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Summit Wellness Centers, PLLC

PO Box:
211 Arden, NC 28704
Client Information Survey (Completed by Client}

Date:

In order to better serve you, we would appreciate the following information. Please commplets this questionnaire
as fully and accurately ag you can,

Please Print:
Client Name: Sex: M F
Home Address: , Date of Birth: Age:

Marital Status:

Years Married: -
E-mail Address:
(Completing this is an “opt-In™ and signifies your comfort with electronis communications from our office regarding sppointments ernswsletters).
Phone Nomber (H): __ . (cell):_.

(Cell phones are not a8 secure a8 Jand-lines, but often our clients prefer this method of contact. Campleting this signifies your comfort
with cell phone commmnications with onr offics).

May we leave you a message at any of these phone numbers? Yes No
If no, please specify how you would like us to contact you.

List other family members/significant others living in the home;
Name Age Re to Client

List other children not living in the home:

Work/School
Current Employer/School Location
If in school or college, Current Grade/Year Highest grade ever completed




Please et me know sbout any gozl(s) pertaining to wark and/ or school you would like for us to focus on in our
work together,

Beliefs
‘What is your belief about God?

Do you cuxrently attend a church? If so, where?

Family History:
What words would you use to describe the family you grew up in?

Relationships
Please describe your most important relationship(s), and any goal(s) you may have for our work togsther
pertaining to this area of your life,

Today’s Appointment
Explain in your own words why yon have made this appointment today (your coach will discnss this with you
in more detail);

On a scale of 1-10, Please tell me how motivated you are to achieve your goal(s) in coaching.
(= Unmotivated  10=Very Motivated)

What is your goal(s) of our work together?

What achon(s) have you elready taken pertaining to these goal(s)?

ey

‘What do you perceive {o be your su'engthslabﬂiﬁes that will assist you in the process of achieving your goal(s)?




What personal weaknesses or vulnerebilities may hinder your success?

How did you hear about our practice or the specific coach that you are seeing today?

*Other information you fesl is impaortant that wasn’t asked abont:




Kevin Wimbish, MS

Summit Wellness Centers, PLLC
1293 Hendersonville Rd., Ste 23
Asheville, NC 28803

p) 828.692.6383

Coaching/ Organizational Consulting Agreement

This agreement is made between Kevin Wimbish, MS (coach), and

Client:

Company Name (if applicable):

All parties agree to the following:
Coaching Philosophy:

My style of coaching consists of many potential components: utilizing assessments,
identifying deeply held values, asking the right questions, listening carefully to
responses, identifying resources (strengths, qualities, experiences), helping the
individual overcome blocks to success, building emotional intelligence, and helping
one develop a high degree of self-care. We will work on helping you set clear goals
and objectives and we will regularly evaluate your progress.

Coaching is not therapy. Although | am trained in therapy, | do not engage in the
practice of therapy with my coaching clients. If issues arise that are best dealt with in a
therapeutic context, | will refer to appropriately trained professionals. It is aiso
important that you understand that | am a Christian and this impacts my worldview,
though I work with Christian and non-Christian coaching clients.

Coaching is for individuals who are emotionally and psychologically healthy and who
want to make changes to move forward in their professional and/or personal lives.

By entering this relationship, the coach and client acknowledge that the client wants to
make significant progress and change in his/ her life. “*Because progress and change
happen at rates that are unique to each individual, the coach and client commit to
working with each other for an initial three-month period after the initial, evaluative
meeting, unless other arrangements have been made, as may be the case when
working with organizations. This allows the coaching relationship necessary time to
develop and progress through objectives, cbstacles, and successes that occur.




Scheduling:

All coaching sessions are conducted by telephone, via Google Meet, and/ or in person
as permitted by geographic location.

At the scheduled appointment time, if conducted via phone, the client agrees to call
the coach at 828.329.5487. The coach and client commit to start and finish each
session on time. If the client is more than 15 minutes late for a coaching session the
coach will assume the session is canceled and the client will be charged a $60 fee.
The client understands that once scheduled, that time is reserved for him or her.

