INTAKE FORM
PLEASE COMPLETE THIS FORM AND BRING IT TO THE FIRST SESSION.
Name:

Date:
Last

First

Middle Initial

Address:
Street

City

State

Birth Date:
Marital Status:

Age:
Never Married

Zip

Gender:
Married

Male

Partnered

Female
Separated

Divorced

Widowed

Number of Children:
Names/Ages
Home Phone:

May I leave a message?

Yes

No

Work Phone :

May I leave a message?

Yes

No

Cell Phone:

May I leave a message?

Yes

No

E-mail:

May I email you?

Yes

No

Referred by (if any):
PREVIOUS MENTAL HEALTH SERVICES
Are you currently receiving psychiatric services or professional counseling elsewhere?
Have you had previous psychotherapy?
Yes
No

Yes

No

Yes

No

Previous therapist’s name:
Are you currently taking prescribed psychiatric medication (antidepressants or others?)
If Yes, please list:
If no, have you been previously prescribed psychiatric medication?

Yes

No

If Yes, please list:
Reason for discontinuing medication:
Have you ever been hospitalized for psychological problems?
If Yes, reason:

Yes

No

Date:

INTAKE FORM

OCCUPATIONAL INFORMATION
Are you currently employed?

Yes

No

If yes, who is your current employer/position?
If yes, are you happy at your current position?
Please list any work-related stressors, if any:

HEALTH AND SOCIAL INFORMATION
How is your physical health at present?
܆Poor ܆Unsatisfactory ܆Satisfactory ܆Good ܆Very good
Please list any persistent physical symptoms or health concerns (e.g. chronic pain, headaches, etc.):

Are you having any problems with your sleep habits?
Yes
No
If yes, check where applicable:
Sleeping too little
Sleeping too much
Poor quality sleep
How many times per week do you exercise?

Disturbing dreams

Approximately how long each time?

Are you having any difficulty with appetite or eating habits?
Yes
No
If yes, check where applicable:
Eating less
Eating more
Binging
Do you regularly use alcohol?
Yes
No

Restricting

In a typical month, how often do you have 4 or more drinks in a 24-hour period?
How often do you engage in recreational drug use?
Daily
Weekly
Monthly
Has anyone told you they were concerned about your alcohol/drug use?
Yes
Have you had suicidal thoughts recently?
Frequently Sometimes Rarely
Are you currently in a romantic relationship?

Yes

Rarely

No
Never

No

If yes, how long have you been in this relationship?
On a scale of 1-10 (with 10 high), how would you rate the quality of your current relationship?
In the last year, have you experienced any significant life changes or stressors:

RELIGIOUS/SPIRITUAL INFORMATION
Do you consider yourself to be religious or spiritual?
If yes, what is your faith?

Yes

No

Never

INTAKE FORM

HAVE YOU EVER EXPERIENCED?
Extreme Depressed Mood
Wild Mood Swings
Rapid Speech
Extreme Anxiety
Panic Attacks
Phobias
Sleep Disturbances
Repetitive Thoughts
Repetitive Behaviors

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

No
No
No
No
No
No
No
No
No

(e.g., frequent checking, hand washing, etc.)

Hallucinations
Unexplained Losses of Time
Unexplained Memory Lapses
Alcohol/Substance Abuse
Frequent Body Complaints
Eating Disorder
Body Image Problems
Homicidal Thought
Suicidal Thought

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

No
No
No
No
No
No
No
No
No

Suicide Attempt

Yes

No

OTHER INFORMATION
What are effective coping strategies that you’ve learned?
What are your strengths?
Any additional comments or information you would like your therapist to know?

FAMILY MENTAL HEALTH HISTORY
Has anyone in your family (either immediate family members or relatives) experienced difficulties with
the following? (mark any that apply and list family member, e.g., sibling, parent, uncle, etc.):
Difficult Family Member
Depression
Bipolar Disorder
Anxiety Disorders
Panic Attacks
Schizophrenia

Yes
Yes
Yes
Yes
Yes
Yes

No
No
No
No
No
No

Alcohol/Substance Abuse
Eating Disorders
Learning Disabilities
Trauma History
Suicide Attempts

Yes
Yes
Yes
Yes
Yes

No
No
No
No
No

Other difficulties,

I HAVE RECEIVED, READ AND UNDERSTAND THE COUNSELING AGREEMENT AND THE NOTICE OF PRIVACY
RIGHTS. I AUTHORIZE THE RELEASE OF THE MINIMUM AMOUNT NECESSARY OF MY PERSONAL HEALTH
INFORMATION TO THE ABOVE REFERENCED INSURANCE COMPANY, AND MELODY RICHARDS COUNSELING’S
BILLING COMPANY IN ORDER TO OBTAIN PAYMENT FOR SERVICES RECEIVED.
Signature _________________________________________________Date ___________________

TREATMENT PLAN

Name
Date
Please complete this form as best you can. If you are unsure of your answers, bring your
questions in and we can complete the treatment plan together.
Why I’m Here:

What I Want / Goals:

How Do I Know That I’m Making Progress?

