
Lauren White, M.A., LPC 
750 S. Monroe Street, Monroe MI 48161 (734)639-2262 
  
CLIENT PERSONAL INFORMATION 
 
Date __________________ 
 
Name _______________________________       Date of Birth _____________________ 
Address ______________________________      SS# _____________________________ 
City ______________State______Zip_______      Email ____________________________ 
Home Phone ___________________________      Occupation ________________________ 
Cell Phone _____________________________        Employer _________________________ 
 
 
PRIMARY INSURANCE INFORMATION      SECONDARY INSURANCE INFORMATION 
Name of Insured _______________________      Name of Insured _____________________   
Relationship to Client ___________________      Relationship to Client _________________   
Insured’s Birthdate _____________________      Insured’s Birthdate ___________________  
S.S. # ________________________________      S.S. # _____________________________  
Address______________________________      Address____________________________ 
      City____________State______________        City_____________State___________ 
       Zip_______________________        Zip________________________ 
Home Phone(     )______________________      Home Phone(      )____________________ 
Cell Phone(    )________________________      Cell Phone (    )______________________ 
Employer ____________________________      Employer __________________________ 
Occupation ___________________________      Occupation _________________________ 
Insurance Company ____________________      Insurance Company __________________ 
Ins. Co. Phone # _______________________      Ins. Co. Phone # ____________________ 
Group # ______________________________      Group # ___________________________ 
Plan # _______________________________      Plan # ____________________________  
Contract # ____________________________      Contract # _________________________ 
 
DISCLOSURE STATEMENT 
I understand that, Lauren White, M.A., LPC is in independent practice and is solely responsible for her practice.  All 
matters including therapeutic issues, financial issues, etc. are the responsibility of the Counselor. 
 
AUTHORIZATION AND RELEASE 
I authorize and request my Insurance Company to pay directly to the provider. 
I understand that my Insurance carrier may pay less than the actual bill for services.  I agree to be responsible for 
payment of all services rendered on my behalf or my dependents. 
I authorize my doctor to act as my agent in helping to obtain payment from my Insurance Companies. 
I authorize release of Information to all my Insurance Companies. 
I permit a copy of this authorization to be used in place of the original. 
I authorize use of this form on ALL my Insurance submissions. 
NOTE 
If unable to keep appointment, kindly give 24 hours’ notice.  Otherwise a charge will be made for the time reserved, 
which will not be covered by your insurance company. A 35% fee will be added to all delinquent accounts that are 
turned over to an outside agency in an attempt to collect monies owed. Credit/debit cards are gladly accepted for 
payment, however a fee of 3.5% will be added to the amount charged. 
 
X_______________________________________ Date ___________________________ 
 
Thank you for filing out this form completely.  The information you have provided will help us serve your healthcare needs more effectively and 
efficiently. 



Lauren A. White, LPC
Licc:nstd Profcs.s1onal Coun:..elor 750 s Monro<. Street

Monroe Ml �8161 

(734) 639-2262

Coment for �en ices 

I, ______________ . the undersigned: 

voluntanly consent to therapcutJc services for m)self and/or my family
and understand that I am free to w11hdr.l\\ my consent and discontinue 
services at any nme. 

I understand and have agreed to the fee policy established for the 
services provided for myself and/or other family members. 

Financial Agreement 

I understand that I am responsible for all fees for services. and agree to 
pay any fees not covered b) my insurance 

I agree 10 pay these fees on the day services are rendered. 

I understand that when payments are made with a credit or debit carci. 
a 3.5% fee will be added 10 the amount charged. 

I understand a LA TE CANCEL (less than 24 hours notice) 
or a NO SHOW (no appearance for a scheduled appointment) will 
be subject to a S125.00 charge, which will not be covered by insurance. 

1 understand there is a $25.00 service charge on all retumed checks. 

I understand that a 30% collection fee will be added to all delinquent 
accounts that are turned over to an outside agency in anempt to collect 
monies owed. 

