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                                                                                          9741 Preston Road, Suite 208, Frisco, Texas, 75034

     

            704 East 15th Street, #104-106, Plano, Texas, 75074
                                                           bobgood6@aol.com
                                               Robert J. Good, M.A., Th.M., LPC-S (#19134)     

Intake & Informed Consent for Services 

	Client Name:


	Date:


I WELCOME YOU! It is my desire to insure that your participation in counseling is a most productive and satisfying one. In order to facilitate a therapeutic relationship, I have set forth certain information, which will enable you to make an informed consent to counseling.

I hereby give my consent to enter into counseling services with Robert Good, M.A., Th.M., LPC-S (#19134) I understand by engaging in counseling with Robert Good, I agree to the following:

Therapist
I have been made aware of my counselor’s qualifications & have chosen to engage in counseling with said counselor.  I am aware that my counselor is licensed by the Texas State Board of Examiners of Professional Counselors (License #19134).
 Nature of Counseling
While it may not be easy to seek help from a mental health professional, it is hoped that through therapy you         will change in the following ways: 1) gain greater insight into your situation and feelings, 2) develop expanded conceptualizations of your life, relationships, circumstances, and future; 3) move toward resolving your concerns; and, 4) forge a life plan that promotes greater realization of your human potential, happiness, and success.

As your therapist, using my knowledge of human development and behavior, human change process, and Cognitive Behavioral Therapy, I will make observations about situations as well as suggestions for new ways to approach them. It will be important for you to explore your own feelings and thoughts and to try new approaches in order for change to occur. 

Assessment & Evaluation
I understand my first session will be a diagnostic evaluation, in which my counselor will gather personal information for the purpose of determining issues that need to be addressed and recommendations for how to address such issues.

I understand my evaluation may result in a diagnosis, if required by my insurance company or other third party payer.

I understand my counselor may, at times, utilize testing instruments (i.e. Beck Depression Inventory, Strong’s Inventory Test, etc.) in order to best determine my counseling needs.

Course of Counseling & Treatment Planning

I understand the number, frequency, & duration of my counseling sessions will be determined based upon my specific needs. I understand that I will collaborate with my counselor to develop a treatment plan & agree to work toward my treatment goals.
Risks of Therapy
Therapy is the Greek word for change. You may learn things about yourself that you do not like. Often, growth cannot occur until you experience and confront issues that induce you to feel sadness, sorrow, anxiety, or pain. The success of our work together depends on the quality of the efforts on both our parts, and the realization that you are responsible for lifestyle choices/changes that may result from therapy. Specifically, one risk of couple’s therapy is the possibility of exercising the dissolution option.

Family Involvement
You may bring other family members to a therapy session if you feel it would be helpful or if recommended by your therapist. I understand I may request family involvement in my counseling & agree to discuss this with my 
counselor prior to scheduling any such session(s).
Confidentiality & Records
      Discussions between a therapist and a client are confidential. No information will be re-leased without the client’s written consent unless mandated by law. Possible exceptions to confidentiality include but are not limited to the following situations: abuse or neglect of minors; abuse, neglect, or exploitation of the elderly; abuse of patients in mental health facilities (§681.33 TAC, Ch.681); criminal prosecutions (§611.004 Texas Health & Safety Code, Ch. 611); child custody cases (§ 611.006 Texas Health & Safety Code, Ch. 611); situations where the therapist has a duty to disclose, or where, in the therapist’s judgment, it is necessary to warn or disclose (§ 611.004 Texas Health & Safety Code, Ch. 611); fee disputes between the therapist and the client (§611.006 Texas Health & Safety Code, Ch. 611); or the filing of a complaint with the licensing board (§611.006 Texas Health & Safety Code, Ch. 611). If you have any questions regarding confidentiality, you should bring them to the attention of the therapist when you and the therapist discuss this 

matter further. By signing this information and consent form, you are giving your consent to the undersigned therapist to share confidential information with all persons mandated by law and with the agency that referred you, and you are responsible for providing payment for services rendered, and you are releasing and holding harmless the undersigned therapist from any departure from your right of confidentiality that may result. 

