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ADULT INFORMATION SHEET 
Provider: Belinda Leventhal, Ph.D., LPC, LCSW 

Today's Date: 

Full Name (first, middle initial, last): 

Street Address: ---------------------------------
City/State/Zip: ______________________________ _ 

Home Phone: Work Phone: ~--'------·------
Cellular Phone: _ Pager:L_) ____________ _ 

Age:__ Birthdate: Sex:__ Social Security #: _________ _ 

Occupation: Employer: ________________ _ 

Marital Status: _____ _ Date Married: Previous Marriages?: ___ _ -----
Religion: ______________ _ Education: -----------

Spouse's/Partner's Name: ____________________________ _ 

Street Address: ---------------------------------
City/State/Zip: ________________________________ _ 

Home Phone: Work Phone:L_) ___________ _ 

Cellular Phone:{ ) __ P<tger:,.__.,_ _____________ _ 

Age: __ Birthdate: _____ _ Sex: __ Social Security#: ___________ _ 

Occupation: __________ _ Employer: _____________ _ 

Religion: ______________ _ Education: ------------

In case of emergency, call _____________________________ _ 

Phone: ~-~--------- Relationship to you: ______________ _ 

There may be occasions in which our office needs to contact you concerning your appointments, billing 

problems, or any other situation relating to your visit at our office. Please indicate if you give our office 

permission to leave messages ( on an answering machine or with anyone that answers the phone) at the 

following locations: 

Home Phone: 

Work Phone: 

Cell Phone: 

Yes 

Yes 

Yes 

No 

No 

No 

Other numbers we may use to contact you: ________________________ _ 



------- - ------

List children: 
Name Ags,__ Education Occupation Resides 

List parents/siblings: 
N e1111~ Relationship Age Ec!l.!Qlltion QQGl.!l2atipn Resides 

Who referred you? Phone: May I 

contact him/her to acknowledge the referral? YES NO 

Briefly describe your reason for seeking help now: ____________________ _ 

How long has this been a problem for you? ________________________ _ 

Primary Care Physician: ______________ _ Phone ( ) ________ _ 

Do you want this office to file insurance claims for you? YES N 0 
If "YES," complete this section. If "NO," skip this section. 

Have you called your insurance company to pre-authorize these services? YES NO 

Primary Insurance: __________ _ Policyholder: ___________ _ 

Relationship to Policyholder: _______ _ Policyholder's Date of Birth: 

Policy/ID#: _____________ _ Group#: -------------

Claims Address: ---------·--------------------

Secondary Insurance: Policyholder: ------------
Relationship to Policyholder: Policyholder's Date of Birth: 

Policy/ID#: Group#: ____________ _ 

Claims Address: -----------------------------

Are you experiencing any legal problems? YES NO (If YES, please explain) 

Who is responsible for the bill? ______________________ _ 

Will you be paying today by: Check___ Cash__ Credit Card __ _ 

THAN[( YOU for completing this questionnaire. PLEASE let me know if any of the above information changes. 



PROFESSIONAL PSYCHOTHERAPY ASSOCIATES 
1002 Bradford Way 
Phone (865) 376-1585 

Kingston, TN 37763 
FAX (865) 376-1587 

AUTHORIZATION FOR RELEASE OF INFORMATION 

I authorize Belinda Leventhal, Ph.D., LPC, LCSW to release to my insurance company and/or 
insurance plan management company information requested on the HCFA-1500 claim form and/or the 
plan management company's outpatient treatment report for the purpose of pre-authorizing services 
and/or processing claims for reimbursement of services rendered by above-named therapist. I also 
authorize above-named therapist to release the information necessary to secure full payment of my 
account tlu·ough other parties, such as a collection agency/credit bureau or comi of .law, if my account 
becomes delinquent. 

Date: ------ Patient or Guardian's Signature: ________________ _ 

ASSIGNMENT OF INSURANCE BENEFITS 

I hereby assign and direct my Insurance Company and/or insurance plan management company to pay 
Belinda Leventhal, Ph.D., LPC, LCSW such amount as may be payable pursuant to the provision ofmy 
contract. I also authorize above-named therapist to initiate a complaint to the Insurance Commissioner 
on my behalf if my insurance company fails to respond to a claim or to pay a claim in a timely fashion. 

