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Information, Policies & Procedures 

Please read carefully! 

This paperwork is intended to provide clients with important information regarding my professional services and business poli-

cies.  This consent form will provide a clear framework for our work together and will facilitate our therapeutic relationship.  Any 

questions or concerns regarding the contents of this agreement should be discussed with me prior to signing it. 

 

Types of Service provided by your therapist: 

I offer variety of online and/or distance therapy and in-office therapy formats. Among these, are multiple therapy models such 
as Cognitive Behavioral Therapy, Person Centered Therapy, Mindfulness, Solution-Focused Therapy, and more. I offer life 
coaching and fitness/dieting coaching as well. Though ethically I cannot provide you coaching and therapy at the same time, I 
will encourage you to combine some form of physical activity upon start of your therapy services. You will be interviewed and 
may be asked to fill out some questionnaires to assist me in determining how best to help you. Treatment usually involves indi-
vidual meetings with the therapist, but may also include group treatment and/or involving family members or significant others in 
some individual sessions, which will be discussed beforehand if deemed necessary. All treatment will be conducted only with 
your consent. *Disclosure: When receiving lifestyle coaching, understand that I am not a licensed financial advisor or certified 
personal trainer (yet). 

What to expect from Online and In-Office Treatment: 

All intake sessions (first session you have with me) are 75 minutes long.  This allows me to spend enough time getting to know 
you and what you are experiencing the best that I can. Our regular sessions will generally be 50 minutes in length, unless dis-
cussed and decided upon to be any amount of time longer than this. The duration of sessions varies from person to person, 
because no two people, along with their needs and goals, are ever the same. Some clients need only a few sessions to achieve 
their goals, while others need assistance for many months or even years. As the client, you are in complete control and may 
end our sessions at any time, though I do ask every client to give at minimum a week’s notice and participate in a termination/
summary session. You also have the right to refuse or discuss modification of any of my counseling or coaching techniques or 
suggestions that you feel are harmful. If at any point you are feeling dissatisfied with your sessions for any reason, I ask that 
you discuss this directly with me. Together, we can find solutions and resolve any problem areas. If needed, we will modify 
goals and techniques, and should it come to it, I will make any referrals necessary or at your request, in order to ensure that 
you are taken care of. 
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Records and Confidentiality: 

All of our communication becomes part of your client record. Records are property of my confidential files. Client files are dis-
posed of five years after the last interaction between client and therapist. Most communication is fully confidential, but the follow-
ing are some limitations that exist: 

1. It is determined that you are a danger to yourself or someone else 

2. If you disclose abuse, neglect, or exploitation of a child, elderly, or disabled person 

3. If you disclose sexual contact with another mental health professional 

4. If I am ordered by a court to disclose information 

5. If you direct me to release your records 

6. If I am otherwise required by law to disclose information. 

In the case of family counseling, I will keep confidential (within the limits listed above) anything you disclose to me without your 
family member’s knowledge. However, I do encourage open communication between family members. I reserve the right to ter-
minate services if I determine that specific secrets are detrimental to the therapeutic process. 
 
Counseling Relationship: 

Although some sessions may be very intimate psychologically, ours is a professional relationship rather than a social one. Our 
contact will be limited to scheduled sessions you arrange with me. Please do not invite me to social gatherings, ask me to write 
references for you, or ask me to relate to you in any other way other than the professional context of our sessions. You will be 
best served if we focus solely on your concerns. If we see one another outside of therapy, please note that I will not approach 
you first, due to keeping your confidentiality at the upmost importance. In these instances, if you decide to say hello, please re-
member that I will not speak with you regarding your therapy outside of our safe environment where services are provided. Sex-
ual involvement between therapist and client is never ethical or part of the therapy process, nor are any other actions or dual 
relationship situations that might impair my objectivity, clinical judgment, or therapeutic effectiveness or that could be exploitative 
in nature. In addition, I will never acknowledge working therapeutically with anyone without his/her written permission. For these 
reasons, I will not accept personal social media friendship requests or respond to comments on social media sites about therapy 
sessions if you are a therapy client. 
 
