
  
  

Adult Intake Form  

Client initial:_______  

 Date: _______ 

Name: _______________________________________   Date of birth: __________________________  

Preferred Name: _______________________________         Pronouns: she/her, he/him, they/them, 

other:  _________ Biological Sex (required by insurance companies):__ F / ___M   

Marital Status: Single _____Married_____(years) Divorced ____Separated___ Widow(er)_______ 

Children: Y __/___N How many children?  N/A ____ or _____ children ages _________________ and 

gender/sex____________.  

Address:  

_____________________________________________________________________________________  

City: _______________________________State: __________________Zip: __________________  

Phone (cell): ______________________________________________ Phone (home):_______________  

Alternative Address or PO Box: ___________________________________________________________  

Text ok? __Y /__ N   

Voicemail ok? __Y/___ N   

E-Mail:______________________ Emergency Contact: ________________________________________  

Relationship: ________________________Phone: _______________________________   

  

Electronic Communication Policy: We try our best to ensure the privacy and confidentiality of 

email and text messaging, however, this is not something we can guarantee. We ask that text 

messaging only be used for scheduling purpose unless otherwise specified by your clinician. Our 

appointment system will send you an appointment reminder via email and you will have the 

option to opt out. This email is not sent by your individual clinician. By signing below, you agree 

to use these modes of electronic communication.   

Sign here:   

 

  



  

Client initial:______   

Acknowledgement of New Beginnings Counseling LCSW P.C. Policies Checklist  

 *Please complete this page after signing the following pages of this intake packet:  

● Cancellation policy I verify that I have read and agree to the cancellation policy.   ______ Initials  

● Payment and insurance policy: I verify that I have read and agree to the payment and insurance policy.  

____ Initials   

● Electronic communication policy I verify that I have read and agree to the electronic communication 

policy. _______ Initials   

● Informed consent I verify that I have read and signed the informed consent form. _______ Initials  

● HIPAA Notice I verify that I have received the HIPAA Notice of Privacy Practices.  _______ Initials   

● Release of Information I verify that I have read and signed the release of information form if relevant.  

_______ Initials   

● Telehealth Policy I verify that I have read and signed the telehealth policy form if relevant 

_______Initials   

● Termination policy I verify that I have read and signed the termination policy form if relevant.  

● Card On File, payment for services including agreement to be billed if no show. _____Initials  

  

  

Print Name: _________________________________________________ Date: _______  

  

  

  

  

  



  

client initial______   

Insurance, Payment and Claims Authorization Policy Cancellation Policy  

Therapy is a commitment between a clinician and a client. When a client and clinician begin treatment, 

they are making a commitment to a therapeutic process and also to a specific and reserved time. If you 

miss an appointment or are unable to provide at least 48 hour notice (unless due to illness or an 

emergency) when you cancel, you will be charged a $70.00 cancellation fee.  

Payment and Insurance Policy: Our office will be glad to complete and submit any and all insurance 

forms, but payment and follow-up are the responsibility of the contract holder. Payment and 

copayments are due at the time services are rendered. It is the obligation of the client to make payment 

and not that of the insurance carrier unless otherwise explicitly stated by a provider agreement signed in 

this office.   

If no insurance, who is responsible for payment? ________________________________________ 

Claims Authorization: “I hereby authorize the release of any medical or other information necessary to 

process this claim. If my coverage is under a group contract held by an employer, an association, a trust 

fund, a union, or similar entity, this authorization also permits disclosure to them for the purposes of 

utilization, review or audit. This authorization shall become effective immediately upon execution and 

shall remain in effect for the duration of any claim or term of coverage with the insurer, including a 

reasonable time thereafter, until its final consummation.”  

  

  

  

  

  

  

  

  

 Signature: _____________________Date: ________Print Name: _____________________________  



  

client initial:______ date:_____   

Informed Consent to Individual Psychotherapy  

This form documents that I, ______________________________________________, give my 

consent to _________________________________________ (the "psychotherapist") to provide 

psychotherapeutic treatment to me. While I expect benefits from this treatment, I fully 

understand that no particular outcome can be guaranteed. I understand that I am free to 

discontinue treatment at any time but that it would be best to discuss with the psychotherapist 

any plans to end therapy before doing so. Our discussion about therapy has included the 

psychotherapist's evaluation and diagnostic formulation of my problems, the method of 

treatment, goals and length of treatment, and information about record-keeping. I have been 

informed about and understand the extent of treatment, its foreseeable benefits and risks, and 

possible alternative methods of treatment. I understand that therapy can sometimes cause 

upsetting feelings to emerge, and that I may feel worse temporarily before feeling better, and 

that I may experience distress caused by changes I may decide to make in my life as a result of 

therapy. I understand that the psychotherapist cannot provide emergency services. The 

psychotherapist has told me whom to call if an emergency arises and the psychotherapist is 

unavailable. In any case, I understand that in any emergency, I may call 911 or go to the nearest 

hospital emergency room. I have received the HIPAA Notice of Privacy Practices from the 

psychotherapist which is also available on the New Beginnings Counseling LCSW P.C.  

website(www.newbeginningscounseling.us). I understand that information about psychotherapy is 

almost always kept confidential by the psychotherapist and not revealed to others unless I give 

my consent.   

