
The Center for Counseling & Wellness
Glient lnformation Sheet

Client Name: Date:
Last First t\t1

Add ress:
Street City State Zip

Primary Phone: ( )Home ( )Cell ( )Work

Secondary Phone: ( ) Home ( ) Cell ( ) Work

Address
(lf difierent from above)

Relationship to client:

Primary Phone: ( ) Home ( ) Cell

Emergency Contact Name
Last First t,,ll

Phone: Retationship to Glient:

Primary Care Physician
Narne Phone

Employment Status: ( ) Employed ( ) Unemployed t ) Disabled ( ) Retired

How did you learn about us? ( )Family ( )Friend ( )Church ( )School

( ) lnsurance ( )lnternet( )Doctor( ) Sign/Brochure ( ) Other

Person Completing Form
(Relationship to clienD

The Center for Counseling & lYellness

Name

6/1012017

ParenUGuardian (if MinolDisabled) :_
Lasl Firsl ttl



CLIENT NAME

CTIENT'S DATE OF BIRTH

The Center For Counseling & Wellness

FINANCIAT COVENANT AGREEMENT

_ INSURANCE (Fill out this section if you are using insurance to poy Jor treotment)

PRIMARY INSURANCE CARRIER:

Name of lnsurance: Policy $

Relationship to insured:

City/State/Zip:

Phone 8:

SECONDARY INSURANCE CARRIER:

Policy Holder:

Home Address:

lnsured's Date of Eirth:

Home Address:

lnsured's Date of Birth

Name of lnsurance:

Policy Holder:

Policy S:

Relationship to insured:

City,/Statelzip:

Phone fl:

PRIVATE OR THIRD PARTY PAYMENT (Fill out this section il insuronce is not opplicable

Third Party Payor:

Name:

Address:

Contact Number:

AUTHORIZATION AND REIEASE

I CERT|Fy TfiAT lHE ABOVE STATIMENTs ARE TnUE TO THE BESI O' MV |(NOWI€DGE. I understand I am personallv responsible for

payment of all insurance co-pays and deductibles reBardless of any insurance payments made to The center fo. counselinS & wellness

{The Center). I authorize The Center to release all information necessarY to proc€ss anY insurance claims or third-party payment l

ruthorlzs payment of insurance b€nefltr directly to The Center. r .rnder:tand the Late Cancellation fee of S25 is not covered bv

insurance and is accordingly my .esponsibility. I further u.de.stand that my account needs to remain current to continue in the

counselinB process-

Client Signature/Parent or Guardian Signature if Minor Date

Agreed Amount

Staff lnitials:

Sliding Fee Scale:

Date

I

l

Counselor SiBnatu re



THE CENTER
for Counseling & Wellness

r{!'w. dtcccntcr.lcorutscl i n(.crrrn

Credit Card Authorization Form

Credit Card Information Card Type: n MasterCard n VISA n Discover tr AMEX

Cardholder Name (as shown on card):

Card Number:

Cardholder Billing Address & Zip Code:

(client name), authorize Tlrc Certter for Counseling

€t Wellness, to charge my credit card listed above for counseling services. I understand
that my inlormation will be saved to file for future transactions on my account.

I agree to pay $ for each individual session.

Signature of Patient/RepresentaLive Date

Relationship to Patient Witness

110 Ye Old Kings Highway, North Myrtle Beach | 4466 Holmestown Road, Myrtle Beach | 3505 Main Street, Loris

Phone (843) 663-0770 | Fax (843) 563-0772 I email: admin@thecenter4counselin8.com

L

Expiration Date (mm/y_y):

Patient Printed Name 

- 

Date of Birth



The Center for Counseling & Wellness

Client lntake Sisnature Form and Virtual Care Emersencv Contact lnformation

Client Name

My signature below confirms that I have received, reviewed, and,/or completed a copy of:

The center for counseling & Wellness' Disclosure Statement with lnformed Consent to Participate in Clinical
Counseling, HIPAA Rules, and Virtual Care Disclosure
Notice of Privacy Practices for The Center for Counseling & Wellness
The Center For Counseling & Wellness Biopsychosocial History lntake Form
My counselor's personal Professional Disclosure Statement

and have had an opportunity to discuss any questions I have about this information. I acknowledge that a copy of these

documents has been made available to me at no charge and that they are available on our website at

thecenter4counselingcom.