Effects of counseling: 

Many people experience a heightened sense of being uncomfortable or distress during the beginning stages of therapy, due to 
addressing difficult topics. Please be aware that this is common and could occur. While benefits of counseling are expected, 
specific results are not guaranteed. Counseling is a personal exploration and may lead to major changes in your life perspec-
tives and decisions. These changes may affect personal significant relationships, your job, and/or your understanding of your-
self. Some of these changes could be temporarily distressing. The exact nature of these changes cannot be predicted. Together, 
we will work to achieve the best and most positive possible results for you. 
 
Consent to Treatment: 

You hereby authorize me to conduct assessments and treatments as may be deemed necessary for the best interest and care 
of yourself. You understand that treatment plans and goals will be jointly established as a part of the assessment and counseling 
process. 
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Emergency Procedures: 

If you need to speak with me between sessions, please email me or message/call me. Your message will be returned as soon as 
possible. Messages are checked daily (but never at night). Messages are checked less frequently on weekends and holidays. If 
an emergency situation arises that requires immediate attention, please call the emergency National Suicide Hotline at 
800-784-2433 or dial 911. If a life-threatening crisis should occur, you agree to contact a crisis hotline, call 911 or go to a 
hospital emergency room. 
 
Payment for Services: 

Payments for services must be made prior to the time of each session. Insurance typically will not cover online therapy, and you 
have agreed to self-pay for these sessions. You may make payment via IvyPay for online sessions. Therapeutic exchanges can 
be purchased one at a time or as a package. Current Fees and Services are set at flat rates, but are discussed with each individ-
ual client, as I never want finances to be an issue when a person is seeking help. 
 
Cancellations: 

In the event that you will be unable to keep an appointment, please notify me at least 24 hours in advance. If you fail to give ad-
vance notice, you will be billed accordingly. If you are absent from two appointments in a row without notice, your name will be 
dropped from the appointment book on the third no-show. 
 
HIPPA 

Your rights: The United States Department of Health and Human Services has created regulations intended to protect patient 
privacy as required by the Health Insurance Portability and Accountability Act (HIPPA). Those regulations create several privileg-
es that patients may exercise. I will not retaliate against a patient that exercises their HIPPA rights. 
 
Inspection and copies of your protected health information: I can refuse to provide some of the information you ask to inspect or 
ask to receive copies of. This includes: 

1. Psychotherapy notes 

2. The identity of a person who provided information if it was obtained under a promise of confidentiality. 
 
Texas law requires that I am ready to provide copies or a narrative within 15 days of your request. I will inform you of when the 
records are ready or if I believe access should be limited or denied. If I deny access, I will inform you in writing. HIPPA permits 
me to charge a reasonable cost based fee. 

 
Acknowledgement of review of Confidentiality and Notice of Privacy Practices: 

I have reviewed this document and received a copy of the Texas Notice of Privacy Practices. I understand that I am entitled to 
receive a copy of this document. By your signature below, you are indicating that you have thoroughly read this document, and 
understand its contents, that you consent to the terms delegated, and acknowledge your commitment to follow its specifications. 
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Client Consent for Use and Disclosure 

Of Protected Health Information (PHI) 

 I, ________________________________________________________________,  
name of client 

hereby give my consent for Ashlee Justice, LPC to use and disclose Protected Health Information about me to carry out 

Treatment, Payment and Healthcare Operations (TPO). By signing this form, the therapist may use PHI to carry out treatment 

and/or arrange for payment of treatment and/or consult with other providers about my treatment. 

The Notice of Privacy Practice explains in more detail how my PHI can be used and disclosed.  I have the right to read and 

review the NPP prior to signing this document (see page ).  By signing below, I attest that I have read it. 

