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CLIENT INFORMATION 

Please sign and complete in black or blue pen only 

 
Today’s Date:_________________________ Social Security Number:_________________________  

Name of Client:____________________________________________________________________ 

Date of Birth: _____________________              Age:_________        Sex:      Female       Male     

Address:____________________________________City__________________ ZIP_____________ 

OK to send treatment/billing information to this mailing address?     Yes    No 

If no, please provide an alternative mailing address: 

Address:____________________________________City__________________ ZIP_____________ 

Home Phone #: ___________________________ Messages OK?      Yes    No 

Cell Phone #    _______________________ Messages OK?      Yes    No 

Alternative Phone#: _______________________ Messages OK?      Yes    No         

By whom were you referred?_________________________________________________________ 

Email address: ___________________________  Messages OK via email?      Yes    No 

Marital Status:  Single Married Committed Relationship Divorced Separated Widowed Other  
 
Emergency Contact 
Name:_____________________________________  Relationship:_________________________ 
 
Phone #’s: Home____________________________  Alternative: ___________________________ 
  
Client’s Legal Guardian: _____________________________  Relationship to Client: ____________ 
 

PRIMARY INSURANCE INFORMATION:    (If paying privately please check here)      
Relationship to Insured:   Self           Spouse          Mother           Father           Child    
Employee Name: __________________________________________Date of Birth:______________ 
Social Security # or insurance ID #:______________________________________ 
Employer:_________________________________  
Group #:_______________________________ Insurance Effective Date:______________________  
Type of Coverage:  Individual           Family            Individual & Spouse  
 
Have you ever been in counseling before?   Yes    No  
If yes, when?___________________ For what?________________________________________ 
What brought you into counseling today:______________________________________________ 
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______________________________________________________________________________ 
Do you have any current or past medical problems?     Yes    No 
If yes, Please explain_______________________________________________________________ 
Have you ever had or currently have seizures?     Yes    No        
Are you currently taking psychotropic medication?      Yes    No 
If yes, who is prescribing them for you?_________________________________________________ 
 
List medications:   Type      Dosage 

____________________   __________________ 
____________________   __________________ 
____________________   __________________ 

 
Reflecting on the last 6 months, Check all that apply 

Frequently sad or depressed  Don’t like vacations  
Frequently anxious  Financial difficulties/ excessive debt  
Mood swings  Excessive anger or rage  
Easily upset or angered  Excessive conflict   
Withdrawn or isolative  Repeat certain behaviors over and over again  
Strong fears  Increasingly forgetful  
Cry easily/often  Difficulty finishing tasks  
Change in sleep pattern  Insomnia  
Change in appetite  Nightmares  
No interest in hobbies   Difficulty with work or school  
Feeling hopeless  Excessive sweating  
Shy with people   Headaches/migraines  
Difficulty making a decision  Dizziness  
Fatigue   Fainting spells  
Trouble concentrating  Stomach aches  
Feeling lonely  Vomiting  
Feeling different from most people/ inferior  Feeling ill/ sick  
Change in sexual behavior/libido   Thoughts of hurting others  
Difficulty concentrating  Threats to hurt others  
Difficulty motivating  Thoughts of hurting self  
Too neat and orderly  Threats to hurt self  
Overwhelming worries  Use of Sedatives  
Unable to relax  Use of pain killers and analgesics  
Don’t like weekends  Other:  

Are you a United States Veteran? Yes    No   If Yes, have you been in combat?  Yes    No 
Do you have history of domestic violence?  Yes    No   
Do you have a history of sexual abuse? Yes    No 
Do you have a history of sexual assault? Yes    No 
Do you drink caffeinated beverages? Yes    No #_________per day 
Do you smoke cigarettes? Yes    No   #_________per day 
How much alcohol do you drink? #_________per day # per week _________ 
Do you use illicit drugs? Yes    No  
If yes, how often and what drugs do you use_____________________________________________ 
Have you a history of trying to stop using alcohol or drugs? Yes    No 

If yes, please explain________________________________________________________________ 

 
If you have any other concerns please state below:________________________________________ 
________________________________________________________________________________
________________________________________________________________________________ 



 
Informed Consent for Treatment Addendum 

 ❑ I am completing this consent for treatment for myself 

Name ____________________________________  

❑ I am completing this consent for treatment for a minor child.  