There are a few exceptions as noted in the HIPAA Notice of Privacy Practices. Details about 

those exceptions follow:   

1. The psychotherapist is required by law to report suspected child abuse or neglect to the 

proper authorities.   

  

  

  



2. If I tell the psychotherapist that I intend to harm another person, the psychotherapist 

must try to protect that person, including by telling the police or the person or other health 

care providers. Similarly, if I threaten to harm myself, or my life or health is in any immediate 

danger, the psychotherapist will try to protect me, including by telling others such as my 

relatives or the police or other health care providers, who can assist in protecting or assisting 

me.   

3. If I am involved in certain court proceedings the psychotherapist may be required by law 

to reveal information about my treatment. These situations include child custody disputes, 

cases where a therapy patient's psychological condition is an issue, lawsuits or formal 

complaints against the psychotherapist, civil commitment hearings, and court-related 

treatment.  

4. If my health insurance or managed care plan will be reimbursing me or paying the 

psychotherapist directly, they will require that I waive confidentiality and that the 

psychotherapist give them information about my treatment.  

5. If my account with the psychotherapist becomes overdue and I do not pay the amount 

due or work out a payment plan, the psychotherapist will reveal a limited amount of 

information about my treatment in taking legal measures to be paid. This information will 

include my name, social security number, address, dates and type of treatment and the amount 

due.   

In all of the situations described above, I understand that the psychotherapist will try to discuss 

the situation with me, or notify me, before any confidential information is revealed, and will 

reveal only the least amount of information that is necessary.   

If I am participating in a managed care plan, I have discussed with the psychotherapist the plan's 

limits, if any, on the number of therapy sessions. I have discussed with the psychotherapist my 

options for continuation of treatment when my managed care benefits end. I understand that I 

have a right to ask the psychotherapist about the psychotherapist's training and qualifications 

and about where to file complaints about the psychotherapist's professional conduct. By signing 

below I am indicating that I have read and understood this form and that I give my consent to 

treatment.   

Signature_____________________________  Date:______ Print Name: __________________  

  

  

  



  

  

client initial:______ date:______  

Informed Consent to Telemental Health  

I ________________________________________, hereby consent to participate in telemental health 

with ______________________ (name of provider) as part of my psychotherapy. I understand that 

telemental health is the practice of delivering clinical health care services via technology assisted media 

or other electronic means between a practitioner and a client who are located in two different locations.   

I understand the following with respect to telemental health:   

1) I understand that I have the right to withdraw consent at any time without affecting my right to 

future care, services, or program benefits to which I would otherwise be entitled.   

2) I understand that there are risk and consequences associated with telemental health, including 

but not limited to, disruption of transmission by technology failures, interruption and/or breaches of 

confidentiality by unauthorized persons, and/or limited ability to respond to emergencies.   

3) I understand that there will be no recording of any of the online sessions by either party. All 

information disclosed within sessions and written records pertaining to those sessions are confidential 

and may not be disclosed to anyone without written authorization, except where the disclosure is 

permitted and/or required by law.   

4) I understand that the privacy laws that protect the confidentiality of my protected health 

information (PHI) also apply to telemental health unless an exception to confidentiality applies (i.e. 

mandatory reporting of child, elder, or vulnerable adult abuse; danger to self or others; I raise 

mental/emotional health as an issue in a legal proceeding).   

5) I understand that if I am having suicidal or homicidal thoughts, actively experiencing psychotic 

symptoms or experiencing a mental health crisis that cannot be resolved remotely, it may be determined 

that telemental health services are not appropriate and a higher level of care is required.   

6) I understand that during a telemental health session, we could encounter technical difficulties 

resulting in service interruptions. If this occurs, end and restart the session. If we are unable to 

reconnect within ten minutes, please call me at ______________ to discuss since we may have to 

reschedule.  

  



7) I understand that my therapist may need to contact my emergency contact and/or appropriate 

authorities in case of an emergency. Emergency Protocols I need to know your location in case of an 

emergency. You agree to inform me of the address where you are at the beginning of each session. I also 

need a contact person who I may contact on your behalf in a lifethreatening emergency only.   

This person will only be contacted to go to your location or take you to the hospital in the event of an 

emergency.   