Date: ------ Patient or Guardian's Signature: _______________ _ 

PAYMENT AGREEMENT 

I accept responsibility for payment of foes for services provided to myself and/or my dependent by 
Belinda Leventhal, Ph.D., LPC, LCSW. I understand and agree that having health insurance coverage 
does not relieve me of full responsibility for all charges, even when the therapist agrees to accept direct 
payment of benefits from the insurance and/or the plan management company. I understand that my 
insurance benefits may not pay for all charges incmTed by my dependent or myself. I understand that I 
may be charged for appointments not canceled 24 hours in advance and agree to pay those charges. I 
further agree to pay all charges (such as. collection agency commissions, attorney's fees, court costs, 
returned check charges) incurred by above-named therapist in the pursuit of payment for my delinquent 
account balance in addition to the full balance of my account. I also understand that interest charges 
may accrue on delinquent account balances and agree to pay such charges if my account becomes 
delinquent. 

Date: ------ Patient or Guardian's Signature: __________________ _ 



Client Rights and Limits of Confidentiality Handout 

and Acknowledgment 

As fl client Rt our cll11ic1 you have the right to the following: 

l. Be ir.formed of your rights verbally and in writing. '?.. Give informed consent acknowledging your permission for us to provide 
treatment. 3. Receive prompt and adequate treatment and refuse treatment that you do not want. 4. Receiv~\ written info1mation 
about fees, payment methods! co-payment, length and duration of sessions and treatment 5. Be free·from unnecessary or excessive 
medications; to receive clear information pertaining to any recommended medication, its possible benefits, side effects, and alternative 
medications. 6. Be provided a safe environment, free from physical, sexual, and emotional abuse. 7. Receive complete and 
accurate information about your treatment plan, goal:;, methods, potential 
risks, and benefits and progress. 8. Recelve Information about the professlonal capabilities and limitations of any clinician(s) involved 
in your treatment. 9, Be free from audio or video recording without info1med consent. I 0. Have the confidentiality of your 
treatment and treatment records protected. Information regarding your treatment will not be disclosed to any per:son or agency without 
your written permission except under circumstances where the Jaw requires such information to be disclosed. 

l J .Have access to information in your treatment records: 
a. With the approval of the clinician during your treatment. 
b. To have information forwarded to a new therapist following your treatment at this faci!lty. 
c. To challenge the accuracy, completeness, timeliness, and/or relevance of information in your record, and the rlght to have factual 

e1·rors corrected and alternative interpretations added. 
12. File a grievance \f your rights have been den led or limited. 

Client Confidentiality 

Belinda Leventh8L PhD LPC LCSW, has a commitment to keeping the information you prnvide and your clinical record confidential. 
Beyond our commitment to Ethical Standards, HIPAA and state law require it, You can give permission to our clinic in writing if you wish 
your information to be shared with specific persons outside our agency. There are exceptions when we can/must release information without 
you1· written permission. Your clinical information will be released without your written consent if: (l) it is necessary to protect you or 
someone else from imminent physical harm; (2) we receive a valid court order or subpoena that mandates we release your information; or (3) 

you are re~orting abuse of children, the elderly, or persons with disabilities, 

Clinicians within the agency may, at times, consult with each other regarding your treatment In order to provide you with the best possible 
services to meet your needs, 

If your child is in treatment with om facility and is a minor, we ask that parents/guardians agree that most detaHs of what their child or 
adolescent tells the therapist be kept confidential. However, parents/ 
guardians do have the right to general information about progress in treatment. The therapist may also have to share information that 
indicates !lie child/adolescent is in danger. 

This is to acknowledge that I have read, understood, and agreed with the above information. 

Signature of Client/Parent/Guardian Date 

This acknowledges that I have reviewed and answered questions about the client's rights and confidentiality as well as our services. 