_____________________________ ________ _____________________________ ________
Client Signature
Date
Therapist Signature
Date
Review Dates: ________________________________________________________

FEE POLICY

Client Name ___________________________________________________
Intake Date _________________________

! The fee of $___________ per 50- to 60-minute session is payable at each session, unless other
arrangements have been made.
! Insurance coverage differs, so please check with your insurance company to determine the
requirements for mental health coverage.
! If fees change during the course of treatment, you will be given adequate notice of these changes.
! You will be charged for missed appointments or appointments cancelled with less than a 24-hour notice
(except in cases of illness, emergency or severe weather).
! Fees for telephone contacts will be prorated, based on the standard hourly fee.
! Overdue payments will be assessed a 5% monthly interest fee.
I understand the current fee schedule and my responsibility for payment of fees.
______ I understand that services will be out-of-network with my insurance company. I would like a receipt to
send to my insurance company. I understand that payment is due at time of service and I will be
reimbursed from my insurance company.
______ I have discussed the fees for counseling and understand that my therapist is a provider for my
insurance. I give my permission for my therapist to contact my insurance company to determine
insurance coverage.
My insurance carrier is _______________________________________
Primary policyholder’s name is _______________________________ Relationship to client_______________
Primary policyholder’s date of birth _______________________________________
I have been given a copy of the current fee policy and have been given the opportunity to discuss my
financial situation with my therapist. I understand I will be responsible for all fees outlined on this
payment contract. I am also aware that I may be charged a late cancel/no show charge.

___________________________________________________ _____________________
Signature of Client or Guardian
Date
___________________________________________________ _____________________
Signature of Client or Guardian
Date

COUNSELING AGREEMENT

This agreement is designed to help build a positive working relationship between you and your therapist. It also
informs you of your rights and responsibilities in the therapy relationship.
1. Therapeutic Relationship
The relationship between you and your therapist is very important. You are expected to talk freely and openly
about yourself. Your therapist!s responsibility is to listen, select, sort, make observations, and reflect back to
you behaviors, thoughts, feelings, and values or beliefs that will enable you to understand and see yourself
more clearly. The goal of this process is the reorganization of your thinking, feelings, and behavior in a manner
more satisfying to you. This does not guarantee a successful outcome in therapy. While your therapist may
suggest changes, only you can choose if those changes are valuable and pertinent, and only you are able to
make those changes.
The therapeutic approach comes from a variety of psychological theories. For those clients wishing to address
spiritual concerns, a Christian perspective will be utilized. As each client is different, each session varies
depending on the needs of the client and the goals set by the client and therapist.
2. Appointments and Cancellation Policy
Appointments are typically 50 minutes in length. If you need to cancel an appointment for any reason, please
do so at least 24 hours in advance. You will be charged a $50 fee for appointments not canceled within 24
hours.
3. Confidentiality
Client information is kept strictly confidential and the release of information about you to anyone can only be
done with your written consent. Because therapists are all mandated reporters, state law, however, places
certain limitations on the right of confidentiality (see Notice of Privacy Rights attached):
! Threats of suicide
! Threats of harming another person
! Any incidence or knowledge of suspected neglect, physical, or sexual abuse of children and/or
vulnerable adults
During professional consultation, the therapist may discuss facts in a case, but the identity of the client will
remain confidential.
4. Fees
Payment of fees is expected at the time of each session. You may use cash or check. Insurance coverages
differ, so please check with your insurance company to determine the requirements for mental health
coverage.
Overdue payments will be assessed a 5% fee for each month the payment is overdue. Additional fees will be
charged for psychological testing. In court cases, we encourage information to be passed on to lawyers and
the court through written reports at our hourly fee rate. If we are asked to do a deposition or appear in court,
our fees are $350 per hour plus a mileage fee of $.75 per mile.
5. Hours & Emergencies
After normal business hours, you will receive our voicemail system where you can leave messages. This
voicemail system is available 24 hours a day and messages are retrieved regularly throughout the weekdays. If
you need immediate assistance, please call 911 or go to the nearest hospital emergency room.