Rescheduling a coaching session is easily done with appropriate notice. If the client
needs to cancel an appointment, he/ she agrees to provide at least 24 hours notice via
call or email or be charged a $60 fee for the appointment.

In between coaching sessions, the client may feel free to email the coach, and the
coach will respond based on availability. Calls made between the scheduled meetings
are permissible based on availability. Both parties agree to keep these calls to 10
minutes or less. If requested calls become a regular occurrence, | understand that my
coach may discuss an additional fee for this service with me.

Because of the limitations of texting (asynchronous communication, lack of ability to
interpret non-verbals, etc...) it may be utilized for communication about scheduling,
homework assignments, etc... However, texting will not be used for more significant
discussions that are best suited for synchronous conversation (in person, via Google
Meet, phone.)

Confidentiality:

The coaching relationship is built on trust. The coach agrees to keep all conversations
and information with the client private and confidential with the following exceptions: 1)
The client signs a written release of information indicating informed consent to such
release; 2) The client expresses a clear and imminent intent to do serious harm to
himself/ herself or someone else; 3) There is evidence or reasonable suspicion of
abuse/ neglect against a minor child, elder person (65 or older), or disabled adult; 4) A
subpoena or court order is received directing the disclosure of information; or &) As
required by law. **When working with individuals within an organizational consulting
and/ or coaching arrangement, themes of information, rather than specific information
from individuals, will be discussed with the executive/ sponsor/ company contact
unless an Authorization to Release/ Exchange Confidential Coaching Records has been
completed. Information will be shared with the administrative team of Summit




Weliness Centers, PLLC as needed to facilitate the coaching/consulting process
(including scheduling, payments, etc...)

Organizational/ Team Consulting:

Plans for organizational/ team consulting will be discussed with the executive/ sponsor/
company contact and the coach. The coach will discuss a proposal that will include a
projected time frame for achieving desired results, as well as associated fees.

*Indicates throughout this document that arrangements may be different with
organizational consulting/ coaching based on agreements with the executive/ sponsor/
company contact.

Coaching Fees & Commitment:

Individual coaching meetings are typically conducted in approximately 55 or 30 minute
increments, at a frequency of 2 - 3 per month. The initial coaching session will be
approximately 55 minutes and the fee will be $110. The fee for each subsequent
coaching session is $110 for a 55 minute session or $70 for a 30 minute session.

*Because | desire to help my clients establish changes that become woven into their
lives, the initial commitment is for three months. After the initial 3 months, the
coaching relationship can be renewed on a month to month basis. The monthly
program may be canceled in writing at any time without penalty. If the client desires
certain assessments and/or the coach deems assessments necessary, the additional
fees for assessments will be discussed prior to them being given to the client.

“Fees are payable at each meeting or in advance of each meeting, with the exception
of organizational consulting agreements, which are handled according to the agreed
upon proposal.

Initial Commitment (Individual Coaching): Months, From: To:

Fees: $110 per 55 minute individual session or $70 per 30 minute individual session.

Requested sessions per month:

Requested duration of scheduled sessions (30 or 55 minutes):




Client billing agreement (for individuals,check one):

At the beginning of each 3 month term:

At the beginning of each month:

At each session:

Client was referred by:

May { thank the person who referred you? Y: N:

Preferred method of meeting (please check which method you prefer):
In the office:
Via Google Meet:

Via phone/ audio only:

Agreements:
1. Client agrees to call the coach at the scheduled time (if meeting via phone). Client is present
at the office or in the teleconferencing meeting at the scheduled time where applicable.

2, Client pays coaching fees at each meeting or in advance (applicable to individual coaching
arrangements).

3. Client will not record coaching sessions.

4. Client agrees to pay for long distance fees, where applicable.,

Client acknowledges & agrees that:

1. 1 am entirely responsible for my physical, spiritual, mental, and emotional well-being
during my coaching meetings/ calls. This includes my decisions and choices. |
understand that at any time, | can stop coaching.

