Mark Groblewski, LCSW
1110 Nasa Parkway, Suite 545K
Houston TX 77068

832.697.7915 (cell)
281.992.0287 (Fax)
CLIENT INFORMATION
Date: ____________

Client Name:________________________________________________________________________
DOB_____________
Gender: M F
Student Status:
FT
PT N/A
Address______________________________________________________________________________
City: ___________________________________________

State: ___________ Zip Code __________

Phone # Cell:___________________ Home:_______________ Marital Status: S M Separated D W
Email Address:________________________________________________________________________
Emergency Contact___________________________________Relationship______________________
Phone:______________________
Preferred appointment method: (check all that apply) _________ Office __________Videoconference (Zoom)
____________________________________________________________________________________
CREDIT CARD AUTHORIZATION
I hereby authorize Mark Groblewski, LCSW to charge my credit card below for ongoing payments due or
other charges related to on-going counseling services. This includes late cancellation or missed
appointment fees, as set forth in the Office and Procedures agreement.
This authorization is valid until cancelled by the undersigned.
Card Type: _____Visa ____Mastercard

Usual charge amount: $__________ (subject to change)

Card number_______________________________ Expiration Date _____/_____/__ CVV#_________
Name ____________________________________________________Billing Address Zip ___________
Email Address __________________________________________ Date Authorized ________________

__________________________________
Signature of Authorized Card Holder
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Mark Groblewski, LCSW
1110 Nasa Parkway, Ste. 545K
Houston, TX 77058
(832) 687-7915; Groblewski7@msn.com
Office and Procedures Agreement – (Adult) for Individual, Couples, Family, or Group Therapy
Consent for Treatment
I give full consent for myself to participate in Psychotherapy for Individual, Couple, Family, or Group
Treatment. I certify that I have the legal right to seek therapy for myself and am not bringing myself in for
the purpose of obtaining testimony from anyone to be used in a lawsuit.
Confidentiality
Information obtained in the process of psychotherapy will not be disclosed to any outside person(s) or
agency without my/our written permission except when in the judgment of the therapist such disclosure is
necessary to protect you or someone else from harm, or is otherwise legally required and/or allowed by law.
Financial Policy
I am concerned about your mental health expenses and want to address issues pertaining to the cost of
services in this office. Much care has been given to the rates set for your therapy. I want to assure you that
all charges are in accordance with the customary psychotherapy charges in the area, and they will
appropriately reflect the depth of care given and the ability and proficiency required for your care. Feel free
to discuss the rate structure with me.
Payment Policy
Payment is to be made at the time of each visit. We will coordinate payment with your insurance company,
but this option must be discussed prior to your appointment. Please schedule a time to meet or talk with me.
Otherwise, all charges are payable at the time the service is rendered. A fully documented, universally
accepted insurance form will be provided as your receipt. Your bill may be paid in cash or by check.
Insurance
Insurance is a personal contract between you and your insurance carrier. My fees are set independently and
are a contract between you and my office. We will submit claims for managed care members and your
deductible or co-payment is required when service is rendered. If for any reason your insurance carrier does
not pay within a reasonable period of time (within 60 days of filing for benefits), you are fully responsible for
all charges incurred.
Insurance and Assignment of Benefits
Upon agreement, insurance claims may be filed by Mark Groblewski, LCSW. If agreed upon, I understand
that my authorization to assign benefits to Mark Groblewski, LCSW, does not constitute a relief of my
financial responsibility for services rendered. I authorize assignment knowing that this does not guarantee
that benefits will be paid directly to the provider, and this does not remove my financial responsibility for
services rendered. I understand that payment is due at time of service.
If, for any reason, my insurance carrier does not pay within a reasonable time (within 60 days of filing for
benefits), then I am fully responsible for all charges incurred. My insurance is a contract between myself and
my insurance company, and I am responsible for all moneys that the insurance company does not pay. All
charges are due and payable within 30 days of the first billing.
Initial___________
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Missed Appointment and Cancellations
If you find that you cannot keep an appointment, please cancel the appointment at least 24 hours in advance.
This courtesy allows other individuals the chance to be seen. Appointments that are not canceled at least 24
hours before the scheduled time will be charged a $65 fee. This charge is NOT reimbursable by insurance
carriers and you are personally responsible for that fee. You may leave a message at 832-687-7915, if
necessary; however, the message must be made within the 24 hour-notice period. A cancellation with less
than 24 hour-notice will be charged the cancellation fee which is equivalent to the missed appointment fee.
My policy is to secure you credit card number at the initial session, which will be kept on file to bill for
cancellations.
Professional Fees
My 50-minute fee for Individual Therapy, Family Counseling and Couples Therapy is $140.00 after an initial
visit fee of $160.00. My 90-minute fee for Group Therapy is $75.00 per member. In addition to weekly
appointments, it is also my practice to charge $65 on a prorated basis for other professional services that you
may require. This includes but is not limited to, report writing, attendance at meetings or consultations with
other professionals whom you have authorized, preparations of records or treatment summaries, or the time
required to perform other similar service which you may request of me. Telephone conversations which last
more than 15 minutes will be charged at the appropriate prorated therapy session fee.
In unusual circumstances, you may become involved in a litigation that may require my participation. You
will be expected to pay for my required professional time, even if I am compelled to testify by another party.
Because of the complexity and difficulty of legal involvement, I charge $300.00 per hour – with a 4-hour
minimum. This is not a payment for testimony, but to reimburse me for time away from this practice, as well
as the preparation and attendance required, at any legal proceeding.
Other Fees:
Please note that the office policy is a $35 fee on all returned checks. Any account which is 30 days past due
will accrue interest at the rate of 1.5% per month. A collection agency may take over in case of delinquent
accounts. If your account is placed with a collection agency, you will be responsible for all costs associated
with the collection of the past due amount.
1. I authorize payments of medical benefits to Mark Groblewski, LCSW, for services rendered.
2. I have read and understand my financial responsibilities under these policies.
3. I hereby authorize the release of any and all medical information necessary to process this claim, to
my insurance company and/or managed care company.
4. I have read, understood, agree, and consent to the above-stated conditions necessary to receive
psychotherapy services from Mark Groblewski, LCSW.

___________________________________________
Patient Signature*
Date

_______________________________________
Witness
Date

*Please sign in the presence of Mark Groblewski, LCSW

PLEASE NOTE: I will provide your therapy treatment and want your active participation. Please make any
recommendations you believe will aid in improving your care. I want and need your input and cooperation.
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Couples Introduction Form - To be Completed by Couples in Counseling

Instructions: Each member of the couple is asked to complete this form individually
1.

What do you imagine it is like being in a relationship with you?

2. What are the strengths of this relationship?

3.

What (if any) medications are you taking:

Alcohol and Drug History:

4. Is there a history of violence in your family of origin or in your current relationship? This is very
important for you to tell me so that the two of you as a couple can feel safe with one another.

5. What would you most like to get out of our work together?
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6. Describe your previous individual or couple’s therapy experience if you have had any.

7. Attraction Phase: Describe falling in love with your partner. What were the traits they
possessed that made you decide to connect with them?

8. Power Struggle: (Things changed when…)

9. Is there anything else I need to know about you and your relationship that would be important
so that I can be the most helpful? Remember, I cannot hold secrets from your partner, but I can
help you tell them things you might be afraid to tell them.

10. Come having thought about these sentence stems…
a. Two strengths of our relationship are…
b. What I want to have that isn’t there yet is…
c. How I behave when I get triggered that might get in the way of me getting what I want is…
d. The vulnerable feelings underneath that behavior are…
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