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Date:

Client Name: Date of Birth:

Age: Gender: Male / Female

Client Address: City: Zip Code:

Parent or Guardian Name(s):

Home Phone: ( ) Cell Phone: ( )

Work Phone: ( ) Okay to contact at work? Yes / No

Email address: Okay to email? Yes / No
Okay to leave message: (circle approved location) home cell work

Living schedule for client (days/times/week for each legal guardian):

Referred by:

Reason for referral:

Insurance
Company Name and Phone Number

Billing Address

Name of Insured and Relation to Patient

Insured’s ID/Member Number Group Number

Date of Birth of Insured: SBMNsured

Address of Insured if different from patient:

Counselor Use:

Date of first appointment: Time of first appointment:

Financial Obligations and Policies discussed: yes/no comments:

Copy of Insurance Card on File (if applicable): yes / no

Thank you sent to referral: yes /no Date sent:

Comments:




Delta Family Counseling, LLC
Policies, General Information, and Informed Consent
Agreement to Provide Psychotherapy Services

CONSENT: I (We), as parents of (child/client), give our consent and approval

for (therapist) of Delta Family Counseling, LLC, to work with our child in therapy. | (We) understand
that the therapy sessions with my child are confidential, but that | (we) will be involved in the treatment process as needed at the
request of the therapist. By signing below we are stating approval of services and that I/we have legal guardianship over the
named child and have shown therapist proof if needed of this custodianship. | understand that | am consenting to treatment (for
my child and/or myself) and | have read this policy, general information, and informed consent agreement. | understand the
policy of Delta Family Counseling, LLC to obtain consent from both parents and that my child will not be seen until this document
is signed by both parents.

*Please initial:

CONFIDENTIALITY': Delta Family Counseling, LLC is required to keep timely records of therapy and maintain confidentiality
of all records. All information disclosed within sessions and the written records pertaining to those sessions and communication
between client, parent/guardian, and therapist are confidential and may not be revealed to anyone without your (client’s) and
parent or guardian written permission, except where required by law. In the event that a counselor is incapable of continuing
therapy services due to illness or death, files will be accessed by a designated therapist who will keep the confidentiality of those
files as expected and continue services if jointly agreed upon. Therapy files are kept for seven years or seven years after the
child turns 18 years of age.
*Please Initial:
WHEN LAW REQUIRES DISCLOSURE: The State of Florida requires that Delta Family Counseling, LLC inform you
that under the following circumstances, confidentiality will be breached:

1. When there is cause to suspect a child, adolescent, or elder has been or may be abused or neglected.

2. When there is reasonable cause to believe that someone poses risk of imminent harm to themself.

3. When there is reasonable cause to believe that someone poses risk of imminent harm to another individual.

4. When there is a valid court order compelling records or witness testimony.
*Please Initial:

LITIGATION LIMITATION: Due to the nature of the therapeutic process and the fact that it often involves making a full
disclosure with regard to many matters which may be of a confidential nature, it is agreed that should there be legal proceedings
(such as, but not limited to, divorce and parenting disputes, injuries, lawsuits, etc.) neither you (client), parent/guardian, nor your
attorney, nor anyone else acting on your behalf will call upon Tara Moser or Julie Corbin to testify in court or at any other
proceeding, nor will a disclosure of the psychotherapy records be requested. If a parent or guardian is bringing his/her child to
Delta Family Counseling, LLC to help during a stressful time such as court cases in the family’s life, then the representatives of
Delta Family Counseling, LLC work is directed toward helping the child in therapy. Therefore, the above-mentioned
representatives will not participate in court proceedings because it is counterproductive to the therapy process. By establishing
this policy from the beginning, each parent’s rights are being protected as well as keeping the therapy room a safe, confidential
place for a child. In some situations and at each counselor’s discretion, the counselor may agree to parent/guardian’s request to
write a report about the client’s progress in therapy. Both parents will receive a copy of that report. Please remember that, as
stated above, Delta Family Counseling, LLC and its representatives are mandated reporters and if your child was to report
abuse to a representative, then that counselor is bound to report it to the Department of Children and Families.

