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ARL Child and Family Counseling Center

1075 Kingwood Dr., Suite 202

Kingwood Texas 77339

Disclosures and Consents
Introduction

Thank you for choosing me, Amy Rising-Langdon, as your Licensed Professional Counselor. My areas of competence include individual counseling, play therapy, couples/family counseling, mediation, and EMDR. I believe that clients have the ability to choose how to resolve their own problems and can make their own decisions with my assistance as a facilitator. I believe that clients are responsible for their own behaviors, thoughts, and feelings. As a counselor, I hope to facilitate for my clients greater self-awareness through their life experiences that lead to increased confidence, self-esteem, independence, mental health, and the capacity to effectively navigate the complex challenges of life. Some clients need only a few counseling sessions to achieve these goals; while others may require more counseling.  As a client, you maintain control of yourself and you may end our counseling relationship at any point, and I will be supportive of that position.
Benefits vs. Risks

Therapy is designed to be helpful and beneficial; it may at times be difficult and uncomfortable due to discussion of unpleasant life events or uncomfortable feelings like sadness, anger, or guilt.  However, benefits from therapy can include better relationships, more positive behaviors, solutions to specific problems, and significant reductions in feelings of distress. There is an expectation that myself or my child will benefit from therapy, but there is no guarantee this will occur.  Therapy takes an active effort on my own or my child’s part and may include activities or assignment to be completed outside of sessions.  Therapy also includes the possibility that symptoms may worsen before improving; and that there is no guarantee of a cure.  If I have questions about the therapy I will discuss them with my or my child’s therapist.  If doubt persists, I will ask my or my child’s therapist about other options for treatment which may include referrals to other providers.  

Sessions
Sessions are 45-50 minutes in length. An initial evaluation is conducted to determine the appropriate services and treatment goals. In the case of children the initial session is for parents/care givers only.  It is your opportunity to meet me, ensure that my personality will fit with your child, and to provide me a detailed background.  

Session Fees:  Payment is due at the time of service unless otherwise arranged prior to the appointment. Payment schedules for other professional services will be agreed to when they are provided. If your account has not been paid and arrangements for payment have not been agreed upon, ARL Child and Family Counseling Center has the option of using legal means to secure payment. Use of a collection agency or small claims court will require disclosure of otherwise confidential information. In most collection situations, the only information released regarding a client’s treatment is his/her name, the nature of services provided, and the amount due. (If such legal action is necessary, its costs will be included in the claim.) A fee of $35 will be charged for any returned checks and is due at the time of your next session. 

Insurance: If you have a health insurance policy, it will usually provide some coverage for mental health treatment. ARL Child and Family Counseling Center is an out-of-network provider for all insurance carriers, ARL Child and Counseling Center will not fill out forms nor will they submit your requests to your insurance company unless agreed upon at the initiation of services. They can provide an “Insurance Superbill” that you can submit for out-of-network reimbursement. ARL Child and Family Counseling Center will provide you with whatever assistance they 

can in helping you receive the benefits to which you are entitled; however, you (not your insurance company) are responsible for full payment of the fees. 

Your contract with your health insurance company might require that ARL Child and Family Counseling Center provide information such as a clinical diagnosis, treatment plans or summaries, or copies of the entire record. This information will become part of the insurance company files. Though all insurance companies claim to keep such information confidential, this therapist has no control over what they do with it once it is in their hands. By signing this agreement, you agree that ARL Child and Family Counseling Center can provide requested information to your carrier. 


