Paula VanDyke, MA, LMFT.  LPC
Licensed Marriage and Family Therapist

Licensed Professional Counselor


101 Southwestern Blvd. Ste. 214

Sugarland, TX 77478

(713) 501-7240



        INFORMATION AND INFORMED CONSENT
Date:
CLIENT Name: _________________________________________________________    



LAST   

FIRST

MI 

Age: ______   Birthdate: ____/___/____

Male____   Female______
Address: ______________________________________________________________________    

     
    STREET               

CITY       
 STATE           ZIP

Phone: ________________________________________________________________________
HOME


WORK


CELL


OTHER
E-mail address:___________________________________________________________
What is the best way to reach you? ___________________________________________

Who referred you to this office? _____________________________________________

Do I have your permission to thank the referral source for referring you?   Y   N

Do you give this office consent to mail information/ newsletters to your home address?  ______ YES    ______ NO

Marital Status:  ______ Single   ______ Married ________Committed Partnership _______ Separated   ________Divorced   __________Widow(er)

Spouse/Partner’s Name: _____________________________________   Age: _________

What is your highest education level achieved?_________________________________

Occupation: __________________#Years________

Employer: _________________________________________________#Years________

Previous Employer: __________________________________________#Years_______

Religion: _____________  Church/Mosque/Synagogue Affiliation: _________________
If married or in committed relationship, when?  If divorced or separated, when?  Please list dates of other marriages, committed relationships, divorces, separations, or annulments. ________________________________________________________________________________________________________________________________________________
Please list everyone currently living in the household:

Name



Age

Employment/School

Relationship

Please list any children you have who do not live in the household with you:

Name



Age

Employment/School

Relationship

Medications you are currently taking:

Name                                          Dose                       Purpose
	

	

	


Previous/Current Mental Health Diagnosis

	

	

	

	


PLEASE CAREFULLY READ THE ATTACHED STATEMENT OF POLICIES. THEN READ AND SIGN THE INFORMED CONSENT ON THE NEXT PAGE. PLEASE KEEP THE STATEMENT OF POLICES FOR YOUR RECORDS.
INFORMED CONSENT
I, ____________________________, (please print name)  have read and fully understand the information provided in the Statement of Policies document regarding the various services provided by this office and the potential risks and benefits of outpatient psychotherapy.  I also understand the obligations and limitations of confidentiality within the context of the client/therapist relationship.  I agree to make payment at the time of service.  I agree to cancel appointments only in the event of extreme necessity and I understand that I will be charged full fee unless I provide 24 hours advance notice.  I understand that I can leave therapy at any time and if I choose to do so will be assisted by the therapist in finding other clinical resources if any are desired.  

By signing this document I acknowledge that it is my choice to participate in psychotherapy (or have my child participate).  I realize that the outcome of therapy depends upon my personal investment in the therapy process.  If I decide to terminate treatment I will discuss termination before ending treatment.  

Before you sign below, please ask any questions you may have of this document.  Your signature acknowledges agreement and understanding:
__________________________________________    
________________________

Client Signature
     




Date

__________________________________________    
________________________

Parent/Legal Guardian Signature
     

Date

___________________________________________

Print name of Client

__________________________________________
_______________________

Signature of Therapist




Date