*Please initial:

SUPERVISION AND CONSULTATION: If any representatives of Delta Family Counseling, LLC are serving as is a
Registered Marriage and Family Therapy, Social Work, or Mental Health Counseling Intern, working towards licensure, it has
been disclosed during your intake session and you are fully aware of this status. During this time, those Registered Intern
representatives will be supervised by Tara Moser, LCSW, RPT and any other needed licensure supervisor, which will be
disclosed, to ensure that you are receiving the highest quality of services. In addition, all representatives of Delta Family
Counseling, LLC consult regularly with other professionals regarding clients; however, client’'s names or other identifying
information are never mentioned. The client’s identity remains completely anonymous and confidentiality is fully maintained.
*Please initial:

YOUR RIGHTS: As a client, you have the right to terminate treatment at any time and request appropriate referrals from
Delta Family Counseling, LLC. If at any time you want another professional’s opinion or wish to consult with another therapist,
your assigned Delta Family Counseling, LLC counselor will assist you in finding someone qualified. If your written consent has
been obtained, the counselor will provide the new therapist with the essential information needed. You have the right to review
or receive a summary of your records at any time, except in limited legal or emergency circumstances or when Delta Family




Counseling, LLC assesses that releasing such information might be harmful in any way. In such a case, Delta Family
Counseling, LLC will provide the records to an appropriate and legitimate mental health professional of your choice.

*Please Initial:

TERMINATION: During the first couple of sessions, your Delta Family Counseling, LLC counselor will be assessing if they
can be of benefit to you. If following the assessment the counselor feels that another provider would be a more appropriate
match, that counselor will give you a number of referrals for you to contact that specialize in your area of concern. If at any point
during therapy, your counselor assesses that they are not effective in helping you reach your therapeutic goals, they are
obligated to discuss it with you and if appropriate, to terminate treatment and refer you elsewhere for appropriate services. If you
request it and authorize it in writing, your Delta Family Counseling, LLC will talk to the psychotherapist of your choice in order to
help with the transition. You have the right to terminate therapy at any time.

*Please initial:

PAYMENTS: Clients are expected to pay by cash, check, or credit card (Visa, MasterCard, Discover, or American Express) at
the rate of per 50-minute session at the time of service unless other arrangements have been made. Telephone
conversations, emails, site visits, school observations, report writing and reading, consultation with other professionals, release
of information, reading records, longer sessions, travel time, etc. may be charged at the same rate as indicated and agreed
upon. If you are receiving Victim’s Compensation or any other insurance benefit to help pay for your sessions, please be aware
that you are fully responsible for any charges not covered by those benefits, which include but are not limited to, services
provided after the exhaustion of benefits, or missed appointments. Please notify your assigned counselor if any problem arises
during the course of therapy regarding your ability to make timely payments.

*Please initial:

APPOINTMENTS & CANCELLATIONS: Appointments are reserved specifically for you, therefore a 24-hour cancellation
notice is required if you are unable to attend a scheduled appointment. In the event that an appointment is not canceled with 24-
hour advance notice, you will be charged in FULL for the appointment. Until the charge has been paid, you will not be able to
schedule any future appointments. If you cancel within the 24 hours prior to your appointment or fail to attend two consecutive
appointments or cancel/no-show an irresponsible number of appointments, Delta Family Counseling, LLC may terminate your
case due to noncompliance with treatment. If you arrive more than 10 minutes late for an appointment, you will be responsible
for payment in full and your session will be rescheduled for a later time. Sessions will not begin more than 10 minutes after the
scheduled time. Any appointments that are missed without 24 hour notice and traditionally would be paid for through an
insurance benefit or Victim’s Compensation are the full responsibility of the client and/or parent/guardian.

*Please initial:

INSURANCE: | hereby authorize payment of medical benefit®étta Family Counseling, LLC. | hereby accept
responsibility for payment for any service(s) po®d to me or my child that is not covered by myrasce. | also
accept responsibility for fees that exceed the gagrmade by insurance, if Delta Family Counseliig; does not
participate with my insurance. | agree to pay afjayments, coinsurance, and deductibles at thesamnece is

rendered.
*Please initial:

In case of emergency with therapist, you authorize a representative of Delta Family Counseling to notify you of any appointment
changes that may occur. This may include another counselor or administrative person within Delta Family Counseling, LLC.If
you need to contact any counselor at Delta Family Counseling, LLC, counselors cannot be available at all times. Office hours are
by appointment only and a counselor is generally in the office Monday through Saturday. All telephone calls are returned within
24 hours, with the exception of Sundays and holidays. A message can always be left on confidential, office voicemail and your
call will be returned. Email is only an appropriate mode of communication for non-therapeutic issues (i.e. appointment re-
scheduling, etc.), however should NEVER be used for emergencies or time-sensitive issues. Email responses will be returned as
soon as possible, generally within 48 hours of receipt. In the event of an emergency that is a threat to life or health, please dial
911 or contact the local crisis line, Lee Mental Health at 239-275-4242.

