Client Intake Questionnaire

Please fill in the information below and bring it with you to your first session.
Please note: information provided on this form is protected as confidential information.

Personal Information

Name: Date:
Parent/Legal Guardian (if under 18):
Address: "
Home Phone: May we leave a message? 0 Yes 0 No
Cell/Work/Other Phone: May we leave a message? 0 Yes 0 No
Email: May we leave a message? 0 Yes 0 No
*Please note: Email correspondence is not considered to be a confidential medium of communication.
DOB: Age: Gender:
Martial Status:

o Never Married o Domestic Partnership o Married

O Separated o Divorced o0 Widowed

Referred By (if any):




Emergency & Other Contacts

Please provide an emergency contact and, if helpful, other professionalsinvolved in your care.

Client Information

Full name Preferred name Date of birth (MM/DD/YYYY)

Emergency Contact

Contact name Relationship

Primary phone Alternate phone Email

Notes or Contact Preferences (Optional)

Please describe what may or may not be discussed with this person and any other contact preferences.

| authorize Robert Romano, LCSW, LLC to contact this person in an emergency or when reasonably necessary to support my safety.
This authorization does not permit routine disclosure of my psychotherapy records.

[ | 1 authorize contact with this person as described above.

Robert Romano, LCSW, LLC L CSW@robromano.com Page 1 of 2



Emergency & Other Contacts

continued
Additional Emergency Contact (Optional)
Contact name Relationship
Primary phone Alternate phone Email

Notes or Contact Preferences (Optional)

Please describe what may or may not be discussed with this person and any other contact preferences.

| authorize Robert Romano, LCSW, LLC to contact this person in an emergency or when reasonably necessary to support my safety.
This authorization does not permit routine disclosure of my psychotherapy records.

[ | 1 authorize contact with this person as described above.

Other Professional Involved in Your Care (Optional)

Name Role/ specialty Organization

Phone Email

Listing a professional here does not authorize the rel ease of records or ongoing communication. A separate written authorization may be
required before information is shared.

Client name (printed) Date

Client signature
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|nformed Consent for
Al-Assisted & Digital Technology

My clinical practiceisinformed by both my experience as a psychotherapist and my background in information technology. |
use carefully selected professional technology to strengthen clinical research, information synthesis, documentation, care
coordination, communication, and the secure delivery of services. These tools enhance my work but do not replace the
therapeutic relationship, professional judgment, or individualized care. Technology supports the quality and timeliness of my
work; it never takes the place of thoughtful, attentive clinical care.

Technology Used in My Practice

OpenEvidence - A closed-source clinical Al platform for healthcare professionals that supports medical research and evidence
review. | have a signed Business Associate Agreement with OpenEvidence.

ChatGPT for Clinicians - A closed-source Al service designed for clinicians that may support research, information synthesis,
documentation, and clinical or administrative preparation. | have a signed Business Associate Agreement covering my use of this
service.

Google Workspace - Selected services used for secure communication, document creation and storage, collaboration, and
practice operations. My professional Google Workspace account is covered by a signed Business Associate Agreement for
applicable HIPAA-covered services.

Zoom - Used for telehealth sessions through my HIPA A-enabled professional account, which is covered by a signed Business
Associate Agreement.

Professional Responsibility

I remain responsible for reviewing information produced with technological assistance and for al clinical documentation,
recommendations, and decisions. Al-generated information may contain errors or omissions and is never accepted without
professional review.
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Al-Assisted & Digital Technology Consent

continued

Privacy, Consent, and Your Choice

Although reasonable privacy and security safeguards are used, no electronic system can be guaranteed to be entirely free from
risk. | use designated professional accounts and services covered by applicable Business Associate Agreements when protected
health information isinvolved.

A session will never be recorded or transcribed without your explicit prior consent. Recording or transcription is not authorized
by thisform aone. Y ou may decline or withdraw consent for recording, transcription, or other Al-assisted uses of your

information without affecting your access to care. Any material change in how these technologies are used with your information
will be discussed with you.

Your Choice
£) | consent to the use of the technol ogies described above when relevant to my care.

£ 1 do not consent to Al-assisted processing of information that identifies me.

Preferences, Limitations, or Exceptions (Optional)

Please describe any specific uses you are comfortable with, do not consent to, or would like to discuss.

Please ask any questions you may have before signing.
Client name (printed) Date

Client signature

Withdrawal of consent: To withdraw consent under this form, please notify the practice in writing. Withdrawal is effective when received and
applies prospectively; it does not affect uses or actions aready taken in reliance on your consent.
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Payment Method Authorization

This form authorizes charges to a payment method provided separately. Do not write card information on this form.

Client and Payment Method I nformation

Client name Date of birth (MM/DD/YYYY)

Name of payment method owner Relationship to client

Payment Authorization

| authorize Robert Romano, LCSW, LLC to charge the payment method that | provide separately for fees | owe under the fee
and cancellation policies discussed with me. This may include consultation fees, psychotherapy or coaching session fees, and
applicable late-cancellation or missed-appointment charges.

The fee structure and any applicable charges will be discussed in advance. If | believe a charge isincorrect or have abilling
guestion, | will contact the practice so the matter can be reviewed and resolved by both parties.

