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LIGHTHOUSE COUNSELING SERVICES, PLLC


General Information

CLIENT NAME: _____________________________________________________
PARENT/GUARDIAN (if client is a minor): _________________________________
DATE OF BIRTH: __________________________         AGE: _______________ SEX: ___M ___ F
MAILING ADDRESS: ___________________________________________________
CITY: ___________________________ ZIP: ___________
PHONE: _________________________________ PHONE TYPE: ________________
PHONE 2: _______________________________ PHONE 2 TYPE: _______________
PREFERED METHOD OF APPOINTMENT REMINDERS:  TEXT     EMAIL    VOICE
Note: Appointment reminders are a courtesy. You are still responsible for remembering your appointment date and time.

MAY I LEAVE VOICEMAIL MESSAGES IF I NEED TO CONTACT YOU?  Y    N
CELLPHONE PROVIDER (i.e. AT&T, Sprint, T-Mobile): __________________________
E-MAIL ADDRESS: _____________________________________________________
Please fill out the following information if client is a minor and his/her parent are divorced:
INFORMATION OF CLIENT’S PARENT THAT IS NOT RESIDING IN THE HOME
PARENT/GUARDIAN: _________________________________________________
CUSTODY TYPE: ______________________________________________________
MAILING ADDRESS: ___________________________________________________
CITY: __________________________ STATE: ______________ ZIP: _____________
PHONE: ____________________________ PHONE TYPE: _____________________
MAY I LEAVE VOICEMAIL MESSAGES IF I NEED TO CONTACT YOU?  Y    N
E-MAIL ADDRESS: _____________________________________________________

NOTE: A copy of custody documents are required. If none are available, both parents will need to sign the consent form.
Referred by: _____________________________________________________

INSURANCE INFORMATION

Primary Insurance Holder Name:  ______________________________ Date of Birth: ________________
Employer: _________________________________________________ 
Address of the policy holder: ____________________________________________________________
City, State, Zip: ___________________________________

Primary Insurance Company: _____________________________________________________________
Member ID Number: _______________________________Group ID Number: _____________________  
Phone Number:  _______________________

Secondary Insurance Company/EAP (if applicable): ____________________________________________
Secondary Insurance Holder Name: ____________________________ Date of Birth: ________________
Address of the policy holder: _____________________________________________________________
Member ID Number/ Auth #: _______________________________ Group Number: _________________  
Phone Number:  _______________________
NOTE: It is your responsibility to know your insurance payment information
(i.e. allowed amount of sessions, deductibles and co-pays)
	Patient’s Name:
	
	Date of Birth:
	

	
	
	Date of Birth:      
	

	I request and authorize
	Lighthouse Counseling Services, LLC
	to

	
release information of the patient named above to _______________________


						               (Insurance Company)

Patient Signature: _______________________________________________ Date: _____________________

CONSENT TO TREAT
There is no guarantee that therapy will work for you. Counseling success is based on one’s willingness to make changes in their lives. As clients meet with me on a consistent basis and apply the tools they learn in therapy into their daily lives, they may see an improvement in their lives. This may be very uncomfortable for some, but we can work on overcoming this feeling of uneasiness, when expressed. 
FEES: (when paying out of pocket and not utilizing insurance)
	INTAKE SESSIONS
	$180.00

	30 MINUTE SESSIONS 
	$80.00

	60 MINUTE SESSIONS
	$120.00

	60 MINUTE (Family/Couples) SESSIONS
	$160.00

	
	