I may request that my PHI be restricted in certain cases, how it is used and disclosed to carry out my TPO; however Ashlee 

Justice, LPC is not required to agree to my request, but if she does, she is bound by this agreement.  I may revoke my consent 

(in writing) except to the extent that the disclosures have already been made in reliance on my prior consent.  If I do not sign this 

consent form or later revoke it, Ashlee Justice, LPC may decline to provide treatment to me. 

Ashlee Justice, LPC reserves the right to revise its Notice of Privacy Practices at anytime.  A revised NPP may be obtained by 

forwarding a written request to the office manager of Mosaic Wellness, at the above address. 

 

____________________________________________________                                 _____________ 
Signature of Client/Parent/Guardian         Date

 

____________________________________________________ ________________________________ 
Client’s Name        Client’s Date of Birth 

 

Assignment of Benefits 

I hereby assign all medical benefits, to include major medical benefits to which I am entitled, including 

private insurance and any other health plans to: Ashlee Justice, LPC. 

This assignment will remain in effect until revoked by me in writing.  A copy of this assignment is to be 

considered as valid as the original.  I understand that I am responsible for all charges whether or not paid 

by said insurance.  I hereby authorize said assignee to release all information necessary to secure the 

payment. 

____________________________________________________                                 _____________ 
Signature of Client/Parent/Guardian         Date 
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Client Rights (cont.) 

 

Professional Fees and Payments:  

 - First session (intake): $115 

 - Second and subsequent sessions: $85 

 - Legal Action (see pg 2) $200 per hour 

 - Late Cancel & No Show fee (see pg 2) $25 per occurrence 

 - Responsibility: You, the client, (legal guardians in the case of minors) are responsible for payment of services.  When a 

Third Party fails to make timely payments, payments will be expected from the client and/or legal guardian in the case of a minor 

child.  Third Party payers include: divorced parents, divorced or separated spouses, insurance companies. 

 - Insurance: We will file claims directly to your insurance company IF  you provide us with all information requested (Plan/

Group ID, EOBs).  We will accept your deductible and/or copay at the time of service.  We will verify benefits and review with you 

what you will be required to pay for each session.  If we cannot verify benefits, you will be required to pay full fee until we receive 

payment from the insurance company.  You are responsible for the balance of your account regardless of insurance status. 

 

 

Consent For Services: 

Thank you for reviewing this information.  Your signature below indicates you have read and understand and will 

comply with the policies and procedures of my practice. 

 

________________________________________________________                                          ____________ 

Client Signature(s)                                                                                                                              Date 

________________________________________________________                                          ____________ 

Client Signature(s)                                                                                                                              Date 
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Adult Intake Form pg. 1 

Please include spouse/partner information if seeking relational therapy: 

 In case of an emergency, who may I contact on your behalf? 

Who referred you to our office? ________________________________________
 

Name:  _____________________________________________ Date: ______________________ 

Date of Birth: _______________ Age: ____________ Social Security #: _____________________________________ 

Address:  ___________________________________________ City: ______________________ Zip: _____________ 

Telephone: Cell: ______________________ Work: _____________________ Other:  __________________________ 

Email: ________________________________________ Employer: _________________________________________ 

Name:  _____________________________________________  

Date of Birth: _______________ Age: ____________ Social Security #: _____________________________________ 

Address:  ___________________________________________ City: ______________________ Zip: _____________ 

Telephone: Cell: ______________________ Work: _____________________ Other:  __________________________ 

Email: ________________________________________ Employer: _________________________________________ 

Name: _____________________________________________ Relationship to you: ____________________________________ 

Phone Number:  _____________________________________ Address:  _____________________________________________ 

Physician:__________________________________________ May we contact your physician to coordinate services ?    Y  /  N 

Please list any medications currently being taken:    

Medication Treating Dosage 
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Household Information 

Please list any other persons living in your current household 

Relationship Status (Circle all that apply): 

Highest Level of Education (circle):   High School     Some College      College Degree     Graduate School      Other 

If you received a college degree, what was your field of study? _______________________________________________ 

If you are currently a student, what are you studying? ______________________________________________________ 