Client's Signature (Parent/Guardian if client is a minor) Date

Witness Signature

ln emergency situations for Virtual Care, contact:

Date

For disruption of service for Virtual Care, contact:

Local Police Department

Land line or other cell phone

Phone #

Phone#

My Client Support Person for Virtual Care is:

updated 1 / 10/2020

Name

at
Phone #

My email address i



THE CENTER
for Counseling & Wellness

u w w.lltecenler"lco unsc lin{I.CO'lt

Informed Consent for Virtual Care Services

To better serve the needs of people in the community, health care services are now available by interactive
video communications and/or by the electronic transmission of injormation. This may assist in the evaluation,
diagnosis, management and treatment of a number of health care problems. This process is referred to as
"distance counseling, virtual care, or telehealth." This mea:rs that you mav be evaluated and treated bir a
counselor from a remote location. Since this may be different than the tvpe of treatment with which you are
familiar, it is important that you understand and agree to the following statements.

1. The counseior will be at a different Iocation from me.

2. I will have access to and familiarity with the appropriate technology in order to participate in the
service provided. My counselor and/or staff at The Center may assist me with this.

3. I wili be informed if any additional persorrnel are to be present (via video) other than mv counselor. I
will give my verbal permission prior to the entry of the additional personnel.

4. It is my responsibility to maintain privacy on my end of communication and to inform mv counselor of
additional personnel who may be present. lnsurance companies, those authorized by me, and those

permitted bv law may also have access to records or cornmunication.

5. I will designate a Client Support Person and sign a Release of Information for that person to be

accessible for emergencv situations to ensure my safetv. I n,ill venfy my location at each session.

6. Virtual services rely on technology which allows for greater convenience in service delivery. There are

risks in transmitting information over technology that include, but are not limited to, breaches in
confidentiality, theft of personal information, and disruption of senice due to technical difficulties.

7. I represent that I am using my own equipment to communicate with and not equipment owned by

another, specifically, not using my employer's computer or network. I am aware that information I
enter into an employer's computer may be considered to legally belong to my employer and my
privacy may be compromised.

8. The exchange of inJormation mav not be direct and any paperwork exchanged will likely be provided

through electronic means or postal de)ivery.

9. My counselor and I will regularly reassess the appropriateness of continuing to deliver services to me

through the use of technologies we have agreed upon today and will modif,v our plan as needed.

1O. \.{y counselor rwill keep a record of the session in rny electroni' rnedical record

L1. I understand I, nor anvone else attending ml session, are not to audio or video record anv portion of

my counseling session unless agreed upon in w ting by all parties for each session recorded.

12. I understand that I have the option to refuse virtual care services at any time without affecting the ri$ht

to future care or keatment.

13. I understand I am ordinarily guaranteed access to mv records and that copies of records of counseling

sessions are available to me uPon mv written request. Additionally, i understand that my records may

beusedforvirtualcareprogramevaluation,education,and/orresearchandthatlwillnotbe



Personally identified if such as use occurs. I hereby authorize these disclosures to tale place without
prior written consent.

14' I acknowledge that if I am facing or think I ma-v be facing an emergency situation that could result in
harm to me or to another person, I am not to seek a virtual care counseling session. Instead, I agree to
seek care immediately tfuough my own local emergency hospital or by cailing 9-t_1.