PAYMENT OPTIONS:
INSURANCES:  A few insurances are accepted at Lighthouse Counseling Services, PLLC. It is your responsibility to know your insurance payment requirements (i.e. deductibles and co-pays). Co-pays are due at the time of service. 
If the provider you are seeing at Lighthouse Counseling Services, PLLC is not on the providers panel for your insurance, submitting to the insurance for out of network services is an option. 
NO SHOW/CANCELLATION POLICY: Please notify me 24 hours in advance if you will need to cancel/reschedule your appointment. If you fail to come to your appointment, or cancel 24 hours in advance, you will be charged half of the session fee. Should this expense be charged to you, you are responsible to pay out of pocket as insurances and/or other third parties will not be billed.
If you have a re-occurring schedule set with Lighthouse Counseling Services, LLC and cancel, or no-show to appointments, twice in a row, future appointments will be cancelled until you reschedule.
IN CASE OF AN EMERGENCY: 
· If it is life-threatening call 9-1-1
· Feel free to call or text me if it is a non-life-threatening situation (charges may apply)










CONFIDENTIALITY: 
Information discussed in therapy is very personal. Therefore, any information will not be disclosed without your permission, unless legal requirements are involved (see paragraph “Legal Requirements). If you wish to have confidential information share with another party a release of information form can be provided.
E-mail and text are a great way to communicate quickly. However, it is not a reliable, or safe, means of communication due to confidentiality. Please inform me if you prefer not to receive e-mails or texts.

LEGAL REQUIREMENTS: By law I am to report, to local authorities, when the following is disclosed to me:
· Abuse or neglect of a vulnerable adult or child
· Plans to harm another individual

CUSTODY: Therapy should be considered a place where a child can feel safe and not worry about their thoughts and feelings being exposed in any way. Therefore, Lighthouse Counseling Services, LLC and affiliates do not get involved in custody proceedings (i.e. writing court reports, testifying in court, doing any sort of custody evaluation, etc.). When a divorce situation is present, we remain neutral between the parents and do not get involved.

HIPPA: A copy of HIPPA that Lighthouse Counseling Services has adopted, is available on the company website as well as provided in the waiting room of the business. I have been offered a copy and understand my client rights.

I confirm that I have read this consent to treat form and agree to the terms listed above. If I have had any questions, I was able to ask and get clarification. 


Client’s signature (or parent/guardian if client is a minor): _________________________________________

Date: ______________________________


Client’s signature (or parent/guardian if client is a minor): 

_____________________________________________________________________

Date: ______________________________


CHILDREN / ADOLESENTS (Age 17 and under)
SOCIAL / MEDICAL HISTORY
BIOPSYCHOSOCIAL ASSESSMENT

   Please answer all questions. Thank you.



Child’s Name: _______________________________________ Date: ____________________

Child’s age: ________ Date of Birth: ____ / ____ / ______ Sex (circle one): Male Female

Parents / Stepparents
Marital status of parents: ____________________ If parents are separated/divorced, how old was child at time of separation? ___________________

With whom does the child live? ___________________________________________________________

Custody:Lives in one home with both legal parents.Mother has physical custody.
Father has physical custody. Joint and residing mainly with _________. Other: ___________

Mother’s name: _______________________ 

Father’s name: ________________________ 

Stepparent’s name: ____________________ 

Stepparent’s name: _____________________

List all people living in household:
Name 					Age 				Relationship to child
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________

If any brothers or sisters are living outside the home, list their names and ages:
____________________________________________________________________________
____________________________________________________________________________
If any intermediate family members are deceased, please give name, relationship and year: ____________________________________________________________________________















FAMILY INFORMATION:
Place of birth: ___________________________

Child’s Race: African-American Caucasian Native American Hispanic Asian Latino Other (specify) _____________________________________

Was the child adopted? Yes No If yes, at what age? _______ From where? ____________________

Has the child ever been placed outside of the home? Yes No If yes, where? ____________________
In how many residences has the child lived since birth? ____________________________________________________________________________________

Have the child’s parents or any other family members had any diagnosed mental health or emotional problems? Yes No If yes, who and what problems describe: ____________________________________________________________________________________

PRESENTING PROBLEM:
Briefly describe your child’s current difficulties: ________________________________________________________________________________________________________________________________________________________________________