How would you describe your spiritual beliefs? ____________________________________________________________ 

Average number of hours you sleep each night: ____________      How long does it typically take you to fall asleep?  _____ min  _____ Hrs 

Do you frequently wake up in the night?  Y  /  N         If YES, how often?  _________  times per night 

Do you exercise on a regular basis?   Y  /  N      If YES, how often?   _________ times per week 

If YES, briefly describe  your activity: _________________________________________________________________________________  

 

Name Date of Birth Age Relationship to you 

    

    

    

    

    

    

Single  Married  Divorced Separated 

Widowed  Remarried  Long-Term Relationship Cohabitating 

Current Partner’s Name: _______________________ Partner’s Occupation : _______________ Length of  Relationship: _____________ 

How satisfied are you with your current relationship?  (on a scale from 0-10) 

(very unsatisfied)   1    2     3    4    5     6     7     8      9      10     (very satisfied) 

What is your occupation? ______________________ Do you enjoy your occupation?   Y  /   N Avg   Hours Worked / Week:  __________ 

How would you rate your overall sleep at the present time?  (on a scale from 0-10) 

(poor)   1    2     3    4    5     6     7     8      9      10     (excellent) 

How would you rate your overall diet at the present time?  (on a scale from 0-10) 

(poor)   1    2     3    4    5     6     7     8      9      10     (excellent) 
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Do you drink alcoholic beverages?   Y  /  N                                                    If YES, how many?  __________ Daily      ____________ Weekly 

Would you describe your drinking habits as problematic?  Y  /  N            Does anyone else describe your drinking as being a problem?  Y  /  N 

Do you smoke cigarettes?   Y   /  N     If YES, how many do you smoke:  _____ cig/day  _______ packs/day 

If YES, when did you start smoking?  __________________________    Have you ever tried to quit?   Y /  N 

Have you in the past or currently:   Used/Abused/Experimented with Illegal drugs?    Y  /  N 

If YES, briefly explain: ______________________________________________________________________________________________  

Have you ever attempted/seriously contemplated suicide?   Y  / N 

If YES, describe briefly and indicate dates: _______________________________________________________________________________  

_________________________________________________________________________________________________________________  

Have you ever had a psychiatric hospitalization?   Y  /  N 

If YES, describe briefly and indicate dates: _______________________________________________________________________________  

_________________________________________________________________________________________________________________  

Therapy Experiences and Expectations:  

Are you currently seeing another therapist?   Y / N 

If YES, please indicate the therapist’s name:  

Have you been in therapy in the past?  Y  /  N 

If YES, please fill out the following on your previous counseling experience(s):  

Therapist Location Dates Reason for Therapy 

    

    

    

Briefly describe your reason(s) for seeing therapy at this time:  

 

 

 

What goals do you wish to accomplish during the therapy process?  
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Other Information 

What do you consider to be your strengths? _______________________________________________________ 

What do you like most about yourself? ___________________________________________________________ 

What are some effective coping strategies you have learned? ________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

What are your best hopes for therapy? ___________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

Circle any of the following which are presently causing you difficulty: 

Now, put a * next to the TWO circled items that are causing you the MOST difficulty. 
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Depression Low energy Low self esteem 

Poor Concentration Hopelessness Worthlessness 

Guilt Sleep (getting more/less) Sadness/loss 

Appetite (more/less) Thoughts of hurting yourself Isolating 

Withdrawal Thoughts of hurting others Stress 

Anxiety/Panic Heart pounding/racing Trembling 

Feeling as though you are not real Feeling environment is not real Loss of time 

Constant unpleasant thoughts Anger/frustration Easily annoyed 

Defying rules Blaming others Arguing 

Excessive alcohol use Excessive drug use Blackouts 

Physical abuse issues Sexual abuse issues Spousal abuse 

Chest pain Sweating Chills/hot flashes 

Tingling/numbness Fear of going crazy Fear of dying 

Nausea Obsessive/compulsive behavior Phobias 

Unable to focus Racing thoughts Confusion 

Excessive behaviors (i.e. gambling) Delusions/hallucinations Legal issues 
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Consent for Treatment of a Minor Child 

 The following statements provide your legal consent to and financial responsibility for counseling services to a 

minor child.  These statements are important to protect the child, the parent/guardian/conservator, and the therapist.  