*Please initial:

| have read the above Agreement and Policies and General Information carefully. | understand
them and agree to comply with them. | consent to treatment.

Signature of Client Date

Signature of Mother / Guardian Date

Signature of Father / Guardian Date



Signature of Therapist Date

NOTICE OF PRIVACY PRACTICES

for

Delta Family Counseling, LLC

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUTYOU MAY BE USED
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS FORMATION.

PLEASE REVIEW THIS NOTICE CAREFULLY.
THE PRIVACY OF YOUR INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY

We are required by applicable federal and statettamaintain the privacy of your health informatidie are also
required to give you this Notice about our privaegctices, our legal duties, and your rights camiogr your health
information. We must follow the privacy practicémt are described in this Notice while it is ineetf This Notice
takes effect 4/14/03, and will remain in effectiLme replace it.

We reserve the right to change our privacy prastared terms of Notice at any time, provided suangks are
permitted by applicable law. We reserve the righinbke changes in our privacy practices and theteews of our
Notice effective for all health information that weaintain, including health information we createdeceived
before we made the changes. Before we make aisg@mifchange in our privacy practices, we will apathis
Notice and make the new Notice available upon reique

You may request a copy of our Notice at any tingg.rRore information about our privacy practicesfasradditional
copies of this Notice, please contact us usingrtftemation listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about yotré&atment, payment, and healthcare operationseXample:

Treatment: We may use or disclose your health informatioa physician or other healthcare provider providing
treatment to you.

Payment: We may use and disclose your health informatioobt@in payment for services we provide for you.

Healthcare Operations: We may use and disclose your health informatiocoimection with our healthcare
operations. Healthcare operations include quaiseasment and improvement activities, reviewingtmpetence
of qualifications of healthcare professionals, aatihg practitioner and provider performance, catidg training
programs, accreditation, certification, licensimgredentialing activities.

Your Authorization: In addition to the use of your health informatfontreatment, payment, or healthcare
operations, you may give us written authorizatmuoge your health information or to disclose iaityone for any
purpose. If you give us an authorization, you meoke it in writing at any time. Your revocationliwiot affect any
use or disclosure permitted by your authorizatidrlevit was in affect. Unless you give us a writerthorization, we
cannot use or disclose your health informatiorefoy reason except those described in this Notice.

To Your Family and Friends: We must disclose your health information to yasidascribed in the Patient Rights
section of this Notice. We may disclose your heaiformation to a family member, friend, or othergon to the
extent necessary to help with your healthcare ¢in payment for your healthcare, but only if youesgthat we may
do so in writing.



Persons Involved InCare: We may use or disclose health information to gptf assist in the notification of
(including identifying or locating) a family membetour personal representative or another perssporesible for
your care, of your location, your general conditiondeath. If you are present, then prior to uséisclosure of your
health information, we will provide you with an appunity to object to such uses or disclosureshénevent of your
incapacity or emergency circumstances, we willldse health information based on determinationgieur
professional judgment disclosing only health infation that is directly relevant to the person'imement in your
healthcare. We will also use our professional juelghand our experience with common practice to ma&sonable
inferences of your best interest in allowing a par® pick up filled prescriptions, medical supplig-rays, or other
similar forms of health information.

Marketing Health-Related Services:We will NOT use your health information for markegicommunications
without your written authorization.

Required by Law: We may use or disclose your health informatiommvive are required to do so by law, such as a
subpoena or in regards to “Duty to Warn”.

Duty to Warn: We may disclose your health information to appiadprauthorities if we reasonably believe that you
are a possible victim of abuse, neglect, or dormestience or the possible victim of other crimég may disclose
your health information to the extent necessamgviert a serious threat to your health or safethehealth or safety
of others.