Fees for services are as follows: 

· Initial 90 minute appointment - $150.00

· Individual 50 minute session in person or via Vsee - $100.00 
· Play therapy 50 minute session - $100.00
· Parent Consultation for 30 minutes  - $50.00 (only available by phone and video conference)
· Testifying in Court: See Divorce and/or Custody Cases
Cancellations and Missed Appointments: Should you be unable to keep an appointment, you agree to call (832) 797-5515 or access the client portal to request a rescheduled appointment 24 hours in advance of the session you must miss.  If you cancel less than 24 hours before your appointment, or do not show for a scheduled appointment, you will be charged the FULL FEE for that session. I hereby authorize ARL Child and Family Counseling Center to charge my credit card provided during our first session for any missed sessions or unpaid charges per this contract. I understand my credit card will be stored in a triple encrypted merchant services system for my protection.
________ Please Initial Here stating you agree to the Fee and Cancellation Policy
Communication
Your therapist is typically available by telephone during business hours unless with a client. When unavailable, the telephone is answered by secure and confidential voice mail that is monitored frequently.  We will attempt to return your call within 24 hours, or on the next business day with exceptions of weekends and holidays. Calls identified as emergencies will be returned as soon as possible. If you are difficult to reach, please leave times you will be available. If you are unable to reach your therapist and feel you are in crisis (which includes but is not be limited to, self-harm/suicidal thoughts, threats, and attempts; physical or psychological concerns of medication; fear of harming self or others; inability to keep yourself or family safe around aggressive or out-of-control behaviors or rage) contact your family physician, the crisis hotline (713-468-5463), call 911, or go to the nearest hospital emergency room. 

Electronic Correspondence:  Email and texting are popular mediums of communication today and very convenient ways to handle administrative issues like scheduling, but neither is not 100% secured. Some of the potential risks you might encounter if we email or text include: misdelivery of email or text to an incorrectly typed address or phone number, Email accounts can be “hacked”, giving a 3rd party access to email content and addresses, Email Providers (i.e., Email, Comcast, and Yahoo) and phone providers (i.e., AT&T, Version) keep a copy of each email or text on their servers, where it might be accessible to employees, etc. 

Email Policy:  email is a convenient way to maintain a stream of communication between clients, especially parents who are not present during their child’s individual session.  In my experience, this ongoing communication is very beneficial for the client, guardian, and provider.  If you agree to email as a mode of communication regarding scheduling, and/or clinical issues, I will email in return.

Texting Policy:  Texting is acceptable, only to communicate regarding non-clinical issues.  These include topics such as scheduling as appointment, changing an appointment, notification or running late to an appointment, and directions to the office.  Texts regarding clinical issues, such as a family issue, personal difficulties, etc., are not acceptable.  I will not respond to these texts and will delete them immediately.  
Social Media Policy: In order to protect your confidentiality and in line with our professional ethics we cannot accept friend or connection requests from clients on any social media platform. You may follow social media accounts that are open to the public but please do not comment or in any way identify yourself as a client. If you do you are accepting the risk of breach of your confidentiality.
Public/Social Interaction Policy:
While our sessions might be very intimate psychologically, it is important for you to understand that we have a professional relationship rather than a social relationship.  Our contacts, other than chance meetings, will be limited to appointments you arrange with me.  I will not attend your social gatherings, accept gifts from you, or relate to you in any other way than in the professional context of our counseling sessions.  You will be best served if our relationship remains strictly professional and our sessions concentrate exclusively on your concerns.  While you might learn much about me as we work together, it is important for you to remember that you are experiencing my professional role.

Confidentiality
The law protects the privacy of all communications between a therapist and the client. Information provided in therapy is confidential and generally will not be released to others without the client’s written consent. There are professional ethical obligations, or state and/or federal law require the clinician to disclose confidential information without the client’s consent in certain circumstances. If disclosure is necessary, ARL Child and Family Counseling Center will make every reasonable effort to inform the client of the disclosure. Typically, information about your treatment is only released to others if you sign a written Authorization form. This signed agreement provides consent for the following: 

 If any information concerning the abuse of a child, elder or disabled person is disclosed, the therapist is mandated by law to make a report to the proper authorities. Along with necessary follow-up contact to the proper authorties.

 If the therapist determines there is a probability the client will inflict harm on either himself/herself or others, the therapist is required to warn the intended victim and report this information to medical or law enforcement personnel. By signing this form, you specifically give irrevocable permission to warn those parties the therapist feels may be harmed. If the client reveals an intent to harm himself/herself, the therapist has permission, also irrevocable, to attempt to prevent the client from accomplishing that intent. 