2. Coaching is designed to facilitate growth pertaining to goals in one's personal and/ or
professional life, and plans/strategies and actions to achieve these goals.

3. Coaching is comprehensive and may involve all areas of one’s life. These areas may
include one’s health, relationships, work, finances, recreation and/ or education. |




understand that deciding how to incorporate coaching into, and make decisions and
choices about these issues/ areas are entirely my responsibility.

4. The diagnosis nor treatment of mental/ behavioral disorders as defined by the American
Psychiatric Association are involved in coaching. Coaching is not to take the place of
psychotherapy, counseling, psychoanalysis, substance abuse treatment, or care for
mental health. | will not substitute coaching for any of the aforementioned, nor
diagnosis, therapy, nor treatment.

5. If applicable, | have discussed whether coaching is advisable for me, and my decision to
move forward with the coaching relationship with the provider of my mental health care.

6. | understand the limits of confidentiality as required by law and as set forth in this
Coaching/ Consulting Agreement.

7. Information from our coaching sessions may be anonymously shared in teachings,
trainings, and/ or professional consultations.

8. Client will pursue guidance from other professionals pertaining to medical, legal,
financial, spiritual, business and/ or other concerns and understands that coaching is not
intended to be a substitute for advice from such professionals. Client understands and
acknowledges that all decisions and actions pertaining to the aforementioned and in
other areas of client's life are the sole responsibility of the client.

| have read and agree to the above. | also understand this document in its entirety, and if
uncertain as to any of its components, | have expressed that, and have had these items

explained to me,

Client Signature:

Date:

Coach's Signature:

Date:

“Indicates throughout this document that arrangements may be different with
organizational consulting/ coaching based on agreements with the executive/ sponsor/
company contact.

Portions of this document are adapted from the ICF Sample Coaching Agreement obtained from The
College of Executive Coaching.

Effective 1/1/23




Summit Wellness Centersy PLLC

PO Box:
211 Arden, NC 28704

Health Insurance Portability Accountability Act (HIPAA)
Client Rights & Therapist Dutles

We recognize that you are a coaching client. However, since our office handles Protected Health
Information for coungeling clients, we request that you read and complete this document,

This document contains important information about federal law, the Heelth Insurance Portability
and Accountability Act (HIPAA), that provides privacy protections and patient rights with regard to
the use and disclosure of your Protected Health Information (PHIT) nsed for the purpose of treatment,
payment, and health care operations. HIPAA requires that I provide you with a Notice of Privacy
Practices (the Notice) for use and disclosure of PHI for treatment, payment and health care
operations. The Notice, which is attached to this Agreement, explains HIPAA and its application to
your PHI in greater detail. The law requires that I obtain your signatere acknowledging that I kave
p!mvide@ you with this. If you have any questions, it is your right and obligation to ask so we can
have a further discussion prior to signing this document. When you sign this document, it will also
Tepresent an agreement between us. You may revoke this Agreement in writing at any time. That
revocation will be binding unless I have taken action in zeliance on it.

LIMITS ON CONFIDENTIALITY

"The law protects the privacy of all communication between & patient and a therapist, In most
situations, I can only release information about your treatment to others if you sign a written
authorization form that meets certain legal requirements imposed by HIPA A. There are some
situations where I am permitted or required to disclose information without either your consent or
authorization. If such & situation arises, I will liit my disclosure to what is necessary, Reasons I
may have to releass your information without authorization:

1. If you are involved in a court proceeding and a request is made for information

concerning your diagnosis and treatment, such information is protected by the
psychologist-patient privilege Iaw. I cannot provide any information without your (or
your legal representstive's) written authorization, or & court order, or if I receive a

subpoena of which you bave been properly notified end you have failed to inform me
that you oppose the subpoena. If you are involved in or contemplating litigation, you
ghould consult with an attorney to determine whether a court would be likely to order
me to disclose information.