Name ____________________________________  

Child’s Name ______________________________  

Welcome! I look forward to working with you. I know that starting counseling is a major decision and you may have 

many questions. The purpose of this document is to inform you about what you can expect from counseling and to give 

you the opportunity to give consent to proceed with the counseling process. We will discuss this during our first session. 

Please mark the corresponding box for each paragraph that you read and understand below:  

❑ I choose to participate in therapy services with _______________________ and/or 

❑ I give permission to _____________________ to provide therapy services to my minor child.  

❑ I understand that participating in these services is voluntary and collaborative, and that I may end services for myself 

or my child at any time. I agree to verbally advise ____________________ when I decide to terminate services. I 

understand that, unless otherwise contracted, no contact for 30 days will result in file closure; my file may be reopened 

upon agreement by both parties.  

❑ I understand that I will be participating in individual, couples, or family therapy services to address issues and 

concerns that I share with my therapist. I understand that the focus of these services is on helping me reach my 

individual/couple/family goals. I understand that there are no guarantees that these services will make me or my 

partner/family members feel better or resolve my problems, issues, or concerns. Further, although I understand that 

counseling often results in positive outcomes, I also understand that the counseling process can open up levels of 

awareness that are painful (e.g. I could feel upset, anxious, angry, and/or uncomfortable).  

❑ I understand that my client record will be kept confidential, and that confidentiality includes all aspects of the topics 

discussed within the therapeutic setting. I also understand that, by law, there are limitations to confidentiality in cases 

when one or more of the following occur: Intent to commit suicide; Intent to commit homicide; Any other act or 

intention to act in a way that may be a danger to self or others; Information regarding child or elder abuse that mental 

health providers are mandated by law to report; A court subpoena for records; Information regarding unprofessional 

conduct by another behavioral health professional. In addition, I understand that my therapist is justified in informing an 

identifiable third party of risk of contagious/fatal disease.  
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OUTPATIENT COUNSELING SERVICES CONTRACT 
 
Welcome to my counseling practice. This document contains important information about my professional 
services and business practices. Please read it carefully and jot down any questions you might have so that we 
can discuss them. Counseling is different from visiting a medical doctor in that it requires a very active effort on 
your part. In order to be most successful, you will need to work both during your sessions and at home. 
Counseling has benefits and risks. Risks sometimes include experiencing uncomfortable feelings like sadness, 
loneliness, or recalling aspects of your personal history that you find unpleasant. Still counseling has been 
shown to have significant benefits for people who undertake it. Counseling often promotes a significant 
reduction in feelings of distress while improving relationships and the quality of life by resolving specific 
problems. Still there are no absolute guarantees with regard to what will happen. By the end of our assessment 
period, I will be able to share with you what I think our work together will include. If you decide to continue, you 
should evaluate this along with your assessment of whether I am a person with whom you feel comfortable 
working. Therapy involves a commitment of time, money and energy, so you should be very careful about the 
therapist you select. If you have any questions about my effectiveness as your therapist, we should discuss 
them whenever they arise. If doubt persists, I will be happy to help you secure an appropriate consultation with 
another behavioral health professional.  
 
SPECIFICS ABOUT MY PRACTICE  
I am a private practitioner in this office and hold no formal or legal association to the other practitioners 
providing behavioral health services here. I am licensed and registered with the State of Arizona Board of 
Behavioral Health Examiners to practice. If you should have questions or concerns about the way that your 
treatment is proceeding, please bring your concerns up directly with me. If, after informing me, you are still 
dissatisfied or have concerns about my practice methods, you may make any complaints or concerns with my 
direct supervisor Bonnie Beebe, MC, LPC at 480-233-7529 or to the State of Arizona Board of Behavioral 
Health Examiners, 1400 West Washington Street, Suite 235, Phoenix, Arizona 85007 602.542.8162  
 
PROTECTED HEALTH INFORMATION  
Privacy is a very important concern for all who come to this office for help. Due to the complicated nature of 
federal and state laws regarding your protected personal health information, a "Notice of Privacy Practices 
(NOPP)" has been created. I suggest that you review a copy of my "NOPP" and ask questions about anything 
contained in this document. You may also request a personal copy of this notice at any time. 
 
