
Client Intake Form

Today's Date: __________ How did you find us?:_________________________________ 

Last Name: ___________________________ First Name: ___________________________

 □ Mr. □ Mrs. □ Ms. □ Miss □ Dr. □ Rev.  
Name You Prefer: ______________________

Age _____DOB _______ M/F _____□Engaged  □Married  □Single  □Divorced  □Separated
List Those who Live at Home with you: 

Name: __________________ M/F _____DOB____________ Relation: _________________
Name: __________________ M/F _____DOB____________ Relation: _________________

Name: __________________ M/F _____DOB____________ Relation: _________________

Name: __________________ M/F _____DOB____________ Relation: _________________

Name: __________________ M/F _____DOB____________ Relation: _________________


CONTACT INFORMATION

Street Address: _______________________________________ Suite/Apt No.___________
City_________________________________ State: __________ Zip Code: _____________

Mobile phone(s): ____________________ Home phone: ____________________________
Email (s) : _________________________________________________________________

Preferred method of contact ___________________________________________________

May we contact you as needed by email? □ yes □ no

Are we able to text messages to you? □ yes □ no

May we leave messages on your mobile or home phones? □ yes □ no

May we add you to our monthly Heart Peace email newsletter? □ yes □ no

EMERGENCY CONTACT(S):

Name: _____________________________________ Relationship: _____________________

Home Phone (      ) ____________________ Mobile Phone (       ) ______________________

EMPLOYMENT INFORMATION

Employer(s):__________________________________________ Length of Employment: ___________
Occupation: ___________________________________ Average Hours Worked Per Week: ___________

EDUCATION INFORMATION

Last Year of School Completed: _______________________________  Are you in School now? □ yes □ no  

If Yes, What Level: __________________________ Degree Pursuing: _________________________

RELATIONAL INFORMATION

Are you Content with Your Current Relational Status: ______ If no, explain:

How Long have you been in current relationship: ___ Number of Previous Marriages for You: _________ Number of Previous Marriages For Your Partner: ____________If Separated or Divorced, How Long:___
If Widowed, How Long: _________________Reasons for Divorce:______________________________

Partner's Name: _______________________ How Long have you known your partner______________ 

Age ____ Preferred Name: _____________________________ Partner's Occupation_______________
How Would you Describe Your Partner: __________________________________________________


Is Your Partner Supportive of You Seeking Counseling: □ yes   □ no   □ Unsure   □ Partner Doesn't Know

MEDICAL HISTORY

Are you Currently Under Medical Care? _______ If yes, please specify:___________________________

Primary Physician: ________________________________________ Phone: (     ) _______________
List any Conditions, Illnesses, Surgeries, Hospitalizations, Traumas or Related Treatments (Use Back as Needed): ___________________________________________________________________________
___________________________________________________________________________________
Are you Currently Under Psychiatric Care? _______ If yes, please specify: ________________________
___________________________________________________________________________________

Psychiatrist Name: ______________________Phone: (    ) __________ Name of Office: ____________

Do you have a history of psychiatric admissions? ________ If Yes, Where and When? ________________________________________________________________________________________________________________________________________________________________________
Where any of these admissions preceded by a suicide attempt?____Do you have a history of suicidal ideation?____ Describe: ____________________ Are you currently experiencing suicidal thoughts? ____
Please elaborate: ___________________________________________________________________________________

Do you have a psychiatric diagnosis? ______ If yes, list diagnosis(es):___________________________

Do you have a Family History of Mental Illness? ______ Please specify:__________________________

Do you have a Family History of Suicide Attempts? __________________________________________

MEDICATIONS

List All current Medications you are taking, including those You Seldom Use (Use Back as Needed):

Medication: ____________________Dosage: __________ Reason: _____________How Long?______

Medication: ____________________ Dosage: __________Reason: _____________How Long?______

Medication: ____________________Dosage: __________ Reason: _____________How Long?______ 

Medication: ____________________Dosage: ___________Reason: _____________How Long?______

Any Supplements or Vitamins:  __________________________________________________________

Are you Taking These According to your doctor's recommendations?______________________________

If No, Explain:_________________________________________________________________

PHYSIOLOGICAL SYMPTOMS:

Please Circle Any of the Following Physiological Symptoms that apply:

Appetite Changes   Overeating    Diminished Appetite    Sleep Changes     Over-sleeping    Insomnia      Stress     Pain       Hearing Voices    Seeing Things That aren’t really there   Rapid Heart Rate   Fatigue                  Stomach Aches  Trouble Relaxing    Difficulty Breathing    Dizziness   Weakness           
PSYCHOLOGICAL SYMPTOMS AND/OR LIFE EVENTS:

