
      

 

Thank you again for contacting me. As we discussed, I have enclosed paperwork for you to complete and bring with you 
to your session. I am located at 1422. W. Saginaw Street, East Lansing, Michigan, which is on the corner of Coolidge and 
Saginaw. The driveway to the practice is located off Coolidge, and the sign on my building is THERAPY SPACE, which is 
next to a State Farm agent. Please enter, and have a seat in the lobby. There is no receptionist, so I will come get you at 
the start of your appointment. 

Please also bring your driver’s license and insurance card. It would be a good idea to double check your mental health 
benefits, so you understand whether the deductible has been met. If your deductible is met, then all I collect is the co-
pay, which typically is what you pay your doctor per visit.  

Also, coordination of care with your doctor can be an important part of treatment. Please consider completing the 
disclosure form to allow me to contact your doctor, psychiatrist, psychologist, therapist and/or other member of your 
health care team. 

If you have any questions, please contact me at 517-243-2047. I look forward to seeing you!  

Sincerely, 

Starr Golembiewski, LMFT 

   

1422 W. Saginaw Street, East Lansing, Michigan  48823 



CONSENT TO TREATMENT                                                               Starr Therapy Services, LLC 

Thank you again for choosing Starr Therapy Services, LLC. As a licensed marriage and family therapist in the state of Michigan, Starr 
Golembiewski provides psychotherapy to individuals, families and couples as sole proprietor/owner of Starr Therapy Services, LLC. 
Starr Therapy Services, LLC, does not provide medical advice, prescribe medications, or perform medical procedures, and is also NOT 
affiliated with any hospitals or medical practices. Collaboration between the client and the client’s medical provider may occur as 
necessary for therapeutic treatment and with the patient’s permission. 

COST & SESSION TIME 
Therapy sessions are typically 55 minutes. Weekly sessions are recommended in the beginning to facilitate change, and then bi-
weekly sessions until goals are met. In cases of gridlocked conflict, some family and couple therapy may require 2-hour sessions that 
are pre-planned as part of treatment. These sessions are not reimbursed by insurance companies. The first meeting, called an intake 
session, is $200. Subsequent sessions are charged based on time at the following rates: 55 minutes, $175; 45 minutes, $150; 30 
minutes, $120; 110 minutes, $200. In cases where insurance requirements for medical necessity are not met, and/or medical 
insurance is not an option, the out-of-pocket cost per 55 minutes is $100. Payment is due at the time of service, and not dependent 
upon client’s third-party reimbursement from insurance coverage. The client is responsible for ensuring benefits coverage from third 
parties, such as insurance companies, and communicating deductible, co-pay and/or co-insurance amounts to the therapist. Co-
payments are collected at the end of each session. Visa, Mastercard, check and cash are accepted. There is a $25 fee for all 
returned checks. Additional fees may apply for professional assessments that help with understanding parenting, couple and family 
dynamics. In those instances, the client pays the assessment company directly, and not Starr Therapy Services, LLC. Report writing is 
charged at $150 per hour.  

All sessions occur in-person at Starr Therapy Services, LLC, located inside Therapy Space at 1422 West Saginaw Street, East Lansing, 
Michigan, 48823. Starr Therapy Services, LLC, does not provide therapy services via phone, skype or other electronic methods. In 
addition, Starr Therapy Services does not provide emergency services as clients are encouraged to visit a Community Mental Health 
Agency. 

In cases where balances have accrued, Starr Therapy Services will work with the client to establish payment plans to reduce the 
balance owed. If clients do not adhere to the agreed payment plan, and balances are not being paid, Starr Therapy Services LLC, will 
begin the collections process through a third-party entity. Any collection fees assessed are charged in addition to the balance 
accrued. 

MISSED APPOINTMENTS 
Sometimes a person needs to miss their session. If that is the case, please provide 24-hour notice of cancellation. A $75 fee is 
charged when the client: arrives 30 minutes, or more, late for an appointment; does not arrive for their appointment; cancels the 
appointment less than 24 hours prior to the set time they are suppose to arrive. In the case of excessive absences, the therapist will 
use her discretion in deciding whether to terminate care at Starr Therapy Services, LLC, and refer the person to another therapist. 

CONFIDENTIALITY 
Information discussed in session is kept confidential, and not released to any other person or entity without written permission from 
the client.  There are exceptional circumstances where information is shared with a third party without the client’s permission. 
These exceptional circumstances include: 1) If you threaten serious bodily harm to yourself or another person, the therapist is 
required by law to inform the intended victim and/or the appropriate law enforcement agency; 2) If your therapist is subpoenaed  
by a court of law to provide specific information, then the therapist is obligated to reply; 3) If you reveal information to your 
therapist about child abuse and/or neglect, or vulnerable adult abuse and/or neglect, the therapist is required as a Mandated 
Reporter in the State of Michigan to report this information to the appropriate authority. After reading this carefully, please sign the 
contract below. Anyone over the age of 18 must sign this form in order to be treated by Starr Therapy Services, LLC. Parents or Legal 
Guardians must sign for anyone under 18 years old. 

