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Intake:
Name: _____________________________ Age: _____ Soc. Sec. #: __________________DOB: ___________ Address: ________________________________City ____________________State _____ Zip _____________ 

Home Phone: ______________________________________ Cell: ___________________________________

Work Phone: ______________________________________ Email: __________________________________

Marital Status: Married _____ Single _____ Divorced _____ Widow/Widower _____ 

Name of Spouse/Parent: ________________________________________ Age: _____ Years Married:_______  

Employer: _______________________________ Spouse’s Employer: _________________________________

Number of children living at home: M _____ F _____ Ages: _________________________________________ 

Race: Caucasian _____ African American _____ Hispanic American _____ Other _____ 

Insurance Company: ________________________________ Insurance/Medicaid # ______________________ Name of Doctor: _____________________________________ Date of last physical: _____________________ Current Medications: __________________________________ Health Problems: _______________________ Substance abuse problems: Y _____ N _____ List Substances: _______________________________________ 

Suicide Attempts: Y _____ N _____ If yes, When? _________________ How? _________________________ Recent suicidal thoughts: Y _____ N _____ If yes, explain __________________________________________ Prior Counseling, Therapy, or Hospitalizations for emotional or mental health: __________________________ Location _______________________ Date ____________ Name of Therapist/Doctor: ___________________ Reason for Treatment: _______________________________________________________________________

	Please check all areas below that you are currently concerned about:
□ Abortion
	□ Alcohol (self)
	□ Alcohol (other)
	□ Anger

	□ Attention deficit
	□ Appetite
	□ Anxiety
	□ Aggressive behavior

	□ Divorce preparation
	□ Career issues
	□ Conduct disorder
	□ Depression

	□ Divorce adjustments
	□ Drugs (self)
	□ Drugs (other)
	□ Fearfulness

	□ Eating disorder
	□ Family
	□ Fear of death
	□ Grief/mourning

	□ Excessive sleeping 
	□ Excessive crying
	□ Guilt
	□ Head injuries

	□ Homosexuality
	□ Legal Problems
	□ Marriage
	□ Nightmares

	□ Hallucinations
	□ Memory loss
	□ Panic attacks
	□ Physical abuse

	□ Obsessive thoughts
	□ Oppositional defiant
	□ Parenting
	□ Phobia

	□ Relationship Prob.
	□ Seizures
	□ Loneliness
	□ School

	□ Sexual abuse
	□ Self mutilation
	□ Rape
	□ Stepfamily issues

	□ Trauma victim
	□ Weight
	□ Abnormal sex
	□ Withdrawal

	□ Verbal abuse
	□ Pornography
	□ Finances
	□ Stress

	□ Impassivity
	□ Hyperactivity
	□ Lethargy
	□ Sexuality


Other concerns or disturbing thoughts/behavior: _____________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

Reason for seeking counseling: ___________________________________________________________________

How did you become aware of Christian Counseling Services? □ Friend  □ Church/Pastor  □Telephone Book  

□ Internet  If the Internet, what site:______________________________□ Other________________________

Church Name: _____________________________ Address: ________________________________________

Pastors Name: _________________________________________________ Attend regularly Y _____ N _____

May we use your telephone numbers, address and/or e-mail to send reminders, information or for follow-up?  Y______ N______  If yes, OK to leave voicemail? Y_____ N______
Signature: ___________________________________________________ Date: ________________________

Policies and Procedures
Welcome!
May your experience at Christian Counseling Services be one that is very worthwhile and profitable.  On the following pages, you will find helpful information and clarification concerning our counseling procedures, policies and other information.  Please feel free to ask any further questions regarding the services provided.

Policies and Procedures

Physical Examination: If possible, it is strongly recommended that you be current on your physical examinations from your personal physician.  This is important to make sure none of the problems discussed are the result of physical health difficulties.  Because we are not physicians, we can not know if you have a physical condition that might be related to your situation. 

Appointments: Each appointment will last 45-50 minutes.  The session will begin at the time it is scheduled.  If the counselor causes a late start, the session will last for 45-50 minutes or will be prorated.  If you arrive late for your appointment, the session will have to end at the regularly scheduled time, and the charge will be for the full amount of the appointment.  You will be billed for the cost of the appointment if you cancel with less than a 24 hour notice. Please note: E-mail, text, Facebook or any other form of communication other than a phone call cannot be used to cancel or change appointments.  Missed appointments or frequent rescheduling may result in termination of counseling.  In this case, the counselor will make a referral to another mental health professional.

