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INDIVIDUAL INTAKE

CLIENT’S FULL NAME:     
         TODAY’S DATE:      
ADDRESS:      

     STREET OR P.O. BOX

     
     

     
CITY





STATE




ZIP
TELEPHONE: HOME      
CELL     
WORK      
AGE:      

BIRTHDATE:      
SSN#:      
MARITAL STATUS:  FORMDROPDOWN 

DRIVER’S LICENSE#:          
EMPLOYER OR SCHOOL (IF STUDENT):      
Referred by:      

Phone:     
PERSON WHO DOES NOT LIVE WITH YOU TO CONTACT IN AN EMERGENCY: 

     
         
     
NAME                                                        
RELATIONSHIP                                                         
PHONE
INSURANCE INFORMATION

INSURANCE COMPANY:      
NAME OF INSURED:     
INSURED’S SSN#:      
INSURED’S D.O. B.:      
INSURED’S POLICY #:     
INSURED’S GROUP #:      
INSURED’S EMPLOYER:       FORMTEXT 

     

AMOUNT OF CO PAYS: 
INSURED’S RELATIONSHIP TO CLIENT:     
AUTHORIZATION #:     
IF YOUR COUNSELING IS BEING PAID FOR THROUGH AN EMPLOYEE ASSISTANCE PROGRAM, PLEASE LIST AUTHORIZATION NUMBER AND HOW MANY SESSIONS ARE BEING AUTHORIZED.

EAP COMPANY
__________________________________________________________________________________________
To be completed by therapist:

Primary diagnosis____________________


Secondary diagnosis_______________

TREATMENT AGREEMENT:

PLEASE INITIAL:

Co payments are due at the time of service. ________
I hereby assign payment of insurance benefits directly to Dominion counseling (dba: Brelonda r. Walker).  While Brelonda R. Walker will bill my insurance company, I will be responsible for any charges incurred if my insurance company does not pay. ________
It is my responsibility to contact my insurance company to obtain the proper authorizations if required.  If I fail to do this and charges are denied I will be responsible for all charges.  _________

i hereby agree to my insurance information being released to medical management professionals. it is my understanding that this company will handle the processing of my insurance claims.  i also agree to direct all questions regarding payments for services to Medical management professionals. ________

If your portion of the bill is not paid within 90 days from the last date it was incurred a letter will be sent giving you 14 days to pay your account or to arrange for a payment plan.   iF YOU DO NOT RESPOND you will be sent to collections. ________
A 3% INTEREST WILL BE ADDED TO YOUR PORTION OF THE BILL THAT REMAINS UNPAID AFTER 30 DAYS. ________
FEES ARE $125.00 FOR THE INITIAL INTAKE AND FOR 75 MINUTE SESSIONS, $110.00 FOR EACH INDIVIDUAL SESSION, $120.00 FOR FAMILY THERAPY, AND $75.00 FOR 30 MINUTE SESSIONS. ________
You will be charged $55.00 for missing an appointmenT OR NOT GIVING AT LEAST 24 HOURS PRIOR NOTICE to cancelling an appointment. ________

i understand and agree to abide by my financial responsibilities.  I understand that information will be released to my insurance company, if necessary, and any charges that my insurance company will not cover I am responsible for. 
CLIENT SIGNATURE: _________________________________________________DATE: __________________________

To enable your Therapist to provide accurate and confidential services please complete the following:  

Please be aware that Fax transmissions arrive at THE dOMINION COUNSELING OFFICE and are distributed to the individual Therapist.  confidentiality is maintained with these records, as with all records in our office.