15' In aa emergency, in the event of disruption of service, or for routine adminisfra[ve reasons, it may be
necessary to communicate by other means:

In emergency situations, please contact:_ at

For disruption of service, please contact at

For other comrnunication, please contact:-.,- at

My Client Support Person is:_ at

My counselor's cell phone phone number is:---

Assignment of Benefits and Financial Responsibility

I and/or my insurance carrier(s) agree to pay, in a tirnety mannet for health care services provided. I authorize
payment directly to The Center for Counseling and Well-ness all bene{its payable. The benefits assigned
include, but are not Iimited to, the following:

Primary and secondary benefits for all medical and hospitalization insurance, accident insurance, Medicare,
Medicaid, and any benefits payable by altemative delivery systems such as HMOs and ppOs.

Benefits arising from any workers' compensation or occupational dlsease claims and proceeds to which I am,
or my estate is, mtitled because of any claim or cause of action for damages against any person or
organization.

ln consideration for the teleheaith services rendered to me, I agree to pay the charges not covered by any
insurer or third pafiJ payer, including any deductible or co-payment, or anv charges not covered as a result of
my failure to provide notification or obtain preauthorization for treatment as required by any insurer or third
party payer.

Signature of Patient/Representative Date

Patient Printed Name Date of Birth

Relationship to Patient lVitness

110 Ye Old Kings Highway, North Myrtle Beach I 4466 Holmestown Road, Myrtle Beach I 3505 Main Street, Loris

Phone (843) 663-0770 | Fax (843) 663-0772 I email:admin@thecenter4counseling com



The Ceater for Counseling & Iydlness
Co"n.elint Seryices Consent Agreeqeat for Collaterals

You^are_palticipating in &erapy because a spouse, member oI your family, or a friend has asked lou to be
involved. Your paticipation is in:rportan! and is sometimes essential, to the resolution of L.sues. This docummt
is to explain your righb and resporaibitlities, and the limits of you: righ6 in your role as a collateralin therapy.

WHOISA COLI,.ATERAL?

A collateral is usually asPousg family merriber, or friend, who participates in therapy oit1r the ,'idend-fied dient',
but is not idmtified formally as the recipient of couseling sewices.

THE ROLE OF COLU,TERAIS IN THERAPY

The role of a collateral will vary greatJy. For example, a collaieral might attend only o:r.e session to provide
inlorrration to the therapist altd never attend alother sesslon. ln another case a colla:eral might attend all
therapy sessions and be invested in &e therapy process with hisT'her relationship h.ith the :lient as a focus of the
treatnent.

BENEEITS AND RISKS

You may experiass emotional distess as you ergage therapy. AJso, you may gron and bi.ne6t ftom the process
and 6nd your Efu eruiched in sorne way. Psychotherapy is a positive experience for mar1r, but it is not helpful
to all people.

PROFESSIONAIRECORDS

No record or drari wili be maintained on you in your role as a collateral. \otes about yc.u may be entered into
the i&nti6ed dienfs dtart. However, except iR the case of the parent or guardian of a a.iror chil.d, J'ou have no
right to access that chart without rt'r'itten consent oi the ident'rlied dient. You will not :arrl a diagnosis, and

ttrcrc is no individualized tleahlent plan for you.

PROFFSSIONAL FEES

As a collateral you have no financial obligation to the identiJied dient or to me unli:ss vou are financially

resporuible for the dient. You will not be billed.

' ,o,o,ro.,

I



The CenE wil maintain you.r confidence. There are exceptions:

r lf the couruelor r

r" . .r.* **TX;:;:;; #;: "'***g a chjJd or a rrrJ.nerabre ariurt, he/she rvirl

' rI you an a danger 
'o 

you$er (sui;dal, he/she will take actions to pro&ct you, lifu even if he/shemust reveal your identity to do so_r If you tfueaten serious bodily harar to another, he/she will tale neces:;ar]. actions to protect thatp€rson eyen if helshe must reveal your identit!- to do so. )bu are expe:ted ,o oi*orr, o,"con'dentiarity of &e iderti'ed crient (your spous", kiund or crrild) La your role as a corlaterar

DO COLLAIERALS EVER, BECOME A TORIU.C,L CLIENT?

collaEals qPicary di'{uss their oat issues in &erap1', especialry is-<ues thai t-teract rrith issues of tfu
fftH*]:offitherapist mav recon,,srd formaltherai, for a coraterar. rnese *. 