EMERGENCIES  
To reach me by phone, you can leave a message on my office line, which I check frequently. However, if you 
are having a clinical emergency and are unable to reach me, please call the EMPACT-SPC crisis line at 
480.784.1500. This crisis line is available 24 hours a day, 7 days a week. Remember you can always 
contact 911 for assistance. If you are also seeing a Psychiatrist, I advise that you contact her/him in times of 
emergent need.  
 
PAYMENT AND FEES  
Payment is due at the time services are rendered. Expect to pay a co-payment based on your insurance 
coverage. Each insurance company's policies are different and your insurance deductible and co-pay is due at 
the beginning of each session. The normal billed rate is $85 per 45-50 minute session.  Sessions are 
generally 45-50 minutes (or as stated in your insurance contract) and are prorated for longer sessions. 
_________ Initial. 
 
It is your responsibility to keep me updated with your insurance information. The only insurance I accept is 
Blue Cross Blue Shield. You are financially responsible for costs incurred when a claim is denied due to 
changes in, lapses or exhaustion of benefits or termination of coverage for any reason.  
_________ Initial. 



 
You will be billed $85 per hour for the time it takes to conduct any additional requests not billable to 
insurance i.e. write letters, fill out forms, consultations, depositions, appearances, phone calls over 5 minutes, 
or other paperwork. You will be billed $5.00 and .50 per page for copying your records. Returned checks incur 
a service fee of $35.00 in addition to the original check amount.  
_________ Initial. 
 
A 24-hour notice is required for changes in appointments. Late cancellations and no shows incur a fee 
of $85.00. I try to offer clients the ability to get the support they seek in a timely manner.  Scheduling an 
appointment is a commitment to attend it. This fee is not reimbursable by any insurance company. If you have 
repeated no shows or late cancellations, I may not be the right therapist for you and can help refer you to 
another provider.  Appointment availability varies based on several factors.  Office hours may range from 7:30a 
to 9:00p.  High demand appointments (after school/work, evenings) are likely to be sporadic in their availability. 
I hold the right to limit scheduling of high demand appointment times to any particular client in order to meet 
the needs of other clients and personal responsibilities.  Regular scheduling and attendance at appointments is 
one of the keys to a successful outcome in counseling.  I offer flexibility in scheduling and suggest the more 
flexible you can be in scheduling, the faster and more effective the treatment process will be for you.  
Additionally, appointments missed or cancelled at the last minute are detrimental to your treatment and to my 
business.  Repeated late cancellations or missed appointments will likely result in termination of your 
treatment. 
_________ Initial. 
 
MEDICAL INSURANCE AUTHORIZATION  
Your signature below authorizes insurance company to pay me directly for counseling services provided. You 
are also authorizing the release of information about your care to your insurance company. The information 
often required by insurance companies may include, but is not limited to, diagnosis, prognosis, and treatment 
goals. It is important for you to understand that if you choose to use your private health insurance they have 
the right to your records for the purpose of verifying that services were delivered as billed. If your insurance 
company should deny payment, you understand that any outstanding financial debt associated with 
these counseling services are ultimately your responsibility.  
 
CONSENT TO TREATMENT  
Your signature below indicates that you have had an opportunity to read and review this information and that 
pertinent questions regarding you, or your minor child's care, have been satisfactorily answered. Furthermore, 
it indicates your willingness to abide by its terms and agree to participate in treatment. 
 
______________________________________________________                      _______________ 
Signature: Client/Legal Guardian  Signature      Date 
 
__________________________________________________                      ______________ 
Signature: Therapist Signature        Date  
        Be Well Counseling, PLLC 
 
If signed by other than a client, please indicate the relationship between client and his/her representative:  
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NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT 

 
  

 
 
I hereby acknowledge that I have reviewed and received a copy of the Notice of Privacy Practices for 
Be Well Counseling, PLLC. 
 