2. Ifa government agency is requesting the infarmation for health oversight activities,
within its sppropriate legal authority, I may berequired to provide it for them. We




will share information about you if state or federal laws require it, including with the
Department of Health and Human Services if it wants to see that we’re complying
with federel privacy law. Additionally, we are allowed orrequired to shars your
information in other ways — usually in ways that contribute to the public good, such
as public health and research, We have to meet many conditions in the law before we
can share your information for these purposes. For more information see:
www.bhs.gov/ocr/privacy/hipas/understanding/consumers/index html,

- Iapatient files a compleint or lawsnit against me, I may disclose relovant

information regarding that patient in order to defend myself,

If a patient files a worker's compensation claim, and I am providing necessary
treatment related to that cleim. I must, upon appropriate request, submit freatment
reports to the appropriate parties, including the patient's employer, the insnrance
carrier or an authorized qualified rehabilitation provider.

I may disclose the minimum necessary health information to my business associates
that perform fimetions on our behalf or provide ns with services if the informetion ig
necessary for such fanctions or services. My business agsociates sign agreements to
protect the privacy of your information and are not allowed to use or disclose any
informetion other than as specified in our contract.

There are some situations in which I am legally obligated to take actions, which I believe are

necessary to atiempt to protect others from harm, and T may have to reveal some information about a
patient's treatrnent:

1‘

3.

If I know, or kave reason to suspect, that a child under 18 has been abused,
sbandoned, or neglected by a parent, legal custodian, caregiver, or any other person
responsible for the child's welfare, the law requires that I file a report with the North
Carolina Abuse Hotline, Once such a report is filed, I may be required to provide
additional information.

If1 know or have reasonable cause to suspect that a vulnerable adult has been abused,
neglected, or exploited, the law requires that I file a report with the North Carolina
Abusse Hotline. Once such a report is filed, I may be required to provide additional
information.

If I believe that there is a clear and immediate probability of physical harm to the
patient, to other individuals, or to society, I may be required to disclose information
to fake protective action, including commmunicating the information to the potential
victim, and/or appropriate family member, and/or the police or to seek hospitalization
of the patient.




' CLIENT RIGHTS AND THERAPIST DUTIES
Use and Disclosure of Protected Health Information:

. FarMeut—Weuseanddisehseyomheal&infonnaﬂoanmﬂyintheooumeof
yuurtreahnentlfweudshtopmvidoinfonnaﬁonomsidaofourpraeﬁoefmyom
treatment by another health cars provider, we will have you sign an authorization for
release of information. Furthermore, an authorization is required for most uses and
disclosures of psychothempy notes.

. Foquymm-Wemayuseanddiscloseyowhealthinﬁrmaﬁontoohtainpaymmtfar
smiccsweprovidetoyouasdelineatedinthﬂ'hmpyAgmement

- ForOpmk?ms-WBmaymoanddisdoseyonrhealthinfomaﬁonwnhinaspmtofour
in&:malopMms.Forexample,&Ismﬂdmeanareviewofrecordamasmneqnaliw.
We may also use your information to tell you about services, educational activities, and
programs that we feel might be of interest to you.

Patient’s Rights:

* Right to Confildentiality - You huve the xight to have your health care information
pmwcbed.Ifyonpayforaserviceorhnalthmitemout-of—pocketinfu&yoncanask
us not to share that information for the puspose of payment or our operations with your
health insurer. We will agree to such unless a law requires us to share that information.

* Rightto Request Restrictions - You have the right to request restrictions on certain uses
and disclosures of protected health information about you. However, T em not reguired to
agree fo a restriction you request.

* Right to Receive Confidential Communicatlons by Alternative Means and at
Alternative Locations - You have the right to request and receive confidential
communications of PHI by alternative means and at alternative locations.

