
INTAKE INFORMATION

_____________________________________________________ ______________________
Clinician/Credentials         Date 

Hispanic Family Counseling - July 2019

Client Demographic Information: 

Other Current Services:

ID# ___________________
ID# ___________________

Copay Amount: ___________
Copay Amount: ___________

□ Primary Insurance: __________________________________
□ Secondary Insurance: ________________________________
□ Self-Pay, Amount: ________________

Household Members:

Name: __________________________________   S.S : ___ ___ ___  - ___ ___ - ___ ___ ___ ___   DOB: ___________  Age:  _____ 
Parents/Caregivers Names: _____________________________________________  Relationship:  ________________________  
Address:  ____________________________________________________________  City:  ____________________  State:  ______ 
Zip:  _________________  Phone:   ________________________________   Other phone:   _______________________________ 
Email:_____________________________________________________________________________________________________

Bilingual Required: □  No □  Yes, Language:  __________________  Religion:  _________________ Gender: □ M □  F □ Other 
Legal Status:  □  Minor in Parent/Guardian Custody  □  Minor in State Custody  □  Competent Adult  □  Incompetent Adult 

Marital Status:  □  Single  □  Married  □  Divorced  □  Other: ________________  Disability:  □  No  □  Yes: _______________ 
Race:  □  White  □  Black  □   American/Alaskan Native  □   Asian  □   Pacific Islander  □  Other: _________________________ 
Ethnicity: □  Non-Hispanic/Latino  □  Hispanic/Latino  Nationality/Countries of Origin: ________________________________

□ No Other Current Services □ Primary Care Physician □ Mental/Behavioral Health □ Psychiatrist □ Probation Officer
□ Other: __________________________________________________________________________________________________
Name/Facility/Agency: ___________________________________________________

Funding Information:

Referral Information:

□ Client Self-Referred  □ Family/Friend Referred  □ School  □ Employer (EAP)  □ Primary Care Physician
□ Mental Health Provider  □ Psychiatrist  □ Case Manager  □ Probation/Parole Officer  □ Other: _______________________

Referring Agency: __________________________________________________________________________________________

Name Relation Sex DOB Comments

Intake Date:____________________  Primary Diagnosis: _____________  Secondary Diagnosis: _____________ 
Primary Clinician Name: _______________________________________________________________________

OFFICE USE 
ONLY:

School/Work Information:
□ School: ______________________________________________________________________________  Grade: ___________
□ Regular Ed. □ IEP  □ Autism Spectrum □ ESOL □ Other: _______________________
□ Employer: ______________________________________________________________  Time Working There: _____________
□ No Current School Enrollment  □  Not Currently Employed

Emergency Contact Information:
Emergency Contact Name: ________________________________________ Relation to client: __________________________ 

Emergency Contact Number: _______________________________ Alternative Number: ______________________________
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*************************************************************************************************************
 I give permission and consent for the identified individuals or organizations to take part in the

treatment of the above named client. I acknowledge and understand that the identified persons will
have access to confidential information for the intention of assessment and treatment.

Family; ___   Spouse/Partner; ___   Siblings; ___   Grandparents; ___   Parents/Foster Parents; ___
Step-Parents; ___   School; ___   Teacher; ___   Principle; ___   Staff; ___  Guidance Counselor; ___
Other; _________________________________________________________________________________
Referral Agency: ___________________________________________   Telephone: ___________________ 

 We are required to report suspicion of child abuse and neglect to the State of Florida.
 We have a duty to warn potential victims if we believe that their lives are in danger.
 We are required to release a copy of records and/or testimony if subpoenaed in court.
 Parents have the right to be informed about their child’s treatment, but the confidences of the

child or adolescent will be respected so that an effective therapeutic relationship can be established.