Payment:  Payment is expected at the end of each session by cash or check.  Please be aware that there may be additional charges for other services beyond the counseling session.  These services include but are not limited to report preparation, after hour or weekend appointments, court testimony, etc.  These charges will be discussed with you at the time of the service.

Telephone Consultation: At times it may be necessary to speak to your counselor by telephone, for which there is no charge.  However, when counseling occurs, the charge is $20.00 per ten-minute period.  Payment for telephone consultation is expected at the next scheduled session. 

Out of Office Services: Any out of office services will be billed at a rate of the telephone consultation fee. 

Discrimination: Christian Counseling Services will not tolerate any discriminatory procedures, and immediate action will be taken if such an act occurs.  (Admin. Code 8 CSR 60 – 3.010) (1) “Discrimination in public accommodations because of race, color, religion, national origin, ancestry, sex, or handicap is prohibited by law in Missouri.”

I understand and agree with the above stated policies and procedures. 
Signed: ___________________________________________________ 
Date: ____________     Counselor/Witness __________________________________________ 
Date: ____________
Confidentiality Policy
Confidentiality



I understand the information given or received as part of the counseling service, including but not limited to names, dates, times, situations, causes, histories, diagnosis, treatment, content, conversations, discussions, identifying information which may compromise the identity of an individual seeking counseling, testing, or guidance, personal information or other information which by its very nature is confidential, will be considered as confidential by Christian Counseling Services. However, when in the sole absolute discretion of the counselor, information received falls within one of the following two categories, the confidentiality or the communication is hereby waived by the counselor.

I also understand that I may be meeting with a counselor who is licensed provisionally as a PLPC/Counselor In Training and that they may disclose information to his/her supervisor for the assurance of quality client care and for meeting state requirements of supervision.
Confidentiality Limits 

As a client, you have the right to confidentiality.  Therapists are bound by ethical codes for their profession and under The Privacy Act as pertaining to the laws of the state of Missouri.  Information shared with a therapist will only be given to others upon your request and with your written consent.  Some limits on maintaining confidentiality are; 

· Duty to warn the proper authorities regarding homicidal or suicidal concerns,

· Duty to warn of danger to others,

· Subpoena of records by a court of law,

· Laws mandating reporting of child or vulnerable adult abuse,

· An individual of PLPC/CIT status is allowed to disclose information to his/her supervisor.
Mandated Disclosure Stipulations:
Harm to Self: When the counselor receives information which causes the counselor to believe the client is in a state of mind where the client poses a threat of harm to self, the counselor will take responsible steps to prevent such harm, including disclosure of information, which would otherwise be considered confidential, to appropriate authorities or professionals.


Harm to others: When the counselor receives information which causes the counselor to believe the client is in a state of mind where the client poses a threat of harm to a person other than the client, or information is given to the counselor to determine that the client poses a threat of harm to a person other than the client, the counselor will take responsible steps to prevent such harm, including disclosure of information, which would otherwise be considered confidential, to appropriate authorities or professionals.

Name (please print):
__________________________________________________________



(If under 18 years of age, parent/guardian must sign)
Signed: __________________________________________ 

Date: ____________

Counselor/Witness __________________________________________ 
Date: ____________
Consent to Treat/ Privacy Practices                                                     

Consent for counseling from a Christian World View
I understand that the counselors at Christian Counseling Services have a belief in Christ Centered Counseling.

I understand that no organized religion or religious denomination is being promoted by my counselor or by Christian Counseling Services.

I understand the counseling session may lead to spiritual growth as a part of my overall treatment but is not exclusively the focus of the treatment.

I understand the counselor will encourage the client to seek the support of the client’s church and pastoral resources.

I understand the counselor will apply spiritual understanding concerning the issues addressed in the counseling session.

I understand the counselor may use Biblical principles and pray to facilitate the counseling process.

My signature below confirms that I understand that the counseling is from a Christian holistic perspective involving assessment and interventions in the spiritual, physical, intellectual, emotional, and social realms from a Christian Counselor’s Perspective. 

Name (please print):
__________________________________________________________



(If under 18 years of age, parent/guardian must sign)
Signed: __________________________________________ 

Date: ____________

Counselor/Witness __________________________________________ 
Date: ____________

Notice of Privacy Practices Acknowledgement
I hereby acknowledge that I have received the NOTICE OF PRIVACY PRACTICES (HIPAA) with an effective day of April 14, 2006.

Name (please print):
__________________________________________________________



(If under 18 years of age, parent/guardian must sign)
Signed: __________________________________________ 

Date: ____________

Counselor/Witness __________________________________________ 
Date: ____________
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