 If a client is involved in a court proceeding and a request is made for information concerning your diagnosis and treatment, such information is protected and cannot be provided without your (or your legal representative’s) written authorization or a court order. 

 If a client has been referred by a managed care or insurance company or a client plans to have the therapist file for reimbursement with a managed care or insurance company, the managed care or insurance company may require information about the diagnosis and treatment records. When fees for services are not paid in a timely manner, collection agencies may be utilized in collecting unpaid debts. 

 If a government agency is requesting the information for health oversight activities, the therapist may be required to provide it to them. 

 In the event of a client’s death, the personal representative of the deceased client has a right to access his/her records. 

 If the client files a lawsuit against the therapist or if a court order, legal proceeding, statute, or regulation requires disclosure of records, the therapist may be required to release of the client’s therapy records. 

 Your therapist may need to consult other professionals about a case. Every effort is made to avoid revealing the identity of clients. The other professionals are also legally bound to keep the information confidential. If you do not object, you will not be told about these consultations unless your therapist feels that it is important to your work together. 

Confidentiality and Minors:  In working with child clients, though legally the parent(s) or legal guardian(s) of child clients age appropriate privacy is essential relationship and setting for a child’s therapy, we do honor what the child does or says in our sessions as confidential while providing parents and/or legal guardians summaries of treatment goals, plan, progress, and recommendations.
Confidentiality with Families and Couples:  In couples or family therapy, the couple as an entity and the family as an entity is the client although one individual may be deemed the “identified client” for record keeping and insurance reimbursement purposes. Our policy is that we are not providing individual therapy for any individual in the couple or the family although sessions with individuals in the couple/family may be a part of the couples/family therapy. We will not be a “secret keeper” nor facilitate secret keeping. If anything significant is revealed in an individual session that your therapist feels the other party needs to be told, your therapist will require it be brought up in the next session together so we can work through it or counseling may have to be ended with a referral to another therapist.
Records

ARL Child and Family Counseling Center is by law required to maintain a record of the treatment and contains the information that will allow the therapist to chart the course of therapy (i.e. reason for seeking therapy, your treatment history, records from other past providers, progress towards goals, and billing records). The therapist will use it only for that purpose, and no one will see what is contained in the file unless an authorization is signed or it meets previously stated criteria. Except in circumstances that involve danger to the client and others, the client may get a copy of the file by submitting a signed release of information request. A synopsis of the course of treatment and outcome may be provided in lieu of the actual record if deemed appropriate by the therapist. Because these are professional records and can be misinterpreted or be upsetting to untrained readers, it is recommended you review them in the presence of your therapist. In the event of the client’s death, these requirements will be binding on any heirs, successors or executor(s). If the therapy sessions contain more than one client, the therapist will attempt to maintain separate records on each client. However, only that individual is entitled to his/her own record. The therapist may summarize the course of each individual’s treatment as opposed to providing a copy of what notes may have been made during any therapy session.   If the client chooses to utilize insurance plans with a managed care or insurance company, the therapist may have to share information about the client’s treatment and diagnosis. The therapist will do so as required to obtain all the treatment that is appropriate. The managed care or insurance company is not bound by the same ethical and legal requirements on maintaining the confidentiality the client’s treatment records may require. Once these records are in the possession of the managed care or insurance company, ARL Child and Family Counseling Center cannot guarantee their continued confidentiality. 
Audio- or Video-Recording Policy & Agreement
Out of respect for the clinical process and the privacy rights associated with the provision of clinical services, audio- or video-recording of sessions is strictly prohibited. Any unauthorized or undisclosed recording of sessions are in violation of this policy and agreement.  By signing your name below, you agree that you will not record, in any format, clinical sessions or phone conversations without the permission of all individuals participating in the session, including ARL Child and Family Counseling Center. By signing your name below, you agree that any meetings, sessions in person or by phone with ARL Child and Family Counseling Center that are recorded without prior written agreement that is signed by all clients and professionals present in the recorded session will not be used as evidence in any current or future legal action. Other sanctions may apply, depending on the circumstances of the recording and use of the information obtained in violation of this agreement. 