Client/Legal Guardian Signature Date Witness Signature Date 

INTAKE CONSENT

Name of Client: __________________________________________ Date of Birth: __________________ 

CONSENT FOR TREATMENT AND TREATMENT LOCATION: I am the legal guardian or I am a 
competent adult and consent for the above named client to participate in treatment through Hispanic Family 
Counseling at the following locations:  

YES ___ NO ___ HFC Office: (Circle one)  Melbourne, Kissimmee, Orlando, Altamonte, Clermont 
YES ___ NO ___ Client Home: (Address)  ____________________________________________________ 
YES ___ NO ___ School: (Address)  _________________________________________________________ 
YES ___ NO ___ Other: __________________________________________________________________

FUNDING AUTHORIZATION: I authorize __________________________ (insurance name) to pay for 
services directly to Hispanic Family Counseling, Inc. Is my obligation to be responsible for the charges that 
this funding source does not cover. I understand that any confidential information will need to be released to 
the funding agency or resource in order to process any claim and obtain reimbursement.  
*****************************************************************************************************************
The information on this page has been explained to me. I understand that I may revoke consent for the above at 
anytime, however, I cannot revoke consent for action that has already been taken. A copy of this release shall be 
valid as the original.  

□ Check here to indicate that you have received a copy of the Client Rights pamphlet, which describes your rights
and responsibilities, including whom to contact for complaints and grievances.

 As a courtesy, you might receive phone calls with appointment reminders from your therapist to
confirm sessions and coordinate services.

□ Check here to indicate that you agree to receive text messages, phone calls and emails from HFC, its employees
and staff with information regarding appointments, payments, insurance updates and reminders.

***Standard text messaging rates and other fees may apply based on your data plan.***  

(__________-__________-_________________) (_________________________@___________.com)
THIS CONSENT EXPIRES 1 YEAR FROM THE DATE SIGNED. 

In the event that you have shared parental responsibility of your child or adolescent, you 
have a legal obligation to notify the other parent of services being rendered. 

CONFIDENTIALITY: Any information about you is considered private and will not be shared with anyone 
without your consent. There are a few exceptions in which we are required to release information about you. 

___________
INITIAL HERE



NO SHOW/CANCELLATION POLICY 
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Client Name: ___________________________________________  Birthdate: ___________________ 

Regular attendance at scheduled appointments is very important.  Our services will not be effective in 
helping you if you do not keep your appointments.  Irregular attendance, especially a “no show,” is also 
inconvenient and costly for the staff assigned to help you.  It is therefore your responsibility to attend all 
scheduled appointments.  

Whenever possible, please notify your assigned clinician at least 24 hours in advance if you will not be 
able to keep your scheduled appointment.  

CANCELLATION POLICY: If you call your assigned clinician at least an hour before your scheduled 
appointment, it is considered a “Cancellation,” although 24-hour notice is preferred.  
1. After the first cancellation, the staff person will call you to reschedule.
2. After two cancellations in a row, the Director will send you a letter explaining that you must call him/

her if you desire to continue services.
3. After the third cancellation in a row, services will be terminated.
4. If you cancel three times, with some attendance in between each cancellation, your therapist will

discuss with you some possible solutions to the problem of irregular attendance.

NO SHOW POLICY: If you do not call to cancel at least an hour before the scheduled appointment 
time, it is considered a “No Show.”  
1. If you fail to notify your assigned clinician prior to a missed in-home session, you will be charged a

$25 travel fee to cover the staff cost of traveling to your home for the missed appointment.
2. If you fail to notify your assigned clinician prior to an in-office or in-school session, you may be

charged a $25 travel fee if the staff traveled to that location specifically for that session.
3. After the first “No Show,” the staff person will call to reschedule the appointment.
4. After the second “No Show,” the Director will send you a letter explaining that you must come to the

office in person to complete a request to reinstate services if you desire to continue services.  In this
form, you will be required to renew your commitment to attend sessions or call the staff ahead of
time if you need to reschedule.

5. After the third “No Show,” your case will be closed.
I understand Hispanic Family Counseling’s No Show/Cancellation policy and understand that regular 
attendance is necessary for treatment to be effective.  Therefore, I agree to attend all scheduled 
sessions.  If I cannot keep an appointment, I will call the staff 24 hours in advance to reschedule.  If I 
have an emergency that prevents me from attending, I will call the assigned clinician at least one hour 
before the appointment to cancel.  