How long has this problem been of concern to you? ____________________________________________________________________________________

What has been tried to resolve the problem?
____________________________________________________________________________________

What seems to help the problem? ________________________________________________________

What seems to make the problem worse? ____________________________________________________________________________________

How do you want your child’s situation to be different after coming here? ________________________________________________________________________________________________________________________________________________________________________

















SOCIAL AND BEHAVIOR CHECKLIST
Place a check next to any behavior or problem that your child currently exhibits.
____ Has difficulty with speech 		____ Has frequent tantrums
____ Has difficulty with hearing 		____ Has frequent nightmares
____ Has difficulty with language 	____ Has trouble sleeping (describe) _______________
____ Has difficulty with vision		 ____ Has blank staring spells
____ Has difficulty with coordination 	____ Rocks back and forth
____ Prefers to be alone 		____ Bangs head
____ Does not get along well with other children	 ____ Holds breath
____ Is aggressive			 ____ Eats poorly
____ Is shy or timid 			 ____ Is stubborn
____ Has poor bowel control (soils self) ____ Is much too active
____ Is more interested in things (objects) than in people
____ Engages in behavior that could be dangerous to self (describe) _____________________________
Other concern not listed above ___________________________________________________________
Briefly describe child’s relationship with his / her:
Father ______________________________________________________________________________
Mother ______________________________________________________________________________
Sibling(s)____________________________________________________________________________
Step parent(s) ________________________________________________________________________

OTHER INTERPERSONAL RELATIONSHIPS:
How do you describe the child’s friendships?
No Friends Only Acquaintances Both acquaintances and close friends
How many close friends? __________
How would you describe his/her social skills __________________________________?

EDUCATIONAL HISTORY
School: _____________________________________________ Grade: __________________

Does your child struggle in any subject in school _________________________?

Is your child in a special education class? Yes ______ No ______
If yes, what type of class? _______________________________________________________________

Has your child been held back in a grade? Yes ______ No ______
If yes, what grade and why? ______________________________________________________________

Has your child ever received special tutoring or therapy in school? Yes ______ No ______
If yes, please describe: __________________________________________________________________

Has your child ever been suspended or expelled? Yes ______ No ______
If yes, please describe: __________________________________________________________________







DEVELOPMENTAL HISTORY
During pregnancy, was mother on medication? Yes ____ No ____ If yes, what kind? ______________
During pregnancy, did mother smoke? Yes ____ No ____ If yes, how many cigarettes each day? ____
During pregnancy, did mother drink alcoholic beverages? Yes ____ No ____ If yes, what did she drink and how much? _______________________________________________________
During pregnancy, did mother use drugs? Yes ____ No ____ If yes, what kind and how often? ____________________________________________________________________________
Were there any special problems in the growth and development of the child during the first few years? Yes ____ No ____ If yes, please describe: ________________________________________________


CURRENT HEALTH INFORMATION:
Describe child’s health generally: Good Fair Poor Is the child sexually active? No Yes

List any health problems the child has had: __________________________________________________
________________________________________________________________________________________________________________________________________________________________________

Does the child have:
Any allergies No Yes Specify _________________________________________________
Nutritional problems No Yes Specify ___________________________________________
Appetite problems No Yes Specify _____________________________________________
Sleep problems No Yes Specify _______________________________________________
A disability or handicap No Yes Specify _________________________________________





SUBSTANCE USE / ABUSE:
	SUBSTANCE
	CURRENTLY USING?
	AGE AT FIRST USE
	AGE AT LAST USE
	HOW OFTEN
	RECEIVED TREATMENT?