Messages regarding appointments may be left on my VOICE MAIL.   FORMCHECKBOX 
YES      FORMCHECKBOX 
NO

EMAIL MAY BE USED TO COMMUNICATE WITH ME.  FORMCHECKBOX 
YES  FORMCHECKBOX 
NO   EMAIL ADDRESS:     
The following individuals may schedule and or confirm appointments:
     
CONCERNS AND GOALS:

Please describe THE PRESENTING PROBLEM: 

     
Describe goals you want to accomplish IN THERAPY: 
Please CHECK individual items you want to address.  Please CIRCLE the two most important, to address first:

 FORMCHECKBOX 
Concentration

 FORMCHECKBOX 
TIME MANAGEMENT

 FORMCHECKBOX 
Communication

 FORMCHECKBOX 
Trust

 FORMCHECKBOX 
PHOBIAS
 

 FORMCHECKBOX 
Self-esteem


 FORMCHECKBOX 
Jealousy 


 FORMCHECKBOX 
Hopelessness


 FORMCHECKBOX 
Guilt


 FORMCHECKBOX 
IRRATIONAL THOUGHTS 
 FORMCHECKBOX 
Depressed


 FORMCHECKBOX 
Relaxation


 FORMCHECKBOX 
SUICIDAL IDEATION 

 FORMCHECKBOX 
Harm to others 

 FORMCHECKBOX 
Drug Use 


 FORMCHECKBOX 
Finances


 FORMCHECKBOX 
Impulsivity 


 FORMCHECKBOX 
Sexual Performance
 FORMCHECKBOX 
Verbal Fighting 

 FORMCHECKBOX 
AlcohoL Use

 FORMCHECKBOX 
Work


 FORMCHECKBOX 
Hyperactive

 FORMCHECKBOX 
Headaches 

 FORMCHECKBOX 
Motivation 

 FORMCHECKBOX 
FATIGUE


 FORMCHECKBOX 
Memory

              FORMCHECKBOX 
Loneliness 


 FORMCHECKBOX 
Legal Matters 

 FORMCHECKBOX 
Anger


 FORMCHECKBOX 
INSOMNIA

              FORMCHECKBOX 
DISTURBING Thoughts 
 FORMCHECKBOX 
Career Choices 

 FORMCHECKBOX 
Temper


 FORMCHECKBOX 
Abuse


 FORMCHECKBOX 
Education 

 FORMCHECKBOX 
Nervousness

 FORMCHECKBOX 
Nightmares

 FORMCHECKBOX 
Trauma


 FORMCHECKBOX 
Decision MAKING
 
 FORMCHECKBOX 
Anxiety


 FORMCHECKBOX 
Health Problems

 FORMCHECKBOX 
Shyness


 FORMCHECKBOX 
Stress 


 FORMCHECKBOX 
Appetite/Weight 

 FORMCHECKBOX 
Crying spells

 FORMCHECKBOX 
Unresolved Grief 
 FORMCHECKBOX 
Panic ATTACKS 

 FORMCHECKBOX 
ISSUES WITH EATING  FORMCHECKBOX 
Unhappiness 

 FORMCHECKBOX 
Spiritual Concerns 
 FORMCHECKBOX 
Marriage 


 FORMCHECKBOX 
Parenting


 FORMCHECKBOX 
Friendships 

 FORMCHECKBOX 
Separation


 FORMCHECKBOX 
Infidelity/Affairs 

 FORMCHECKBOX 
Divorce


 FORMCHECKBOX 
Housing


 FORMCHECKBOX 
Physical Fighting

 FORMCHECKBOX 
Relatives 


 FORMCHECKBOX 
Intimacy
IS YOUR DRUG USE OR A SIGNIFICANT OTHERS USE A PRIMARY REASON FOR YOUR VISIT?  FORMCHECKBOX 
YES     FORMCHECKBOX 
NO
If yes,  FORMCHECKBOX 
self       FORMCHECKBOX 
other:  Relationship      
HEALTH INFORMATION:

     
List all current medications:
List all current health problems INCLUDING ALLERGIES:
     
     
List past significant health problems: 
Have you been hospitalized OR HAD other psychiatric care related to your mental health?  FORMDROPDOWN 

If yes please provide dates and treatment outcome for those events:
     
List previous professional help, AND DATES you received for personal, marital, or family concerns: 