In case of an emergency, my location is: _________________________________________________ and 

my emergency contact person’s name, address, phone: ___________________________ 

___________________________________________________________________________ I have read 

the information provided above and discussed it with my therapist. I understand the information 

contained in this form and all of my questions have been answered to my satisfaction.   

Signature of client/parent/legal guardian: ___________________________________________________ 

Date:_______________________________________________  

  

Signature of Therapist: ___________________________________  

Date: ___________________  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  



  

client initial______ date:______ 

Client Health Form  

Do you have any current ongoing medical problems or concerns?  

_____________________________________________________________________________________ 

_____________________________________________________________________________________   

Medical Hospitalizations: Y___/____N  Dates:_________ Name of hospital: Admitting reason: 

_______________________________________________________________________  

Psychiatric Hospitalizations: Y__/___N Dates:_________ Name of hospital:_______________ Admitting 

reason:________________________________________  

Do you have allergies? Yes___   No___ If yes, what are you allergic to? ___________________________  

COVID 19 vaccination: ___Y/___N If yes, name of vaccine and dates of vaccination:__________________  

_____________________________________________________________________________________  

Are you pregnant or breastfeeding? Y ___/ ____N  

Primary Care Provider: ______________________________________________________   

Psychiatrist or Psychiatric Nurse Practitioner Name, Phone Number and Address:  

_____________________________________________________________________________________   

Psychiatric Diagnosis: ___________________________________________________  

Have you previously received Psychotherapy? __Y/___N Explain:________________________________  

Please list any medications that you are currently taking including Medication Assisted Treatment 

including: Methadone/Suboxone/Vivitrol, etc. and others for recovery from addiction  

Medication________________________________________dosage/frequency_______________ 

Medication________________________________________dosage/frequency_______________  

Have you taken psychotropic medications such as antidepressants or anti-anxiety?  

Medication________________________________________dosage/frequency_____________________ 

Medication________________________________________dosage/frequency_____________________  

Do you have a Narcan Kit? Y _____/N_____ Vitamins/Minerals: Y___/N__  

Over the counter medications: ___________________________________________________________  



  
 
Card on File:  Authorization Form  

 

Information to be completed by cardholder:  

The undersigned agrees and authorizes medical practice to save the credit card indicated below 

on file.  The use of this form is optional and for your convenience.  

Medical Practice:   _________________________________________________________  

  

Name as it appears on card:  _________________________________________________  

  

Type of Credit Card:       MasterCard            Visa            Discover            

  

Card Number:   ____________________  

Security Code: _____________________  

Expiration Date:  ____________________         

          

I                                                                                                        authorize the above medical  
practice to process the above credit card as “Card on File”.  I understand this authorization will 

remain in effect until the expiration of the credit card account. Patient may also revoke this form 

by submitting a written request to the practice.  

  

  

   

 Cardholder’s Signature  Date  
  

  



  

  

  

Termination Policy  
 

As a client of New Beginnings Counseling LCSW P.C. you have the right to terminate therapy at any time. Your 

ongoing treatment needs will be addressed prior to initiating termination. Termination occurs when goals are 

reached, when the specified time for working has ended, or when the client is no longer 

interested in continuing. 

 

Termination often includes evaluating the progress toward goal achievement, discussions about how to anticipate 

and resolve future problems and how to find additional resources. 

 

There are many reasons why therapy ends. Ideally, termination occurs once the client and therapist agree that the 

treatment goals have been met, or sufficient progress has been made and/or the client improves and no longer needs 

clinical services.   

Termination of therapy may also include: 

▪ Client has mental health needs that are beyond the therapist’s area of expertise. For example, the client 

requires a different level of treatment (e.g., inpatient or crisis intervention) or more specialized treatment 

(e.g., trauma or substance abuse) than the therapist provides in the practice setting. 

▪ Therapist is unable or unwilling, for appropriate reasons, to continue to provide care (e.g., therapist is 

retiring/closing practice). 

▪ Conflict of interest is identified after treatment begins. 

▪ Client fails to make adequate progress toward treatment goals or fails to comply with treatment 

recommendations. 

▪ Client fails to participate in therapy (e.g., non-compliance, no shows, or cancellations). 

▪ Lack of communication/contact from the client. 

▪ Non-payment of agreed upon fees 

▪ The financial contractual arrangements have been made clear to the client 

▪ The client does not pose an imminent danger to self or others. 

We recommend that the therapist has a final session with their client to review the overall progress before ending 

therapy, but sometimes this cannot happen, e.g., when the client stops communicating with the therapist.  

 

If New Beginnings Counseling LCSW P.C. does not have contact or communication from you for a period of 30 

days, we will assume that you no longer intend to remain active in this therapeutic relationship and your file will be 

closed. You can return to therapy in the future if you decide to continue treatment. 

 

Client Name: ______________________Signature: ___________________Date: ________ 



  