_______________________ ______________________________________
Client Signature Date 

_______________________ ______________________________________
Parent/Caregiver Signature   Date 
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COPAYMENT AGREEMENT

Client Name: ______________________________________________ DOB: __________________ 

Insurance Name: __________________________________________________________________________ 

□ I understand that my insurance plan has a deductible of $___________.  I understand that I will be required to
pay the entire cost of services until this amount is met.  The charge for the intake session is $__________ and follow
up sessions are $__________ each.

□ I understand that my insurance plan requires a copayment of $_________ per session. I understand that
copayments are due at the time services are rendered.

□ I understand that I am paying for services on a self-pay plan based on income. The charge for the intake session
is $ _______ and follow up sessions are $ ________ each.

I agree to pay the deductible, copayments, and any applicable no-show/cancellation fees in the following 
manner: 
q CASH/CHECK/MONEY ORDER:  I will give the payment to the clinician at the end of each session.
q CREDIT CARD:  I authorize Hispanic Family Counseling to charge the credit card below for the amount
listed above for each date of service.
q COMBINATION: ____________________________________________________________________

INSUFFICIENT FUNDS:  I understand that if my check is returned due to insufficient funds, I will be 
responsible for paying any fees charged to Hispanic Family Counseling, Inc. by the bank.  I further understand 
that I will no longer be able to pay by check and will have to use another payment method (e.g., credit card, cash, 
money order).   

CREDIT CARD DENIAL:  I understand that if my credit card is denied, I will no longer be able to pay by credit 
card and will have to use another payment method (e.g., check, cash, money order) 

• I understand that failure to pay a copayment for one session will require that both copayments be paid at the
next session.  Failure to pay copayments for two consecutive sessions will result in suspension of services
until payment is made.

• Hispanic Family Counseling, Inc. is not responsible for any overdraft fees charged by the bank.

This agreement may be amended or terminated at any point.  Termination of this agreement does not relieve the 
obligation to pay for services that have already been rendered. 

_______________________________________________
Client/Guardian Signature  

________________________ 
Date 

I authorize Hispanic Family Counseling, Inc. to charge the credit card below for the amount and frequency 
indicated above: 

Credit Card type:  □ Visa  □ Master Card  □ Discover  □ American Express 

Credit Card #: ___________________________________________ Exp. Date: __________ Code: _________ 

Billing Address: _____________________________________________________ Zip Code: _______________ 

Authorizing Signature: _________________________________________________ Date: _________________ 



Date: 

PATIENT HEALTH QUESTIONNAIRE (PHQ-9)

Not difficult at all 

Somewhat difficult 

Very difficult 

Extremely difficult

Add columns: + +
To be completed by Mental 

Health professional:

Name:

Over the last 2 weeks, how often have you been 
bothered by any of the following problems?
(use “     ” to indicate your answer.)

1. Little interest or pleasure in doing things

2. Feeling down, depressed, or hopeless

3. Trouble falling or staying asleep, or sleeping too much

4. Feeling tired or having little energy

5. Poor appetite or overeating

6. Feeling bad about yourself—or that you are a
failure or have let yourself or your family down

7. Trouble concentrating on things, such as reading
the newspaper or watching television

8. Moving or speaking so slowly that other people could
have noticed. Or the opposite—being so fidgety or restless
that you have been moving around a lot more than usual

9. Thoughts that you would be better off dead, or of hurting
yourself in some way

Not 
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ay 

(3)
TOTAL:

10. If you checked off any problems, how
difficult have these problems made it for
you to do your work, take care of things at
home, or get along with other people?

________________________________ 
 Client's Signature 

________________________________ 
Therapist Signature  

___________________________ 
Date

___________________________ 
Date

** If client score totals to 20+, or client score on #9 is between 1-3, then a crisis plan must be completed** 
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