"o-.- o*p,o of

" It becones evident t'hat a collateral is in need of mer.tal health services. In this circ,mstance thecollateral needs to have a counselor, diagnosis, and chart records kept.
' Parentt being seen as €dratemrs as t,et a.la is being teaed ir..:uld te'.efit fiom couplestheralry to imProl€ their retatiorship so they en fur,ction effectiveli. a; paren.rs.

Most ofter' but not alwayg the counseior nill reftr you to ano',her courselsr {or ueatunent i.n these sih-rations.Thete are two reasons the re4erral may be necessary-

o Seeing two merrbers of the sazre fanily, or close 6'im&, mav resul.t in : dua.l ro1e, and potentialll.
doud the courselor.s iudgmenl Makhg a refenal helps prevent this iom happening.

" The cotrnselor must keep a focus on the original primary task of trakleni;f &J iaentifiea
patient' For example, iJ the clinicia,l started treating a chjld's behari<,ral problem then tales on
cotples therapy with mo.st and dad to address their relationship i".;res, the original {ocus oi
therapy with the ehild may be lmt. A referral heip; the cou-rLcelor to stl. I,:cused. one exceptioa
to these guidelines is when a farnily therapy approach can be efiectivelv a:rd ethicallr; used to
tseat all meutbers o( the farnily, or each rr,.e;nber of the co.-iplr-

CONEIDENTIALTTY

RELEASE OT INFORITATION

The identified client is not required to sign an auihorizaticn for relea= of infcm:rati::r (Roi) to the collateral
wher a <ollaeral participates in th.e.-apu_ Tfi3 p;g5ence of tie collateral.r-ii-r t]1a c:r -r1t cat},e iden iified .Iient
is adequate' However, it is recommended. thai the client slgn a Ro:. ihis prcvides so;:re a'surance that full
consent has beea given to the counselor for the client's con{idential info:maticn to be discussed with the
collateral in therapy. The ROI is also helpftll tc the cor.rnselor on those oecasions lvhen .e.ei'.,ing a teiephone call

2
:r.' Nl iai?



ftom a cuUateral or when the courrselor calls a collateral for one reason or another. In most irutances the
@unselor cdurot tale a ell hom a collateral r*ithout a ROI

PAXENTS AS COLLATERALS

Counselors specializing in the Eeablent of children have long recognized the need to treat childlen in the
€gntext of theL fal:lfly- Participation of parents, siblings, and somettnes extended family members, is common
and ofien erpected. Parerts in particular have more rights and responsibitJies in thefu role as a collateral than
in other keakrent situations rvhere the identified dient is not a minor.

The pa:ent has a legal right to access the medical record of the rninor child. The clild may need
some measure of colfidmtiality with the counselor, The courselor lvill r,egotiate the terms of
what is best for your child u.i& you early in the drild's treatrxml ge/she ra ill alwals inlorm you
if it is lomd that your drild is a danger to hirself or others.
If you are participating in therapy *idr your minor child you should expect l.our couns€lor to
rcquest that you examine your o.*:r attitude and behatiors to detercrine iI;.ou can make positive
changes that will be of benefit to your drild.

SUMMARY

If you have questioru about therapp our procedures, or your role in this process please ,liscuss them with the
counselor. Remember the best way ao assure quality and ethical treak€nt is to keep cormunication open and

dfuect with &e counselor- By signing below you inidicate you have read and urderstood this document.

