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Greetings, 

 

 

Thank you and welcome to Piedmont Counseling & Development Services, PLLC. We look 

forward to working with you. Please read and fill out the following forms prior to our initial 

session. All parents or legal guardians of the children I will provide services to must participate 

in the initial evaluation. Please bring your insurance card, ID, and any other information that 

you believe is important to our work together. We do ask that you pay your portion for services 

on the day that services are provided. If you have any questions, we can be reached by phone 

at (336) 493-5600, or by email at moniquec@piedmontlifesolutions.com. 

 

 

 

 

Thank you, 

 

 

 

Monique Crutchfield, MSW, LCSW, LCAS  
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Client Information Form 

NOTE: If the client is under 18 years of age, this form must be completed and signed by a parent or legal 

guardian. 

 

Client Name (FULL NAME):                                                                                                                                           . 

Date of Birth:____/___/____. 

Social Security #: ____-___-____(SS# is often required to file insurance) 

Gender:   ❐Male    ❐Female    Transgender ❐MtF    Transgender ❐FtM    ❐Other    

   ❐Refuse    ❐Don’t know  

Sexual Orientation:  ❐Heterosexual    ❐Bisexual    ❐Gay    ❐Lesbian    ❐Questioning  

Address: Street _______________________________________ 

City __________________________  State ______    Zip ___________ 

Telephone - Home: (___)___-____. Work(___)___-____. Cell: (___)___-____ 

NOTE: In providing cell number(s) you acknowledge that a cell is not a secure and private line. 

May I leave a message? ❐YES   ❐ NO   With Whom?_____________________________________.  

Email Address:  __________________________________________________ 

Please list individuals I may contact ONLY IN CASE OF AN EMERGENCY: 

Name:                                                                                                                                                                              . 

Phone #: (___)___-____..   Relationship:                                                                                              . 

NOTE: It is my policy to mark all correspondence “CONFIDENTIAL.” 
 

If you would like billing statements and/or correspondence from my office sent to an address  
other than your home address provided above, please clearly print the address below:  

Street _______________________________________ 

City __________________________  State ______    Zip ___________ 

 

Name of person who referred you (optional): _______________________________________                                                                                                  

.  

May we thank this person for the referral?   ❐YES   ❐NO 
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Briefly state the nature of current problem(s) and why you are seeking treatment now: 

                                                                                                                                                                                           .  

                                                                                                                                                                                           .  

                                                                                                                                                                                           .  

 

What are you hoping to achieve through therapy? 

                                                                                                                                                                                           .  

                                                                                                                                                                                           .  

 

Previous Inpatient or Outpatient treatment and/or counseling:  

Where:                                                                                      . When:                                                                       .  

With Whom:                                                                                                                                                                 .  

Did you find it helpful? Why/why not:  

                                                                                                                                                                                           .  

                                                                                                                                                                                           .  

 

Social 

Please list the names and ages of everyone who lives in your home:  

Name:                                                                       . Age:                                    .  Supportive?   ❐YES   ❐NO 

Name:                                                                       . Age:                                    .  Supportive?   ❐YES   ❐NO 

Name:                                                                       . Age:                                    .  Supportive?   ❐YES   ❐NO 

Name:                                                                       . Age:                                     .  Supportive?   ❐YES   ❐NO 

 

Education 

Name of school if currently enrolled:                                                                                                                   .  

High School Diploma: ❐YES   ❐NO GED:  ❐YES   ❐NO    College: ❐YES   ❐NO   ❐1 ❐2 ❐3 ❐4 

Degree(s):                                                                                                                                                                      .  

Graduate School:   ❐YES   ❐NO     Degree:  _________________________________________                                                                                                              

.   
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Occupation  

Present Occupation:                                                                                                                                                   .  

Employer:                                                                                                                                                                       .  

Length of Employment:                                                                                                                                             .  

Any issues with current employer:                                                                                                                        .  

 

Medical  

Primary Care Physician:                                                                                                                                             .  

Phone number of Physician: (_____)_____-______.  

Address: Street _______________________________________ 

City __________________________  State ______    Zip ___________ 

Date of last visit:                                                                                                                                                          .  

