THERAPY INTAKE FORM 
Please provide the following information and answer the questions below. Please note: information you provide here is protected as confidential information. 
Please fill out this form and bring it to your first session. 


Name: ______________________________________________________________ 
(Last) 				(First) 				(Middle Initial) 
Name of parent/guardian (if under 18 years)

____________________________________________________________________
 (Last) 					(First) 				(Middle Initial)
 
Birth Date: ______ /______ /______ Age: ________ Gender: ___ Maritial Status____


Please list any children/age:_________________________________________________

Address:_______________________________________________________________
(Street and Number) 

______________________________________________________________________
(City )			(State)				 (Zip)

 Home Phone: _____________________    Cell/OtherPhone______________________

May we leave a message? ________

E-mail: _____________________________________May we email you? *Please note: Email correspondence is not considered to be a confidential medium of communication. 


Referred by (if any)_______________________________________________________ 

Have you previously received any type of mental health services (psychotherapy, psychiatric services, etc.)?
Yes/no_______ Approximate dates of service______________________ 

Are you currently taking any prescription medication?  Yes/No___

Please list: ______________________________________________________________________

 ______________________________________________________________________ 

Have you ever been prescribed psychiatric medication? Yes/No____

Please list and provide dates:_______________________________________________

______________________________________________________________________


GENERAL HEALTH AND MENTAL HEALTH INFORMATION

1. How would you rate your current physical health? (please circle) 

Poor   	Unsatisfactory   	Satisfactory   	Good   	Very good 

Please list any specific health problems you are currently experiencing: 

______________________________________________________________________

2. How would you rate your current sleeping habits? (please circle)

Poor    	Unsatisfactory	    Satisfactory    	Good    	Very good 

Please list any specific sleep problems you are currently experiencing: 

______________________________________________________________________

3. How many times per week do you generally exercise? __________

What types of exercise to you participate in?__________________________________
 
4. Please list any difficulties you experience with your appetite or eating patterns: 

______________________________________________________________________

5. Are you currently experiencing overwhelming sadness, grief, or depression?_______ 

If yes, for approximately how long?__________________________________________

6. Are you currently experiencing anxiety, panic attacks, or have any phobias? 

If yes, when did you begin experiencing this?__________________________________
 
7. Are you currently experiencing any chronic pain? 

If yes, please describe:____________________________________________________ 

8. Do you drink alcohol?  How many drinks per Week______

9. Do you engage recreational drug use?  How may times per Week/Month___________   

10. Are you currently in a romantic relationship?____ If yes, for how long?___________ 

On a scale of 1-10, (10 being great!) how would you rate your relationship? __________ 


11. What significant life changes or stressful events have you experienced recently: 

______________________________________________________________________

______________________________________________________________________

FAMILY MENTAL HEALTH HISTORY: 
In the section below, identify if there is a family history of any of the following. If yes, please indicate the family member’s relationship to you in the space provided (father, grandmother, uncle, etc.). 

___________________________    Please Circle	    List Family Member Name

Substance Abuse			yes/no

Anxiety				yes/no

Depression				yes/no

Domestic Violence			yes/no

Eating Disorders 			yes/no

Obesity				yes/no

Obsessive Compulsive Behavior	yes/no

Schizophrenia				yes/no

Suicide Attempts			yes/no
-------------------------------------------------------------------------------------------------------
 ADDITIONAL INFORMATION:
1. Are you currently employed? ______

If yes, what is your current employment situation? 

______________________________________________________________________
 
Do you enjoy your work? Is there anything stressful about your current work? 

______________________________________________________________________

______________________________________________________________________

2. Do you consider yourself to be spiritual or religious? 
If yes, describe your faith or belief: 

______________________________________________________________________


3. What do you consider to be some of your strengths?

 ______________________________________________________________________

 ______________________________________________________________________

______________________________________________________________________ 



4. What do you consider to be some of your weaknesses? 

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________
 
5. What would you like to accomplish out of your time in therapy? 
______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

---------------------------------------------------------------------------------------------------------------------
LIMITS OF CONFIDENTIALITY 
Contents of all therapy sessions are considered to be confidential. Both verbal information and written records about a client cannot be shared with another party without the written consent of the client or the client’s legal guardian. Noted exceptions are as follows: 
______________________________________________________________________ 
Duty to Warn and Protect 
When a client discloses intentions or a plan to harm another person, the mental health professional is required to warn the intended victim and report this information to legal authorities. In cases in which the client discloses or implies a plan for suicide, the health care professional is required to notify legal authorities and make reasonable attempts to notify the family of the client. 
Abuse of Children and Vulnerable Adults 
If a client states or suggests that he or she is abusing a child (or vulnerable adult) or has recently abused a child (or vulnerable adult), or a child (or vulnerable adult) is in danger of abuse, the mental health professional is required to report this information to the appropriate social service and/or legal authorities. 
Prenatal Exposure to Controlled Substances 
Mental Health care professionals are required to report admitted prenatal exposure to controlled substances that are potentially harmful. 
Minors/Guardianship 
Parents or legal guardians of non-emancipated minor clients have the right to access the clients’ records. 
Insurance Providers (when applicable)
Insurance companies and other third-party payers are given information that they request regarding services to clients. 
Information that may be requested includes, but is not limited to: types of service, dates/times of service, diagnosis, treatment plan, description of impairment, progress of therapy, case notes, and summaries.