    
 
 
 
Print name: 
__________________________________________________________________________ 

 
 

Signature:  
__________________________________________________________________________ 

 
 

Date:  
 _____________________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Be Well Counseling, PLLC 

2111 E BASELINE RD STE C3 * TEMPE, AZ 85283  

www.bewellcounselingaz.com 



Electronic Communications Consent Form 

Risks of Communication by Email, Text Message, and Other Non-Secure Means: 

It may become useful during the course of treatment to communicate by email, text message (e.g. “SMS”) or other 

electronic methods of communication. Receiving receipts for services by email or text message fall into this category as 

well. Be informed that these methods, in their typical form, are not confidential means of communication. If you use 

these methods to communicate with me, there is a reasonable chance that a third party may be able to intercept these 

messages. Some of the potential risks you might encounter using these methods of communication include:  

 People in your home or other environments who access your phone, computer, or other devices that you use 

might read your email or text messages.  

 Loss of cellular phone, computer, or other devices.  

 Email accounts can be hacked. 

   Text messages and emails are stored on servers.  

 Misdelivery of email to an incorrectly typed address.  

 Third parties on the Internet such as server administrators who monitor Internet traffic might intercept your 

communication.  

Please limit the use of electronic communications to issues related to scheduling. If you choose to email me, please be 

aware my email responses will be brief and I may call you to discuss the matter. I will not respond to text messages that 

are not related to scheduling or outside of business hours.  

 

Please circle the unsecured methods in which you approve/disapprove to be contacted:  

 

May contact by telephone  No   Yes  May contact by text  No  Yes  

May leave voice message  No   Yes   May contact by email  No  Yes  

Receive appointment reminders via  Email Text Voice  Message  No reminders permitted 

 

My signature below indicates I have been informed of the risks, including but not limited to my confidentiality in 

treatment, of transmitting my protected health information by unsecured means. I understand that I am not required to 

sign this agreement in order to receive treatment. I also understand that I may terminate this consent at any time.  

_____________________________________________________________________________________ 

Name of Client  

____________________________________________________________________ ________________  

Signature of Client (or legal guardian, if applicable)      Date 

Be Well Counseling, PLLC 
2111 E. Baseline Rd. Ste. C3 Tempe, AZ 85283 
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CONSENT FOR THERAPY SERVICES FOR A MINOR 
 

 

 

I (we), ______________________________________________, the undersigned parent(s) or legal guardian(s) of the 

herein identified minor(s): 

 

 

Name Age 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

I (we) do hereby give my (our) written consent for said minor(s) to be entered into therapy services with Bonnie Beebe, 

LPC/Be Well Counseling, PLLC. It is understood that this consent is subject to revocation by the undersigned at any time 

except to the extent that action has already been taken on the consent. 

 

My signature below also verifies that I am a legal parent or guardian of the above identified minor(s) and have the legal 

rights to consent for said minor(s) to receive services from Bonnie Beebe, LPC/Be Well Counseling, PLLC. 

 

 

 

 

____________________________________________    __________________________ 

Signature of Parent or Guardian     Date 

 

 

____________________________________________  __________________________ 

Signature of Parent or Guardian     Date 

 

 

____________________________________________  __________________________ 

Witness        Date 
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INTAKE ASSESSMENT FOR A MINOR 
 

Child’s Name: ___________________________________________  Date of Birth: ____________________                
  
Address: _________________________________ City: ________________ State: ______  Zip: _________ 
 
Home Phone: _____________________________Cell Phone: ____________________________________ 
 
Age: ______________________ Grade: _____________________ School: __________________________ 
 
Parent/Guaridan Name (filling out this form): ___________________________________________________ 

 
Relationship to child: __________________________   Occupation: ___________________________ 

 
Other Parent/Guardian Name (also caring for child): _____________________________________________ 
 

Relationship to child: __________________________   Occupation: ___________________________ 
 
Siblings: (please list below) 
 

Name Age Grade 

   

   

   

   

   

   

 
 
Significant Prenatal History: (circle one) YES   or   N/A 
 
(If yes, include birth trauma, pregnancy, birth defects, congenital disorders, prenatal drug use, etc.) 
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________ 
 