Idmtilied Client's Name

Print Collateral's Name

Collateral Signature

Witrcss Signature Date

-\al.l2o\)



The Center For Counseling & Wellness Biopsychosocial History lntake Form for Minor

Client Name DO5

sources of information: fI client self-report El other sources (eg. parent, 8ua rdia n, doctor, spouse, child)

Date PB 1

Presenting Problems (tdentity duration of probtem and any additional information that lvo'Jld be helpful-)

CURRENT CHECKIIST (Rate intensity of sym pto m s/e xp e rie n ces, )

Depressed mood tr
Fatigue/Lou/ energy El

sleep disturbance C]

Mood sv,'ings O

Emotionality tr
lrritability 0
Agitation O

Elevated mood B
cen€ralized anxiety t]
Panic attack E
Phobias tr
Obsession/compulslonsE

Poor concentratlon tr
Paranoid ideation tl
oelusions tl
Hallucinations tr
Aggressive behaviors Q

Oppositional behaviors !l
Substance abuse t]
Suicidal thoughts Cl

Homicidal thoughts tl

Ncne lrild Mod Severe flone

Appetite disturbance fl
Weight gain/loss 11

Bingeing/P u rging tr
Food restricting/Anorexia tl
Laxative/Diuretjc abuse tl
Self-mutilation/injury tl
Guilt tl
Emotional trauma victin tr
Physical trauma vlctim tr
Sexuattrauma vif,tim O

Emotional trauma PeiPetrator E
PhysicaltraumaPerPetrator tr
Sexualtraumaperpetrator t]
Chronic medical condrtion El

crief O

Hopelessness O

Social isolation tr
Worthlessness tl
Sexual dysfunction tl
P h ysical complalnts tl
other--' -.__=-- E

E
D

E
tr
tr
tr
tr
tl
e
tr
u
EI

tr
El

In

11

tr
E
u
tr
tr

B
tr
c]

tr
E
cl

EI

o
tr
tr
u
E
t]
E
o
tr
t]
tr
CI

tr
EN

tr
u
tr
t]
o
tr)

E}

tl
cl

tr
o
B
E
tl
{q

E
u
tr
tr
o
tI

E
D

E
tl
n
tl
tr
I]
tr
El

tr
B
g
tr
u
tr
tl
tl
u
tr
tl

Mod

D
u
t]
tr
tl
u
t]
E
t]
tr
B
tr
tr
tl
t]
tr
B
u
E
tr
o

Severe

u
tr
t]
tr
u
t]
t]
u
rl
u
tl
t]
t]
tr
tr
EI

u
tr
E
u
u



Client Name DO8

PSYCHTATBTC HrsTORy

P rior out-patieot therapy? ()Yes ( )No tf yes, on how many occasions?

Prior Provider Name

Date_pg 2

City State Diagnosi:/Reason for treatmeit Eeneficial?

llas anyfamily member had out-patient therapy? ( )yes ( ) t,lo Ityes, \r'rho/why (tist all)

Prior lF'Patient treatment for a psychiatric, emotional, or subslance ure dirorder? ( ) Yes ( ) No lf Yes, on how many

occasions? 

--ln-patient Facilily Name City State Diagnosis,/Reason for treatment Beneficial?

Has any family member had in-patient therapy? ( ) Yes ( ) No lf yes, who/why (llst all)

Current Medicatio. OYes ( )No lf yes, please list:

Medication Do$ge Frequency

(Piease use back side of page for additional information)

Start Date Physician Side Effe€ts Beneficial?

rAMILY OF ORIGIN (Please use back side of page for additional informationi

Name Age Occupetion Natu!'e of Relationship Deceased? lf Yes, year died

Mother

father

Step -mother

Step-father

sibling

Sibling

Sibling

Extended family

Extended family

Enended family

Age at which you left home _ _Circumstaoces:

Special Circumstances in chlldhood:



Cllent Name DOB Date_pg 3

Oescribe childhood family exparience:

( ) outstandinS hom€ environment
( ) normal home environment
{ ) chaoaic home eovironment
{ } witnessed physical/verbal/sexual abuse tolvard others
( ) experienced physica/verbaUsexual abuse from others

Descrlbe any traumatic experienc€s:

Age_ tvent_

Age Event

Event

IMMEDIATI FAMITY:

Parenfs Marltal Status:
( ) single, never married
( ) Iive-together for _years
( ) married for _years
( ) divorced for _years
{}separatedfor_years
( |_prior marriages (father)

{ }_prior marriages (mother)

lntimate R€lationshipsi
( ) never been in a serious relationship
( ) not currently in a relation5hip
( ) currently in a serious relationship

Relationshlp Satisraction:
( ) very satisried with r€lationship
( l satisfied v/ith relationship
( )dissatisfied with relationship
( ) very disratisfied with relationship

Ust all persons curently livlng in client's household:

Name A8e Sex Relationship to client

0escribe any past or current significant issues in family relationships:

List immediate family members not living in same
household as client:
Name Age Sex lelationship to client

MEOICAL HISTORY

Desctibe current physical health ( ) 6ood { ) fair { ) Pooi ls there a history of the following in the fomily:
) Tuberculosis ( ) heart disease

( )high blood pressure

{ } alcohollsm/dru8 abuse
( )stroke
( )diabetes
( )dementia

List name of primary care physician birth defects
emotional problems
mental retardation
thyroid problems

cancer
List name of plychiatrist (lf any)

List any known allergies: other chronlc or serious health problems:

0escribe any serious hospitalizations, surgeries, chronic illnesses, physical problems, eating disorders, or accidents ( give

ag€ and descriptlon of health problem):



Client Name DOB Oate.-pg 4

SUBSIANCE UST HISTORY;
Substance Used Age lvhen first used Age when last used Frequency Amount

Current Use?
(Yes/No)

Describe Substance Use treatmenl History (if any)

Consequenc€s ol substance Use (check all that apply)

( )hangovers
( )assaults
( )overdose

( ) withdrawal symptoms
( )medical conditions
( ) relationship contlict

( )sleep problems
( )blackouts
{ ) suicidal impulse

)binges ( ) selzures

)arrests
)homi:idal impulse

Clienl lives with

Llvlng siluation: ( ) housing adequate O homeless ( ) housing overcrowded { ) housjng dangerous

SocialSupport system: I )supportive network ()fewfriends ( )notriends { } conflict in peer group

Sexual hlstory: { )heterosexual orientation ( }homosexual orientation ( )bisexual orientation
{ } currently sexually active ()historyof unsafe sex ( )pornography use i )sexual identity issues
( ) age first sexualexperience) -.-'
School: Name of schoo! Grade_GPA_ Repeated any grade? ( )Yes ( ) No

lf Yes, 6rade repeated 

-- 

Reason_
(}Learningproblem5?Explain504planorlEP(}Yes()No
( )Suspensions { )Expulsions Reason
Favorite subiect Least favorite subject

()spo rt5

( ) Extracurricular actiyities_

( )Awards
Future career asp irations

Famlly tinancial sltualion: ( ) no current problems {)pover{r ( } impulsive spendlng ( )unstable financial history

Clienfs legal hlstory: ( ) no legal problems ( ) on probation ( ) coun ordered treatmeni ( ) arrests ( ) 055 involvement
( )incarcerations ( ) desffibe last legal difficulty

Cultural/spirltual/recreationalhl'tory:cultura,identity(ethnicity)-
( ) currently active in rec.eational activities ( )formerly active in recreational ?ctivities ( ) currently engaged in hobbies
( )currently paniclpate in spiritual aclivities ( ) attends church at (name ofchurch)

Describe cultural issues that may contribute to current problems

SOCIO-ECONOMIC HISTORY (check atl that apply):