Please Circle Any of the Following that apply: Depressed Mood   Sadness   Anxiety  Codependency   Fears/Phobias    Miscarriage   Present Affair    Unfaithful Spouse   Grief/Bereavement    Life Change      Insecurity    Apathy  Panic     New Diagnosis:_______ Shyness  Aggression Terminal Illness   Trauma

Temper Outbursts   Legal Problems   Career Change   Natural Disaster   Loneliness    Racing Thoughts   

Mood Swings     Job Problems      Lack of Purpose
Loss of Control     Making Decisions   Unhappiness         Concentration   Pregnancy    Parenting Issues  Lack of Energy    Hopelessness  Nightmares    Flashbacks     

ALCOHOL OR SUBSTANCE ABUSE

Substance Abuse □ yes □ no   If yes, list drugs used: __________________________________________

How much?__________ How often? ______________________How long?_________________________

What's the longest period of time you've been able to stay clean/sober?___________________________

Alcohol Abuse □ yes □ no     How much do you drink a day?___ a week?___ a month?___

Do you have withdrawals when you don't drink?□ yes □ no Have you experienced blackouts? □ yes □ no 

What problems have you experienced problems related to alcohol?_______________________________

 DUI"s □ yes □ no If yes, how many?________   When? _______________________________________
Has a loved one ever wanted you to quit or cut down on drug or alcohol use? □ yes □ no

Do you have a family history of substance/alcohol abuse? ___ If yes, please specify:_________________
____________________________________________________________________________________
HISTORY OF ABUSE

Have you ever been a victim of:

□ Physical abuse    What age? ________By whom:________________________________________ 
□ Emotional abuse  What age? ________By who__________________________________________

□ Verbal Abuse       What age? ________By whom:________________________________________ 

□ Sexual Abuse      What age? ________By whom: ________________________________________

□ Spiritual Abuse    What age? ________By whom: ________________________________________


Have you experienced Domestic Violence past or present?___________________________________
RELIGIOUS BACKGROUND

Do you wish for your spiritual beliefs to play in role in counseling? _______________________________
What is your religious background? __________________  Briefly describe the religious environment of 

your Home as You were Growing up: _______________________________________________________

Do you have a church, temple or synagogue that you attend regularly? _____ If so, where? ___________

How would you describe your relationship with God?___________________________________________

PREVIOUS COUNSELING

Have you Received Previous Counseling? ______By Whom? ___________________________

When? ________ For How Long?__________ What Issues were addressed?_______________

Did you Find the Counseling Helpful? _______In what way? ___________________________

The counseling was primarily:  □ Individual  □ Couples  □ Family  □ Group

REASONS FOR ENTERING TREATMENT

Please describe your reasons for coming to counseling:
______________________________________________________________________________________________________________________________________________________

Why have you decided to enter counseling now? __________________________________________________________________________

__________________________________________________________________________

What would you like to get out of Counseling? What are your goals? 
______________________________________________________________________________________________________________________________________________________

Services you are requesting: 


□ Individual Brief Therapy   □ Individual On-going Therapy   □ Marriage Counseling 


□ Pre-marital Counseling     □ Family Counseling                  □ Group Counseling 


□ EMDR Therapy
       □ Assessment and Referral        □ Play Therapy

In the last year have you had any expected or unexpected changes?

___________________________________________________________________

Is there anything else you'd like for your counselor to know? ___________________________________________________________________
STRENGTHS

What are your greatest strengths:________________________________________

List personal skills, talents, aptitudes, and/or job skills: _______________________

How would your loved ones describe you? __________________________________

What do you enjoy doing?_______________________________________________

Complete the sentence, I feel proud of myself when:__________________________

Complete the sentence, I feel happy when: _________________________________
SUPPORT SYSTEM

Who makes up your support system? _____________________________________
In whom do you confide? _______________________________________________
Are you a part of any support group? _____________________________________
Who in your family are you closest to? ____________________________________
Do you tend to make friends easily or have difficulty? _________________________
TERMS OF SERVICE

I accept full responsibility for payment of any balance incurred for Services. I understand that payment is due at the time of the session. I understand that 24 hour cancellations will result in a fee of $50.00. This is necessary regardless of the reason for the cancellation as the reserved hour cannot be used. For No Shows we must charge Full Price. I am giving consent for  treatment of counseling therapeutic services by Solimar Marin, Registered Mental Health Counselor Intern pursuing licensure with the state of Florida practicing under the supervision of Michelle Patterson, LMHC with Heart Peace Counseling Center.  

Signature: ___________________________Date: _________
Guardian (if client is a minor): _______________Date:______
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Informed Consent, Client Rights & Release of Liability
Name: (please print)____________________________________________

I understand the following:

1.  I have the right to decide not to receive counseling from any clinician. If I so wish, clinicians shall provide me with names of other qualified counselors.