National Security: We may disclose to military authorities the heafttormation of Armed Forces personnel under
certain circumstances. We may disclose to authwriiseleral officials health information required faawful
intelligence, counterintelligence, and other nalogecurity activities. We may disclose to cormaal institution or
law enforcement officials having lawful custodymbtected health information of inmates or patiamtder certain
circumstances.

Appointment Reminders: We may use or disclose your health informatioprtavide you with appointment
reminders (such as voicemail, messages, postaartigfers) with your authorization.

CLIENT RIGHTS

Access:You have the right to look at or get copies ofybealth information, with limited exceptions. Ymay
request that we provide copies in a format othan gphotocopies. We will use the format you requestss we
cannot practicably do so. (You must make a requestiting to obtain access to your health inforioat You may
obtain a form to request access by using the coimtfmemation listed at the end of this Notice. W&l charge you a
reasonable cost-based fee for expenses such &s @opl staff time. You may also request accessiirsg us a
letter to the address at the end of this Noticgolf request copies, we will charge you $0.50 mhepage and
postage if you want the copies mailed to you. Ui yequest an alternative format, we will chargest-based fee for
providing your health information in that formdf.you prefer, we will prepare a summary or an exjltion of your
health information for a fee. Contact us usingittiermation listed at the end of this Notice fofud explanation of
our fee structure.)

Disclosure Accounting:You have the right to receive a list of instanicehich we or our business associates
disclosed your health information for purposeseothan treatment, payment, healthcare operatioth€ertain other
activities, for the last 6 years but not beforeiAp4, 2003. If you request this accounting mor@ntlonce in a 12-
month period, we may charge you reasonable, castebie for responding to these additional requests

Restriction: You have the right to request that we place anluliti restrictions on our use or disclosure of ywealth
information. We are not required to agree to treeiditional restrictions, but if we do, we will akithy our agreement
(except in an emergency).

Alternative Communication: You have the right to request that we communiaétie you about your health
information by alternative means or to alternatoeations. (You must make your request in writingour request



must specify the alternative means or location,@wdide satisfactory explanation how payments ballhandled
under the alternative means or location you request

Amendment: You have the right to request that we amend yeatth information. (Your request must be in writing
and it must explain why the information should beeaded.) We may deny your request under certatnmistances.

Electronic Notice: If you receive this Notice on our Web site or bgcéronic mail (e-mail), you are entitled to
receive this Notice in written form.

QUESTIONS AND COMPLAINTS
If you want more information about our privacy grees or have questions or concerns, please camgact

If you are concerned that we may have violated yoiwacy rights, or you disagree with a decisionmade about
access to your health information or in responsereguest you made to amend or restrict the udesdosure of
your health information or to have us communicaith wou by alternative means or at alternative fiores, you may
complain to the US Department of Health and HumenviSes. We will provide you with the address te fiour
complaint with the US Department of Health and HarBarvices upon request.

We support your right to the privacy of your heaftformation. We will not retaliate in any wayyibu choose to file
a complaint with us or the US Department of Healitd Human Services.

Contact OfficerOffice Manager

Telephone239-540-1155

Fax:1-866-397-5664

Address3723 A Del Prado Boulevard, Cape Coral, Florida 33904

Receipt and Acknowledgment
of Privacy Practices Notice

Client Name:

Parent/Guardian Name (if applicable):
Date of Birth (identified client):

I hereby acknowledge that I have received a copy of Delta Family Counseling, LLC. Notice of Privacy
Practices and had the opportunity to ask questions and discuss the privacy rights described therein. I
understand that if I have further questions regarding the Notice or my privacy rights, I can contact my

therapist at her telephone number.

Signature of Client Date

Signature of Parent, Guardian, or Personal Representative Date




If you are signing as a personal representative of an individual, please describe your legal authority to act
for this individual (power of attorney, healthcare surrogate, etc.)

[0 Client refused to acknowledge receipt:

Signature of Staff Member Date

(og'ﬂ!m m&lu’w

37234 Del Prado Bivd
Cape Coral, FL, 3390¢
239-5¢40-1155
www.deltafamliycousneling.com

Client Rights and Informed Consent — Guideline

* I have chosen to receive treatment services and understand I may terminate therapy at any time, unless ordered by the court.