Signature of Clinician Date 

Clinician's Individual HIPAA Provider Number: -------------·-----------

Client/Guardian's Name: -------------------------------
Signatu1·e: ·-'----- Date:_/_/_ 



----- - ------

MEDICAL REVIEW FORM 

NAME __________________ _ DATE _________ _ 

FAMILY PHYSYCIAN _____________ _ PHONE _________ _ 

REASON FOR LAST APPROXIMATE 
PHYSICAL EXAM _____________ _ DATE _________ _ 

Have you ever been treated for or had indication of: (underline applicable items and explain in space below). 

(A) High blood pressure, hypoglycemia, diabetes, anemia, or any disorder of the blood. 

(B) Chest pains, shortness of breath, heart attack, stroke, rheumatic fever, heart murmur, irregular pulse or other 
disorders of the heart of blood vessels. 

(C) Disorders of the thyroid, skin, or lymph glands. 

(D) Sugar albumin, blood or pus in the urine or syphilis, gonorrhea or other sexually transmitted disease. 

(E) Any disorder of the kidney, bladder, prostate, breast, or reproductive organs. 

(F) Ulcer, chronic indigestion, intestinal bleeding, hepatitis, colitis, diarrhea, or other disorders of the stomach, 
intestine, rectum, spleen, pancreas, liver, or gall bladder. 

(G) Asthma, tuberculosis, bronchitis, emphysema, or other disorders of the lung. 

(H) Fainting, convulsions, tension or migraim: headaches, paralysis, epilepsy, memory loss or confusion or any 
disorders of the brain or nervous system. 

(I) Arthritis, gout, back pain, or other disorders of the muscles, bones or joints. 

(J) Disorders of the eyes, ears, nose throat or sinuses. 

(K) Other physical illnesses or concerns. 

(L) Problems related to alcohol, prescription medication, non-prescription medication, smoking or drugs. 

Have you noticed any recent changes in your (A) vision, hearing, coordination, balance, strength, speech, memory, or thinking; 
(B) changes in energy, sleeping, eating, elimination, menstrual cycle, sexual activity/interest. Please underline any changes. 

Please list all allergies: ____________ ---------------------------

Please list type and approximate dates of all surgeries: 

Please list all prescription medicines you are currently taking: ________________________ _ 

Please list all non-prescription medicines you routinely use: 

History of significant accidents: _______ _ 

Additional notes regarding personal or family medical/psychiatric history (use reverse side if necessary): 



----

LIFE EVENTS CHECKLIST (LEC) 

Listed below are a number of difficult or stressful things that sometimes happen to people. For each event 
check one or more of the boxes to the right to indicate that: (a) it happened to you personally, (b) you 
witnessed it happen to someone else, (c) you /earnad about it happening to someone close to you, (d) you're 
not sure if it fits, or (e) it doesn't applv to you. 

Be sure to consider your entire life (growing up as well as adulthood) as you go through the list of events. 

1r~~r:!~~.F".\r1t~t0S~a$: u~~r=~zt~. ~~~~~:::m1
··• 

1. Natural disaster (for example, flood, 
hurricane, tornado, earthquake) 

2. F!ire,or,e,)(plOsio.n 
:.... . -· -.·. ' ' 

3. Transportation accident \for example, car 
accident, boat accident, train wreck, plane 
crash) 

' 4; ' $'Ji1dJ1. ~di' 
-~r,-~:-~r~-i~tf,~J,-_,; 

5. Exposure to toxic substance (for example, 
dangerous chemicals, radiation) 

'6., pcfuw!sloara!iiil'@l'f.i/fo;r.,e:fi/,lili!~Je,;~-e'iniJJ-
' a:t~a~~id,J~'\i{sfapped;;J<{okecl\ l~_ea:tel'tci!lp} 

:' .... · ., -,•:,' . ·.,;. . -··. ·-~'" .,_'; " '. ' -.,..... .. . ' . 

