Elizabeth M. DeVaughn, MA, LPC-MHSP
Practice Policies
In order to answer questions that are frequently asked by clients regarding fees, confidentiality, services, etc., I have developed these policy statements for your information. I value you as a client and want you to be informed. 

Fee Policy

I am committed to offering the highest quality, professional counseling services.  My fee for all types of counseling services is $125 per clinical hour (50 min.).  I have a limited number of sliding-scale fee openings.  If you have any difficulty in paying my standard fee, you may be eligible to apply for my sliding-scale fee services.  To apply, you will need to complete the Sliding Scale Information and Application form along with submitting a copy of your most recent tax return or recent pay stub.  A session is typically based on a 50-minute hour, however, sessions may exceed this time based on clinical focus (i.e., 75 minute EMDR sessions).  Intake sessions are 75 minutes.  All rates will still be based on the regular hourly fee. I request that cancellations be made 24 hours in advance; otherwise, you will be billed for the full session fee.  Cancellations due to emergencies are excluded from this policy.  If you cancel within 24 hours due to work-related issues, you will be billed for the full session fee.  Full session fees will be billed for no-shows.  Inpatient visits are based on the same fee you would pay for an in-office visit in addition to transportation expenses.  Telephone calls/sessions are free for the first 15 minutes, after which a $1 charge will be applied for each additional minute.  I do not testify unless required by a court order. Court appearances or related calls and documentation are $150 per hour; there is no sliding scale option available for legal-related services. I take payment at the beginning of each appointment.  If for any reason you do not have your full payment at the beginning of our session, we will have to reschedule to another time when you can make the payment. You will owe for that session as well as the rescheduled one.  If you do not bring all due payments to the rescheduled session, the session will be terminated and we will delay scheduling until all fees are paid. I do accept major credit cards (VISA, Mastercard, Discover, American Express) as well as Mobile payments (Apple Pay, Samsung Pay, Android Pay).  There will be a 3% charge to your regular fee for in-office credit card or mobile pay transactions.  A credit card/mobile pay fee of 4% will be applied to remote transactions.
Confidentiality

Professional ethics and Tennessee State law indicate that confidential information is controlled by the client. This means that, as a general rule, information shared in sessions with a counselor will be held in confidence. 

There are three exceptions to this general rule, however. In the case of an emergency where the counselor believes the client is at risk of hurting himself/herself or another person, the counselor may breach the requirement of confidentiality. Secondly, Tennessee law requires that child abuse or elder abuse in any form be reported to the Department of Human Services or other authority such as a Juvenile Judge. Thirdly, if I receive a court order, I may be required to release client records to a judicial authority.
When working with minors, I will not share the content of sessions with parents/guardians, unless the content must be shared for safety reasons or if my therapist judgment warrants sharing content for the welfare and health of the minor.  I will discuss progress and treatment plan in general terms with parents/guardians.  Parents are encouraged to be a very active part of the counseling process; be prepared to be in session with your child at times and to have “homework assignments” for your family.
If you are referred by a physician or other health care professional, I may, with your permission and authorization, maintain contact with that referral source if necessary.
Professional Services

You can contact me at 615-389-6150 to schedule or change a session. If you need immediate help for an emergency situation, you may obtain assistance by calling the Crisis Help Line at 244-7444, the YW Domestic Violence Center at 242-1199, or by going to your local hospital emergency room.  For a crisis with minors you can call the mobile crisis line at 866-791-9222.  I will be unable to respond to texts and emails in a timely manner, therefore do not text or email me when you are in a crisis and feeling suicidal, overwhelmed, or unsafe.  Please call the crisis line, 911, or go to your nearest emergency room in these instances. 
Benefits and Risks of Counseling 

Persons contemplating counseling should realize that they may make significant changes in their lives.  Counseling can be of great benefit to a client who fully commits to being open and honest in the counseling relationship.  People often modify their emotions, attitudes, and behaviors. They may also make changes in their marriages or significant relationships, such as with parents, friends, children, relatives, etc. They may change employment and begin to feel differently about themselves, and may change other aspects of their lives. While I will assist the client in effecting change, I cannot guarantee a specific outcome. Clients are ultimately responsible for their own growth and direction in counseling.  Clients may also experience changes in presenting symptoms, such as symptom escalation for a time and/or reduction.  This is a normal part of the change process.  I will work closely with clients in monitoring symptoms and will thusly intervene as warranted.
Credentials 