I have read and understand the information provided in this document and agree to the procedures and conditions as outlined. I 
understand that I may terminate therapy at any time, and will be responsible for those sessions already completed.  

Patient Name (Print):__________________________________________________    Date:_________________________________ 

Patient Signature:_____________________________________________________   Date:_________________________________ 

Parent Signature (if patient is a minor):____________________________________   Date:_________________________________ 

Therapist Signature:___________________________________________________   Date:_________________________________ 



 

Please sign below to acknowledge that you have read the Notice of Privacy Practices and that a copy of the notice has been provided 
to you upon your request. 

Patient Signature:___________________________________________________    Date:____________________________________ 

Parent Signature:___________________________________________________     Date:____________________________________ 

At times there are persons who join the therapy process who are not identified as the "patient", however are important to 
treatment. By signing below you acknowledge this is a health care setting. The protections in place through our practice's HIPAA 
policies protect you to the same degree as the primary patient. If a minor is joining the therapy process, the parent or Iegal guardian 
must consent to this participation by signing below. 

Signature:_________________________________________________________   Date:____________________________________ 

Signature:_________________________________________________________   Date:____________________________________ 

INSURANCE CONSENT 

By signing below, I give permission for Starr Therapy Services, LLC., to release all required information to a third-party biller that will 
attain payment from my insurance company for services rendered. I understand that if my insurance company does not cover these 
services, I am responsible for the balance. 

Signature of Insured:_________________________________________________  Date:____________________________________ 

ADDENDUM TO CONSENT TO TREATMENT: CELL PHONE CONSENT 

Many conversations are better to have within the safety and security of a therapy session. For this reason, I encourage phone 
communication for the purposes of scheduling an appointment. Providing my cell phone number is for ease of scheduling, and is not 
to be misconstrued as an emergency resource or 24- hour access to my services. If you are in crisis, you are instructed to contact 
your local Community Mental Health agency (listed below), call 911 or go to your local emergency room. 

Livingston County: 517-548-0081          Ingham County: 517-346-8200         Oakland County: 800-231-1127 

Please know that calls and texts are answered at my earliest convenience, which can take up to 72 hours. In addition, please respect 
typical business operating hours when calling or texting.  

HIPAA PRIVACY DISCLOSURE: Please be advised that communication via cell phone is not secure. While all efforts will be made to 
maintain your privacy, the confidentiality of cell phone calls or texts, cannot be guaranteed.  By signing below, I understand and 
accept the conditions above.  

Client Signature:___________________________________________________   Date:_____________________________________ 

Parent Signature:__________________________________________________    Date:_____________________________________ 

  



REGISTRATION & INTAKE FORM 

PATIENT DEMOGRAPHICS & CONTACT 

Patient Name:  
 
 

CURRENT ADDRESS: _____________________________________________ 
City:  _______________________    State: ______   Zip Code: __________           

Cell Phone: _________________ Home Phone: ___________________ 

Email: ____________________________________________________ 

APPOINTMENT REMINDERS & COMMUNICATION ABOUT APPOINTMENTS 

Appointment times are considered “protected health information” under HIPAA. By 
signing below, I am waiving my right to keep this information completely private so I 
can receive an appointment reminder via text or email two days prior to my 
appointment. No show/late cancel fee still applies if text is not received. 
 

Signature:_________________________________Date:_______________ 
 

EMERGENCY CONTACT 

NAME:_______________________ Relationship to Patient:_____________ 

Phone:________________________________________________________ 

WHO REFERRED YOU? 

Doctor: Therapist: 
Website: Search Engine: 
Social Media: Other: 

May I send a general thank you?            YES         NO     

Where should I send the thank you?________________________________ 
 

Date of Birth: 

Social Security No: 

Please Circle One: 
MARITAL STATUS: 

Married Single Other 

EMPLOYMENT STATUS: 

Full-time Part-time Disability 

 
Household Members: 

Name Relationship Age 

   

   

   

   

   

   

   

 
 

CURRENT MEDICAL BACKGROUND 

Primary Care Physician: ______________________________ Address: __________________ Phone: _______________ 

Medical Conditions: ________________________________________________________________________________ 

Medications:  ______________________________________________________________________________________ 