* I understand there is no assurance that I will feel better. Because psychotherapy is a cooperative effort between me and my
therapist, I will work with my therapist in a cooperative manner to resolve my difficulties.

* I understand that during the course of my treatment, material may be discussed that will be upsetting in nature and this may
be necessaty to resolve my problems.

* I understand that records and information collected about me will be held or released in accordance with federal and state
laws regarding confidentiality of such records and information.

* I understand that state and local laws require that my therapist report all cases of suspected abuse or neglect of minors or
vulnerable adults.

* I understand that state and local laws require that my therapist report all cases in which there exists a danger to self or others.

* I understand that there may be other circumstances in which the law requires my therapist to disclose confidential
information.

* Tunderstand that I may be contacted by my health plan to ensute continuity and quality of my treatment and/or after the
completion of treatment, to assess the outcome of treatment.

* I have read and had explained to me the Basic Rights of Individuals including:

The right to be informed of the various steps and activities involved in receiving services.

The right to share in the formation of the plan of care/treatment plan.

The right to confidentiality under federal and state laws relating to the receipt of services.

The right to humane care and protection from harm, abuse, or neglect without regard to race, color, religion, gender,

sexual orientation, age, disability, or cultural background.

The right to make an informed decision whether to accept or refuse treatment.

The right to contact and consult with counsel at my expense.

The right to select practitioners of my choice at my expense.

VVV VVVYY

I understand that my therapist, health plan representatives, and my primary care physician may exchange any and all information
pertaining to my therapy to the extent such disclosure is necessary for claims processing, case management, coordination of
treatment, quality assurance, and/or utilization review putposes. I understand that I can revoke my consent at any time except to the
extent that treatment has already been rendered or that action has been taken in reliance on this consent. I understand that if I do not
revoke this consent, it will expire automatically one year after all claims for treatment have been paid as provided in the benefit plan.

I have read and understand the above.




Signature of Patient/Client Date

Signatute of Parent/Guardian/Consetvator or Date
Authorized Representative, if required



37234 Del Prado Bivd
Cape Coral, FL 3390¢

239-540-1155
www.deltafamliycousneling.com

Consent For Primary Care Physician (PCP) Contact

At Delta Family Counseling, LLC we strive to progithe most comprehensive treatment to you andiar cfuld.
Based on this, we are asking that you allow usotdynyour PCP that you or your child are now inved in mental
health counseling and/or psychiatric servicesthisway there is a continuum of care between piawers who are
committed to the care and well-being of you or ychiid.

We will initially send the attached letter with apy of the Release of Information that you sigrt.aAy time that
there is a need for communication between prangti® we will do so. The other practitioner will &lgle to do the
same. You may also request this at any point ur yr@atment.

Should you change or add providers we ask thanwtify staff working with you so that we can upddies
information.

Please complete the following information in aduhtio the attached release of information.

Name of Primary Care Physician:

Telephone Number: ( ) ext:

Secondary Physician:
Telephone Number: ext:

[, or the child | am parent/guardian to, curremitynot have a PCP and understand that it has beemmended that
| obtain one. Should | need assistance with tiigl lbe referred to the Physicians referral progria my area. Once
obtained | will notify the clinician and/or TCM/Clslssigned to my case so that the above processaaonipleted.

Client or Parent Guardian Signature Date

| choose not to have my PCP or any other MD invibhuth my care be notified of my or my child’s invement in
MH and/or psychiatric services. | understand #hetuld | be prescribed medication or there be @ifsignt event
that warrants medical consultation this issue bellagain be discussed with me. If it is felt fiadtire for Delta
Family Counseling, LLC to be able to consult wite tMD(s) who are providing medical treatment toaonéhe child
| am parent/guardian to may result in harm to mederstand that Delta Family Counseling, LLC resethe right
to then end my treatment with an appropriate refdéor services elsewhere made.

Client or Parent/Guardian Signature Date

(4/12/10)



CHILD SOCIAL HISTORY
Directions: Please complete to the best of your ability and bring with you to your first session.

Today'’s Date:

Name of Child:

Age: Date of Birth: Gender:
Name of Adult Completing History:
Relationship to Child:
If in care of relative, foster parent, or other legal guardian, how long in your care:

List any legal/social agency involved with child:

1. Chief Complaint — Please explain your present concerns about your child and what you think is causing the
problem:

2. Onset — When did you first notice the concern/problem? What else was happening at that time that might be
important?

3. Referral — How were you and the child referred here (school, court, etc.)? What have you already tried in
order to solve the problem?