I have a Master’s Degree in Counseling.  I am a Licensed Professional Counselor (LPC) with Mental Health Service Provider (MHSP) designation with the Board of Licensed Professional Counselors, Licensed Marital and Family Therapists, and Licensed Pastoral Therapists in the state of Tennessee.  My license number is 3477.  All Licensed Counselors working at Cypress Counseling Group, PLLC (“CCG”) are independent practitioners and are in no way affiliated with CCG.  By signing this consent for treatment form, you agree that your primary counselor is independently responsible for any services you receive at CCG.  Cypress Counseling Group, PLLC holds no liability for the counseling services provided by these independent practitioners.  
· Do you have any questions about fees, confidentiality, or other matters?  Yes____ No____
· Do you agree with the conditions and provisions of these Practice Policies?     Yes____ No____
Signature of Responsible Party(ies): ________________________________________________________________________
Elizabeth M. DeVaughn, MA, LPC-MHSP
Client Intake Form

Demographics

Name:








  Date:  




Address:  













Phone:  (H) 



  (C) 



  (W) 





Email:  




  Method of contact:   Phone  or  Email  (circle one)
Age:  

  DOB:  

  Religious Affiliation:  






Employer:  




  Occupation:  







Marital Status:  (circle one)
Single
   Married (years married 
)     Divorced
   Widowed

Children:



Name





Age
Referred by:  













Reasons for seeking counseling:

Previous Counseling

Previous Counseling?  Yes   No    Who and When?  








Anything you particularly liked/disliked about previous counseling? ____________________________________________________________________________________________________________________________________________________________
Release of information signed to talk with previous counselors?    Yes     No

Medical/Mental Health Information

What, if any, medical health problems do you have?  







Physician  



  Current Medications  






Are you on disability?  
  Please describe  








Are you currently taking medication for a mental or emotional condition?  



  

Please list conditions and medications:  









Have you ever been hospitalized for a mental or emotional condition?  




If so, please list where and when:  










Do you currently use any alcohol or drugs?  

  If yes, what is your substance of choice?

Frequency/History of alcohol and/or drug use:

______________________________________________________________________________
Are you in treatment? (such as outpatient) or utilizing support groups (such as AA)?  



If yes, please describe:  











Emergency contact information:  

Name  














Relationship:  





  Phone:  




Client Signature:  






  Date:  



Elizabeth M. DeVaughn, MA, LPC-MHSP

Adult Information Questionnaire

Identification Information

Name: _____________________________________________
 Age: ______
DOB: _________

Address: ____________________________________
Telephone: ____________________

City: _________________________________
State: ______________
 Zip: _______________
Email: ____________________________________
SSN: ________________________________

Present Psychological Status

	Please describe your reason for seeking help
	_______________________________________________________________

	· Yes
	· No
	Have you ever seen a counselor or mental health worker before?

	
	          Why were you seeking help?

	· Yes
	· No
	          Was the counseling beneficial?

	
	          Who was the counselor?

	· Yes
	· No
	Have you ever experienced what some people refer to as a  “nervous breakdown?”

	· Yes
	· No
	Have you ever been hospitalized for any emotional or psychological difficulties?

	
	          What was the concern?

	· Yes
	· No
	Does anyone in your family have emotional or psychological problems?

	· Yes
	· No
	Is there anything currently bothering you or causing you to worry?

	· Yes
	· No
	Are you having disturbances or difficulty with your sleep?

	· Yes
	· No
	Have you experienced any changes in appetite recently?

	· Yes
	· No
	Have there been any sudden changes with your weight?

	· Yes
	· No
	Do you have any health problems (diabetes, heart problems, etc)?

	· Yes
	· No
	Do you experience times when your heart races and you become short of breath?

	· Yes
	· No
	Are you having headaches or migraines?

	· Yes
	· No
	Are you experiencing any stomach problems?

	· Yes
	· No
	Do you have any problems with depression?

	· Yes
	· No
	Any suicidal thoughts or attempts? (past or present)

	· Yes
	· No
	Do you have any unwanted thoughts that you can not seem to get rid of?

	· Yes
	· No
	Any problems related to thinking, concentrating, or memory?

	· Short

· Medium

· Long
	How would you rate your temper (fuse)?



Family and Personal Demographics

	Spouse/Significant Other
	Name: _______________________________________     Age: ______ 

	(If married) Spouse’s age at marriage: ______     Occupation: ____________________________________

	· Yes
	· No
	Has your partner been married previously?