__________________________________________________________________________________________________ 

How long have you been taking these medications?________________________________________________________ 

INSURANCE & BILLING INFORMATION 

Person Responsible for Bill:  ____________________________________ Social Security #:________________ 

Address:__________________________  City:______________ State:_________ Zip Code:______________ 

Primary Insurance Company Name:____________________________________________________________ 

Subscriber ID/Member ID:______________________________________ Group Number:_______________ 

Patient Relationship to Insured (please ciricle):      SELF          SPOUSE            CHILD          OTHER:_____________ 

Subscriber Name:________________________________________ Subscriber DOB:____________________ 



SYMPTOMS 
Patient Name: 
 

Briefly describe the main reason you are seeking therapy services: 
 
What do you hope to gain from therapy? Date of Birth: 

 

CURRENT SYMPTOMS 
__Nervousness __Shaky/Tremors __Bowel Disturbances __Inattention 
__Body Tension __Nightmares __Memory Problems __Mood Swings 
__Indecisive __Unmotivated __Fatigue __Irritability 
__Impulsive __Too Little Sleep __Anxiousness __Lonely 
__Difficulty Relaxing __Too Much Sleep __Excessive Worry __Quick to Anger 
__Shy with People __Excessive Sweating __Racing Thoughts __Panic Attacks 
__Stomach Trouble __Dizziness __Self-critical __Overeat/Binge 
__Nausea __Headaches __Poor concentration __Suicidal Thoughts 
__Self-Harming Behaviors __Fainting __Crying Spells __Loss of Interest in Sex 
__Disinterest in activities __Isolating From Others __Heart Palpitations  __Weight Gain _____lbs 
__Weight Loss _____lbs __Teeth Grinding __Drink Too Much __Can’t Keep Job 
__Exercise Excessively __Poor Work Performance __School Problems __Negative Body Image 
__Abusing Pain Meds __Illicit Drug Use __Inferiority Feelings __Lack of Focus 
__Feeling Out of Body __Restlessness __Other: __Other: 

 

CURRENT CONCERNS 

__Loss of Loved One __Suicidal Thoughts __Divorce/Separation __Trauma 
__Family Conflict __Spouse/Partner Conflict __Substance Abuse __Job Change 
__Lifecycle Transition __Employment Concern __Stress __Parenting 
__Abortion __Emotional Abuse __Physical Abuse __Phobia 
__Health Problems __Chronic Pain __Suicidal Behaviors __Codependency 
__Eating Disorder __Pornography  __Financial Problems __Gambling 
__Custody Concerns __Unhappy/Depressed __Violent Behavior __Fertility Problems 
__Caring for Elderly __Gender Identity __Sexual Identity __Low Self-Worth 
__Interpersonal Problems __Other:______________________________________________________________ 

 
 

MEDICAL/PSYCHIATRIC HISTORY     Please check all that apply 

__Cancer __Diabetes __Asthma __Seizures __Blood Pressure __Lung Disease 
__Heart Disease __Stroke __Any STD __Arthritis __Thyroid Disease __Migraines 
__Trauma Brain Injury __Ulcer __PTSD __AIDS/HIV __Cirrhosis __Anxiety Disorder 
__Nerve Disorder __PCOS __Learning Disorder __Substance Abuse __Eating Disorder __IBS/Colitis 
__Bipolar Disorder __Ulcer __Depression __ADHD __Psychotic Disorder (such as schizophrenia) 
__Nerve Disorder __Migraines __Fibromyalgia  __Heart Attack __Auto Immune Disorder 

 
Which relatives have experienced any mental health or substance abuse related difficulties? 
 
Relationship to you:_________________________________  Mental/substance difficulty:____________________________________________ 

Relationship to you:_________________________________  Mental/substance difficulty:____________________________________________ 

Relationship to you:_________________________________  Mental/substance difficulty:____________________________________________ 

Is there anything else I should know about your medical history? 

 
 
 



RISK ASSESSMENT 
SUICIDE/SELF-HARM ALCOHOL/SUBSTANCE USE 

I am currently having suicidal thoughts.                     YES  or   NO 
 

I take recreational drugs.                                          YES   or    NO 
    Substance(s):________________________ 
    Frequency:__________________________ 
 

I have attempted suicide in the past two weeks.                YES   or    NO 

    Method:_________________________________________ 

I have attempted suicide in the past.                                      YES   or    NO 

    Method:_________________________________________ 

I have been hospitalized for suicidal thoughts/behavior.    YES   or    NO 

    When?___________________________________________ 

I engage in self-harming behavior (ex: cutting/burning)     YES   or    NO 

 