7. Assault with a weapon (for example, being 
shot, stabbed, threatened with a knife, gun, 
bomb) 

a·. ·Sexyii;,ilssa;t'l,1.f'(r,il~:e:;;,i'if~p.\l)<ikF§Pa,.·macle, 
-,to,,wer(0r.r:n:a·n,y,liiP'e:"¢:f's~~ulil;a¢tfhro,ugh 
for~-e:i)d\J 

9. Other unwanted or uncomfortable sexual 
experience 

'1'0. 
:1:l;:1:p::t1;~{1!i~t_V1ar_,z0ne ont~e 

11. Captivity (for example, being kidnapped, 
abducted, held hostage, prisoner of war) 

·1'2. Life-tm{i~i~~;1h'effi1iT;~J'st~f,1;J~n'y---. 

13. Severe human suffering 

t4. !:i~?:i;;;5~j~it;!~':lif~tfampi~;•_ 

15. Sudden, unexpected death of someone 
close to you 

1$. r:t:1!!!!,~~t1r~ir;teat~to~p~Ji~~ ··- I 

17. Any other very stressful event or 
exRerience 

Blake, Weathers, Nagy, Kaloupek, Charney, & Keane, 1995 

' 



BELINDA LEVENTHAL, LCSW 

Psychotherapy is a process of learning more about oneself in the context of a supportive professional relationship. Goa!s of 
psychotherapy may include a behavior change, strnss management, or the identification and working through of personal concerns, 
emotions, or conflicts. When this happens, usually greater understanding of oneself and others is achieved as well as lessened 
insecurity and an enhanced ability to make choices and decisions in life. 

People are often apprehensive when coming in for the first or early appointments. Please feel free to ask questions about our 
professional relationship, your treatment plan, the procedures ofmy office, or special financial arrangements at any time. 

My practice includes individual, couple, family, and group psychotherapy. I am licensed as a Clinical Social Worker by the State of 
Tennessee. 

Your sense of privacy is very important for succes:,ful treatment, so I strongly encourage you to raise any concerns you have about 
confidentiality or its limitations. The confidentiality of the therapy process is protected by law. This means that anything discussed or 
disclosed in the course of treatment will be he!d in strictest confidence. Should you wish me to release information to a third party, I 
will obtain your written consent to do so. That cons,ent may be revoked by you at any time. 

There are three circumstances under which a psychotherapist may be required to release information without patient consent: (1) if 
there is dear reason to believe that a patient poses imminent danger to him or herself or to a specific third person: (2) if there is reason 
to believe that a minor child is being or had been abused or neglected; and (3) if a judge specifically orders the release of records. 

Sessions are scheduled for 50 minutes unless otherwise arranged. Please be prompt. The appointment time is reserved for you. 
Please give the earliest possible notice if you must miss an appointment. You will be charged $25.00 for missed appointments if 
you do not cancel. This fee will not be paid by insurance. Fees are due and payable at the time of your appointment. I am 
willing to file insurance as a service to you. Please let us know if you choose to use insurance. Some PPO's and HMO's have specific 
procedures. I will assist you in these, but it is your responsibility to follow the requirements of the health plan you elect to use. Please 
note that many insurance and managed care organizations require limited or full release of clinical infmmation to authorize payment 
of claims and to document medical necessity for services provided. The infonnation required may be limited to diagnosis and dates of 
service or may be as extensive as on-site review of all records relating to the case. Please feel free to speak with me or to contact your 
insurance carrier or managed care organization if you have questions about these procedures. 

I work on an appointment only basis and cannot guarantee availability between your scheduled appointment times. If you need to 
reach me during working hours, call my office number (865) 376-1585. I have a confidential voice mailbox number (865) 376-1585 
ext 107 where you may leave messages. If you would like me to return your call, please leave your phone number and I will get back 
with you as soon as possible. If your call is urgent, after recording your message follow the prompts and I will be paged. My cell 
number is (516)-581-5802 and is available for emergencies only. In the event that I am out of town or otherwise unavailable, my 
voice mail greeting will advise you of the name of the clinician who is providing emergency coverage. To work in outpatient 
psychotherapy, you must be able to maintain safety. This agreement requires you to present any suicidal or homicidal thoughts, plan, 
or intent. I will do everything I can to help manage your thoughts and feelings without violent behavior. Should an emergency arise 
and I am not available by telephone, you may wish to consult you physician or area hospital emergency room. 

