Northampton Center for DBT 
Kristen Joyce, LMHC

Mail: P.O. Box 14 Northampton, MA 01060
Telephone: 978-697-3903
Email: Kristen@KristenJoyce.com



New Participant Information

Name: _________________________________	Phone: _______________________________
Home address: _______________________	Email: 	 _______________________________
City/State: ____________________________	SSN: 	 _______________________________
Date of Birth: _________________________	Gender: ______  Marital Status: ______

May I contact you at this phone number? Y  N        May I email you?  Y  N

Primary Care Physician Name and Office Phone Number__________________________
Do you have any known allergies? ___________________________________________________

Do you have a history of mental health treatment? If so, please describe. ____________________________________________________________________________________________
Do you have a history of substance abuse and/or substance abuse treatment? If so, please describe.
____________________________________________________________________________________________

Please list any medications you are currently taking. ____________________________________________________________________________________________
Who prescribes these medications? ____________________________________________________________________________________________
Are you currently in therapy? If so, who is your primary therapist? ____________________________________________________________________________________________

Emergency Contact Name/Relation/Phone number: ____________________________________________________________________________________________

Who referred you to Northampton Center for DBT?: ____________________________________________________________________________________________

Please Complete Back of Page






[bookmark: _GoBack]Agreements


Financial Responsibility: I, the above named participant, hereby state that I am responsible for payment for all services.
Initial_______________________


Cancelation Policy: I, the above named participant, hereby agree that I am responsible for payment to Northampton Center for DBT for sessions which I consented to attend (ie the number of classes in a module) but then canceled without 24-hour-notice or no showed. I understand that I am responsible for the full cost under these circumstances and will not be reimbursed.
Initial_______________________


Acknowledgement:
I, the above named participant, hereby acknowledge that my initials above and signature below are confirmation that I understand and accept the terms and conditions of this authorization and agreement.

Signature and Date:_______________________________________________________
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