Please carefully review this information and sign where indicated.  You are requested to discuss any questions you 

have with the therapist. 

 

Statement of responsibility and grant of permission for therapy 

I am the Biological/Adoptive Parent : Legal Guardian : Managing Conservator  

Of ____________________________________________________________________________________ 
please print the name of minor child 

I am legally responsible for the child named above and grant permission to Ashlee Justice, LPC to conduct 

therapeutic services with this child. 

I accept responsibility for the timely payment of all fees due to Ashlee Justice, LPC for services provided to this child. 

Duty to warn notice 

Ashlee Justice, LPC is committed to the confidentiality and privileged communication with all clients.  However, 

according to Texas law, any evidence of child abuse and/or neglect must be reported to the proper authorities for the 

child’s safety.  If any individual intends to take harmful, dangerous, or criminal action against another individual or 

against their own person, it may be the therapist’s duty to report such action or intent. 

 

____________________________________________________                                 _____________ 
Signature of Client/Parent/Guardian         Date 
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Child/Adolescent Intake Form Page 1 

Please provide the following information about your child:  

Education History 

Child’s Full Name: ______________________________________ Nickname: ____________________________________________ 

Date of Birth: _______________     Age: ____________ Today’s Date: _________________________________________ 

Parent(s) names or primary guardian: ________________________ 

Parent(s) contact telephone numbers:  

 

#1 :______________  Relationship: ______________ 

#2 : ______________ Relationship: ______________ 

#3 : ______________ Relationship: ______________ 

What school does your child attend? ________________________ Teacher’s Name: ________________________________________ 

Current Grade Level: _____________________________________ Has your child ever repeated a grade?  Y  /  N  If YES, which? ______ 

Favorite subject: ________________________________________ Least favorite subject: ___________________________________ 

Does your child receive special education services?    Y  / N Does your child receive tutoring?  Y  /  N 

Is your child in a gifted/talented/honors program?    Y  /  N Does your child enjoy school?   Y  /  N 

Has your child experienced any of the following at school?  (please circle all that apply)  

Fighting  Suspension  Lack of Friends   Gang Influence   Learning Disabilities   Incomplete Homework   Drugs/Alcohol   Poor Attendance    

Behavior Problems    Detention   Poor Grades 

Has your child been the victim of bullying or bullied other children?  Y /  N    If YES, please briefly describe:  

 

 

  

Please use the space below to provide any other additional information regarding your child’s education or developmental history that you 

find significant:  
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Child/Adolescent Intake Form Page 2 

Please provide the following information about your child:  

Medication 

Pediatrician’s Name: ______________________________________ Phone: ____________________________________________ 

Is the child under the care of another medical specialist? Y  /  N  

If so, who?  What Specialty?: ___________________________ Phone: _________________________________________ 

Please list any chronic illnesses, disabilities, medical conditions that your child has been diagnosed with:   

Illness/Disability: ______________________________________________________________________    Date: _____________________  

Illness/Disability: ______________________________________________________________________    Date: _____________________  

Illness/Disability: ______________________________________________________________________    Date: _____________________  

Please list all medications your child is currently taking:  

 

Is your child currently seeing another therapist?  Y  /  N       If YES, whom is the child seeing?  _______________________________ 

Has your child ever experienced a psychiatric hospitalization?  Y  /  N.  Please describe the circumstances:  

 

  

Is your child under the care of a psychiatrist?  Y  /  N     If YES, psychiatrist name/phone:  ____________________________________ 

Has your child ever experienced any type of abuse (physical, sexual, or emotional)?  Y  /  N  If YES, please describe:  

 

 

 

Has your child ever made a statement of wanting to harm themselves or another?  Y  /  N   If YES, please describe:  

Medication:  Dosage: Treating: 
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Child/Adolescent Intake Form Page 3 

Please provide the following information about your child: 

Are there any behaviors you child does too often, too much, or at the wrong times that gets the child in trouble?  