.
________ Please Initial Here stating you agree to the Recording Policy
DIVORCE AND/OR CUSTODY CASES
We are not custody evaluators and cannot make any recommendations on custody. We can refer you to a licensed professional who DOES provide custody evaluation if needed. Due to the sensitive nature of divorce and all potential issues that may arise in such cases, we have very specific policies to which you must agree before we enter a counseling relationship: 
1. We require a copy of any most current standing court order demonstrating the custodial rights of each parent and/or the parenting agreement that is signed by both parents and the judge at the first intake session. 

2. In most cases we need to have contact and written/signed consent with/from both legal guardians before we see the child for counseling. In the case there is a final-decision maker on health related issues who wants the child to be seen for counseling even in the case the other parent does not agree, it is to the discretion of your therapist as to whether the child will be seen. 

3. We will provide an interview with any court-ordered Guardian ad Litem (GAL) and/or custody evaluator (CE) whom the court has ordered will have access to the child’s records and any time spent speaking with the GAL or CE will be billed to and paid by you, the client at our court-related-fee hourly rate. 

4.  We require all clients waive right to subpoena any of our therapists to court. By signing this Agreement you are acknowledging and agreeing NOT to have us subpoenaed to court. This policy is set in order that we can preserve the integrity of the therapeutic progress and relationship with you and/or your child(ren). There are exceptions to this and we can discuss further should the issue arise and this policy needs to be waived. 

5. In the case the above policy regarding subpoenas and court is waived (or disregarded) and we are subpoenaed to appear in court -- even with a waiver of this policy– you will be billed for the full standard fee for Court Related work of $200/hour for all professional time. Any time dedicated to any court-mandated appearance including preparing documentation, discussions with lawyers and/or the guardian ad litem in connection with the court appearance and any time spent waiting at the court house in addition to time on the stand as well as any travel time will be billed at $200 per hour. Any reduced fee granted will not apply to court related work.
________ Please Initial Here stating you agree to the Divorce and/or Custody Case Policy
Termination of Treatment

The length of time required for therapy will be determined by your child’s personal situation, and your therapist will do her best to fulfill your child’s therapeutic needs and to provide your child with the best professional care. You and your child agree to participate in the process as needed to the best of his/her ability. It is intended that when the child’s needs are met, to the extent that they can be, the therapeutic relationship will be terminated. There is no guarantee of a cure, and a client may terminate treatment at any time. This may be accomplished in any one of several ways. These include, but are not limited to, notification in writing, informing the clinician verbally, failing to maintain the appointment schedule without proper notification, or failure to follow treatment recommendations. 

Agreement To Enter into Counseling Services and Abide by Fee Agreement and All Policies Herein
I have read or had read to me all the information in New Client Packet. 
I have had a chance to review and ask questions about all and any information in this New Client Packet before signing this agreement. 
I have had all questions answered to my satisfaction prior. 

I agree to abide by all the policies outlined herein including my full agreement not to have ARL Child and Family Counseling Center, or my therapist subpoenaed by myself or any attorney I may employ. 

By signing this agreement, I am consenting to treatment, understand all the benefits and risks of counseling as outlined herein. I also hereby acknowledge that I have received and reviewed the HIPAA Privacy Policy notice form mentioned herein. 
Name of client or parent/guardian of child client:







 
Signature:













Date:



HIPAA Privacy Policy
ARL Child and Family Counseling Center Services, LLC

PRIVACY PROTECTION NOTICE
THIS NOTICE DESCRIBES HOW YOUR MENTAL HEALTH RECORDS MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE READ IT CAREFULLY. THIS POLICY IS POSTED ON OUR WEBSITE AT WWW.RISINGCOUNSELING.COM AND A PAPER COPY IS AVAILABLE IN OUR WAITING ROOM FOR YOUR REVIEW A WELL. 