This authorization remains in effect until it is revoked in writing. | will notify the practice promptly if my payment
information changes and will contact the practice with any questions or concerns regarding an invoice.

Good Faith Estimates

Under the federal No Surprises Act, clients who are uninsured or who do not plan to use insurance are entitled to a Good Faith
Estimate of expected charges when services are scheduled or upon request. Please contact me with any questions or to request an
estimate.
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Payment Method Authorization

continued
Out-of-Networ k Benefits

| understand that Robert Romano, LCSW, LLC is an out-of-network provider with al insurance carriers. | am responsible for
understanding my plan's out-of-network benefits and for payment of services regardless of whether my insurance company
reimburses me.

Questions about fees, reimbursement, or out-of-network arrangements are welcome. Please contact the practice if anything is
unclear or a concern arises.

For information about out-of-network reimbursement and access to the MENTAY A benefits checker, visit:
https.//www.robromano.com/getting-started/#benefits-checker

MENTAYA isan independent third-party service. Itsresults are estimates and do not guarantee coverage or reimbur sement.
Please confirm your benefitsdirectly with your insurance company. Your insurance company remainsthe final authority on
how your benefitsare applied and isbest positioned to explain the specific terms, cover age, exclusions, and reimbur sement
provisions of your policy.

Important: Do not enter acard number, expiration date, security code, bank account number, or other payment credentials on
this form. Payment information must be provided separately by phone, in person, or through the designated payment processor.

Acknowledgments and Signature

[ 1 1 authorize charges as described above.

[ ] 1'understand that this practice is out of network, that | am responsible for all fees, and that | may contact the practice at any time with
questions or concerns.

Payment method owner's name (printed) Date (MM/DD/YYYY)

Payment method owner's signature

Revocation: To revoke this authorization, please notify the practice in writing. Revocation is effective when received, applies only to future
charges, and does not affect charges already incurred or processed.
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Cooper — Norcross Inventory of Preferences (C-NIP)

On each of the items below, please indicate your preferences for how a psychotherapist or counsellor
should work with you by circling a number. A 3 indicates a strong preference in that direction, 2 indicates a
moderate preference in that direction, 1 indicates a slight preference in that direction, 0 indicates no

preference in either direction/an equally strong preference in both directions.

‘l would like the therapist to...’

1. Focus on specific goals No or equal preference Not focus on specific goals
3 2 1 0 -1 -2 -3
2. Allow the therapy to be
Give structure to the therapy No or equal preference unstructured
3 2 1 0 -1 -2 -3

3. Teach me skills to deal with

Not teach me skills to deal with

my problems No or equal preference my problems
3 2 1 0 -1 -2 -3

4. Give me ‘homework’ to do No or equal preference Not give me ‘homework’ to do
3 2 1 0 -1 21 -3

5. Allow me to take a lead in
therapy No or equal preference

Take a lead in therapy

-3 -2 -1 0 1

2 3

Scale 1. If score is 8 to 15 then strong preference for therapist directiveness. If score is -2 to 7 then no
strong preference. If score is -3 to -15 then strong preference for client directiveness.

6. Encourage me to go into
difficult emotions No or equal preference

Not encourage me to go into
difficult emotions

3 2 1 0 -1

7. Talk with me about the
therapy relationship No or equal preference

-2 S0

Not talk with me about the
therapy relationship

3 2 1 0 -1

8. Focus on the relationship
between us No or equal preference

2 3

Not focus on the relationship
between us

3 2 1 0 -1

9. Encourage me to express
strong feelings No or equal preference

-2 -3

Not encourage me to express
strong feelings

3 2 1 0 -1

10. Focus mainly on my
thoughts No or equal preference

-2 -3

Focus mainly on my feelings

-3 -2 -1 0 1

2 3

Scale 2. If score is 7 to 15 then strong preference for emotional intensity. If score is 0 to 6 then no strong

preference. If score is -15 to -1 then strong preference for emotional reserve

11. Focus on my life in the

adulthood

past No or equal preference Focus on my life in the present
3 2 1 0 -1 -2 -3
12. Help me reflect on my Help me reflect on my
childhood No or equal preference
3 2 1 0 -1 -2 -3
13. Focus on my future No or equal preference Focus on my past
-3 -2 -1 0 1 2 3

Scale 3. If score is 3 to 9 then strong preference for past orientation. If score is -2 to 2 then no strong

preference. If score is -3 to -9 then strong preference for present orientation.




14. Be challenging No or equal preference Be gentle

-3 -2 -1 0 1 2 3
15. Be supportive No or equal preference Be confrontational
3 2 1 0 -1 -2 -3
16. Interrupt me and keep me
Not interrupt me No or equal preference focused
3 2 1 0 -1 -2 -3
17. Be challenging of my Not be challenging of my
own beliefs and views No or equal preference own beliefs and views
-3 -2 -1 0 1 2 3
18. Support my behaviour Challenge my behaviour if
unconditionally No or equal preference they think it’s wrong
3 2 1 0 -1 -2 -3

Scale 4. If score is 4 to 15 then strong preference for warm support, If score is -3 to 3 then no strong
preference. If score is -4 to -15 then strong preference for focused challenge.

