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                          Nay Intake Form 

Have you been in therapy before?  Yes____    No ____  If yes, when? ________________________________________________ 
Purpose of therapy and was treatment successful: 
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
________________________________________________________________________________________________________ 
Purpose of Seeking Therapy:  Therapy begins with a clarification of the reason for seeking therapy and the goals you would like 
to accomplish.  Reason for seeking help at this time . . .  
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
________________________________________________________________________________________________________ 
Goals I/We would like to accomplish during therapy . . . 
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
________________________________________________________________________________________________________ 
 

Your Therapist . . . Mitzi D. Nay, MSW π Licensed Clinical Social Worker 
Mitzi Nay has a Bachelor of Arts degree in Social Welfare with honors, and a Master of Social Work with a mental health 
concentration. She is a licensed Clinical Social Worker (LCS 20027). 
 

OUR POLICY IS PAYMENT IN FULL ON THE DAY OF EACH SESSION. 
There is a $10.00 service charge if full payment is not received on the day of your session. 

   
Fees for Services – Mitzi Nay 

Standard session/45 min.  $100  
Intake Session/60 min.   $130 
PreπOp Interview/Report  $185   
Session/30 min.   $  67 
Telephone Consultation  $  33  (15 min. or any portion) 
Off Days/45 min.   $130 

                    
Fees vary for special services such as psychological testing, report writing and review, summation of notes, mediation, 
reports, consulting with other professionals, or legal services.    
 
There is a 48 hour (2 day) notice required for reπscheduling or canceling an appointment.  The full fee will be charged 
for sessions missed without such notification.   
 
Date: ___________________________ 
 
Client Signature:__________________________________________ 
 
If client is a minor, please complete:   
I hereby grant permission for my child (print name)_____________________________________________to receive counseling.   
 
Signature Parent/Legal Guardian: _____________________________________Relationship: ___________________________ 
 
 

 
 
 
 
 
 



 





  
thinking about, or handling situations which can cause you to feel very upset, angry, depressed, challenged or disappointed.  
Attempting to resolve issues that brought you to therapy in the first place, such as personal or interpersonal relationships may 
result in changes that were not originally intended.  Psychotherapy may result in decisions about changing behaviors, 
employment, substance use, schooling, housing or relationships.  Sometimes a decision that is positive for one family member is 
viewed quite negatively by another family member.  Change will sometimes be easy and swift, but more often it will be slow and 
even frustrating.  There is no guarantee that psychotherapy will yield positive or intended results.  During the course of therapy, 
your therapist is likely to draw on various psychological approaches depending, in part, on the problem that is being treated and 
his assessment of what will best benefit you.  These approaches include behavioral, cognitiveπbehavioral, psychodynamic, family 
systems, developmental (adult, child, family), or psychoπeducational. 
 
Discussion of Treatment Plan: Within a reasonable period of time after the initiation of treatment, your therapist will discuss 
with you (patient) his/her working understanding of the problem, treatment plan, therapeutic objectives and his/her view of the 
possible outcomes of treatment.  If you have any unanswered questions about any of the procedures used in the course of your 
therapy, their possible risks, your therapist’s expertise in employing them, or about the treatment plan, please ask and you will 
be answered fully.  You also have the right to ask about other treatments for your condition and their risks and benefits.  If you 
could benefit from any treatment that your therapist does not provide, he has an ethical obligation to assist you in obtaining 
those treatments. 
 
Termination:  As set forth above, after the first couple of meetings, your therapist will assess if he can be of benefit to you.  Your 
therapist does not accept patients who, in his/her opinion, he cannot help.  In such a case, he will give you a number of referrals 
that you can contact.  If at any point during psychotherapy your therapist assesses that he/she is not effective in helping you 
reach the therapeutic goals he/she is obligated to discuss it with you and, if appropriate, to terminate treatment.  In such a case, 
he/she will give you a number of referrals that may be of help to you.  If you request it and authorize it in writing, your therapist 
will talk to the psychotherapist of your choice in order to help with the transition.  If at any time you want another professional’s 
opinion or wish to consult with another therapist, your therapist will assist you in finding someone qualified, and if he/she has 
your written consent, he/she will provide her or him with the essential information needed.  You have the right to terminate 
therapy at any time.  If you choose to do so, your therapist will offer to provide you with the names of other qualified 
professionals whose services you might prefer. 

Payment Policy 
When you arrive for your appointment, please stop by the front desk to make payment.  We accept:  

1) Debit Cards/ATM 
2) VISA 
3) MasterCard  
4) American Express 
5) Discover Card 
6) Cash 
7) Check    

Note: Payment in full is due on the day of service, or a $10.00 late fee will be charged.  Overdue accounts are liable for interest 
charges of 1.5% per month and subject to collection proceedings. Returned checks are subject to a $25.00 fee.   
  
Cancellations/Missed Appointments.  Since scheduling of an appointment involves the reservation of time specifically for you, a 
minimum of 48 hours (2 day) notice is required for rescheduling or canceling an appointment.  The full fee will be charged for 
late cancellation or missed appointment without such notification.  We will do our best to reach someone on the waiting list to 
fill your reserved time and then you will not be charged.  
I have read the “Office Policies and General Information Agreement for Services” carefully; I understand them and 
agree to comply with them.  
 Client/Guardian (Print Name)_____________________________________________________________ 
 
 Signature______________________________________________________Date ___________________ 
 
 Therapist Signature______________________________________________ Date ___________________ 

 
         



: 
 
For your convenience, you may keep a credit card authorization on file to pay for your sessions.    
 
I, (please print name) __________________________________________________________________,  

                                       Client Name/Responsible Party 
 
authorize Life Source, Inc. to charge my credit card for future sessions/services. 
 
Please check:     ____ Visa          ____ MasterCard           ____Discover           ____American Express 
 
Credit Card #______________________________________________________Expiration Date___________ 
 
Name on Card (please print): _______________________________________________ Billing Zip Code:__________________ 
 
Authorized Cardholder Signature______________________________________________________ Date __________________ 
                                                

                    
Insurance Information 

Please present your insurance card to the receptionist so a copy can be made for your file.  It is your responsibility to 
contact your insurance carrier to learn their reimbursement policies. Not all services are covered benefits.  
 
The Health Insurance & Confidentiality of Records section of the “Office PoliŎies & Geneal Infƻrmation  
Agreement for Services” explains some issues you need to consider in submitting claims for reimbursement with 
your insurance company.  
 
Please complete this information if you wish to bill your insurance company: 
 
INSURED/EMPLOYEE NAME (please print): ____________________________________________________________________ 
 
Relationship to Patient: _________________Insured/Employee SS#______________________ & Birth Date: ________________ 
 
Insured’s Employer___________________________________________   Group #_____________________ 
 
If the address info is the same as the patient—write “SAME”: 
 
Address______________________________________________City, State & Zip ______________________________________ 
 
Home Phone_______________________ Cell Phone: __________________________ 
 
Please request “Insurance Claim” form from the receptionist before or after your appointment. You are responsible for 
mailing the claim to the insurance company and tracking your reimbursement 
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