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	




RELIGION / SPIRITUALITY:
Religious affiliation: ________________ Currently Active?  Y   N
LEGAL INFORMATION:
Has the child ever: Had difficulty or contact with police?Yes No
Appeared in juvenile court? Yes No
Been on probation? Yes No
Please explain: ____________________________________________________________________________
____________________________________________________________________________


OTHER INFORMATION:
What are your child’s favorite activities?
1. _____________________________________ 2. ___________________________________
3. _____________________________________ 4. ___________________________________
5. _____________________________________ 6. ___________________________________

What activities would your child like to engage in more often than he/she does at present?
1. _____________________________________ 2. ___________________________________

What activities does your child like least?
1. ____________________________________ 2. ____________________________________

What are your child’s assets or strengths? ____________________________________________________________________________

What disciplinary techniques do you usually use when your child behaves inappropriately? ____________________________________________________________________________

Which disciplinary techniques are usually effective? ____________________________________________________________________________

With what type of problem(s)? ____________________________________________________________________________

Which disciplinary techniques are usually ineffective? ____________________________________________________________________________

With what type of problem(s)? ____________________________________________________________________________

What have you found to be the most satisfactory ways of helping your child? ____________________________________________________________________________

___________________________________________________________________________





















PREVIOUS COUNSELING / PSYCHOTHERAPY:
Has your child ever been in counseling / therapy before? No Yes

Check if applicable for past treatment: Inpatient Day Treatment Substance Abuse Program Psychological Testing Partial Hospitalization

Name of Provider/Clinic 		Year 				Diagnosis / Problem
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________

Has your child ever:
Made a suicide attempt: No Yes If yes, when? ___________________________________________
_______________________________________
Expressed homicidal/Suicidal thoughts: No Yes Describe ___________________________________
_______________________________________
Had episodes of explosive anger: No Yes Describe _______________________________________

Has the child been physically or sexually abused, assaulted or molested? Yes No Don’t know
If yes, specify by whom (relationship) and when: ____________________________________________________________________________________

Any history of trauma (i.e. abuse, car accidents, etc): : No Yes Describe ____________________________________________________________________________________


Has your child been prescribed psychotropic medication? No Yes
Medication: ______________________ Dosage: ___________ Prescribed by: ____________
Medication: ______________________ Dosage: ___________ Prescribed by: _____________
Medication: ______________________ Dosage: ___________ Prescribed by: _____________
Reason: ____________________________________________________________________________


Other medications currently prescribed:
Medication: ______________________ Dosage: ___________ Prescribed by: _____________
Medication: ______________________ Dosage: ___________ Prescribed by: _____________
Medication: ______________________ Dosage: ___________ Prescribed by: _____________
Reason: ____________________________________________________________________________
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Custody/Access Dispute Contract
The purpose of this contract is to obtain written agreement that Lighthouse Counseling Services, LLC and any of its affiliate counselors will not be asked to participate in any litigation regarding the custody/access dispute. If any affiliate counselors for Lighthouse Counseling Services, LLC are asked to participate in litigation, their neutral role with the family may be comprised. This is likely to seriously jeopardize any progress that may have been made in therapy. In order to prevent such deterioration of any therapy, it is crucial that we have every reassurance that there will be absolutely no involvement on our part in current or future litigation between the parents. This is best accomplished by both parents signing this statement:
We wish to enlist the services of Lighthouse Counseling Services and affiliate counselors, in the treatment of our family. We understand that such treatment will be compromised if information revealed therein is brought to the attention of the court in the course of a custody/access dispute. Accordingly, we mutually pledge that we will neither individually or jointly involve Lighthouse Counseling Services, LLC or any affiliate counselors, in any litigation whatsoever. We will neither request nor require Lighthouse Counseling Services, LLC and affiliate counselors to provide testimony in court. If the services of a mental health professional are desired for court purposes, the services of a person outside of Lighthouse Counseling Services, LLC must be enlisted.
We have read the above, discussed these provisions and agree to proceed with therapy.

__________________________________________       _____________________
Signature of parent						Date

__________________________________________       _____________________
Signature of parent						Date

__________________________________________       _____________________
Signature of witness/therapist				Date
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