 
I agree to the above limits of confidentiality and understand their meanings and ramifications. 

_________________________________________________________________ 
Client Signature (Client’s Parent/Guardian if under 18)                     Today’s Date 


DUAL AND MUTUAL RELATIONSHIPS
I (Linda Roberts) understand that sometimes our paths may cross outside our meetings.  The existence of dual or multiple relationships is often unavoidable in a small town or within organizations. This can have a positive, neutral or possibly negative effect on our work together and it’s not always possible to know how it will affect therapy ahead of time.  I want you to know that I (Linda Roberts) will never acknowledge working with you without your written permission. If, or when we are aware ahead of time that our paths will cross we will discuss the complexities. If we are unaware ahead of time and we see each other, I won’t acknowledge that I know you unless you acknowledge me first and we will discuss it when we meet again. If this becomes uncomfortable for you in any way, it is your responsibility to talk with Linda about it. I will always listen carefully to your feedback and will work with you to make the situations as comfortable for you as possible. This may include terminating the dual relationship. You also have the right to terminate therapy at any time. We will work together to keep the therapeutic environment safe and confidential.  My commitment is to your well being above all else.

CANCELLATION POLICY 
If you fail to cancel a scheduled appointment, we cannot use this time for another client and you will be billed for the entire cost of your missed appointment. 
A full session fee is charged for missed appointments or cancellations with less than a 24-hour notice unless it is due to illness or an emergency. A bill will be mailed directly to all clients who do not show up for, or cancel an appointment. 
Thank you for your consideration regarding this important matter. 

HOME OFFICE
Linda Roberts’ psychotherapy office is located in her private residence, which is located in Boerne. Linda will give you the gate code before your first appointment. Please park your car near the side and back of the house near the pool equipment.  There is a stair case leading to Linda’s office in the back of her house. Depending on the time of the day, you may encounter one of Linda’s children, her spouse or her dog, Sandy (who is extremely friendly). Please let Linda know if you have an immediate concern with this arrangement or if a concern arises in the future.

PHONE THERAPY
Linda is very comfortable using the phone for therapy sessions and finds it effective in many instances. However, consulting with clients exclusively over the phone rather than in person in the therapist's office brings complexities and potential disadvantages to the therapeutic process. Treating clients exclusively via phone consultations may put therapists at a disadvantage because they cannot detect nonverbal cues, may not be able to accurately diagnose, may not always be aware of the resources available locally, and may not be able to intervene as effectively as necessary in emergency situations. Acute crises and severe psychological disturbances, such as schizophrenia, bipolar or some types of personality disorders may not be effectively handled exclusively via phone. When appropriate, Linda may recommend that the client’s first choice is to find a local therapist with whom the client can meet face to face. If phone therapy is the primary mode used in appointments Linda will consult and check in with the client regularly to determine its effectiveness and to evaluate the quality of care.

I Understand and will abide with these policies and/or discuss them with Linda Roberts if 
I am uncomfortable with any of them.
Signature of Client_______________________________Date____________________ 


Authorization To Release Information

I, ____________________, (hereinafter "Client") hereby authorize (Linda Roberts (hereinafter "Provider") to disclose mental health treatment information and records obtained in the course of psychotherapy treatment of Client, including, but not limited to, therapist's diagnosis of Client, to:

________________________________________________________________
I understand that I have a right to receive a copy of this authorization. I understand that any cancellation or modification of this authorization must be in writing. I understand that I have the right to revoke this authorization at any time unless Provider has taken action in reliance upon it. And, I also understand that such revocation must be in writing and received by Provider at 10 Someday Drive to be effective.
This disclosure of information and records authorized by Client is required for the following purpose: 
________________________________________________________________
The specific uses and limitations of the types of medical information to be discussed are as follows (be as specific as you choose to): 

________________________________________________________________

________________________________________________________________
Such disclosure shall be limited to the following specific types of information:

________________________________________________________________
________________________________________________________________
Therapist shall not condition treatment upon Client signing this authorization and Client has the right to refuse to sign this form.

Client understands that information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and may no longer be protected by the HIPAA Privacy Rule, although applicable law may protect such information.
This authorization shall remain valid until: Date:___________________

Client’s Signature______________________ Date signed___________
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