	· Yes
	· No
	Is your partner’s occupation a source of conflict in your marriage?

	· Yes
	· No
	Do you have any children?

	Name(s):                                                                                                 Age(s):

_____________________________________________                 ______________

_____________________________________________                 ______________

_____________________________________________                 ______________



	· Good
	· Fair
	· Poor
	What kind of relationship do you have with your child(ren)?

	· Good
	· Fair
	· Poor
	What kind of relationships do your children have with each other?

	
	If married, how many years have you been married (current marriage)?

	
	What was your age when you married (current marriage)?

	· Yes
	· No
	Have you been married previously?

	· Good
	· Fair
	· Poor
	How would you describe your current marriage?

	· Yes
	· No
	Do you have family members that live in the immediate area?

	
	· Mother
	· Father
	· Sibling(s)
	· Grandparent(s)
	· Inlaw(s)
	

	· Good
	· Fair
	· Poor
	How well do you like your living arrangements?

	· Good
	· Fair
	· Poor
	Are you able to keep up with your normal chores and responsibilities?

	Yes
	No
	Do you find it difficult to remain focused or attentive with tasks?

	
	What is your occupation?

	· Good
	· Fair
	· Poor
	Are you satisfied with your career/employment?

	· Yes
	· No
	Is your occupation/employment a source of conflict with your partner?

	· Yes
	· No
	Do you have any hobbies or other interests?

	
	          What kind of hobbies?

	· Yes
	· No
	Lately, have you seemed to lose interest in things that normally bring you pleasure?

	· Yes
	· No
	Do you have an individual with whom you can share problems or worries (confide)?

	· Yes
	· No
	Do you care for any pet(s)?

	
	          What kind of pet(s)?



Childhood and Family of Origin

	· Yes
	· No
	Do you have any brothers or sisters?

	Name(s):                                                                    Age(s):                          Occupation(s):

_____________________________________        _______________       _________________________ 

_____________________________________        _______________       _________________________

_____________________________________        _______________       _________________________

_____________________________________        _______________       _________________________

	· Good
	· Fair
	· Poor
	As a child, how did you get along with your brothers/sisters?

	· Good
	· Fair
	· Poor
	At present, how do you get along with your brothers/sisters?

	What was your father like?

          ________________________________________________________________________________

          ________________________________________________________________________________

	· Good
	· Fair
	· Poor
	What kind of relationship did you have with your father?

	What was your mother like?

          ________________________________________________________________________________

          ________________________________________________________________________________

	· Good
	· Fair
	· Poor
	What kind of relationship did you have with your mother?

	· Good
	· Fair
	· Poor
	What kind of relationship did your parents have with each other?

	As a child, how did you know that your parents loved you?

          ________________________________________________________________________________

          ________________________________________________________________________________

	As a child, how did you know that your parents loved each other?

          ________________________________________________________________________________

          ________________________________________________________________________________

	· Yes
	· No
	Are your parents divorced?

	
	          How old were you when this happened?

	· Yes
	· No
	Were you ever abused as a child?

	· Good
	· Fair
	· Poor
	How would you describe your health during childhood?

	· Nailbiting

· Temper

tantrums

· Fears
	· Bedwetting

· Running

       away 

· Nightmares
	Any childhood habits?

	· Thumbsucking
	· Other
	

	· Yes
	· No
	Did you get into any trouble as a child?

	10   9   8   7     6   5   4     3     2     1

   Good


      Poor   
	How would you characterize your overall childhood?



Education and Work History

	· Did not complete high school

· High school graduate

· College Graduate

· Completed vocational/ technical school
	Which best describes your educational experience

	· Yes
	· No
	Are you currently in school?

	
	          If yes, where are you enrolled?

	· Yes
	· No
	Did you receive any awards or honors in school?

	· Yes
	· No
	Were you involved in any extra-curricular activities (band, sports, etc)?

	· Yes
	· No
	Do you have any learning problems or complications?

	· Above Average

· Average

· Below Average
	What kind of grades did you receive in school?

	· Good
	· Fair
	· Poor
	How did you get along with your classmates?

	· Good
	· Fair
	· Poor
	How well did you relate with your teachers?

	· Yes
	· No
	Were you ever in the military?

	
	          What branch did you serve in?

	
	          What was your job/specialty?

	
	           How long did you serve?

	Yes
	No
	Are you currently employed?

	Enjoy
	It’s ok
	Dislike
	Do you enjoy your present work situation?