Please Describe:  

 

 

Are there any behaviors your child fails to do as often as you would like or when you would like?  Please Describe: 

Please list positive strengths your child possesses (What do  you like about your child?  What do others like about 

your child?):  

 

 

How would you describe your child’s self-esteem? 

Briefly describe your reason(s) for seeking help at this time:  

What goals do you have as your best hope for what therapy can do for you as a parent? 

What goals does your child wish to accomplish by going through the therapeutic process? (This may be different 

from the parent’s response) 
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Child/Adolescent Intake Form Page 4 

Please provide the following information about your child: 

Family History 

Mother’s Name:  _____________________________ 

Occupation?__________________________ 

Father’s Name: _________________________ 

Occupation? _____________________________ 

Step-Mother:  ___________________________ Step-Father: ______________________________ 

With whom does the child currently live, primarily?  ____________________________________ 

 

Please  list members of your child’s primary household: 

Name Age Relationship to child Grade/Job 

    

    

    

    

Who are your child’s significant others NOT living with your child?  

    

    

    

    

Are  child’s  parents’:   

Married Separated Divorced Widowed 

Who in the family is your child closest to?  

What are some strengths of your family?  

 

 

 

Is there anything else you think would be important to be known about your child, you, or your family? 
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Parents—This page is for your CHILD to complete to the best of their ability.  Thanks for your cooperation! 

 

Name:________________________        Today’s Date: _________________     Nickname you go by: _______________________ 

Age:_____    Birthday: ________________    Name of School: ____________________________   Grade Level: ______________ 

 

What are your favorite school subjects? ____________________________________________________________________________  

What are your least favorite subjects? ______________________________________________________________________________  

What extra-curricular activities or sports do you enjoy? ________________________________________________________________ 

Have you moved around a lot or changed schools?  If so, tell me a little about that: __________________________________________ 

_____________________________________________________________________________________________________________  

Who are some of your closest friends (first names only) : _______________________________________________________________  

Do you have any pets?  What kind?  What are their names? _____________________________________________________________  

What are some things you like about yourself? _______________________________________________________________________  

_____________________________________________________________________________________________________________  

What are some things you wish were different about yourself? __________________________________________________________  

_____________________________________________________________________________________________________________  

What are some personal goals or things you want to accomplish in the future? _____________________________________________  

_____________________________________________________________________________________________________________  

Sometimes kids/teens come to counseling because the want to be here.  Sometimes they come because adults want them to be here.  

Tell me about why you are here today: ______________________________________________________________________________  

______________________________________________________________________________________________________________  

If counseling could help make something different in your life or different in your family, what would YOU want that to be?  

_____________________________________________________________________________________________________________  

_____________________________________________________________________________________________________________  
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Release of Private Health Information Authorization 

I give permission for Ashlee Justice, LPC to release/receive information from:  

The following information regarding the client/family :  (check appropriate boxes) 

For the purpose of:  

I understand that I can revoke this authorization at any time, except to the extent that action has already taken 

place.  If not revoked at an earlier date, this authorization will expire one year from the date signed.  I understand 

that the specific type of information to be disclosed may include a history of Drug or Alcohol use/abuse or Mental 

Health Treatment. 

Client Name: _______________________________________  Date: ___________________ 

Parent/Legal Guardian: _______________________________  Date: ___________________ 

Witness: ___________________________________________  Date: ___________________ 

Client Name:  DOB:  

Address:  Phone Number:  

Person or Agency:  

Address: 

Phone Number: 

Fax/Email: 

 Initial assessment 

 Information on progress in therapy 

 Treatment plan 

 Medical information 

 Termination Summary 

 Other:  

 Coordination of services 

 To assist in evaluation 

 To provide continuity of treatment 

 Other:  