Significant Developmental History: (circle one) YES   or   N/A 
 
(If yes, include atypical development including toileting, crawling, walking, talking, social development, etc.) 
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________ 
 
Special Needs: (circle all that apply) 

 
IEP/504 Learning Disabilities  Glasses Prosthesis Hearing Allergies 
 
Gross Motor  Fine Motor       Information Processing 



 
Explain:_________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________ 
 
Other Issues of Concern: (circle all that apply) 

 
Verbal Abuse  Emotional Abuse Physical Abuse Sexual Abuse Bullying 
 
Witness of Domestic Violence  Other: ____________________________________ 

 
Explain:_________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________ 
________________________________________________________________________________________ 
 
 
Current Medications: 
 

Name of Medication Dose/frequency Reason How long prescribed Prescribing Doctor 

     

     

     

 
 
Past Medications:  
 

Name of Medication Dose/frequency Reason How long prescribed Prescribing Doctor 

     

     

     

 
 
 
 
 
Any Known ICD or DSM Diagnosis (Current and/or Past): ie: ADHD, ADD, OCD, Conduct Disorder, Bipolar, 
etc. 
 

Current: ___________________________________________________________________________ 
 
Past: _____________________________________________________________________________ 
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PARENT/GUARDIAN QUESTIONAIRE 
 
Instructions: 

1. Answer all questions below 
2. Give next page (duplicate) to your spouse 
3. If you are a single parent just write N/A on the next page 
 

Parent/Guardian Name (filling out the form): ___________________________________________________ 
 
Relationship to child: ________________________________________________________________ 

 
My child can be best described as: (circle all that apply) 
 

Intelligent Spirited Dramatic Friendly Intense Consistent Shy 
Spontaneous  Focused Busy  Quiet  Imaginative  Anxious 
Wise  Talented Kinesthetic/Physical  Precocious  Thoughtful 
Fun  Organized  Excitable Creative Independent  Assertive 
Other: ________________________________________________________________________ 

 
The 3 things that concern me the MOST are: 

1. __________________________________________________________________________________ 
 
2. __________________________________________________________________________________ 

 
3. __________________________________________________________________________________ 

 
The 3 GOALS that I have for therapy are: 

1. __________________________________________________________________________________ 
 
2. __________________________________________________________________________________ 

 
3. __________________________________________________________________________________ 

 
My child learns BEST by: (circle all that apply)           Listening        Seeing        Doing       Following Others 
 
I want to improve my relationship with my child/children in the following ways: 
________________________________________________________________________________________
________________________________________________________________________________________ 
 
I will know when things are better when: 
________________________________________________________________________________________
________________________________________________________________________________________ 
 
The things I enjoy most about my child is: 
________________________________________________________________________________________
________________________________________________________________________________________ 
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INSURANCE VERIFICATION 

WORKSHEET 
(please call number on insurance card for information to 

complete this section): 
 

INSURANCE/EAP PLAN NAME:  ____________________  PLAN PHONE NUMBER: ___________________________ 

 

Is counseling a covered service under my plan?     (Y)     (N) 

 

Is preauthorization required for services?     (Y)     (N)  If yes, authorization#: _(Box 23 above) _ # Sessions ________ DATE(S) __________ 

 

Is my provider considered “in network” or “out of network”? If “out of network,” do I have “out of network” insurance benefits?  (Y)  (N) 

  

Do I have a co-pay per visit?      (Y)      (N)      If yes, how much do I pay at each session? $______________ 

 

What is my deductible for counseling services? $__________ 

Is my deductible combined with medical or separate? ______ 

How much of my deductible have I met this insurance year? _________ 

 

Is there a yearly session limit?     (Y)     (N)    If yes, # sessions allowed ______ # sessions used _________ 

Is my insurance based on a calendar year?     (Y)     (N)     If no, what is my insurance year? _________________ 

Is there a yearly dollar limit?     (Y)     (N)       If yes, how much have I used this year? _________________ 

Is there a limit to the number of daily/weekly sessions?(Y)(N)  If yes, what is the limit? ______________________________ 

Are there any diagnostic or billing codes my plan does not cover? ____________________________________________ 

To which company/address are claims to be sent? 

 

 