Client Signature 

Parent or Guardian Signature if Client is a minor 

Witnessed by 

Date 

Date 

Date 

, 



Notice of Privacy Practices
For the Practice of.

Lauren A. White, LPC
Licensed Professional Counselor

Your medical/psychological information is personal. We are committed �protecting yoU1· personal information. We create a record of the cru:e an 
services you receive. This record is needed to comply with leg1:11
requirements. This notice applies to all of the records generated in this
practice by either this therapist or by one of the office employees.

This office is required by law to:

1. Make sure that treatment information is kept private;
2. Give you this notice of O\ll' legal duties and privacy practices with respect

to treatment information about you; and
3. Follow the terms of this notice.

How this Office May Use and Disclose Your Personal Information
All the ways we are permitted to use and disclose information about you fits
into one of these general categories:

For Treatment. Information about you may be discussed with your physician
with yoUl· signed consent or without your consent in a life·threatening
emergency.
For Payment. We may use and disclose information about you so that the
services you receive at this office may be billed to and payment collected from
you, an insurance company, or a third party. For example, we may need to

share a diagnosis or treatment plan so that your health plan will pay this
therapist or reimbU1·se you for treatment.

For Phone Messages. We may have to contact you regai·ding emergency
changes in appointments. In the event that we have to leave a message, the
message will be to contact this office. If you do not want us to call your
home/office or to leave a message, please submit this in writing to this
therapist. We will not be discussing any information about you or with you
on a cell phone without your written permission. Pleased be advised that if
you leave a message on our office answering machine, at (734) 639·2262, itmay be heard by someone other than your therapist. 

As Required by Law. We may disclose information about you when required
to do so by federal, state or local law. For example, we may be requil.'ed by
law to report child abuse and neglect and threats of harm to another person.·

. . 



To Avert a Serious Threat to Health or Safety. We may use and disclose

infol'mation about you when necessary to prevent a serious threat to you or

for the safety of the public or another person. Any disclosw·e would be .made

only to a person able to help p1·event that threat. 

Lawsuits and Disputes. If you are involved in a lawsuit or a dispute, we may 

use information about you to defend this office or to respond to a com-t order 
signed by a judge. 

Limits to Confidentiality. Paper copies of billing information are kept in 8

locked room that is accessible to other therapist who share the office building. 
Billing information stored electronically is also available to other therapist 
who share the office building. For a list of these other individuals, please 
contact this therapist. 

Your Rights Regarding Your Personal Treatment Information 
You have the following rights regarding yow· personal information: 

Right to Inspect and Copy. You have the right to inspect and copy your 
treatment information with the exception of any psychotherapy notes. 

To inspect and copy your treatment information, you must submit yom· 
request in writing to this therapist. vVe may chai·ge you a fee for the cost of 
copying, mailing and other supplies associated with your request. 

We may deny your request to inspect and copy in certain limited 
circumstances. If you ai·e denied that denial may be reviewed. For 
information regarding a review, please contact this therapist. 

Right to Amend. If you feel information we have about you is incorrect or 
incomplete, you may ask to amend that information. 

A request for an amendment must be made in writing and submitted 
to this therapist. You must provide in thjs request your reason for 
amendment. 

Your request may be denied if it is not in writing or if you ask us to amend 
information that: 
1. was not created by us;
2. is not part of the information kept in this office;
3. is not part of the information which you would be permitted to inspect or

copy;
4. is accurate and complete.

... 



Right to an Accounting of Disclosure. You have a right to rcquest 80

accounting of disclosw·es. This is a lh:t of disclosures this office hos made

about your treatment information. 
You must submit such a request in writing. Your request must state 8 tiJne

period. 

Right to Request Restrictions. You have the right to request a restriction or
limitation on the use or disclosure we may make of you1· t1·eatment
information. 

We Bl'e not 1·equired by law to agree with youi· 1·equest [01· s resr11'ctio�­
If we do agree, we will comply with your request unless the information 15

needed to provide you with emergency treatment. 
To request restrictions, you must make your request in writing to this 

therapist. 

