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INTAKE INFORMATION

Client’s Name:



Date of Birth:


Sex:



Address:




City:



Zip:



Phone: (home)



(work)



(cell)




May I call you at work? Yes  No      Leave Message at work or on answering machine?
Previous Counseling:
Yes
No

Previous Counselor’s names(s)









Please explain circumstances of previous counseling:


















Who referred you for counseling?








Present Marital/Partner status of adult client or minor’s parents:


How long:

Name of Spouse/Partner:


Age of Spouse/Partner
 Previous Marriages/Unions:









Employer:




Position:



           

Spouse/Partner employer:



Position:





Leisure Activities:









                                  Religious/Spiritual Affiliation:









Ethnicity:












Health Problems or previous diagnosis:




















Current Medication:











Current Physician or Pediatrician: 









Current Family Members (Spouse, Partner, Children):

Name


Age/Birth Date

Relationship

Where Living

Reasons for seeking counseling:













































Current life stressors:


































What are your goals for counseling?

































Signature:




Date:







CONSENT FOR TREATMENT

I give permission to (name of counselor and MFT #)






to provide counseling and psychotherapy to me.  I understand that all communications between us are confidential and that all therapists located at The Little Village, Inc. are independent sole proprietors.  
Professional consultation is an important component of a healthy psychotherapy practice.  As such, your therapist may regularly participate in clinical, ethical, and legal consultation with appropriate professionals.  During such consultation, Therapist will not reveal any personal identifying information regarding Patient or Patient’s family members or caregivers.
I understand that information shared in sessions will not be divulged to anyone without my permission except where mandated by California law.  These exceptions are:

1.) If I threaten to harm another person or myself.

2.) If I inform you that I have physically or sexually abused or neglected a child or indicate that a child or an elderly person has been abused by someone else.

3.) If I inform you that I have physically, sexually or financially abused or neglected, medically or other wise an elder or dependent adult or have knowledge of the abuse occurring.

4.) If I tell you that I intend to harm another person or destroy property and I name that person or property.

5.) If my records are subpoenaed by the courts or I am required to testify in court.

These limitations of confidentiality are legally and ethically mandated for my protection, and can only be challenged by a lawsuit.

If my minor child is the client and I am divorced, I understand I am required to bring in a copy of the custody order verifying that I have legal custody of the child.  In the case of joint legal custody, I understand consent from both parents will be required prior to treatment.  If I believe that gaining consent from the other parent will present a problem; I will discuss this with my therapist at the beginning of the first session.

All office visits are by appointment.  Sessions usually last between 45 and 50 minutes, and it is unusual for them to run overtime.  Please arrive on time, as you use your own time when you are late.

Please allow 24-hour notice for cancellations.  Cancellations without adequate notice will be billed to you.
Services are paid for at the time of each office visit, except by prior arrangement.  If your insurance company does not reimburse The little Village, Inc. for any reason, you are responsible for paying for the full cost of the session.

I authorize the release of any medical or other information necessary to process insurance claims for psychotherapy services provided at The Little Village, Inc. by assigned therapist. I authorize payment of medical benefits to The Little Village, Inc.  This authorization includes all claims filed from the beginning of treatment up until the final billing form is processed by your insurance agency.

I have read and do accept these terms of service.  I may request a copy of the above information.

Client Signature:




Date:





Parent/Guardian Signature:



Date:




(For Minor Client)




RELEASE FOR THE EVEALUATION AND TREATMENT OF A MINOR
As the parent or legal guardian of 





I authorize his/her evaluation and treatment.  As parent or legal guardian, I have the right to request information concerning the above minor’s evaluation and treatment.

Signature




Date



Witness




Date




NOTICE OF PRIVACY PRACTICES

I have received or declined a copy of the HIPPA “Notice of Privacy Practices” form.

Signature




Date