I. Your Rights to Privacy under HIPAA Preamble: Communications between psychotherapists and their clients are privileged and, therefore, are protected from forced disclosure in cases arising under federal law. There is a difference between privileged conversations and documentation in your mental health records. Records are kept documenting your care as required by law, professional standards, and other review procedures. HIPAA very clearly defines what kind of information is to be included in your “Designated Medical Record” as well as some material, known as “Psychotherapy Notes” which is not accessible to insurance companies and other third-party reviewers and in some cases, not to the client himself/herself. HIPAA provides privacy protections about your personal health information, which is called “protected health information” (PHI) which could personally identify you. PHI consists of three (3) components: treatment, payment, and health care operations. Treatment refers to activities in which I provide, coordinate or manage your mental health care or other services related to your mental health care. Examples include a psychotherapy session, psychological testing, or talking to 

your primary care physician about your medication or overall medical condition. Payment is when I obtain reimbursement for your mental health care. The clearest example of this parameter is filing insurance on your behalf to help pay for some of the costs of the mental health services provided you. Health care operations are activities related to the performance of my practice such as quality assurance. In mental health care, the best example of health care operations is when utilization review occurs, a process in which your insurance company reviews our work together to see if your care is “really medically necessary.” The use of your protected health information refers to activities my office conducts for filing your claims, scheduling appointments, keeping records and other tasks within my office related to your care. Disclosures refer to activities you authorize which occur outside my office such as the sending of your protected health information to other parties (i.e., your primary care physician, the school your child attends). 

II. Uses and Disclosures of Protected Health Information Requiring Authorization 
The law requires authorization and consent for treatment, payment and healthcare operations. I may disclose PHI for the purposes of treatment, payment and healthcare operations with your consent. You have signed this general consent to care and authorization to conduct payment and health care operations, authorizing me to provide treatment and to conduct administrative steps associated with your care (i.e., file insurance for you) .Additionally, if you ever want me to send any of your protected health information of any sort to anyone outside my office, you will always first sign a specific authorization to release information to this outside party. A copy of that authorization formis available upon the request. The requirement of your signing an additional authorization form is an added protection to help insure your protected health information is kept strictly confidential. An example of this type of release of information might by your request that I talk to your child’s schoolteacher about his/her ADHD condition and what this teacher might do to be of help to your child. Before I talk to that teacher, you will have first signed the proper authorization for me to do so. There is a third, special authorization provision potentially relevant to the privacy of your records: my psychotherapy notes. In recognition of the importance of the confidentiality of conversations between psychotherapist -client in treatment settings, HIPAA permits keeping separate “psychotherapy notes” separate form the overall “designated medical record.” “Psychotherapy notes” cannot be secured by insurance 

companies nor can they insist upon their release for payment of services as has unfortunately occurred over the last two decades of managed mental health care. “Psychotherapy notes” are my notes “recorded in any medium by a mental health provider documenting and analyzing the contents of a conversation during a private, group or joint family counseling session and separated from the rest of the individual’s medical record.” “Psychotherapy notes” are necessarily more private and contain much more personal information about you hence, the need for increased security of the notes. “Psychotherapy notes” are not the same as your “progress notes” which provide the following information about your care each time you have an appointment at my office: medication prescriptions and monitoring, assessment/treatment start and stop times, the modalities of care, frequency of treatment furnished, results of clinical tests, and any summary of your diagnosis, functional status, treatment plan, symptoms, prognosis and progress to date. Certain payors of care, such as Medicare and Workers Compensation, require the release of both your progress notes and my psychotherapy notes in order to pay for your care. If I am forced to submit your psychotherapy notes in addition to your progress notes for reimbursement for services rendered, you will sign an additional authorization directing me to release my psychotherapy notes. Most of the time I will be able to limit reviews of your protected health information to only your “designated record set” which include the following: all identifying paperwork you completed when you first started your care here, all billing information, a summary of our first appointment, your mental status examination, your individualized, comprehensive treatment plan, your discharge summary, progress notes, reviews of you care by managed care companies, results of psychological testing, and any authorization letters or summaries of care you have authorized me to release on your behalf. Please note that the actual test questions or raw data of psychological tests, which are protected by copyright laws and the need to protect clients from unintended, potentially harmful use, are not part of your “designated mental health record.” You may, in writing, revoke all authorizations to disclose protected health information at any time. You cannot revoke an authorization for an activity already done that you instructed me to do or if the authorization was obtained as a condition for obtaining insurance and the insurer has the right to contest the claim under the policy. 