My current fees for psychotherapy per session are: Individual $100, Family $125, group fees are negotiated separately. Initial 
evaluation, including establishing treatment and financial records is generally $135. If you wish to pay for sessions on a fee-for
service basis, full payment is expected at the time of the appointment unless other arrangements are made. Please let me know if you 
wish to set up an incremental payment plan or schedule, I will be happy to discuss this with you. Master Card and Visa payment 
options are available for your convenience. If you wish to use your health insurance too help with the cost of sessions, co-pay and 
deductible payments are expected at the time olt' the appointment. You will be responsible for any unpaid balance with the 
exception of circumstances or fees specified in provider agreements with your insurance or managed care company. Patient billing 
statements are issued once monthly. Should you have any questions regarding your statement or insurance claim, please contact my 
office manager, Debra Patterson, at (865) 376-1585. 

I recognize that from time to time circumstances may arise which impact one's capacity to meet payments on the agreed-upon 
schedule. Should this occur, please let me know. I will be happy to work with you on a payment plan, which is manageable for you. 
However, in the event that a good faith effort is not made toward addressing your financial obligations for payment for services, I 
reserve the right to turn delinquent accounts over to collection. 

Consent to Treatment: 

I/We hereby authorize Belinda Leventhal, LCSW, to administer treatment intervention as deemed necessary or desirable for 
my/our. I/we read, understand, and agree to the above treatment and financial responsibilities and procedures. 

Signed: DATE: 

Therapist: DATE: __________ _ 
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CLINICAL ASSESSMENT SURVEY 
Date: ----

1 
') 
L 

3 ·--
4 
5 --
6 
7 
8 
9 
1 0 
11 --
12 --
1 3 
14 --
15 
16 
17 
18 
19 
20 
21 --
22 --)3 
24 
25 
'6 
27 
)8 

'9 --
10 --
1·1 
1:2 
13 

-
14 
> )' 

)~ 

:() 

Be 

ex 
m 

H , , 

Your feelings bei~~urt by others 
Feeling lonely ·-!_eeling feariul 
Thinkinq others are to blame_ for your troubles 
Nervousness, shakiness, or unsteadiness inside 

;..-. -
Prolilerns remembering things 
The idea tha': somethin~rong with your ming_ 
Feelinq afraid when you are ~en spaces -
Feeling guilli'.__ ·---
Feelinq tense ·-

Jl2inl,ing that others can control your thoughts _ 
Havl_ll8__l!:iougl1ts of l~l:!.9._YQl:1rself 
Being easily annoyed or irritated -
Thinking that you cannot trust mo~eople 
Feelino no inter~st i11 activiti1;:s you used to enjoy 
Feelinq like your eating is out of control 
Exoeriencinq temper outbursts that you cannot,~ 
Your mind sudd!?~.l!:!.9.J2lank .. 
Becominq scared for no reason 
Feelinq that people dis~ou . 
Havi11g lo check over wl1at you do several times 
£.E!_eling i11ferior to othe~le 
Arquinq frequently ·---·-· 
Feelinq uneasy or nervous when alone 
Feeling like you couldn't sit still 
Feeling an urge to breal, thirlqs . 
Feelinq worthless 
Thoughts of death DI' d~ 
Tl1inking you should be punished . 
Experiencing difficulty making decisions 
Having trouble falling asl~-
Feeling others are watching or talking about you 
Feeling like you had to avoid certain things or pl, 
they scared vou 
Feeling l1opeless 
Exper·iencino difficulty concentrating 
Feelirlg_ like )'OU_wanted to injure or harm someor 

,--7- Experiencinq spells of terror _or eanic 
8 _Thinking that pecple will take advantage of you i ·-
!l 1ce1:ling physically weaker than normal ·-
I) l'·ee/inq others are not ~you tile credit you~ 


