initials responsible party: _______  Date______  


Responsible party: _____________________________  Relationship to client: _____________________

INFORMATION RELEASE & FINANCIAL RESPONSIBILITY: 


I hereby authorize my provider to release to my insurance company any medical information necessary to assist in the processing of my insurance claim.  My signature also authorizes any insurance benefits to be paid on my behalf directly to my provider.  I understand that I am responsible for all costs of medical treatment.  I certify that all the above information is correct and I have read and will subscribe to the payment policy on my practitioner’s disclosure form. If this is cash pay per session I agree to pay as indicated above.

_____________________________________________
                               ___________________________________

Signature






Date

INITIAL CONSULTATION FORM

Today's date: ___________________________

Name of person filling out form: ___________________________________________________________

If services are for other than you, name of potential client and relationship:

 _____________________________________________________________________________

Does this person know you are seeking this information? ________________________________

Age of potential client: ___________________ Birthdate: ___________________  If child, grade level: ______

If for a child, does he/she have an IEP? If yes, eligibility under what criteria? Services currently or previously provided by school system: ______________________________________________________________________________

Home address: _________________________________________________________________



(Street)




(City/Zip)

Contact phone numbers: _____________________________    ___________________________





(Home)



(Cell)

Email address: _____________________________________ May I contact you by email? _____

What specific issues prompted you to seek help at this time? At what age were these issues first apparent?

Have you previously sought professional assistance for these same problems? What were the results? (Talk therapy, physical therapy, psychiatrist, allergist, family physician, alternative therapies)

Have any formal diagnoses been made during the course of these other treatments or inquiries?

Re: ___________________________________________                                                                                     

The Brain Train Center

Initial consultation form

Are you presently under a physician's care for this problem? Taking medication? Dosages and rationale for prescription. If not, what do you do to cope with these issues? What else seems to help the situation?

Who else lives in the household? Have other family members experienced similar problems?

Have you ever had (please circle as applies)

head trauma, high fever, loss of consciousness, extensive anesthesia, seizure activity, migraines

Where did you hear about The Brain Train Center?

List 3 specific problem areas of  life  you would like to see improve:

1.    

2

3.

If this is for a minor child who most likely will be bringing the child to sessions?

Are there any specific questions you would like answered during this free consultation?

POLICIES & CLIENT AGREEMENT (Please initial each section.)

_____ Appointments: Due to the sensitive nature of matters discussed and in order to give full attention to the person being evaluated, children may not come to the appointment, unless he/she is the one being evaluated. For patients under the age of 18, all persons with legal, medical decision-making authority should be present for the initial and any follow-up visits. In order to give you and other patients the highest level care possible, if you are more than 15 minutes late and/or you haven’t completed your paperwork it may be necessary to reschedule your appointment. If you feel overwhelmed with the paperwork given to you and unable to complete it in time for your appointment, please notify the office so we may schedule an extra evaluation appointment to help fill out the information in person with you. 

_____ Specialty:  Ms Doodkevitch is a Nevada Licensed Clinical Social Worker, not a medical  physician or psychiatrist. Although many clients come to The Brain Train Center for relief of physical symptoms, I am aware that The Brain Train Center’s scope of practice is limited to mental health and stress management. Services rendered are not intended to be medically prescriptive. For this reason, I understand I am expected to keep in touch with my primary care physician and/or referring medical specialist while in this program for monitoring of symptoms and any medication changes which may become necessary.

_____  Insurance Payments, Medical Necessity, mental health and stress management: I understand The Brain Train Center may use a variety of biofeedback/relaxation technologies that may not be covered by my insurance company However, The Brain Train Center may be able to work with my insurance program under certain circumstances where psychotherapy is considered to be the main focus of treatment. Mind/body interventions are integrated as part of the program to help clients understand and learn to self-regulate symptoms of fight or flight impacting levels of anxiety and depression which in turn also affect levels of stress-affected physical illness. For this reason, a mental health assessment may be done on me with allowable billing codes being psychotherapy codes. 

_____ Cell Phones & Messages: It is important to be aware that cell phones may not be secure. If you are using a cell phone while communicating with this office, you must be aware that the confidentiality of the call cannot be ensured. It may be necessary at times for this office to leave  messages at the phone numbers you provide. By supplying specific phone numbers, you authorize this office to leave messages for you at those numbers.

 _____ Emergency Access:  Although after hours calls may be accepted as late as 8:00 pm, The Brain Train Center is not a 24-hour facility. In case of an emergency, if unable to reach Ms Doodkevitch , clients will be directed to 911 or the nearest emergency room.

