
LISA PEARSON, PhD, LPC-S, MRE 
Counseling and Psychotherapy for Adults and Adolescents 

713-562-2622

10935 Estate Lane, Suite 451 
Dallas, Texas 75238 

Email: pear@therapist.net 
Fax:832-213-4143 

Patient Registration 

Patient's name: ____________ _ 

DOB: Gender: 
--------- -------

Patient's address: 

Home phone: _____ _ Cell /work phone: ______ Email: _______ _ 

Employer: ____________ Occupation _______ _ 

Business address: 
---------------------

Emergency contact: ____________ Phone number: _____ _ 

Is it alright to leave a voicemail/text on your answering device? ____ _ 

If so, at which number(s)? Home Work Cell 

Insurance information 

Health insurance company: ____________ _ 

ID#: _________ _ Group#: _________ _ 

Provider/Precertification/Mental Health/Substance abuse phone# (back of card): 

Educational history 

High school: ___________ _ 

College: _____________ _ 



LISA PEARSON, PhD, LPC-S, MRE

Counseling and Psychotherapy for Adults and Adolescents 

Treatment History 

Have you ever received counseling services before? 

When From whom For what problem With what results 

Current medications (name, dosage if known, reason for taking) 

Marital status: 

Married/partnered Divorced Separated Single/Dating 

Do you have children, and, if so, how many? ______________ _ 

Legal history: 

Are you presently suing anyone, or thinking of suing someone? ____ _ 

Is your reason for seeking counseling related to an accident or injury? ____ _ 

Is this appointment required by court/police/probation/ parole / work? ____ _ 

If you answered yes to any of the questions above, please explain. 

Are there any other legal involvements that might have affected your or a significant other's 
functioning, relevant for psychotherapy treatment purposes? 

Is there anything else you feel may be important for your therapist to know? 

Patient signature: ______________ _ Date:
-------



"' 
LIMITS ON PATIEN1 CONFIDENTIALITY 

We are required to disclose confidential information if any of the following conditions exist: 

1. You are a danger to yourself or others.
2. You seek treatment to avoid detection or apprehension or enable anyone to

commit a crime.
3. Your therapist was appointed by the courts to evaluate you.
4. Your contact with your therapist is for the purpose of determining sanity in a

criminal proceeding.
5. Your contact is for the purpose of establishing your competence.
6. The contact is one in which your psychotherapist must file a report to a public

employer or as to information required to be recorded in a public office, if
such report or record is open to public inspection.

7. Yon are under the age of 16 years and are the victim of a crime.
8, Yon are a minor !1I1d fmJf �dmdterapisf reasonably suspects you are the

victim of child abuse. 
9. You are a person over the age of 65 and yDJJr psychotherapist believes you are

the victim of physical abuse. Your therapist may disclose information if you
are the victim of emotional abuse.

10. You die and the co=unication is important to decide an issue concerning a
deed or conveyance, will or other writing executed by you affecting as interest
in property.

11. You file suit against your therapist for breach of duty or your therapist files
suit against you.

12. You have filed suit against anyone and have claimed mentaYemotional
damages as part of the suit.

13. You waive yoUI rights to privilege or give consent to limited disclosure by
your therapist.

14. Your insurance company payin_g for services_h.as.tlv,.Qlili•.tr>.�'IBW',£1.l'rr:tmtli:

•If you have any questions about these limitations, please discuss them with your therapist.

Signature: ____________________ Date: _____ _

I am consenting to my (or my dependent) receiving outpatient treatment.

Signature: ____________________ Date: _____ _

I











LISA PEARSON, PhD, LPC-S, MRE
Counseling and Psychotherapy for Adults and Adolescents 

Clinical Supervision 

10935 Estate Lane, Suite 451 
Dallas, Texas 75238 

713-562-2622

Email: pear@therapist.net 
Fax: 832-213-4143 

TREATMENT CONTRACT 

The therapist and I have discussed ]Th' I my child's case, and I was informed of the risks, 
approximate length of treatment, and the possible consequences of the treatment decided upon. 
Treatment typically includes intervention for the purpose of 

• Stabilization
• Decrease and relieve symptoms
• Improve coping, problem solving, and use of resources
• Skill development
• Grief resolution
• Stress management
• Behavior modification and cognitive restructuring
• Other _____ _

While I expect benefits from this treatment, I fully understand and accept that, because of
factors beyond our control, such benefits and outcomes cannot be guaranteed. 

I understand that the therapist is not providing emergency service, and I have been 
informed of whom/where to call in an emergency or outside of business hours. 

I understand that regular attendance of sessions will produce the maximum possible 
benefits, but that I/we are free to discontinue treatment at any time, by notifying the therapist in 
person, by phone, or in writing. I further understand that I may be charged a $60.00 "no show" fee 
in the event I fail to attend a scheduled session with less than twenty-four hours notice. 

I have been informed of the limits of confidentiality. 
I am not aware of any reason that I/we/he/she should not proceed with psychotherapy, 

and I/we/he/she agree to participate fully and voluntarily. 
I have had an opportunity to discuss all of the aspects of treatment fully, have had my 

questions answered, and I agree to comply with treatment. I authorize the above named clinician 
to administer treatment to me or my child. 

I understand that the fee for a forty-five-minute psychotherapy session is $140.00, 
payable in full at the time service is rendered. If I am using my health insurance coverage, I will 
pay the required copay and/or full fee up to the amount of any deductible required by my 
insurance company, at the time of each session. I understand that I am respons ible for any 
portion of the fees not covered or reimbursed by my health insurance. 

Name of patient: _______________ _ 

Signature of patient/ parent I guardian: ______________ _

Signature of psychotherapist: ______________ _

Date: ________ _ 