III. Business Associates Disclosures 
HIPAA requires that I ensure that all those performing ancillary administrative service for my practice and refers to these people as “Business Associates” sign and enter into a HIPAA compliant Business Associate Agreement so that your privacy is ensured at all times. 

IV. Uses and Disclosures Not Requiring Consent nor Authorization 
By law, protected health information may be released without your consent or authorization for the following reasons: 

• Child Abuse 

• Suspected Sexual Abuse of a Child 

• Adult and Domestic Abuse 

• Health Oversight Activities (i.e., licensing board for Professional Counselors in Georgia) 

• Judicial or Administrative Proceedings (i.e., if you are ordered here by the court) 

• Serious Threat to Health or Safety (i.e., out “Duty to Warn” Law, national security threats) 

• Workers Compensation Claims (if you seek to have your care reimbursed under Workers Compensation, all of your care is automatically subject to review by your employer and/or insurer(s). 

I never release any information of any sort for marketing purposes. 

V. Client’s Rights and My Duties 
You have a right to the following: 
The right to request restrictions on certain uses and disclosures of your protected health information, which I may or may not agree to, but if I do, such restrictions shall apply unless our agreement is changed in writing; 

• The right to receive confidential communications by alternative means and at alternative locations. For example, you may not want your bills sent to your home address so I will send them to another location of your choosing; 

• The right to inspect and receive a copy of your protected health information in my designated mental health record set and any billing records for as long as protected health information is maintained in the records; 

• The right to amend material in your protected health information, although I may deny an improper request and/or respond to any amendment(s) you make to your record of care; 

• The right to an accounting of non-authorized disclosures of your protected health information; 

• The right to a paper copy of notices/information from me, even if you have previously requested electronic transmission of notices/information; and 

• The right to revoke your authorization of your protected health information except to the extent that action has already been taken. For more information on how to exercise each of these aforementioned rights, please do not hesitate to ask me for further assistance on these matters. I am required by law to maintain the privacy of your protected health information and to provide you with a notice of your Privacy Rights and my duties regarding your PHI. I reserve the right to change my privacy policies and practices as needed with these current designated practices being applicable unless you receive a revision of my policies when you come for your future appointment(s). My duties as a Licensed Professional Counselor on these matters include maintaining the privacy of your protected health information, to provide you this notice of your rights and my privacy practices with respect to your PHI, and to abide by the terms of this notice unless it is changed and you are so notified. If for some reason you desire a copy of my internal policies for executing private practices, please let me know and I will get you a copy of these documents I keep on file for auditing purposes. 

VI. Complaints 
Amy Rising-Langdon is the appointed “Privacy Officer” for ARL Child and Family Counseling Center Services, LLC per HIPAA regulations. If you have any concerns of any sort that my office may have compromised your privacy rights, please do not hesitate to speak to Lynn immediately about this matter. You will always find us willing to talk to you about preserving the privacy of your protected mental health information. You may also send a written complaint to the Secretary of the U.S. Department of Health and Human Services. 

HIPAA provides client protections related to the electronic transmission of data (the transaction rule), the keeping and use of client records (“privacy rules”), and storage and access to health care records (“the security rules”). 

HIPAA applies to all health care providers, including mental healthcare, and providers and health care agencies throughout the country are now required to provide clients a notification of their privacy rights as it relates to their health care records. 