* Rigiit to Inspect and Copy -You have the right to inspect or obtain a copy (or both) of
Plﬂ.Recordsmustbemquestedhwﬁﬁngmdrdmeoﬁnfommﬁonmustbecomplem
Furthermore, there is & copying fee charge of $1.00 per page. Please make your request
well in advance and allow 2 weeks to receive the copies. If I refuse your request for
access to your records, you have a right of review, which I will discuss with you upon
request,

* Right to Amend - If you believe the information in your records is incorrect and/or
missing important information, yon can ask us to make certain changes, also known as
amending, to your health information. You have to make this request in writing. You
must tell us the reasons you want to make these changes, and we will decids if'it is end if
we refuse to do so, we will tell yon why within 60 days.

* Rigiitto a copy of this notice - If you received the paperwork electronically, you have a
copy in your email. If you completed this paperwuork in the office at your first session a
copy will be provided to you per your request or at any time.

;
i
_— |



. Rx‘gkﬂamdmmﬁng-Ymgenmﬂyhavethaﬁghtmreceiveanmmmﬁngof
disclosures of PHI regarding you, On your request, I will discuss with you the details of
the accounting process,

. .RIngttockomsammmaajbryou-lfsnmeoneisyomlegalgnardian,thatpemon
can exercise your xights and make choices about your health information: we will make
sure the person has this anthority and can act for you before we take any action.

* Rightto Choose - You have the right to decide not to receive services with me. Kyou
wish, I will provide you with names of other qualified professionals,

. Rig}':ttaW-Ymhavetheﬁghtbteuﬂhatethmpeuﬁcservieesﬁthmeatmy
ﬁmevﬁﬂlmmylegalmﬁnmciﬂobﬁgaﬁmsothuﬂmnthoseakeadyaccmeilaskthat
youdiscussyonrdecisionwifhmeh:sessionbeforeﬁeminaﬁngoratleastcontm:tmeby
phone letting me know you are terminating services.

* Rightto Release Information with Written Consent - With your written conscat, any
part of your record can be released to any person or agency you designate. We will
discuss whether or not I think releasing the information in question to that person or
agency might be harmful to you,

Thorapist’s Duties:

* Iam required by law to maintain the privacy of PHI and to provide you with a notice of my
legal duties and privacy practices with respect to PHI, I will Iet you know promptly ifa
brmchoomnsthatmayhavewmpmmisedthopﬂmcyorsecmityofyominfomaﬁoml
reserve the right to change. the privacy policies and practices described in this notice, Unless
I notify you of such changes, however, I am required to abide by the terms carrently in
effet, If I revise my policies and procedures, I will provids yon with a revised notice in
office during our session.

Disclosure to Health Information Exchanges: (For NC State Health Insurance Plans)

This facility participates in the North Carolina Health Information Exchange Network, called NC
HealthConnex. which is operated by the North Carolina Health Information Exchange Authority (NC
HIEA). We will share your protected health information, aor PHI, with the NC HIEA and may use NC
HeelthConnex to access your PHI to assist us in. providing health care o you. We are required by law
to submit clinical and demographic data pertaining to services paid for with finds from North
Carolina programs like Medicaid and State Health Plan. We may also share other patient data with
NC HealthCOnnex not paid for with state fimds. If you do not want NC HealthConnex to share your
PHI with other health care providers who are participating in NC Health Connex, you must opt out
by submitting a form directly to the NC HIRA. Fonmns end brochures about NC HealthCOnnex are
available in our offices and online at NCHea]thConnex,gov. You may also contact our Privacy Office
at (828)-692-6383. Again, even if you opt ont of NC HealthConnex, we will subruit your PHI if your
health care services are funded by State programs, Your patient data may also be exchanged or used
by the NC HIEA for public health or research purposes &s permitted or required by law. For more
information on NC HealthConnex, please visit NCH i




COMPLAINTS

If you are concemed that I have violated your privacy rights, or you disagree with a decision I mads
about access to your recards, you may contact me, the State of North Caroling Department of Health,
or the Secretery of the U.S, Department of Health and Human Services,

YOUR SIGNATURE BELOW INDICATES THAT YOU HAVE READ THIS AGREEMENT AND
AGREE TO ITS TERMS AND ALSO SERVES AS AN ACKNOWLEDGEMENT THATYOU
HAVE RECEIVED THE HIPAA NOTICE FORM DESCRIBED ABOVE.