Right to Request Confidential Communications. You have a right to request 
that we communicate with you only in a certain manner. For example, you 
can ask that we only contact you at work or by mail. 

To request confidential communications, you must make your request 
in wi·iting to this therapist. We will accommodate all reasonable requests. 

Right to a Paper Copy of this Notice. You may obtain a paper copy of this 
notice from this therapist. 

Revisions to this Notice 
This therapist reserves the right to revise this notice. Any revised Notice will 
be effective for the information we ah·eady have about you. A revised notice 
will be posted in this therapist's office. 

Other Uses of Personal Information 
Other uses and disclosures of information not covered by this Notice of 
Privacy Practices will be made only with written authorization. If you 
provide us with an authorization, you may revoke it in writing, at any time. 
If you revoke an authorization, we will no longer use or disclose information 
about you for the reasons covered in your authorization. 



LIMITS OF CONFIDENTIALITY 
Contents of all therapy sessions m considered to be confidential. Both vabal 
infmmati011 and written records about a client caanot be shared with another party 
without tho Mitt.en consent of the client or the client's legal guardian. Noted exceptionl 
are u follows: 

»•tr to Warn a.ad Protect
When a client discloses intentions or a plan to bum another pmon, the mental health
professional ii required to wam the intended victim and report this .information to 1epl
athorities. In cases in which the client cliscloses or implies a plaD for suicide, the health care
professional is required to notify lepJ authorities 111d make reasonable attempts to
nolif.,' the family of tho client.
Ahue of ChUdrea aad Vulnerable Adults
If a client states or S1JFtS that he or she ii abusina a child ( or vulnerable -it) or has
reccmry abased a child (or wlnmhlo adult), or a child (or.vulnerable adnlt) is in danger of
---, the mental health professional is required to report this information to the appn,priato
IOCial service and/or lep1 111thorities. •
Prenatal l:lpolare to Colltnllled Sab1tances
Mental Health care proussionals are required to report mmitted prenatal aposaro to
controlled mbltanccl that are potentially harmml.
.Mlaon/G1udllaship 
Pmritl or lepl guardians of non-em111cipated minor clients have the right to accea the 
clillzUl'n,cords. 
111,ruaace ProvUen (when applicable) 
Immance companies and other third-part)· payem aro given .information that they reqamt 
reprdiDa services to clients. 
Infomation th.al may be rcqut.Sted includes type of servi=s, dates/times of .-vicea, 
cfiaanom, treatment plan, 111d dceaription of impairment, proaress of therapy. cae notes. 
ml sammarics. 

I a,n, to die above limiJI of co� and undtrstand their meanJnp and 

ramif,t:t,Jit,,. 

Cliatt Signatun, (Client's Parent/Guardian if under 18) 

Today's Date 



_L_aur_en_A_. Whi_.,;,;,.te..;MA;_;,;;_�, L,;,;,.P_C ____________ _
Licensed Professional Counselor 750 South Monroe SL

Monroe, MI 48161

(734) 639-2262

Acknowledgment of Notice Of Privacy Practices 

I acknowledge that I have received the Notice of Privacy Practices. 

Client Signature Date 

Parent or Guardian Signature if Client is a minor Date 

Written Acknowledgment Not Obtained 

Notice of Privacy Practices Given- Client Unable to Sign 
Notice of Privacy Practices Given - Client Declined to Sign 

Notice of Privacy Practices and Acknowledgement Mailed to Client 
Other Reasons Client Did Not Sign: 

Signature of Therapist Date 



INTAKE FORM 
Please provule the follow mg infonno11on for our records. Leave blonk (1l1J qut.sJlon roi 
would rather not answer. lnformouon you provuie here Lt held to the some standor 
confidentiality as our therapy 

Please print out this form and brmg it to your first session or allow yourself JO mVUJltS 
prior to )lour appointment to complete the form in the office. 