Additional client preferences for exploration and consideration (as appropriate to service provision)

Do you have a strong preference for:

o A therapist of a particular gender, race/ethnicity, sexual orientation, religion, or other
personal characteristic?

¢ A therapist/counsellor who speaks a specific language that is most comfortable for you?

¢ Modality of therapy: such as individual, couple, family, or group therapy?

¢ Orientation of therapy: such as psychodynamic, cognitive, person-centred, or other?

¢ Number of therapy sessions: such as four, dependent on review, open-ended, or other?

o Length of therapy sessions: such as 50 mins, 60 mins, 90 mins or other?

e Frequency of therapy: such as twice weekly, weekly, monthly, ad hoc or other?

e Medication, psychotherapy, or both in combination?

e Use of self-help books, self-help groups, or computer programs in addition to therapy?

e Any other strong preferences that come to mind? (and do raise them at any point in therapy)

¢ What would you most dislike or despise happening in your therapy or counselling?
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Authorization for Use or Disclosure of
Protected Health Information

Client Information

Client Last Name First Name MI
DOB: / /

Client Address

Client Home Phone: Cell/Work Phone:

Client Email Address:

Recipient Information

I, , do hereby authorize to release a copy
of my mental health information to the person or facility below.
Name of person/facility to receive medical information:
Phone:
Address:

Date of Authorization:  / /

Authorization to expireon __ /  / or upon the happening of the following event:

Information to be Released  (Note: Requests for release of psychotherapy notes cannot be combined
with any other type of request.)

O My entire mental health record

o Only those portions pertaining to:

(Specific provider name and/or dates of treatment)

0 Authorization for Psychotherapy Notes ONLY (Important: If this authorization is for Psychotherapy
Notes, you must not use it as an authorization for any other type of protected health information.)

o Other:

Purpose of Information Release:
o Further mental health care o Payment of insurance claim o Legal investigation

O Applying for insurance O Vocational rehab, evaluation o Disability determination
O At the request of the individual 0 Other (specify):




Authorization and Signature

I authorize the release of my confidential protected health information, as described in my directions
above. I understand that this authorization is voluntary, that the information to be disclosed is protected
by law, and the use/disclosure is to be made to conform to my directions. The information that is used
and/or disclosed pursuant to this authorization may be re-disclosed by the recipient unless the recipient is
covered by state laws that limit the use and/or disclosure of my confidential protected health information.

Signature Date

If signed by a personal representative:
(a) Print your name:
(b) Indicate your relationship to the client and/or reason and legal authority for signing:
Patient is: O minor O incompetent o disabled O deceased
Legal authority: o parent O legal guardian O representative of deceased




PATIENT RIGHTS AND HIPAA AUTHORIZATIONS

The following specifies your rights about this authorization under the Health Insurance Portability
and Accountability Act of 1996, as amended from time to time (“HIPAA”).

1.

Tell your mental health professional if you don’t understand this authorization, and they will
explain it to you.

You have the right to revoke or cancel this authorization at any time, except: (a) to the
extent information has already been shared based on this authorization; or (b) this
authorization was obtained as a condition of obtaining insurance coverage. To revoke or
cancel this authorization, you must submit your request in writing to your mental health
professional and your insurance company, if applicable.

You may refuse to sign this authorization. Your refusal to sign will not affect your ability to
obtain treatment, make payment, or affect your eligibility for benefits. If you refuse to sign
this authorization, and you are in a research-related treatment program, or have authorized
your provider to disclose information about you to a third party, your provider has the right
to decide not to treat you or accept you as a client in their practice.

Once the information about you leaves this office according to the terms of this
authorization, this office has no control over how it will be used by the recipient. You need
to be aware that at that point your information may no longer be protected by HIPAA.

If this office initiated this authorization, you must receive a copy of the signed authorization.

Special Instructions for completing this authorization for the use and disclosure of
Psychotherapy Notes. HIPAA provides special protections to certain medical records
known as “Psychotherapy Notes.” All Psychotherapy Notes recorded on any medium (i.e.,
paper, electronic) by a mental health professional (such as a psychologist or psychiatrist)
must be kept by the author and filed separate from the rest of the client’'s medical records
to maintain a higher standard of protection. “Psychotherapy Notes” are defined under
HIPAA as notes recorded by a health care provider who is a mental health professional
documenting or analyzing the contents of conversation during a private counseling session
or a group, joint, or family counseling session and that are separate from the rest of the
individual’s medical records. Excluded from the “Psychotherapy Notes” definition are the
following: (a) medication prescription and monitoring, (b) counseling session start and stop
times, (c) the modalities and frequencies of treatment furnished, (d) the results of clinical
tests, and (e) any summary of: diagnosis, functional status, the treatment plan, symptoms,
prognosis, and progress to date.

In order for a medical provider to release “Psychotherapy Notes” to a third party, the client
who is the subject of the Psychotherapy Notes must sign this authorization to specifically
allow for the release of Psychotherapy Notes. Such authorization must be separate from
an authorization to release other medical records.
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