Client/Legal Guardian Signature Date
Printed Name
Client/Legal Guardian Signaturs ’ Date
Printed Neme

Domna Gibbs, LCMHCS, HIPAA Compliance Officer




Summit Wellness Centers, PLLC
PO Box 211
Arden, NC 28704

Coaching Payment Policy:
It is the policy of Summit Wellness Centers, PLLC that payment is due by the time of service unless other
financial arrangements are made in advance. In order to complete this process efficiently, Summit
Wellness Centers, PLLC will maintain secure records of our clients’ credit /debit card. Your card will be
billed for the payment as agreed upon in the Coaching Agreement or on the day of your appointment.
Your card will also be charged for no-show appointments on the date of service you were scheduled.

By paying via credit/debit card, you acknowledge that this credit/debit card information will be
automatically kept on file via PCI-compliant encrypted code with the following credit card processor:
TSYS (CAYAN). Health Savings Account cards can be kept on file as the primary form of payment but
there must be a back-up credit/debit card on file in case HSA funds are depleted.

I (we), the undersigned, authorize and request Summit Wellness Centers, PLLC to charge my credit/debit
card, indicated above, for balances due for coaching services rendered. In the event of no-show
appointments, 1 authorize Summit Wellness Centers, PLLC to charge my credit/debit card for my balance
due. Plecase remember that you are 100 percent responsible for all charges incurred. This authorization
will remain in effect until I(we) cance! this authorization. To cancel, I(we) must give a 60 day notification
to Summit Wellness Centers, PLL.C in writing and the account must be in good standing. By my
signature below, I also indicate my understanding and acknowledgement that coaching is not
reimburseable by insurance and I am responsible for the full fee as sct forth in the Coaching Agreement.

Cancellation/No-Show Policy:
If for any reason you need to cancel an appointment, you must contact us at least 24 hours prior to the
appoiniment to reschedule. Otherwise, you will be charged for the time that was reserved for you. If
you repetitively cancel appointments, we reserve the right to discontinue services. This cancellation and
no-show policy assures that we are being good stewards of the number of sessions our coaches can
provide and allows us to best serve our clients. We appreciate your cooperation and partnership in this
matter as we seck to serve.

Signed Agreement:
I understand and agree to the preceding information regarding the cancellation/no-show policy and the
financial requirements/payment policy for services rendered.

Client Name Date
Client Signature




Coaching Appointment Reminders and
Online Appointment Scheduling

You can receive an appointment reminder to your email address, your cell phone (via a text message), or
your home phone (via a voice message) before your scheduled appointments.

You can also enjoy the convenience of online scheduling at any time. Once your account is established, you
simply visit www.schedule.care to schedule or reschedule your appointments. You may continue to
schedule appointments in person or by telephone, but if you have Internet access, you are sure to enjoy the
convenience of this online system.

Your name:

Your email address:

Your phone number:

Your cell phone number:

Where would you like to receive appointment reminders? (check one)
___ Viaatext message on my cell phone (normal text message rates will apply)
____ Viaan email message to the address listed above
___ Viaan automated telephone message to my home phone

None of the above. I’ll remember my appointments on my own.
(Missed appointment fees will still apply)

I'am choosing to Opt In to communications via the method specified above.

If you would like to Opt Out at any time of future communications from our office, please email
Ibeddingfield@ summitwellnesscenters.com indicating the method of communication from which you
would like to opt out.

Appointment information is considered to be “Protected Health Information” under HIPAA. I understand
that email and standard SMS messages are not confidential methods of communication, and may be
insecure. I further understand that, because of this, there is a risk that email and standard SMS messaging
regarding my mental/behavioral health care may be intercepted and read by a third party. Accordingly, by
my signature, I am waiving my right to keep this information completely private, and requesting that it be
handled as I have noted above.

Signature Date