If you have any questions regarding confidentiality, you should bring them to the attention of the therapist when you and the therapist discuss this.
I understand my counselor will maintain a record of my counseling, which will be kept for 7 years after I terminate counseling if I am an adult. My record will be kept for 7 years past my 18th birthday if I am a minor.
Termination of Services
I understand I may choose to terminate counseling at any time & I am aware that my counselor recommends a termination session prior to such termination.
Incapacity or Death

I acknowledge that, in the event the undersigned therapist become incapacitated or dies, it will become necessary for another therapist to take possession of my file and records. By signing this information and consent form, I give my consent to allowing a licensed mental health professional selected by the undersigned therapist to take possession of my file and records and provide me with copies upon request or to deliver them to a therapist of my choice.

PAYMENT FOR SERVICES/INSURANCE FILING
  The financial part of seeking therapy is everyone's (including mine) least favorite part of this process. However, because this is a professional relationship, I have found that it is highly important to make sure that all practical and financial arrangements, agreements, and expectations are made before we get started. Therefore, I ask that all new clients read this carefully, sign it at the bottom of the page, and return it to me by your first appointment. I cannot see a new client(s) until this information is completed.
Clients / Parents or Guardians are responsible for payment for all services rendered. Payment or co-payment is expected by the end of the session. I accept cash, check, and most credit cards. There is a $25 fee on all returned checks or credit card charge backs.

Except where I have a contractual agreement with an EAP or insurance carrier, my fees are $135.00 for the initial session and $110.00 thereafter.
Balances, Any outstanding balances must be paid prior to scheduling an appointment. All balances 30 days or more will be charged to the authorized credit card on file. Late Cancel and No Show appointment may be charged the same day.
For uninsured clients, I offer sliding scale application for clients in financial need, this fee is offered after I have evaluated the person's ability to pay. If a client's ability to pay changes, this negotiated fee is subject to also change to give other clients the ability to afford services.

For insured clients, I will make fee adjustments according to my contract with an insurance carrier. Any contractually agreed charges that are not paid are the responsibility of the client or responsible party. If I do not have a contract, my full fees will be charged. Anything not paid for by the insurance company is charged to the client or responsible party. I will file a claim for the services rendered to your insurance company that I am a provider. However, please remember, I do not work for any insurance companies. I work for my clients. Accordingly failure on the part of your insurance company to honor any payment agreement, process an authorization request or claim, add unexpected limitations to your policy, etc. leaves you, responsible for any unpaid charges. 

I acknowledge & agree to pay Robert Good M.A., ThM., LPC-S, CART, the following fees per each service provided to me by Robert Good (includes co-pays & co-insurances) In so doing, I consent for Robert to provide requested information to my insurance company in order to secure payment from the company for services rendered: 
 FORMCHECKBOX 
  FORMCHECKBOX 
 (Initial)

Initial Diagnostic Evaluation:  $135

Individual Session:  $110

Family/Couples Session: $110
In the event disclosure of your records or testimony is required by law, payment will be expected from you, regardless of whose attorney subpoenas my involvement. Client records will not be released without written consent, unless court-ordered to do so. Please note: a subpoena does not constitute a court order.
COURT TESTIMONY
If requested to testify or be subpoenaed to appear in court, ______________ requires a minimum fee of $560.00 (4 hour minimum, billed at $130.00 an hour, and $60.00 travel expense), to be paid prior to the court appearance.  If he/she is required to be at court longer than 4 hours, the time will be billed at $130.00 per hour, including partial hours.
 