_____ Missed, late, cancelled and “no show” appointments: As scheduled appointment times are reserved especially for me, all appointments are subject to charge, whether missed, unattended or canceled, unless there has been 24 hours notice given. If I am a resident in an assisted living facility, I will call or ask a trusted person to notify this office to make other arrangements if I cannot be in my apartment at the appointed time. In order to avoid being charged the full amount of the appointment I will call by 5 pm at least 24 hours prior to the appointment day.  I understand that every effort will be made to fit me into available slots when I cancel and that if I cancel within 24 hours, I will not be charged. I understand the office’s policy that the time lost, not the reason, is what determines a charge. I may request a review of any missed, late cancellations or late appointment charges 

through a written letter to The Brain Train Center addressed to “Appeals Officer”.  Insurance companies do not pay for cancellation fees and, therefore, these charges will be my responsibility. 

Repeated “no show” appointments could result in treatment termination for non-compliance or in referral back to my insurance company for reassignment to another provider. Please note that reminder calls on appointments are done as a courtesy to patients and are NOT guaranteed. We do have a program that can send you an appointment reminder automatically by email and/or text messages. You are welcome to sign-up for this service at your first visit.

_____ Insurance Verification: Authorization to provide me with services by my insurance company is not a guarantee my insurance company will actually pay for services. Once charges are submitted, the insurance company may determine benefits differently than they initially indicated. At any time during treatment should I become ineligible for insurance coverage or should my insurance coverage change I will notify my therapist prior to my appointment or as soon as I become aware of these changes.

_____ Limits of Confidentiality Statement: All information between practitioner and patient is held strictly confidential. There are legal exceptions to this: (1) The patient authorizes a release of information with a signature. (2) The patient’s mental condition becomes an issue in a lawsuit. (3) The patient presents as a physical danger to self or others. (4) Child or Elder abuse and/or neglect is suspected. (5) Any official review of the services provided (if you have signed a release authorizing a review, such as insurance forms). In the case of (3) or (4) above, I  understand my therapist is required by law as a mandated reporter to inform potential victims and legal authorities so that protective measures can be taken.

_____ Consent for Treatment: I authorize and request Debra Doodkevitch LCSW to carry out psychological evaluations, treatment and/or diagnostic procedures, which now, or during the course of my treatment, become advisable. I understand the purpose of these procedures will be explained to me upon my request and that they are subject to my agreement. I also understand that while the course of my treatment is designed to be helpful, there can be no guarantees made about the outcome of my treatment. Further, the psychotherapeutic process can bring up uncomfortable feelings and reactions such as anxiety, sadness and anger. I understand that this is a normal response to working through unresolved life experiences and that these reactions will be worked on between my practitioner and me.

_____ HIPAA Privacy Practice Notice: I understand The Brain Train Center follows HIPAA privacy guidelines outlined in the attached Notice of Privacy Practices, also available at the office.

_____ Release of Confidential Information to Primary Care Physicians and/or Referring Practitioners: It is a requirement of many insurance companies, as well as an acceptable protocol under HIPAA guidelines, that Ms Doodkevitch communicates and coordinates treatment efforts with other healthcare professionals involved in your care. By signing below, I authorize the release of information to my Primary Care Physician, other health care providers, institutions, and referral sources for the purpose of diagnosis, treatment, consultation and professional communication. I further authorize the release of information for claims, certification, case management, quality improvement, benefit administration and other purposes related to my health plan. I authorize the release of necessary information to a collection agency should that become necessary. I authorize payment of medical benefits to Debra Doodkevitch, LCSW.

_____ Payment Responsibility: Please note that if you have a deductible to meet, it is our office policy to collect in full for your appointments until your deductible is met. Any portion of your responsibility of payment 

(copays/coinsurance/deductible) is collected at the time services are rendered. Charges for services which are not benefits of the insurance plan are the client’s responsibility. These may include, but not be limited to: special

diagnostic testing, neurofeedback treatment, if desired and not coverable as medical necessity, employer reports, preparation of reports for other agencies, insurance carriers, or attorneys or missed appointment fees. In all cases before rendering services which are extra, I will be given an opportunity to decline or accept the charges before incurred.

I understand that I am responsible for payment of all fees charged. I agree to pay for all services rendered, unless my insurance carrier (if I have one) pays for some or all charges. If I have insurance, I agree to make the co-payment for services rendered at the time of each visit. I understand that Ms Doodkevitch will submit any insurance claims for me, including those with or without a co-payment arrangement. I understand that if my insurance company denies payment or does not reimburse within 60 days for services rendered, or reimburses  differently than they initially indicated, I will be personally responsible for payment, on any unpaid balance. Services may be discontinued and my bill may be turned over to a collection agency if my account becomes delinquent and I will be responsible for payment of all legal and all other collection costs. There will be a $35.00 service charge applied to my account for all returned checks. I understand that I will be billed directly for any balances due.

By signing below, I certify that I have read and understand these policies and agreements and have full knowledge of its meaning and effect.

________________________________________ __________________

Client or Parent/Guardian Signature                       Date

________________________________________

Client Printed Name

Westwind Professional Plaza    5600 Spring Mountain Road, Suite 207    Las Vegas, Nevada 89146-8823 

  Office: (702) 228-8236   FAX: (702)442-7190   braintraincenter@aol.com

Client name  



                DOB 


CT ID#  