Nam�--=�--=--------------------=--:-:--;;---.::::�
(Last) (First) (Middle fnirial) 

Name of parent/guardian (if you are a mi.nor): 

(Last) (First) (Middle initial) 

Birth Date: ___ I ___ I ___ Age: ___ Gender: ____ _ 

Marital Status: 

o Never Married o Partnered o Married o Separated o Divorced o Widowed

Number of Children: ___ _

Local Address: ____ _ 

Home Phone: 

(City) 

( 

CeWOther Phone: ( 

) 

) 

(Street and Number) 

(State) (Zip) 

May we leave a msg? □Yes □No 

May we leave a msg? □Yes oNo 

E-mail:---------,------------ May we email you? □Yes □No 
*Please be aware that email might not be confidential.

Referred by: ______________________ _ 

Are you currently receiving psychiaoic seivices, professional counseling or psychotherapy 
elsewhere? □Yes □No 



Lauren A. White, MA, LPC                    750 S. Monroe St. 
              Monroe, MI  48161 
          734-639-2262 
 

Professional Disclosure Statement 
 

 
Personal Information 
 
I received my bachelor’s degree in Multidisciplinary Studies with a concentration in Psychology 
and my master’s degree in Community Counseling from Siena Heights University. My clinical 
experience includes working with all dynamics of the family structure. I have spent numerous 
years working with the court system in providing a safe environment for children to rehabilitate 
relationships with parents with whom they do not reside. I have developed a strong passion for 
working with teens and adolescents, helping them navigate life and create a strong sense of self. 
Communication needs, academic difficulties, and body image/self-esteem are some of my focus 
areas. I am trained and facilitate Suicide Assessments using the Columbia Severity Scale. I have 
experience working with victims of domestic violence providing empowering and supportive 
counseling services. I have a variety of experience working with a wide array of clients in 
individual, family, and group settings.  
 
My Theory of Counseling 
 
I believe in a non-judgmental, person-centered approach in a counseling relationship in which 
the client feels they have a comfortable forum to examine factors that may be causing them 
unhappiness and plain in his/her life. I believe in fostering one’s sense of personal power to 
overcome these factors and work toward reaching their full potential. It is my mission to help 
individuals and families face life’s challenges in a safe and supportive environment – to not only 
tackle their current situation, but to gain the necessary tools to cope with future problems in a 
healthy and productive manner.  
 
Confidentiality 
 
It is my intent to develop a professional relationship built on trust with my clients and therefore 
any information that is disclosed will be kept confidential. However, if I feel there is a real 
concern that you will harm yourself, others, or if I believe that there is a possibility of child or 
elder abuse, I am required by law to disclose this information to proper authorities. In certain 
circumstances it is also possible that I may be court ordered to submit client files that would 
normally be considered confidential. 
 
 
 
 



 
Counseling Sessions 
 
Counseling sessions are normally 45-55 minutes long and to avoid keeping other clients waiting, 
it is extremely important to begin and end on time. Please notify me at least 24 hours in advance 
if you need to change your appointment, otherwise you will be charged for the appointment, 
even if you do not attend. Various insurances are accepted, and session fees are 125.00 for 
regular sessions and 150 for an intake appointment. 
 
I look forward to working to working together on goals and objectives that enable you to take 
responsibility for your choices and work toward achieving fulfillment in life.  
 
Sincerely, 
 
 
 
 
Lauren A. White, LPC 
 
 
       Any concerns that cannot be appropriately addressed with  
       this counselor may be addressed with: 
       Michigan Department of Licensing and Regulatory Affairs 
       Health Professions Division Enforcement Section 
       PO Box 30670 
       Lansing, MI  48909 
       (517) 373-9196 
 
 



Have you had previous psychotherapy? 
□No
□Yes, at PreV1ous therapist's name. ___________ _

Are you currently taking prescribed psychiatric med1cal1on (antrdepressants or others)? 