As you might expect, the HIPAA law and regulations are extremely detailed and difficult to grasp if you don’t have formal legal training. My Client Notification of Privacy Rights is my attempt to inform you of your rights in a simple yet comprehensive fashion. Please read this document as it is important you know what client protections HIPAA affords all of us. In mental health care, confidentiality and privacy are central to the success of the therapeutic relationship and as such, you will find I will do all I can to protect the privacy of your mental health records. If you have any questions about any of the matters discussed in this document, please do not hesitate to ask me for further clarification. By law, I am required to secure your signature indicating you have received the Client Notification of Privacy Rights Document. 
Amy Rising-Langdon, Privacy Officer 
I, ________________________________________________, understand and have been provided a copy of the Client Notification of Privacy Rights Document which provides a detailed description of the potential uses and disclosures of my protected health information, as well as my rights on these matters. I understand I have the right to review this document before signing this acknowledgment form. 
________________________________________ 

Client Signature or Parent if Minor or Legal Charge 

Date:






Minor Client Information
Today’s date: _________________

Identification:
Client name: ____________________________________________  Date of birth: _________________ Age: ____
Home street address: ________________________________________________________ Apt.: ______________
City: ___________________________________________________________  State: _____ Zip: ____________
Parent/Guardian Information :

Parent/Guardian’s name: ____________________________________


Home phone: __________________ Cell phone: __________________ e-mail: ___________________________ 

Parent/Guardian’s name: ________________________________________________
Home phone: __________________ Cell phone: __________________ e-mail: __________________ 

Step-Parent’s names and Contact information:

















Medical care: 
Primary Care Physician: ____________________________________________  Phone: ___________________

Psychiatrist: _____________________________________________________  Phone: _______________________ 

Other Specialist: __________________________________________________  Phone: ______________________ 

Current employer or school
Name of employer/school: ________________________________________ 

Teacher’s name: _________________________________ Phone/Email:___________________________________

School Counselor: ________________________________ Phone/Email___________________________________

Family

Parents/Guardians living in home: ____________________________________________________________________

Siblings living in home (name and ages): _______________________________________________________________

Parent/Guardian outside of home: ____________________________________________________________________

Siblings outside of home: ___________________________________________________________________________

For children, please describe any custody and visitation arrangements: 







Emergency information
If some kind of emergency arises and we cannot reach you directly, or we need to reach someone close to you, whom should we call?

Name: __________________________________  Phone: ____________________ Relationship: _______________

Clinical Information

Chief concern
Please describe the main difficulty that has brought you to see me: 













Treatment 
Has the client ever received psychological, psychiatric, drug or alcohol treatment, or counseling/testing services before? 

❑  No             ❑  Yes If yes, please indicate:
Date of treatment? 


From whom? 




For what? 

Results?_____________  

Has the client ever taken medications for psychiatric or emotional problems?  ❑ No   ❑ Yes If yes, please indicate: 

Dates of medication? 


Which medications? 

For what? 
___________


Results?____ 

Is there any other information you think I should know?

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Adult Client Information

Today’s date: _________________

Identification 
Client name: _________________________________________  Date of birth: _________________ Age: _____
Home street address: ____________________________________________ Apt.: ______________
City: ____________________________________________  State: _____ Zip: ______________
Home phone: __________________ Cell phone: __________________ 

E-mail: _______________________________ 

Medical care: 
Primary Care Physician: ______________________________________  Phone: ___________________

Psychiatrist: _______________________________________________  Phone: ____________________ 

Current employer or school
Name of employer/school: ________________________________________ 
Title/Position: _________________________________________ 
Family

Current spouse/significant other: ______________________________________________________________________

Children living with you (include ages): _________________________________________________________________

Prior spouse/significant other: ________________________________________________________________________

Children not living in your home: ______________________________________________________________________

Significant other/nearest friend or relative not residing with you: _______________________________________
Emergency information
If some kind of emergency arises and we need to reach someone close to you, whom should we call?

Name: ___________________________  Phone: ____________________ 

Relationship: ________________
Clinical Information

Chief concern
Please describe the main difficulty that has brought you to see me: 












Treatment History
Has the client ever received psychological, psychiatric, drug or alcohol treatment, or counseling/testing services before? 

❑  No             ❑  Yes If yes, please indicate:
When? 


From whom? 




For what? 




Results?_____________  

Has the client ever taken medications for psychiatric or emotional problems?  ❑ No   ❑ Yes If yes, please indicate: 

Medication


Dates Taken? 



For what? 





Results?____________ 

Is there any other information you think I should know?

Thank you for taking the time to complete this information.

