 Clie
nt Intake Form 
 
 
 
 
 
 

 
 
Your Privacy: The security of your personal information is extremely important. Trisha Seidel, LPC will only use your information as described in the “Information Regarding Services” section of this form and the “Notice of Privacy Policy Practices” form. 
 
 
Your Name (please print): _____________________________________________ 	Date: ________________ 
 
Your Date of Birth: ______________________          Your Age: ______________ 
 
Your Home Address: ______________________________    City: ______________    State: ____   Zip: _________ 
 


 
Note: For any phone call made to you, only the minimum information required will be left on your recorder. 
Which phone number/s do you give permission for us to call?  	□ home     □ work     □ cell 
Please indicate which number/s, if any, messages may be left at?  	□ home     □ work     □ cell 
 
Your Telephone:   (home)___________________     (work)___________________     (cell)____________________    
 
Email address: ______________________________________________ (will not be given to 3rd parties) 
 
Occupation (yours): ______________________________     Employer (yours): _____________________________ 
 
Education (yours): _______________________________ 
 
Occupation (spouse/partner): _______________________     Employer (spouse/partner): _____________________ 
 
Education (spouse/partner): ________________________ 
 
 
Current Marital Status: □Single  □Engaged   □Married  □Remarried   □Cohabitating   □Separated   □Divorced 
 
 	Children’s Names: 	 	   Age:     Date of Birth:    Living w/ You?:          If “No”, where? 
 
1. _________________________________/_______/______________/  □Yes   □No  /______________________ 
2. _________________________________/_______/______________/  □Yes   □No  /______________________ 
3. _________________________________/_______/______________/  □Yes   □No  /______________________ 
4. _________________________________/_______/______________/  □Yes   □No  /______________________ 
5. _________________________________/_______/______________/  □Yes   □No  /______________________ 
6. _________________________________/_______/______________/  □Yes   □No  /______________________ 

Marital History/Living Together History (if more than 3 please list on back): 
 
	1st: 
 
	□ Marriage   □Living Together      	 
	Date Began: __________   Date Ended: __________ 

	 
 
	Spouse’s Name: ______________________   
	Number of Children:  ___   	 

	2nd: 
 
	□ Marriage   □Living Together      	 
	Date Began: __________   Date Ended: __________ 

	 
 
	Spouse’s Name: ______________________   
	Number of Children:  ___   

	3rd: 
 
	□ Marriage   □Living Together      	 
	Date Began: __________   Date Ended: __________ 

	 
	Spouse’s Name: ______________________   
	Number of Children:  ___   


 
Religious Affiliation: ________________________________ 
 
Physician’s Name: __________________________________  	Estimated Date of Last Exam: ___________ 
 
Psychiatrist’s Name:  ________________________________  	Estimated Date of Last Exam: ___________ 
 
List any psychiatric medications you are now taking: __________________________________________________ 
 
_____________________________________________________________________________________________ 
 
List any health problems you are now receiving treatment for: ___________________________________________ 
 
_____________________________________________________________________________________________ 
 
Please provide a brief description of your reason for seeing a therapist: ____________________________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
How did you learn about Trisha Seidel, LPC? _____________________________________________ 
 
If referred by a specific person, may I thank that person?     Yes (please initial):______     No (please initial):______ 
 
Have you ever received counseling services before?   □ Yes     □ No 
 
 	If yes, which did you experience?  □Individual   □Pre-Marital   □Couples/Marriage   □Family   □Group 
 
 	If yes, please indicate:  When? _____________________________________________________________ 
 
 	 	 	         For what reason/s? ___________________________________________________ 
 
         ___________________________________________________________________ 
 
Are you currently seeing another counselor?  □ Yes     □ No 

 Information Regarding Services
 
 
 

 
Confidentiality 
I will treat with great care all the information you share with me.  It is your legal right that our sessions and my records about you are kept private.  That is why I would ask you to sign a “release-of-information” form before I would talk about you or send my records about you to anyone else.  I will not even reveal that you are receiving treatment from me. 
 
In all but a few rare situations, your confidentiality (that is, your privacy) is protected by state law and by the rules of my profession.  Here are the most common cases in which confidentiality is not protected: 
 
1. If I believe a child or elderly person has been or will be abused or neglected, I am legally required to report this to the authorities. 
 
2. If you make a serious threat to harm yourself or another person, the law requires me to try to protect you or that other person.  This usually means telling appropriate legal authorities about the threat. 
 
3. If you were sent to me by a court for evaluation or treatment, the court may expect a report from me.  If this is your situation, please talk with me before you tell me anything you do not want the court to know.  You have a right to tell me only what you are comfortable sharing. 
 
4. Are you suing someone or being sued?  Are you being charged with a crime?  If so, and you tell the court that you are seeing me, I may then be ordered to show the court my records.  Please consult your lawyer about these issues. 
 
I agree to the following terms and my initials indicate my understanding and agreement: 
 
Fees (a person signing for a minor indicates financial responsibility for minor): 
I agree to pay Trisha Seidel, LPC at the rate of $150 per each 50-minute session. I realize that Trisha Seidel is considered an out of network provider and it is my responsibility to file any and all insurance forms. All insurance reimbursement will be submitted by and paid directly to the insured. Fees may be adjusted in the future upon 30 days verbal or written notice to me. Initials:__________ 
 
You may request copies of your file by providing me with a written request for such copies.  I will provide you with copies within ten (10) business days of your request at my office.  You will be charged $1.00 for each page, and you will be expected to pay for the copies at the time you pick them up or before being mailed to you or a person of your choosing. 
 