2.  Regular attendance of sessions will produce maximum results; however, I have the right to end therapy at any time.

3.  Although I expect benefits from this treatment, sometimes things will get worse before they get better.  Although a hopeful outcome is anticipated, during the course of treatment I may experience emotional strain, feel worse during treatment, and make life changes that could be distressing.  This is particularly true with couples counseling.
4. I have the right to ask any questions about procedures used during therapy. If I so wish, counselor shall explain usual methods used.  I have the right to prevent the use of certain therapeutic techniques. 

5. This counselor is not providing an emergency service; therefore, if at any time I become extremely emotionally distressed or am in danger of hurting myself or someone else, I am to immediately call 911 for assistance.  On-call service is not provided at this time. If I am in crisis and cannot reach my therapist and it is not life threatening I can contact Lifeline of Central Florida, available 24/7 at (407) 425-2624 or (800) 273-8255.
6.There are limits to confidentiality:

· Any suspicion or report of a client abusing or neglecting a child or vulnerable or aging adult or any client who indicates knowledge of a child or vulnerable adult being in danger of abuse will be reported to the appropriate social service or law enforcement authority. 
· Mental health professionals are also required to report admitted ongoing prenatal exposure to controlled substances. 
·  When a client expresses intention or plan to harm another person mental health professionals are required by law to warn the intended victim and to report this information to law enforcement. 
· In the case of a client who discloses a plan for suicide, the mental health professional may contact law enforcement or initiate a Baker Act in the State of Florida which allows for up to 72 hours of involuntary commitment to a mental health facility for those deemed a danger to themselves or others. 
· Insurance companies and third-party payers are given information that they request regarding services to clients in order to approve payment claims. Insurance companies also require a mental health diagnosis. For clients not using insurance, no information will ever be given the insurance company.   

· Heart Peace administrative billing staff under signed oaths of confidentiality, have limited access to the minimum amount of information required by online record keeping services and merchant payment processing accounts.  They do not have access to progress notes or treatment plans.

· If a bill for services rendered is 30 days outstanding, a bill will be sent to the address on file before being sent to collections and we will be unable to render services until payment is made. 

· Heart Peace cannot guarantee the protection of any information sent through electronic means such as texting, emailing, phone messages, or online although we will make every reasonable attempt to do so.  

· If a court of law issues a legitimate subpoena, the clinician is required to provide information specifically described in the subpoena. 
7. I waive any right I may have otherwise to seek to use my counseling records with Heart Peace Counseling Center, except as may otherwise be agreed upon in writing, in any judicial proceeding or to compel the testimony of any counselor. If testimony is required, I agree to pay twice the normal hourly rate for any, and all, of this counselor for their testimony, and preparation therefore.

8. I hereby release and forever discharge and covenant not to sue or hold legally liable Heart Peace Counseling Center or any of its staff from any and all claims, damages, demands, actions, or causes of action whatsoever related to the counseling process.

My signature below indicates that I have read and agree with the above and grant informed consent for _Solimar Marin, Registered Mental Heatlh Counselor Intern under supervision of Michelle Patterson, LMHC______ with __Heart Peace Counseling Center_ to provide counseling services to myself and/or minor members of my family.

Client Signature:_______________________________________________ Date:__________

Signature of Legal Guardian (if applicable):_______________________Date:_____________ 
Credit Card Authorization Form

Client Name: ___________________________________


Name on Card: _________________________________


Type of Credit Card (MasterCard or Visa): ____________


Credit Card #: ___________________________________


Expiration Date: __________3 Digit Code #:___________

Billing Zipcode: _________________________________


I, _____________________________________, authorize 

 Heart Peace Counseling Center   

to bill my credit card. There is a $50 reservation fee/office fee for any same day cancellations. No shows are charged full price for the unused reserved counseling appointment.

Client Information Update Form
Kindly Fill out this form for us so that we have quick reference to your contact information for billing purposes.

	First Name
	________________________________

	Last Name
	________________________________

	Suffix
	________

	
	

	Mobile Phone
	________________________________

	Alternate Phone
	________________________________

	Email Address
	________________________________


	Address
	​​​​​​​_________________________________________

	
	_________________________________________


Emergency Contact

Name _____________________________________________

Relation ___________________________________________

Phone Number _____________________________________

(Please update us with any changes to your contact information throughout the course of your treatment)
Solimar Marin, MA, 


Registered Mental Health Counselor Intern


Heart Peace Counseling Center 


3045 Aloma Ave. Winter Park, FL 32792


 (407) 360-7086/(386) 742-1508 Fax














Heart Peace Counseling Center, LLC 


Solimar Marin, Registered Mental Health Counselor Intern


3045 Aloma Ave. Winter Park, FL 32792


Solimar.heartpeace@gmail.com

