4. Family Composition
» Biological parents

« Dates married/separated/divorced

« Parental relationship: Strained / Fair / Strong

« Custody / Visitation

e Parent / Guardian Occupations
« Siblings: DOB / Schools

5. Significant Others — Are there other individuals who play a large role in your child’s life?



Client Name: Date:

6. Are there any immediate family members that reside outside of the child’s home? Yes / No

If yes, who and where do they live

How many homes has your child lived in? How many caretakers has your child had?

7. Please describe your child’s personality, attitudes, values, etc. To whom is he/she most similar, and in what
way(s)?

Child Medical and Psychiatric History

8. Pregnancy

Ilinesses/Complications:

Medications, tobacco, alcohol, other drugs during pregnancy:

Problems during delivery or shortly thereafter:

Length of stay in hospital:

9. Developmental milestones (in months):
Sat alone Walked Talked in sentences

Weaned Fed self Tied own shoes

Toilet training (ease or difficulty)

10. Injuries/Ilinesses/Hospitalizations:
Date Location Reason Outcome

11. Please list your child’s current physician, including address, phone number, and date of most recent wellness
exam

Client Name: Date:




12. Please list any current medical problems, including allergies your child has?

13. What medications is your child currently taking and for what condition? By whom were the medications
prescribed?

14. Has your child had any previous psychiatric/psychological evaluations/treatments, including
counseling? Yes / No If yes,

Dates Treating Professional Reason Outcome

15. What temperamental qualities does your child demonstrate?

Less than average Average More than average
Activity level
Affection
Persistence
Moodiness

Intensity of emotional response

16. Family Medical and Psychiatric History

Maternal Relatives Paternal Relatives

Alcoholism

Drug abuse

Mental illness (specify)

Psychiatric hospitalizations

Mental retardation




Client Name: Date:

Learning disabilities

Hyperactivity

Suicide or attempts

Other medical illnesses (specify)

17. Has your child or any member of your family been a victim or perpetrator of physical, sexual, emotional, or
substance abuse or neglect? Yes / No If yes, please explain

18. To your knowledge, has your child witnessed any violence or abuse? Yes / No

If yes, please explain

19. What are your child’s hobbies and interests? (Boy/Girl Scouts, sports, reading, etc.) How much time per week
does your child spend in each?

20. Has your child been diagnosed with any learning delays? Yes / No

If yes, what type?

21. Is your child in special classes at school? Yes /No If yes, what type?

22.Has your child ever repeated a grade? Yes/ No If yes, what grade:

For what reason:

23. For ages 6 and older — performance in academic suigjts. If child is not being taught, please give reason

Failing Below average Average Above average
a. Reading, English, or Language Arts O
b. History or Social Studies O O O O
c. Arithmetic or Math a O a O
~acdemic d. Science a O a O
ct—for e. O O O O
ple,
uter, foreigr  f. a O O O
age. Do nc 9. O O O O

le gym,
et



Client Name: Date:

24. Has your child been diagnosed with behavior problems? (e.g., ADHD) Yes / No
If yes, what type?

25.How many hours a day does your child typically watch TV? What are your child’s favorite shows?

26. When does your child typically do his/her homework? (e.g., after school, before dinner, after dinner)

27. How many hours per day does your child spend with:

Parents? Weekday _ Usual activities
Weekend ___ Usual activities
Siblings? Weekday _ Usual activities
Weekend ___ Usual activities
Friends? Weekday _ Usual activities
Weekend ___ Usual activities
Other caretakers? Weekday _ Usual activities
Weekend __ Usual activities
Alone? Weekday _ Usual activities
Weekend ___ Usual activities
28.What is your child’s bedtime? Weeknights Weekends
Is this enforced? Always __ Most of the time ____ Sometimes ____ Never

What is your child’s routine one hour before bedtime?

29.Does your child share a bed or bedroom with a sibling or parent? Yes / No If yes, please explain

30.Does your child shower or bathe with a sibling or parent? Yes / No If vyes, please explain




Client Name: Date:

31.Please describe your child’s interactions with the following:

Parents

Siblings

Peers

Teachers

32. Discipline — How many times in the past week have you had to:

Put your child in “time out” (or send to his/her room) For how long?