1. Trisha Seidel’s fees per session have been explained to me.  I understand that payment is due and expected at the end of each session by cash, check, credit card, Venmo or PayPal.  If agreement for payment of services is not maintained, within 90 days, Trisha Seidel may submit my bill to a collection agency. If a check I give for payment is returned and not processed, I understand I will be responsible for a $10.00 fee in addition to any unpaid account balance. Initials:__________ 
 
2. I understand that I must call to cancel or reschedule an appointment at least 12 hours before the time of the appointment. If I do not cancel, reschedule or do not show up, I will be charged the full $150 session fee for that appointment.  I understand that if using insurance, insurance will not pay for a missed appointment and I am fully responsible for payment. I understand that if my counselor is not available to take my call, I may leave a confidential voice mail message at 214-354-4110, which will be time stamped for delivery verification.  Initials:__________ 
 
 
 
 
3. If Trisha Seidel is requested by me or subpoenaed by any attorney to testify in any court-related proceeding as a result of our therapeutic relationship, he/she will produce the requested information because he/she is required to do so by law. He/she may be required to show the court his/her records and/or testify in court. I will be required to reimburse my therapist in advance at the rate of $300/hr for the following applicable services: 
· Production of any form of report pertaining to records 
· Preparation/review time concerning depositions 
· Preparation time for court 
· Travel time to/from depositions  	- Travel time to/from court 
· Waiting time at deposition 
· Waiting time at court 
· Time in deposition 
· Time in court 
 
I have read and agree to all of #3. above. Initials:__________ 
 
If my therapist’s testimony is requested by another party, my therapist will attempt to obtain payment from that party; however, the ultimate responsibility for payment is mine and I agree to pay all costs prior to or at the time of production.  Initials:__________ 
 
Therapy Services 
I understand that therapy is a joint effort between the therapist and the client, the results of which cannot be guaranteed.  Progress depends on many factors including motivation, effort, and other life circumstances such as my interactions with family, friends, and other associates. Initials:__________ 
 
I understand that therapists are expected to provide services to clients only within the boundaries of their competence and to maintain competence and improve their skills and knowledge through continuing education and other activities; that therapists are expected to acknowledge, be sensitive to, and respect the diversity of values, attitudes, opinions, and culture of clients and to avoid engaging in any behavior that is discriminatory, harassing, or demeaning to others; that therapists are expected to avoid engaging in personal relationships with clients outside of the professional relationship, which might lead to exploitation of clients or impair objectivity in the professional role. Initials:__________ 
 
Acknowledgments 
 
___________________________________  	 	____________________ 
Client signature  	 	 	 	 	Date 
 
___________________________________  	 	____________________ 
Guardian signature (if applicable)  	 	 	Date 
 
__________________________________  	 	____________________ 
Therapist signature 	 	 	 	 	Date 
 
 
 
 
 
 




 
 
 
 Consent to Treatment
 
 
 
 

 
INSTRUCTIONS: Please read and then initial each of the following to show your understanding and agreement. If you have any questions, please wait and ask your therapist for clarity before you initial your consent. 
 
I do hereby seek and consent to take part in the confidential treatment by Trisha Seidel, LPC.  I understand that developing a treatment plan with this therapist and regularly reviewing our work toward meeting the treatment goals are in my best interest.  I agree to play an active role in this process.  Initials: _____ 
 
I understand that no promises have been made to me as to the results of treatment or of any procedures provided by this therapist.  Initials: _____ 
 
I am aware that I may stop my treatment with this therapist at any time.  The only thing I will still be responsible for is paying for the services I have already received.  I understand that I may lose other services or may have to deal with other problems if I stop treatment (For example, if my treatment has been court-ordered, I will have to answer to the court).  Initials: _____ 
 
I understand that if payment for the services I receive is not made, the therapist will work to provide payment options. My therapist may stop my treatment if I do not pay, do not accept, and/or do not follow through with payment arrangements. Initials: _____ 
 
I understand that after the final session or in the event that I have not attended a therapy session in three months that the client/ therapist relationship will be considered closed unless I initiate further contact.  Initials: _____ 
 
I understand the rules of confidentiality that have been presented in the “Information Regarding Services” form. I will ask my therapist for clarity regarding confidentiality if experiencing uncertainty.  Initials: _____ 
 
 	My signature below shows that I understand and agree with all of the above statements. 
 
	 	_____________________________________ 
	  ____________________________ 

	 	Client signature  	 	 	 
 
	  Date 

	_____________________________________ 
	  ____________________________ 

	 	Guardian signature (if applicable)  	 
	  Date 


 
 
I, the therapist, have discussed the issues above with the client (and/or his or her parent, guardian, or other representative). My observations of this person’s behavior and responses give me no reason to believe that this person is not fully competent to give informed and willing consent. 
 
___________________________________________   	  ____________________________ 
Signature of therapist 	 	 	 	 	  Date 
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