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Welcome to Counseling! I look forward to working with you, and being a part of your healing journey. I hope that this handout will provide information helpful in making informed decisions concerning my services. Please ask questions at any time.

Today’s Date:  ______________________________                      Referred by____________________  

Primary client name(s):________________________    Parent/Spouse/Other   __________________

Primary client address________________________________________________________________

Primary client date of birth____________________________________________________________

E-mail address for primary contact regarding scheduling and payment__________________________  

Phone number of primary client_________________________________________________________

Marital Status:  Single____ Engaged____ Married____ Separated____ Divorced____ Remarried____   

List members of your family and/or all others living in your home

Name:                                                          Sex        Age                  Relationship to you _____________________________           ____      ____                  _________________ _____________________________           ____      ____                  _________________ _____________________________           ____      ____                  _________________

Briefly describe the reason for seeking help: __________________________________________

______________________________________________________________________________

Name of Physician: ________________________________ Phone Number: __________

 List any major health problems for which you/primary client currently receive treatment: __________________________________________________________________________________________________________________________________________________________________________  

List all medications you/primary client are now taking and list whom they were prescribed by:  _______________________________________________________________________________________________ _____________________________________________________________  

Have you/primary client received psychiatric or psychological treatment or counseling before?      ____Yes ____No  

If yes, please give name(s) of provider(s), location(s) and treatment dates: __________________________________________________________________________________________________________________________________________________________________________

Please check all that apply to you/primary client:  

□ NERVOUSNESS  

□ DEPRESSION 

□ LOSS / GRIEF ISSUES  

□ SLEEP PROBLEMS 

□ LONELINESS

□ ANGER    

□ MARITAL PROBLEMS  

□ PORNOGRAPHY  

□ SELF-WORTH

□ FINANCIAL CONCERNS         □ PARENTING PROBLEMS

□ ANXIETY/FEARS

□ SEXUAL COMPULSIVITY 

□ LACK OF CONCENTRATION               □ SUICIDAL THOUGHTS     

□ HEADACHES 

□ STRESS                                                   □ PROBLEMS AT WORK   

□ HEALTH CONCERNS

□ SEPARATION

□TROUBLE WITH FRIENDS  

□ DISORDERED EATING OR EATING DISORDER                     □ OTHER ______________

□ LOSS OF FAITH 
Counseling Policies
(Please read carefully and initial / sign where indicated)

Appointments: Therapy appointments are generally based on the 50 minute “clinical hour”. Because the office space is reserved for you and your appointment time, it is necessary to charge for appointments that are not canceled 48 hours in advance. 
INITIAL HERE_____________DATE__________________   

After hour’s calls and messages: As we work together, you will notice that we do not accept phone calls while I am with clients.  During those times and at other times during the day or evening, my calls are answered electronically. If you are in crisis and I am not available, please call the crisis hot line 615-244-7444.

Client Rights: At any time you may question and/or refuse counseling suggestions or diagnostic procedures or methods, as well as ask at any time about the process and course of the counseling.  My clients are given the respect of the highest level of confidentiality.  There are, however, important exceptions to confidentiality that are legally mandated.  In general terms, these exceptions require: 

1) That I notify relevant others if I judge that a client has any intention to harm either themselves or another individual

2) Report any incident of suspected child abuse, neglect, or molestation in order to protect the child or children involved.

3) That in legal cases, we or our records may be subpoenaed by the court.  

Confidentiality will be respected in all cases, except as noted above.  In cases where the maintenance of confidentiality is, in my clinical judgment, destructive to you, we will inform you of our concern, and discuss with you the maintenance of confidentiality. When needed, you will be asked to sign a “Consent for Release of Confidential Information” form which will allow us to discuss your evaluation and/or treatment with others (e.g. physicians, previous counselors, etc.) to whatever extent you authorize.