Take away privileges or ground your child For how long?

Explain why something was wrong

Shout, yell, or scream at your child

Threaten to spank or hit your child but not actually do it

Spank your child on the bottom with your bare hand

Hit your child on the bottom with something like a belt, hairbrush, or stick
Slap your child on the hand, arm, or leg

Slap your child on the face, head, or ears

33.Have you noted any problems in these areas? If yes, please explain.
Depression? Yes / No

Anger? Yes / No
Grief? Yes / No
Anxiety? Yes / No
Regressed behaviors (acting like a younger-aged child)?

Yes / No
Social skills? Yes / No

Detachment? Yes / No

34.Please share any additional information about your child you feel may be relevant (frequent moves, death of
family member/pet, etc.)




Client Name:

35. What are your family or child’s spiritual or religious beliefs?

Date:

36.Does your child display any of the following behaviors?

Presently

Prior

How long

How often

At home

At school

Hits adults

Hits siblings

Hits peers

Sets fires

Destroys property

Uses weapons

Drinks alcohol

Smokes

Uses drugs

Steals

Lies

School truancy

Poor grades

Problems with friends

Withdrawn

Sexual acting out

Talks back

Breaks rules

Wets bed

Daytime wetting

Soiling problems

Hurts animals




Presently

Prior How long | How often | At home | At school

Nightmares

Night terrors

Sleeps too much

Sleeps too little

Fearful

Overactive

Runs away

Low energy

Poor concentration

Difficulty making
decisions

Blames others for
own mistakes

Deliberately annoys
others

Suicidal gestures or
statements

Change in eating
habits

Needs constant
supervision

37.

I. Please list the sports your child most
likes to take part in. For example,
swimming, baseball, skating, skate
boarding, bike riding, fishing, etc.

i None

a.

Compared to others of the same age, Compared to others of the same age,
about how much time does he/she spend how well does he/she do each one?
in each?

b.

C.

Less More
Don't than Average than Don't Below Above
Know average average Know average Average average
O O O a a a O O
O O O a a a O O
O O O O O O O O

Il. Please list your child’s favorite
hobbies, activities, and games, other
than sports. For example, stamps,
dolls, books, piano, crafts, singing, etc.
Do not include listening to radio or

Compared to others of the same age, Compared to others of the same age,
about how much time does he/she spend how well does he/she do each one?
in each?

watching TV.

) Less More

J None Don't than Average than Dont  Below Above
Know average average Know average Average average

a. O O O O O O O O

b. O O O O O O O O

c. O O O O O O O O




Client Name:
Client Name:

Date:

Date:

Please list any organizations, clubs,
teams, or groups your child belongs
to.

None

Compared to others of the same age,
how active is he/she in each?

i

a.
b.
c.

Don't Less More
Know  active Average active
O O O O
O O O O
O O O O

Please list any jobs or chores your
child has. For example, paper route,
babysitting, making bed, working in

store, etc. Include both paid and unpaid

jobs and chores.

None

Compared to others of the same age,

how well does he/she carry them out?

i

a.
b.
c.

Client Signature

Don't Below Above
Know average Average average
O O O O
O O O O
O O O O
Date

Parent/Guardian Signature

Therapist Signature

Date

Date



37234 Del Prado Bivd
Cape Coral, FL, 3390¢

239-540-1155
www.deltafamliycousneling.com

Pre-Authorized Mental Health Care Payment Form

l, , authorize Tara Moser, LCSW, RPT-S of Delta Family

Counseling, LLC to keep my signature on file and charge my credit card account for:

*Charges for appointments attended (fees for services rendered)
*Charges for missed appointments (including those canceled within 24 hrs
*Balances for charges not paid within 90 days

For services provided by:

o Tara Moser, LCSW, RPT-S

o Julie Corbin, IMFT

o Robin Smith-Velazquez, LCSW

I understand that | may revoke this agreement at any time by a written request.

Client name:

Cardholder name:

Cardholder billing address:

o Visa

o MasterCard

o Discover

o American express

Account number:

Expiration date:

Signature:

Email address (optional):

Tara Moser, LCSW, RPT-S agrees to charge only for reasons stated above at the agreed upon rates as
committed to in policy letter.



