CRAIG P. KURTZ, LMHC, P.A.
PROFESSIONAL COUNSELING CENTER
JACKSONVILLE – ORANGE PARK, FLORIDA
Craig P. Kurtz, LMHC #5063, CAP #2069L
Orange Park, FL • Jacksonville, FL
Phone: (904) 215-5282

NEW CLIENT INFORMATION
Client Name: ________________________________  Date of Birth: ______________________
Social Security Number: ___________________________
Gender: _____ M _____ F
Client Age: __________
If client is a child, Parent/Guardian Name: __________________________________
Primary Care Physician: __________________________________
May we fax reports to your primary doctor? _____ Yes _____ No
Are you currently taking medications? _____ No _____ Yes
If yes, please list: ________________________________________________
Marital Status: _________=_______________
Occupation: ___________________________
Employer: ____________________________
Home Address: ___________________________________________
Zip Code: ___________________________
Phone: ___________________________
Email Address: ___________________________
Referred By: ___________________________
Reason for Seeking Counseling: ___________________________________________

Emergency Contact Name: ___________________________
Phone: ___________________________
OK to call in the event of an emergency? _____ Yes _____ No
















FINANCIAL INFORMATION
Person Assuming Payment Responsibility: ___________________________
Relationship to Client: ___________________________
Gross Annual Income: ___________________________
Employer: ___________________________
Employer Address: ___________________________________________
Social Security #: ___________________________
Driver’s License #: ___________________________
Insurance Coverage (if using insurance) 
Insurance Company: ___________________________
Telephone: ___________________________
Authorization #: ___________________________
Name of Insured: ___________________________
Insured Date of Birth: ___________________________
Insured SS#: ___________________________
Certificate #: ___________________________
Group #: ___________________________
Secondary Insurance: ___________________________
Please have insurance card ready for photocopying.




PSYCHIATRIC / MEDICAL HISTORY
Have you ever been in counseling/psychiatric care? _____ No _____ Yes
If yes, when: ___________________________
With whom: ___________________________
May I contact them? _____ Yes _____ No
Hospitalized for any reason? _____ No _____ Yes
When? ___________________________
Why? ___________________________
Any medical conditions? ___________________________________________
Allergic to any medications? ___________________________________________













CLIENT AGREEMENT AND CONSENT
By signing below I agree to the following:
• Provide urine specimen for purposes of ongoing evaluation process when required
• Read and sign HIPAA Privacy Policy
• Authorize therapeutic treatment
• Authorize release of medical or other information necessary to process claims or secure authorizations
• Request payment of government or insurance benefits to this provider for services rendered
I agree to indemnify, hold harmless, and otherwise release from liability Craig Kurtz, Craig Kurtz LMHC, P.A., Professional Counseling Services (hereinafter referred to collectively as “therapist”), and their agents, shareholders, and employees from any legal, administrative, or regulatory action taken by me or any third party, to the extent such action relates to the therapist’s treatment, if I do not follow all conditions of treatment.
These conditions include:
1. Immediate payment of fees for treatment
2. Payment of a $50 fee for appointments missed or not cancelled within 48 hours
3. Payment (typically $500) in advance for consultation and appearances related to legal or administrative proceedings without full refund
4. Following all recommendations of the therapist in the manner and time prescribed
5. Complete honest disclosure of all diagnostic information
6. Any other conditions deemed appropriate during the course of treatment
Failure of these conditions may result in termination of therapeutic treatment at the sole discretion of the therapist.
I also agree to:
• Allow brief feedback to professional referral sources
• Accept full payment responsibility for balances past due 30 days
• Maintain responsibility for scheduling and keeping appointments
• Pay a $50 missed or late cancellation fee (less than 48-hour notice)
• Pay a $500 legal fee in advance for consultation and court appearance without reimbursement
• Accept fees involved in telephonic consultation and written documentation
Client Signature: __________________________________ Date: ___________



HIPAA Agreement
The Health Insurance Portability and Accountability Act of 1996 mandates nationally standardized rules to protect personal health information and provide patients increased access to their medical records.
You have the right to:
1. Receive a written copy of these rights
2. Inspect and copy protected health information (excluding psychotherapy notes)
3. Amend information in your records
4. Know whom information is disclosed to
5. Request restrictions on the use or disclosure of protected information
6. Request alternate communication methods
7. Discuss questions or complaints with your provider
8. File a complaint with the Federal Department of Health and Human Services, Office of Civil Rights if necessary
9. Review practice policies regarding safeguarding these rights
10. Expect confidentiality in individual, group, and telephonic consultation
By signing below, I fully understand my responsibilities as a patient.
Client (Print): _______________________________________
Client Signature: __________________________________ Date: ___________
Witness: __________________________________ Date: ___________
















RIGHTS & RESPONSIBILITIES
Patients have the right to:
• Be treated with personal dignity and respect
• Receive care that respects personal values and beliefs
• Personal privacy and confidentiality
• Information about services, practitioners, clinical guidelines, and patient rights
• Reasonable access to care regardless of race, religion, gender, sexual orientation, ethnicity, age, or disability
• Participate in treatment planning decisions
• Discuss medically necessary treatment options regardless of cost or benefit coverage
• Individualized treatment within the least restrictive environment possible
• Participate in ethical decision-making regarding care
• Designate a surrogate decision-maker when necessary
• Voice complaints or appeals regarding care
• Access medical records
Patients have the responsibility to:
• Provide accurate information needed for care
• Follow agreed treatment plans and instructions
• Participate in understanding behavioral health problems and treatment goals
Client (Print): _________________________
Client Signature: _______________________ Date: ___________
Witness: ______________________________ Date: ___________














AUTHORIZATION FOR RELEASE OF INFORMATION
I, ___________________________, hereby grant permission to release information pertaining to the diagnosis and treatment provided to me by Craig P. Kurtz, LMHC.
Information may include general medical, psychiatric, psychological, drug and/or alcohol records in compliance with applicable Florida Statutes and Federal Regulations (42 CFR Part 2).
Purpose of release:
Continuity of Care ___     Referral ___   Coordination of Care ___
Information released to/from: _______________________________________
This authorization is valid for twelve months unless revoked in writing.
Client’s Date of Birth: ___________________________
Initial _____ I understand that urinalysis participation may be required and results may be sent to referral sources.
Client Signature: ___________________________ Date: ___________
Counselor: ___________________________ Date: ___________
Supervisor: ___________________________ Date: ___________

















NO HARM CONTRACT
I agree to not hurt myself or anyone else. When I begin to have difficulty managing these feelings, I agree to contact 911 or staff immediately.
Client Name (Print): ___________________________
Client Signature: ___________________________ Date: ___________
Witness: ___________________________ Date: ___________

































MENTAL HEALTH SELF-SCREEN FOR DEPRESSION
This self-quiz is not a formal diagnostic tool. It is intended to help identify potential depression symptoms. Only a healthcare professional can diagnose depression.
Client Name: ___________________________ Date: ___________
Date of Birth: ___________________________
STEP 1 – Symptoms experienced regularly over at least the past 2 weeks:
____ Constant sadness
____ Lack of motivation
____ Irritability
____ Trouble concentrating
____ Feelings of isolation
____ Loss of interest in favorite activities
____ Hopelessness
____ Feeling worthless or guilty
____ Thoughts of death or suicide
____ Fatigue
____ Low energy
____ Trouble sleeping
____ Significant weight change
STEP 2
Do symptoms affect daily functioning?
YES ____ NO ____
If YES, please explain: _______________________________________
Signature: ___________________________ Date: ___________