□Yes
□No

If Yes, please list. ________ 

If no, hive you been previously prcscnbcd psych1c1tric medication?
□Yes □No

If Yes, please list _______________ _

HEALTH AND SOCIAL INFORMATION 

I. How is your physical health at present? (plea5e circle)

Poor Unsatisfactory SatisfaclOry Good Very good 

2. Please 11st any persisrent physical symptoms or health concerns (e.g. chronic pain,
headaches, hypertension. diabetes, ere.):

3. Are you having any problems with :,our sleep habits? □ No o Yes

If yes, check where applicabie:

o Sleeping too lilt!� o Sk,eprng tee, much □ Pcm qua!Jcy sleep

o Disturbing dreams o Other _ _ ___ 

4. How many times per week do you exercise? ___ _

Approxima1ely how long each time? ___ _

5. Are you having any difficulty wirh appetite or caring habits? □ No a Yes

lf yes, check where applicable: o Eating Jess o Eating more o Binging □ Restricting

Have you experienced significant weight change in lhi last 2 months? o No □ Yes 

6. Do you regularly use alcohol? o No o Yes

-- -------------

.. 



In a typical month, ho,11 often do you have 4 or mere dnnks in a 24-hour pcnod? 

7. How ofum do you engage recre;;tionru drug l!Se? o Daily o We-..kly o Monlhly

□ Rarely □ Never

8. Have you :1a:i suici.:liJ thou51!� ie-::!r.tly1

n Frequ�tly o Som ... iimt� ri k,,1<:Jy 11 r-!e�·er 

Hav:.: you i:ad cirem rn tI1e pa51? 
� Frequently o Sometiin1:s u Ri!ldy 

9. Are you currently in a romantic re!aMnsh!p? a No a Ye.s

If yes, how !ong rave you been 1n this re1auonsh1p'! _____ _ 

On a scale of 1-10, h,Y.li would )'·)U r'"te th� qual:ry of your current relationship? ___ _ 

10. In the iast year, have you exp::riennid -my 6igr.Hicam life changes or stressors:

fluve you eve, ::xperieni:ed: 

Extreme depressed moo<i yes/r.o 

";}lild Mo:ld Swings ycs-'no 

Rapid Spet;;h 'jestr.o 

Exitcrue Anxiety -;cs/im 

Panic Attacks y�s/no 

Phobias yeE.'no 

Sleep Dtsru.rba.cccs ycs/110 

HallucuiatJons yes/no 

Unexplaic.ed lcsse!> of time ycrlno 

Unexplain'.!d memory lapses ye•/no 

AlcohoVSubstance Abuse y�no 

Frequent Body Complaints yes/no 

.Eating Disorder y�tno 

Body Image Problems ycs/f!o 

-------------------

... 



Repetitive Thoughts (e.g., Obsessions) 

Repetitive Behaviors (e.g., Frequent Check.ing, Hand-Washing) 

Homicidal Thoughts 
Suicide Attempt 

OCCUPATIONAL INFORMATION: 

Are you currently employed? o No □ Yes 

yes/nO 
yes/no 

yes/no 

yeslno 

If yes, who is your current employer/position? _____________ _

If yes, are you happy at your current position? _____________ _ 

Please list any work-related stressors, if any: _____________ _ 

RELIGIOUS/SPIRlTUAL lNFORMA TION: 

Do you consider yourself to be religious? o No o Yes

If yes, what is your faith? ___________________ _ 

If no, do you consider yourself to be spiritual? o No □ Yes 

FAMILY MENTAL HEALTH HISTORY: 

Has anyone in your family (either immediate family members or relatives) experienced 
difficulties with the following? (circle any that apply and list family member, e.g., 
Sibling, Parent, Uncle, etc.): 

Difficulty 

Depression 

Bipolar Disorder 

Anxiety Disorders 

Panic Attacks 

Schizophrenia 

yes/no 

yes/no 

yes/no 

yes/no 

yes/no 

Family Member 



Alcohol /Substance buse yr.slno 

Eating Disorders yr.slno 

Lcurning Disnb1litics yes/no 

lraumn History yes/no 

Suicide Attempts yes/no 

OTHER INFORMATION: 

What do you consider to be your strengths? 

What do you like most about yourself? 

What are effective coping strategies that you've learned? 

What are your goals far therapy? 

A 
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