     
Name of your primary care physician:      
May we contact?  FORMCHECKBOX 
YES   FORMCHECKBOX 
 NO
Phone number:       
When were you last seen?      
I GIVE MY CONSENT FOR MY THERAPIST TO RELEASE MY RECORD TO MY PRIMARY PHYICIAN SO THAT THEY CAN DISCUSS MY TREATMENT: SIGNED_____________________________DATE______________

I DO NOT GIVE MY CONSENT FOR MY THERAPIST TO RELEASE MY RECORDS TO MY PRIMARY CARE DOCTOR TO DISCUSS MY TREATMENT: SIGNED_____________________________DATE_______________

LEGAL INFORMATION:

Do you have a probation officer or case worker?  FORMDROPDOWN 
 If yes, what is his/her name?      
Phone number:      
Address:      
Do you have an attorney?  FORMDROPDOWN 
 If yes, what is his/her name?      
Phone number:      
Address:      
MARITAL INFORMATION:

PLEASE SELECT:  FORMDROPDOWN 

If you SELECTED “Other” please explain:      
LIst dates and lengths of any previous marriages:      
FAMILY HISTORY:



List the names, ages, and relationship, of all persons living in your home:
     
     
List the names, and ages of any immediate family members that are not listed above

RELIGOUS INFORMATION:

ARE SPIRITUAL ISSUES OF CONCERN TO YOU:  FORMCHECKBOX 
YES   FORMCHECKBOX 
NO

What is your religious affiliation, if any?      
If yes, what is the name of the congregation you belong to?      
Revised 05/2009
INFORMED CONSENT

I ________________________________________, ASSERT THAT I HAVE DISCUSSED THE GOALS, OBJECTIVES, METHODS, AND TIME FRAME OF MY TREATMENT PLAN WITH MY PSYCHOTHERAPIST BRELONDA WALKER, LPC.  I UNDERSTAND THAT THE ABOVE MAY BE MODIFIED AS THERAPY PROGRESSES.  I UNDERSTAND THAT I HAVE THE RIGHT TO REFUSE TREATMENT OR TO TERMINATE PSYCHOTHERAPY SHOULD I CHOOSE.  I UNDERSTAND FULLY THE RISKS, ALTERNATIVES, AND THE NATURE OF THE TREATMENT TO BE EMPLOYED.  I AM AWARE THAT MY PSYCHOTERAPIST WILL DISCUSS THESE OR ANY OTHER ISSUES SHOULD I REQUEST.  AT THIS TIME, I CONSENT TO WORK TOWARD THE ACHIEVEMENT OF THE OBJECTIVES STATED IN MY TREATMENT PLAN.  I FURTHER SPECIFICALLY LIMIT MY THERAPIST’S USE OF ANY INFORMATION WHICH CAN IN ANY WAY IDENTIFY ME TO OTHERS UNLISS I HAVE OFFERED MY SPECIFIC WRITTEN PERMISSION.  IT IS WITHOUT ANY PRESSURE OR COERCION THAT I SIGN THIS CONSENT.

_______________________________________________

SIGNATURE OF CLIENT (OR GUARDIAN)
___________________________________________________

PRINTED NAME OF CLIENT (OR GUARDIAN)

HIPPA NOTICE OF PRIVACY & LIMITATIONS ON CONFIDENTIALITY
I ___________________________________________, HAVE BEEN GIVEN A COPY OF THE HIPPA NOTICE OF PRIVACY PRACTICES.  I HAVE READ IT IN ITS ENTIRETY AND AM FULLY AWARE OF THE CONDITIONS UNDER WHICH MY THERAPIST WILL BREECH CONFIDENTIALITY.  AT THE PRESENT TIME I HAVE NO FURTHER QUESTIONS REGARDING THIS MATTER AND WILL SPEAK WITH MY THERAPIST IF ANY QUESTIONS SHALL ARISE AT A LATER DATE.

_____________________________________________________

SIGNATURE OF CLIENT (OR GUARDIAN)

_____________________________________________________

PRINTED NAME OF CLIENT (OR GUARDIAN)

_____________________________________________________

DATE OF SIGNATURE


