May I notify your physician that I am treating you?  ❐YES ❐NO   If yes, initial here:  _________                             

 

List any medications or nutritional supplements you currently take and reasons for taking them:                        

Medication Reason for taking 

  

  

  

  

  

 

List any serious illnesses or injuries, especially those involving the head:  

______________________________________________________________________________ 

List any major surgeries you have had to date:  

______________________________________________________________________________ 

List allergies to food or drugs:  

______________________________________________________________________________  
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PLEASE CHECK ANY OF THE FOLLOWING SYMPTOMS YOU ARE CURRENTLY EXPERIENCING: 

 

❐Family Problems    ❐Forgetfulness or difficulty concentrating 

❐Relationship Problems   ❐Sleep Disturbance 

❐Death/Illness of loved one   ❐Unexplained mood changes 

❐Parenting Difficulties   ❐Irritability and Anger 

❐Financial stress    ❐Feelings of sadness of guilt 

❐Legal problems    ❐Social Withdrawal 

❐Difficulty with daily routine   ❐Feelings of helplessness/hopelessness 

❐Appetite Changes    ❐Fatigue 

❐Loss of sexual interest   ❐Substance abuse/addiction 

❐Decreased interest in activities  ❐Anxiousness and/or nervousness 

❐Compulsive behaviors   ❐Obsessive thoughts 

❐Stress     ❐Difficulty relaxing 

❐Eating Disorder    ❐Poor self-esteem/body image 

❐Racing thoughts    ❐Pornography 

❐History of Violence    ❐Self-Injury (history or current) 

❐Thoughts of harming self   ❐Thoughts of harming others 

❐Difficulty controlling impulses  ❐Gambling 

❐Other:                                                           .   
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CONSENT FOR TREATMENT 

I hereby give consent to Piedmont Counseling & Development Services, PLLC to provide 

evaluation, treatment, and/or other services that we may mutually determine to be 

appropriate. I understand that services will be rendered in a professional manner consistent 

with accepted ethical standards. I understand that I will likely gain the most benefit from 

counseling if I am committed to the process and attend regularly. I also understand that no 

promises have been made to me as to the results of treatment or any procedures provided by 

this therapist. I acknowledge that I have reviewed and read the professional disclosure sheet 

and the HIPPA information sheet. I understand that I may ask questions at any time about any 

of the information given to me and about treatment options. I have read the fee schedule and 

understand that I must cancel an appointment at least 24 hours before the scheduled time 

(excluding emergencies). Otherwise, I will be charged a cancellation fee for the session. 

Payment will be due and payable to Piedmont Counseling at the beginning of each session 

unless other arrangements have been negotiated. Please come prepared to pay by case, debit, 

or credit card. A receipt can be provided upon request for reimbursement from a health care 

savings account. I understand that if payment for services I received here is not made, the 

therapist may stop my treatment. I understand that I may discontinue my involvement in 

therapy at any time. If I choose to do so, I will inform the therapist of my decision. Due to 

typical work schedules of therapists, I understand that it may take my therapist up to 48 hours 

to return a phone call. I also understand that calls made over the weekends and holidays will 

not be returned until the following business day. If at any time during treatment I cannot wait 

for a return call from my therapist, I agree to contact my psychiatrist, Mobile crisis, my primary 

physician, or go to the nearest emergency room. 

 

 

 

 

                                                                   .      ____/_____/______.  
                   Signature                  Date  
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CONSENT FOR TREATMENT 

 
I/We consent that                                                                          .may be treated as a client by Piedmont  
                                                 (Client Name) 
Counseling & Development Services, PLLC. 
 

 

                                                                                    .      ____/_____/______..  
        Signature of Patient                            Date 

 

                                                                                    .      ____/_____/______. 
       Signature of Parent or Guardian                Date 
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Office Policies 

○ Please keep this information for future reference. 

○ When you come in for your session, please take a seat in the waiting room and I will come out  
    to greet you at our scheduled time. 

○ The standard sessions last 50 minutes. If you have insurance, there is a contracted rate for      
    your sessions. The charge for the first session is $150.00 and the charge for ongoing sessions   
    is $130.00. 
 
○ For contact between sessions, please call the office number listed above. I will check  
  messages daily except on weekends and holidays. If you experience an after hours  
  emergency, please call (1) 911, (2) Mobile Crisis Management services in your county  
  Guilford/Randolph 1 (877) 626-1772 or Davidson 1 (866) 275-9552, or (3) High Point Regionals  
  Assessment team at (336) 878-6098. 
 
○ Please make payment in the form of cash, debit, or credit card at the beginning of  
   each session. 
 
○ If you need to cancel or reschedule an appointment please notify me at least 24 hours in 
   advance. Failure to provide 24 hour notice, except in the case of emergency, will result in a 
   charge for the missed session. Please note that if your session is scheduled for Monday the 
   cancellation policy requires cancellation by the end of the business day on Friday. The fee 
   for cancellation or no show will be $50. Please Note: This fee must be paid before additional 
   appointments are given. Your insurance will not cover this charge. In the event of inclement 
   weather, I will attempt to contact you by phone regarding your session time. You may also call 
   (336) 493-5600 to hear schedule changes. 
 
