


INTAKE FORM

Date:_______________

Patient’s Full Name _______________________________________________________________ 

Home #____________________Work #_____________________Mobile #___________________

Address_______________________________________ City ___________________Zip___________

Email address________________________________________________________________________

Social Security #_______________________ Age________ Birth Date __________________________

Guardian’s Name _____________________Mobile #_________________Work #__________________

Social Security #_______________________ Age________ Birth Date__________________________

Spouse’s Name______________________________________ Work # __________________________

Social Security # _______________________ Age______ Birth Date___________________________

Employer/Occupation/School____________________________________________________________

Spouse’s Employer/Occupation__________________________________________________________

Combined Annual Income _________ Emergency Contact ____________________#_______________

Physician’s Name _________________________________________#___________________________

Referral Source:  __________________________________

Children: Name(s)                                       Age & Birth Date                              Grade Level

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

SEE ATTACHED TREATMENT and FINANCIAL POLICY

Qualifications:

Kris White LCSW, LMFT, is licensed by the Texas State Board of Social Worker Examiners as well as the Texas State Board of Examiners of Marriage and Family Therapists.  Ava Gottlieb LCSW, is licensed by the Texas State Board of Social Worker Examiners 
Counseling Philosophy:

We at Creative Counseling believe that the power to change comes from within and is determined solely by the individual’s desire for change.  We accept those individuals who seek to better themselves by the use of an objective professional observer.  This capacity to change is based on the premise that human behavior is an interaction between biological, psychological and sociological factors.  Therefore, the therapy will take into consideration how each factor influences the other.

It is important that you understand that change is a process that is different for each individual.  Sometimes the necessary change may occur in a few brief sessions but it may also take months and sometimes years to achieve the desired outcome.

Psychotherapy is an emotionally intimate process.  However, it is important that you understand that the relationship between you and your therapist is professional.  The contract is limited to the paid sessions.  Please do not ask your therapist to relate to you in any other context other than that of the counseling session.  You may learn much about your therapist during your therapeutic process; however, remember you are experiencing them only in a professional role.

If at any time during this process you become dissatisfied with our services, please discuss this with your therapist.  If a resolution of the issue cannot be reached then a referral to another qualified treatment provider will be made available.

Records and Confidentiality:

All communication between you and your therapist becomes a part of the clinical record.  This record is accessible to you at your written request.  Your therapist will keep confidential all conversations with regards to the following exceptions: a) you authorize your therapist to disclose information to a particular party; b) your therapist determines that you are a threat to yourself or to others; c) you disclose that harm has been done to a child; d) the court has ordered information to be disclosed.
FINANCIAL POLICY
Payment
Please understand that payment of your bill is considered as a part of your treatment.  Payment in full is due at the time service is rendered unless prior arrangements have been made.

Insurance
We do not accept assignment of insurance benefits.  We will aid you in what ever means possible to get your insurance reimbursement for the therapy received. We are committed to providing you and your family the best treatment possible.  We charge what is usual and customary for the surrounding area.  You are solely responsible for payment of the balance regardless of your insurance company’s arbitrary determination of usual and customary rates.

About insurance plans in which we are a participating provider, all co-pays and deductibles are due at the time of service rendered.  In the event that your insurance changes to a plan where we are not a provider, please refer to the above paragraph.

Missed Appointments
If you must cancel your appointment, please do so within 24 hours in advance.  It is Creative Counseling’s policy to charge for missed appointments at the rate of a normal office visit.  Please help us serve you better by keeping scheduled appointments.

Rate

Your therapist will discuss with you the cost of your treatment session.

$                .
By your signature below you are indicating that you have read and understand this agreement and that you are willing to undergo psychotherapy with the undersigned therapist.

Responsible party__________________________________ Date___________________

Therapist_________________________________________ Date___________________
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