INITIAL HERE___________________ DATE__________________  

Termination: Termination of counseling may occur at any time and may be initiated by either the client or the counselor.  If a decision to terminate is being made, we request enough notice in order that a final termination session or process may be scheduled to explore the reasons for termination.  Termination itself can be a constructive, useful process.  If any referral is warranted, it will be made at that time.  

Clients who are dependents: If you are requesting my services as the guardian or parent of a child, or the guardian of a dependent adult, the same general practice as outlined above will apply.  However, as your child’s counselor, it is important that your child be able to completely trust their counselor.  As such, I keep confidential what your child says in the same way that I keep confidential what an adult says.  As the parent or guardian, you have the right and responsibility to question and understand the nature of our activities and progress with your child, and I must use my discretion as to what is an appropriate disclosure.  In general, I will not release specific information that the child provides to me; however, I feel it is appropriate to discuss your child’s progress in broader terms and value your participation in their counseling experience.

Charges:  Standard session fees are $150 per clinical hour which is a 50 -minute session. Your first session may be an hour and half, which is $200. If you pay with a Credit Card, there is a 4% charge on each transaction. You are welcome to bring cash to avoid the additional charge. During COVID times, when doing video sessions, only a credit/debit card or HAS card can be accepted.

INITIAL HERE_______________ DATE__________________

HIPAA Notice of Privacy Policies: The notice of HIPPA privacy Policies is available on my website for you and/or I will provide a written copy if you do not have access to the internet. By initialing you acknowledge that you have had the opportunity to read this and you understand the document. I am required by law to provide this information to you. Please ask me if you have questions pertaining to the information.

INITIAL HERE___________________DATE___________________

Insurance: If you have a health insurance plan, you still need to pay at each session, unless you request other arrangements.  If you do have coverage, then your visits may be reimbursed by your insurance company - depending on the parameters of your insurance policy and nature of your counseling issues.   If you are expecting to be reimbursed by your insurance carrier, please be sure to discuss this thoroughly with your counselor during the initial session.  I do not file claims for you; therefore please be prepared to pay in full and receive a receipt for reimbursement upon request.  Insurance companies often require diagnostic and treatment information before reimbursing you. I will release that information to them with your written permission. If you prefer that we not release information to your insurance carrier for reimbursement purposes, or if your insurance carrier fails to reimburse you in a manner which you expect, you will remain responsible to the fee for services.  

Email and Text Confidentiality: When communicating via email and/or text, it is important to remember that confidentiality is limited. If this is a concern for you, please discuss it with me. I take measures to ensure that my email account remains confidential, however, there are limits.  Also, since you can’t see my facial expressions or hear my tone of voice, my responses will be kept brief. I wouldn’t want anything I say to be taken out of context.

Additionally, it is sometimes inferred that text messages will be responded to quicker. I do not respond to messages to in the evening past 6, or while in session. Please allow 24hrs for your messages, requests, etc., to be responded to.

By signing below you are saying that you have considered and understand the limitations of confidentiality and agree that you are responsible for keeping your email account and text messages private to the extent that you desire.
Sign Here:________________________________________________________________________  

Substance Abuse and Intoxication during therapy sessions:
While relapse is often a part of recovery, I request that clients do not attend sessions intoxicated or impaired. Therapy sessions often include a large amount of emotional processing. If you are impaired, this processing/growing cannot occur. As therapy continues, if it appears that outpatient treatment therapy is not helping enough for you to maintain sobriety, appropriate referrals will be made to higher level of care. My hope is that this would be a collaborative process. 

By signing below, you are saying that you understand coming to therapy sessions intoxicated will not be tolerated, and that appropriate referrals to a higher level of care be made at anytime and that you will have a voice in the referral process.
Sign Here:_______________________________________________________________________________
Again, I welcome you to counseling! I look forward to our work together, and anticipate that it will be a healing and renewing process.  

By signing, I agree that I, ____________________________________________________, 

                                                   (Signature)

have read and understand the above stated information.   
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