○ Completing disability forms, FMLA forms, school psychological evaluations, report writing and 
   some types of testing, and other requested supplemental insurance forms requires time away 
   from patient care and day to day business operations. Prepayment of $25.00 per form is 
   required. Please understand that in order to complete forms your medical record must be 
  reviewed, forms completed and signed by the physician and copied into your medical record. 
  Some of these forms can be quite complicated and tedious to fill out. Please provide us with 
  pertinent information, especially dates of disability and return to work. We request that you 
  allow 5 business days for this process. 
 
○ If you become involved in any legal matter that requires your therapist to testify in court, or 
   to prepare reports for your attorney or the court, you will be charged $100.00 per hour for 
   these special services. These services will not be billed to insurance as they are not mental 
   health therapy/evaluation services.  
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HIPPA NOTICE OF PRIVACY PRACTICES 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET 
ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.  
Effective date: February 1, 2014 
I will always be totally committed to maintaining client’s confidentiality and will only release healthcare information about you 
in accordance with federal and state laws and fracture of the counseling profession. 
THIS NOTICE DESCRIBES OUR POLICIES RELATED TO THE USE AND DISCLOSURE OF YOUR HEALTHCARE INFORMATION. PLEASE 
READ IT CAREFULLY. 

I. Uses and Disclosures of Your Health Information for the Purposes of Providing Services 
I may use or disclose protected information (PHI) for treatment, payment, and healthcare operations purposes without your 
consents, according to state and federal laws.  Treatment.  I may need to use or disclose health information about you to 
provide, manage, or coordinate health care or related services. This could include consultation with other healthcare providers.  
Payment.  Information may be disclosed in order to obtain reimbursement for your healthcare. This may be needed to verify 
insurance coverage and/or benefits with your insurance carrier, to process sure claims, and information needed for billing and 
collection purposes.  Healthcare Operations.  I may need to use information about you to review activities that relate to the 
performance and operation of my practice. This could include such business related matters as audits, case management, 
certification, compliance, and licensing activities. 

II. Uses and Disclosures Requiring Authorization 
Any use or disclosure of your PHI for purposes outside of treatment, payment, and healthcare operations requires a written 
authorization from you. This authorization provides permission above and beyond the general consent and permit only specific 
disclosures. 

III. Uses or Disclosures of Your Information Which Does Not Require Your Consent 
I may be required to use or disclose your PHI without your consent for authorization in the following circumstances: Abuse: If 
you provide me with information that leads me to suspect child or elder abuse, neglect, or death due to maltreatment, I must 
report that information to the county Department of Social Services. If asked by the Department of Social Services to turn over 
information from your records relevant to a child protective services investigation, I must comply. 
Judicial or Administrative Proceedings: I may share your information as required by law in the event of a subpoena or court 
order, or if a crime is committed on our premises. Serious Threat to Health or Safety: I may disclose confidential information to 
protect you or others from a serious threat of harm by your. Workers Compensation: If you file a Workmen’s Compensation 
claim, I am required by law to provide your mental health information relevant to the claim to your employer and the North 
Carolina Industrial Commission. 

IV. Patient Rights: 
Right to request how we contact you.  You have the right to request and receive confidential communications of PHI by 
alternative means and at alternative locations.  Right to release your medical records.  You may consent in writing to release 
your records to others. You have the right to refocus authorization and writing at any time. However, a revocation is not valid 
to the extent that we acted in reliance on such authorization.  Right to inspect and copy your medical and billing records.  You 
have the right to inspect and obtain a copy of your information contained in our medical records. Under limited circumstances, 
we may deny your request to inspect and copy. If you asked for a copy of any information, we may charge a reasonable fee for 
the cost of copying, mailing, and supplies.  Right to add information or command your medical records.  If you feel that 
information contained in your medical record is incorrect or incomplete, you may ask me to add information or amend the 
record. Under certain circumstances, I may deny your request to add or amend. On your request, I will discuss with you the 
details of the amendment process.  Right to an accounting of disclosure.  You may request an accounting of any disclosures, if 
any, for which you have neither provided consent, nor authorizations. On your request, I will discuss with you the details of the 
accounting process.  Right to request restrictions on uses and disclosures of your health information.  You have the right to ask 
for restrictions on certain uses and disclosures of your health information. This request must be submitted in writing. However, 
I am required to agree to such requests.  Right to complain.  If you believe your privacy rights have been violated, please 
contact me personally, and we can discuss any and all concerns. If you are not satisfied with the outcome, you may file a 
written complaint with the US Department of Health and Human Services. I will not retaliate against an individual for filing such 
a complaint.  Right to receive changes in policy. You have the right to obtain a paper copy of the notice, even if you have agreed 
to receive notice electronically. The therapist reserves the right to change the terms of this notice and to make the new notice 
provisions effective for all PHI that I maintain. I will provide you with a revised notice by distributing this in the office and/or by 
mail or  
e-mail. 

 

                                                                                                      .   ____/_____/______.. 
                              Client Signature                                          Date  
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