Marijuana Use      YES    or     NO 

    Amount :_______________ 

    Frequency:______________ 

Alcohol Use            YES    or     NO 

    Amount :_______________ 

    Frequency:______________ 

 

Cigarette Use         YES    or     NO 

    Amount :_______________ 

    Frequency:______________ 

Caffeine Use           YES    or     NO 

    Amount :_______________ 

    Frequency:______________ 

 

Has anyone close to you attempted suicide?              YES   or    NO 
 

Have you sought treatment for substance abuse?  YES  or  NO 

Has anyone close to you completed suicide?             YES   or    NO 
 

Has family been treated for substance abuse?         YES  or   NO 

COPING & SELF-CARE 
 
Check all the following supports that you use: 
__Nuclear Family __Extended Family __Intimate Partner __Close Friend __Group of Friends 

__Church/Religion __12-Step Program __Support Group __Service System  

Check all the ways you currently cope, and take care of yourself: 
__Balanced Nutrition __Plenty of Sleep __Watch TV/Movies __Use Social Media __Engage Socially 

__Meditate __Pray __Exercise/Yoga __Journal/Write __Listen/Play Music 

__Positive Self-Talk __Artistic Expression __Read __Take time to laugh __Color 

__Other:____________     

     
 

 

  



CREDIT CARD AUTHORIZATION FORM 

Starr Therapy Services, LLC., uses an integrated electronic medical record-keeping system for client charts and 
credit card processing. This form serves as authorization to input your credit card information into our secure 
system and charge the card when a balance becomes due on the account. Typical charges that are placed on 
your credit card include: co-payments, deductibles, document preparation/report writing fees, late cancel and 
no-show fees, and returned check fees. Should you choose not to pay with a credit card, you may also pay 
with check or cash.  

TYPE OF CARD (Circle one): 

 
Credit Debit HSA 

TYPE OF CARD (Circle one): 

 
Mastercard Visa AMEX 

 
Name of  Cardholder:__________________________________________________________ 
 
Card Number: ________________________________________________________________ 
Expiration 
Date:_________ 

Billing Zip 
Code:____________ 

CVV2 Security Code 
(3-4 digit code on back):_________________ 

 
Authorizing Signature:__________________________________________________________ 
 
Client Name (PRINTED):________________________________________________________ 

 

 

  



AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION 

Starr Therapy Services, LLC. 

Patient Name:______________________________________________ 

Patient Address:____________________________________________ 

__________________________________________________________ 

Patient DOB:_________________ 

Patient Phone:________________ 

 
I authorize _________________________________________________________________________________ 

Name of Physician/Therapist/Healthcare Agency 

         ___________________________________________________________________         _____________________________________ 
                                    Address of Physician/Therapist/Healthcare Agency                                  Phone of Physician/Therapist/Agency 

To release the protected health information checked below: 

___ Psychotherapy Notes ___Assessment ___Diagnosis ___Psychosocial Evaluation 
___Psychological Evaluation ___Progress in Treatment ___Demographic Information ___Treatment Plan or Summary 
___Current Treatment Update ___Presence/Participation  ___Educational Information ___Discharge/Transfer Summary 
___Dates of services with corresponding charges 
___Other:________________________________________________ 

___Financial balances (able to accept payment from authorized party      
       identified on this form.) 

 

Name of person to whom records should be released:______________________________________________ 

Address:___________________________________________________________________________________ 

Phone:___________________________________________    Fax:____________________________________ 

Reason for Release:   To coordinate care when appropriate, and share information to support assessment, treatment and treatment 
planning. 

Revocation: I understand that I have the write to revoke this authorization at any time when I send written notification to my 
provider at the respective office where I render services. I further understand that a revocation of authorization is not effective to 
the extent that action has been taken in reliance of this authorization. 

Expiration: Unless revoked in writing, this authorization expires 365 days from the date of signature. 

Conditions: I understand that my signature on this authorization has no relationship to my ability to receive treatment, payment, 
enrollment or eligibility of benefits. 

Form of Disclosure: Unless you have specifically requested in writing that the disclosure be made in a certain format, we reserve the 
right to disclose information as permitted by this authorization in any manner deemed appropriate and consistent with applicable 
law, including, but not limited to, verbally, in paper format or electronically. 

Redisclosure: I understand that there is the potential for protected health information that is disclosed pursuant to this 
authorization to be re-disclosed by the recipient, and protected health information will no longer be protected by HIPAA privacy 
regulation, unless a state law applies that is stricter than HIPAA and provides additional privacy protections. 

A copy of this authorization will be provided upon your request. 

PRINT NAME OF CLIENT:______________________________________________________________________________ 

SIGNATURE OF CLIENT:___________________________________________     Date:_____________________________ 

  


