CLIENT INTAKE FORM, DISCLOSURE AND CONFIDENTIALITY AGREEMENT

FOR COUPLES, PLEASE COMPLETE FOR EACH INDIVIDUAL


PLEASE PRINT CLEARLY

Date _________________

Name __________________________________________________

Address ________________________________________________

Zip Code __________

City ______________________

Home Phone** __________________ Cell Phone **________________
Work Phone **____________________
Email Address: _____________________________________________
** IT IS IMPORTANT TO HAVE CORRECT CONTACT INFORMATION.  ISSUES such as inclement weather need to be communicated as efficiently as possible.
Were you referred and if so, please list below:

Physician or Therapist ________________________________________
Friend _____________________________________________________
Current or former client _______________________________________
How did you find my name?

· Telephone books such as The Yellowbook, Verizon or Dex? ____________

· Online search using internet sites such as Yellowbook.com, Google, Live Search, Comcast, Ask, AOL, MapQuest, etc? ______________________
(Circle One) Marital Status or Living Arrangements: S, M, D, W, Separated, Living Together 

What is the name of your spouse or partner? ________________________

If married or living with a partner, how many years: ___________________
Name(s) of children and ages: (continue on back if needed)

Name



  


  

Age

__________________________________________________________
__________________________________________________________
__________________________________________________________
__________________________________________________________
Other members in the household: (continue on back if needed)

Name



     
Age



Relationship

___________________________________________________________
___________________________________________________________
___________________________________________________________
Number of previous marriages: ____________

Previous Counseling: 

____________________________________________________________
Personal physician: 

​​​​​​​​____________________________________________________________
Date of last physical: _______________
Medical conditions:  

____________________________________________________________
Current medications: 

____________________________________________________________
How much caffeine do you consume on a daily basis?  (e.g. coffee, tea, caffeinated soft drinks, energy drinks such as Red Bull): _______________
How much alcohol do you consume on a daily/weekly basis? ___________

How much exercise do you get on a weekly basis? __________________

Why did you choose to seek counseling at this time? 

____________________________________________________________
____________________________________________________________
____________________________________________________________
Barbara L. Riste, MBA, MA, LPC

303.841.0259

parkercounseling@qwestoffice.net
www.parkercounselinginc.com
DISCLOSURE INFORMATION

My practice is regulated by the Colorado State Department of Regulatory Agencies.  Please let me know if you are dissatisfied with my services.  If I am unable to resolve your concerns, you may report your concerns to:

State Grievance Board

1560 Broadway Street #1340

Denver, Colorado  80202

303-894-7766

Or

National Board of Certified Counselors

Greensboro, North Carolina

910-547-0607

You are entitled to know my credentials:

M.A.,     Counseling Psychology, University of Colorado at Denver

M.B.A.   Finance, University of Colorado

B.A.        History/Pre-law, Colorado State University
License:  Licensed Professional Counselor #2167

Registration:  National Board of Certified Counselors

You are entitled to be informed about the methods of psychotherapy, the duration (if known) and the fees for my services.  Unless otherwise specified, psychotherapy sessions for individuals are 50 minutes in length and sessions for couples and families are 100 minutes in length.

There are conditions that may lie beyond my areas of expertise.  In such situations, I will provide referrals to professionals capable of treating such conditions.  

You may seek a second opinion from another mental health or medical professional at any time.  You may terminate psychotherapy at any time.  

Our relationship is a professional one.  In such a relationship, sexual intimacy is never appropriate and should be reported to the Colorado State Grievance Board if it occurs.

The confidentiality of information you provide me in my capacity as a therapist is protected by law; this includes the fact that you have sought my services.  This confidentiality extends to individuals seen as a couple and who have chosen to be seen individually.  The degree to which this individual information is shared with the partner is at the discretion of the individual client.  Exceptions to confidentiality are delineated below under Confidentiality and will be discussed with you should the need arise.
All communication (including email, fax, etc.) is inclusive in clinical records.  This information is accessible to the client upon request.  
Please be aware I am not a crisis counselor.  I am not on call 24 hours a day and do not work Saturdays and Sundays.  If you are in a crisis situation, please go to your closest hospital emergency room or call 911.  Phone calls and emails are generally returned within 24 hours during business hours of 8 am to 5 pm Monday through Friday.  

Fees:
The fee for a fifty-minute session is $110 per session.  The fee for a 100-minute couple’s session is $225 per session.  Fees are due and payable at time of session.  Cash, personal checks or PayPal are accepted.  A 21% interest rate is applied to any thirty day past due balances.  There will be a $35 charge for any returned check.  The session fee applies to other services including but not limited to emails, phone calls, insurance reports, third-party consultations.  
Cancellations:
Please call 24 hours in advance of an appointment in the event you are unable to keep it, otherwise you will be responsible for the session fee.  
Insurance:
Insurance coverage and reimbursement are the client’s responsibility.  Since payment for session is required at time rendered, any subsequent reimburse from the insurance company should be sent directly to the client.  Please do not assign payment to me.  It will delay the reimbursement process.  You are still responsible for payment in full should treatment and treatment recommendations exceed third-party reimbursement.

I have read and understand the above statements regarding my rights as a client and the procedures and policies disclosed.
_______________________________________                       __________________

Client (or parent of minor)                                                           Date       

Barbara L. Riste, MBA, MA, LPC

CONFIDENTIALITY
All information is confidential with the following exceptions.  This is not an exhaustive list of instances in which confidentiality may not be honored.

· If there is evidence that a person is gravely disabled or poses an imminent threat to self or others, the therapist can legally take measures to ensure the safety of the individual and others.

-  The Colorado Children’s Code mandates a therapist must report any suspected or known child abuse (includes emotional, sexual or physical abuse).
· Clients who are minors (under 18 years of age) have limited rights of confidentiality.  Professional judgment regarding what is disclosed to the client’s parents will be exercised.  Typically, the minor will be involved in the decision regarding the sharing of information with the parents or informed of the rationale for sharing information against her/his wishes.

-    A client may be asked to sign an authorization permitting   the therapist to communicate with another party.  The purpose of such communication will be discussed before the release is requested.  The highest degree of professionalism is maintained in such communications.  The client has the right to refuse to authorize any release of information and to specify what information may be released.
· Insurance companies require a clinical diagnosis and sometimes other clinical information in order to process payment of claims.  

· The use of fax, email, cellular phones and other electronic media pose special risks to the confidentiality of communication.  All sent and received emails will be printed and filed in the client’s file.  Upon specific request, a specified type of electronic media will not be used for communication of confidential information.

· Non-response to repeated requests for payment of service may be given to an agency for collection purposes.  

· The confidentiality of information you provide me in my capacity as a therapist is protected by HIPAA.  This includes both electronic and written records.  Records include name, phone numbers, home address, email addresses, possible diagnosis and clinical notes.

· If I contract with administrative or technical support vendors, they are required to protect the confidentiality of your personal health information to the same extent as Parker Counseling, Inc.
I have read and I understand the above statements regarding the exceptions to confidentiality.  I agree to the confidentiality exceptions.
_______________________________________________________
Client (or parent of minor)                                     Date             

Barbara L. Riste, MBA, MA, LPC

303.841.0259

19753 East Pikes Peak Court, Suite 201

parkercounseling@qwestoffice.net

Parker, CO 80138 

www.parkercounselinginc.com
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