	Yes
	No
	Do you have any special job skills or training?

	Good
	Fair
	Poor
	How well do you get along with your boss/supervisor?

	Good
	Fair
	Poor
	How well do you get along with your co-workers?

	Yes
	No
	Do you have any problems with being late or absent to work?

	Yes
	No
	Have you experienced any accidents or losses while working?

	Yes
	No
	Have you ever been fired from a job before?

	Previous jobs you have held?                                                                                                 How long at job

	               (1) __________________________________________________________________________

	               (2) __________________________________________________________________________

	Yes
	No
	Do you have enough money to pay your bills?

	Yes
	No
	Do you have own or have access to a car?



GENERAL HEALTH
	
	Who is your family physician?

	
	When was the last time you saw a physician (approximate)?

	Yes
	No
	Are you currently taking any medications?

	
	          If yes, please list the medications

	
	

	
	

	Yes
	No
	Have you ever been prescribed sedatives to help you sleep?

	Yes
	No
	Have you ever been prescribed medication to help with depression?

	Yes
	No
	Are you allergic to any medications?

	Yes
	No
	Do you drink (alcohol) on a regular basis?

	Yes
	No
	Do you smoke?

	Yes
	No
	Have you ever taken/used any illegal drugs? (If yes please indicate)

	
	Cocaine/Crack
	Amphetamines (speed)
	PCP (Angel dust)
	

	
	Marijuana
	Hallucinogens (LSD, Peyote, “magic mushrooms”)

	
	Inhalants (gas, glues, thinners)
	Heroin  (morphine)

	Yes
	No
	Do you have any sexual concerns?

	Good                                             Poor

  10   9     8     7     6     5     4     3     2     1  
	How would you rate your current overall health? (please circle)



Spiritual Inventory

	What relationships have the greatest influence in your life right now?

          ________________________________________________________________________________

          ________________________________________________________________________________



	Yes
	No
	Are there any persons from your past that have played a significant part in shaping your view of life? (If yes, please list each)

	1)

2)


	

	Yes
	No
	Has there been an event in your life (either positive or negative) which was so intense that it permanently affected your outlook on life? (If yes, please describe briefly)

	          ________________________________________________________________________________ 

          ________________________________________________________________________________

          ________________________________________________________________________________



	What beliefs or values have been most important in guiding your life?

          ________________________________________________________________________________

          ________________________________________________________________________________



	What feelings or emotions do you have when you think of God; is there any particular image that comes to mind?

          ________________________________________________________________________________

          ________________________________________________________________________________



	Yes, a lot

Somewhat

Not at all
	Is your faith/spirituality helpful to you?

	Is there anything you do to help nurture or maintain your faith/spirituality?

          ________________________________________________________________________________

          ________________________________________________________________________________



	Consistent

Inconsistent

Almost never
	How successful are you in regularly maintaining these practices?

	Yes
	No
	Are there any conflicts between your beliefs and your partner’s beliefs?

	Yes
	No
	Are there any conflicts between your beliefs and anything you are presently doing? (sexually, morally, etc.)

	Yes
	No
	Do you believe you have committed an unpardonable sin?



Current Status

	Please answer the following questions so that we might have a better idea of how you are doing (circle the correct number):

	
	Not at all
	
	
	Some
	
	
	A lot

	During the past week, how concerned or worried have you been about your health?
	1
	2
	3
	4
	5
	6
	7

	During the past week, how anxious, nervous, or tense have you been?
	1
	2
	3
	4
	5
	6
	7

	During the past week, how much have you been bothered by feelings of guilt?
	1
	2
	3
	4
	5
	6
	7

	During the past week, have you felt super-efficient or like you have unlimited energy, special talents or powers?
	1
	2
	3
	4
	5
	6
	7

	During the past week, how depressed have you felt?
	1
	2
	3
	4
	5
	6
	7

	During the past week, how irritable or angry have you been?
	1
	2
	3
	4
	5
	6
	7

	During the past week, how much distrust of others have you felt (or how much did it seem like others were out to hurt you)?
	1
	2
	3
	4
	5
	6
	7

	During the past week, did you hear or see things around you that others did not see?
	1
	2
	3
	4
	5
	6
	7

	During the past week, how much difficulty have you had with your thinking?
	1
	2
	3
	4
	5
	6
	7

	
	
	
	
	
	
	
	

	
	


Is it O.K. to contact you at this number?





Yes	 No