*** _____ Please initial

Initial Diagnostic Evaluation:  $____________________


Individual Session:  $_______________


Family/Couples Session:  $_________________

____________________________________


__________________
Signature of Client/Legal Consenter




Date

_________________________________                               _________________

Signature of Client/Legal Consenter                                                             Date
CRISIS SITUATIONS
In the event of a crisis, you may call my personal cell phone at 214-642-8737 and I or my assistant will make every effort  to return your call & schedule if necessary. However, please understand that your therapist may be in sessions & unable to return your call until later in the business day. Should you need immediate assistance or experience a crisis after hours or on the weekend, please call 911 or contact the Mobile Crisis Unit at 1-866-260-8000. 
DUTY TO WARN/DUTY TO PROTECT

In the event my therapist believes I (or my child if my child is the client) am at risk of harming myself or someone else, I give my permission for my therapist to contact anyone who is in a position to prevent said harm, including the person who is in danger, if applicable. Further, I give my permission for the following persons to be contacted in addition to any law enforcement or medical personnel contacted:

Name: ____________________________

Phone #: __________________________

Name: ____________________________

Phone #: __________________________

SCHEDULING & CANCELLATIONS
 FORMCHECKBOX 
  FORMCHECKBOX 
 (Initial)   I agree to attend all of my scheduled sessions & to call at least 24 hours ahead of time if I will not be able to attend my session for any reason. I understand I will be charged the regular session fee ($110) for my session if I cancel less than 24 hours before my scheduled appointment or do not attend my scheduled session without calling. This policy is not meant to be punitive, but appointment times you schedule are reserved for you at the exclusion of others who may be waiting to see the therapist. Insurance cannot and will not be billed for these charges. 
I understand my counselor will make every effort to work with my scheduling needs, as possible within my counselor’s schedule & office availability.
Risks of Therapy
Therapy is the Greek word for change. You may learn things about yourself that you do not like. Often, growth cannot occur until you experience and confront issues that induce you to feel sadness, sorrow, anxiety, or pain. The success of our work together depends on the quality of the efforts on both our parts, and the realization that you are responsible for lifestyle choices/changes that may result from therapy. Specifically, one risk of couple’s therapy is the possibility of exercising the dissolution option.

By signing this Client Intake and Consent for Services form, I the undersigned client, acknowledge that I have both read and understand all the terms, conditions, & information contained herein. I have been provided sufficient opportunity to ask questions and seek clarification of anything contained in this agreement that is unclear to me.

____________________________________________________         ________________________

Client(s) Signature(s)/Legal Consenter Signature

                 Date

	Permission for Professional Services for a Minor:

I have the legal authority to seek and grant permission for professional services for a minor child & have provided the counselor with a copy of proof of such authority if applicable,

_______________________________________________,  Birth date_______/_______/_______,

_______________________________________________,  Birth date_______/_______/_______,

_______________________________________________,  Birth date_______/_______/_______,

_______________________________________________,  Birth date_______/_______/_______,

there being no legal decree disallowing my authority to assume such responsibility.

_________________________________________________   _____________________________

Client/Parent Signature



                   Date

Client Family member signatures:  All family members who are involved in this therapy need to sign below, indicating an understanding of these policies and procedures. If you have any questions, please discuss them with your therapist before you sign.

__________________________________________________  _____________________________

Client







      Date

__________________________________________________  _____________________________

Client







      Date

__________________________________________________  _____________________________

Client






                  Date

__________________________________________________  _____________________________

Client






                  Date




Credit Card Information

Please provide your credit card information if you plan use to make payments on your account or for no-shows and missed appointments without giving agreed notice:

Type of Credit Card (circle): ••••••Visa•••••• Master Card • ••• • Discover

Name as printed on card: ________________________________________

Credit Card Number: ____________________________________________

Expiration Date: ___________________________

3-4 Digit Security Code on Back of Card: ______________________

Billing address for credit card (if different than address already given): ______________________________________________________________

By my signature below, I grant Robert Good, M.A., LPC-S. my permission to charge the account described above.

Signature Date: _________________________________________________

Printed Name: __________________________________________________

Optional automatic payment agreement

If you would like your credit card billed monthly for any outstanding balances (including missed appointments, claims not paid, and bounced checks), please sign the permission below.

By my signature below, I grant Robert Good, M.A., LPC-S. permission to charge the account described above for any outstanding balance on a monthly basis.

Signature/Date: __________________________________________________

All information disclosed on this form will be held in accordance with Federal Confidentiality Standards
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