FAMILY CONNECTIONS COUNSELING

DISCLOSURE STATEMENT

Welcome to Family Connections. Services provided by Family Connections include, but are not limited to: individual therapy, group therapy, play therapy, adolescent therapy, marriage and couple counseling, family counseling, and parenting classes. We are glad that you are here and we are committed to providing you with quality care.

Staff Qualifications: Counseling/education classes will be provided by a Licensed Professional Counselor. The staff of Family Connections have completed the requirements for licensure in the state of Texas.

Counseling Relationship: During our counseling sessions, we will direct our mutual efforts toward agreed upon goals determined on an individual basis. The sessions will last approximately 45-50 minutes. Although the counseling sessions and educational classes may be very personal, the relationship between you and your counselor is a professional one rather than a social one. Contact with your counselor will be limited to counseling sessions, and/or classes, and you will be best served if the sessions concentrate exclusively on your concerns. Family Connections does not permit private information of any counselors to be given out. 

Effects of Counseling: At any time, you may initiate a discussion of possible positive or negative effects of entering, not entering, continuing, or discontinuing counseling. While benefits are expected from counseling, specific results are not guaranteed. Counseling is a personal exploration and may lead to major changes in your life perspectives and decisions. These changes may affect significant relationships, your job, and/or your understanding of yourself. Some of these changes may be temporarily distressing. The exact nature of these changes cannot be predicted. Together we will work to achieve the best results for you. 

Family Connections and its staff recognize that not all conditions presented by clients are appropriate for treatment at this facility. For this reason, you and/or I may believe that a referral is needed. In that case, I will provide some alternatives including programs and/or people who may be available to assist you. A verbal exploration of alternatives to counseling will also be made available upon request. 

The following actions may lead to immediate termination of the session: arriving for a counseling session or for a class intoxicated or under the influence of an illegal substance, threats or violence to any staff member of Family Connections or to other clients. Family Connections reserves the right to discontinue counseling of clients who do not comply with the medication recommendations of their psychiatrist or physician.

In the event of a psychiatric emergency contact the crisis hotline at 1-866-260-8000 or your primary care physician.

Confidentiality: All staff of Family Connections will respect the privacy of your records. Information discussed in counseling will not be shared with individuals who are not affiliated with Family Connections unless you have given your written consent. Exceptions and limitations to these parameters of confidentiality are as follows:

· you disclose abuse or neglect of a child, elderly, or disabled person;

· your counselor determines that you a danger to yourself or to someone else; or

· if your records are subpoenaed by a court of law.

In the event that Family Connections must telephone you for purposes such as appointment cancellations or to give/receive other information, efforts will be made to preserve your confidentiality. If I see you in public, I will protect your confidentiality by acknowledging you only if you approach me first.

In the case of marriage, couples, or family counseling, I will keep confidential (within limits cited above) information you disclose to me without your family member’s knowledge. However, I encourage open communication between family members and I reserve the right to terminate our counseling relationship if I judge any secret to be detrimental to the therapeutic progress.

Fees/Payment: Counseling services are by appointment only. You are responsible for keeping your appointments and arriving on time. In the event that you cannot keep your appointment, it is your responsibility to notify the office at least 24 hours in advance to cancel or to reschedule an appointment. After two consecutive missed appointments without notification, your regular time slot will not be reserved.    

Payment is due at the time services are rendered in which you agree to pay $_________ per counseling session. As a courtesy, your therapist will verify, pre-certify, and submit your insurance claim, but you are responsible for deductibles; co-insurances, and co-payments. It is your responsibility to familiarize yourself with your insurance benefits and changes that may occur in your eligibility. Failure to do so may result in a denial of your claim. It is understood that you (the client) will be billed at the full rate of $120.00 and agree to pay the full amount for each no-show session and sessions cancelled less than 24 hours of your scheduled appointment time. To ensure proper payment in the event of a no-show and/or late cancellation, the requested credit card information as specified below will be provided by you (the client/legal guardian). You also agree to pay the $20.00 check fee plus bank fees for any checks that are returned for non-sufficient funds. 

Client Rights: Some clients need only a few counseling sessions to achieve their goals: others may require months or even years of counseling. You may end our counseling relationship at any time, although I do ask that you participate in a termination session. Our goal is to provide services to you in a professional and ethical manner. If you are dissatisfied with your counselor’s services, please inform your counselor. If you feel as though your counselor has not behaved in a professional or ethical manner, you may report your complaint to: The Texas Board of Examiners of Professional Counselors, P.O. Box 141369, Austin, TX 78714-1369.

By your signature below, you are indicating that you have read and understood this statement, or that any questions you had about this statement were answered to your satisfaction, and that you have received a copy of this statement. By my signature, I verify the accuracy of this statement and acknowledge my commitment to conform to its specifications.

_____________________________________________      ____________________________

Client’s Signature/Guardian’s Signature



Date

_____________________________________________      ____________________________

Counselor’s Signature





Date 

I hereby state that I have managing conservatorship for ________________________________








     Name of dependent child

I give my permission for him/her to receive services by the staff of Family Connections either for individual or group counseling. I will provide court document regarding conservatorship of my child. 

------------------------------------------------------------------------------------------------------------------------------------------------

I authorize Family Connections Counseling to charge my MasterCard, Visa, or other approved credit card for any accrued balance (co-pays, deductibles, late cancellations, no-shows, check return fees, etc.). 

MasterCard   ________ 

Visa   ________ 

Other   __________

Cardholder’s Name: ___________________________________________

Card Number:
   ___________________________________________

Expiration Date (month/year):  __________________________________ 

Zip Code:  ________________________

Numerical Portion of your address where your billing is mailed: ____________________

Last 3 or 4 Digit Code found on the back of credit card   ______________

FAMILY CONNECTIONS COUNSELING

CHILD/ADOLESCENT THERAPEUTIC INTAKE

Today’s Date_______________       Whom may we thank for referring you to our office? __________________
Child/Adolescent Name: _____________________  Birthdate: ______________   SS#: ___________________
Address: ______________________________ City: ______________ State: _________ Zip Code: __________

Home Ph#: _____________________  Work Ph#: __________________  Cell Ph#: ______________________

Whom may we contact in case of emergency:  Name ____________________ Relationship________________






          Address _____________________________________________ 




          Phone # _____________________________________________

Name of Insurance: ____________________  Member/Policy/Subcriber ID#: ___________________________








                  Group #: ___________________________
Email address if you would like to be contacted for administration purposes:_____________________________

GENERAL INFORMATION ON CHILD/ADOLESCENT:

Mother’s Name ________________________
Age____  
Address/Phone # same as above:  Yes/No       If not:   Current Address___________________________ City____________ State____ Zip_________


            Home Ph#____________________ Work Ph#___________________ Cell # _______________

Father’s Name _________________________
Age____
Address/Phone # same as above:  Yes/No       

If not:   Current Address___________________________ City____________ State____ Zip_________



Home Ph#____________________ Work Ph#__________________ Cell #________________

Step Parent(s)/Legal Guardian:
Name(s)__________________________Age(s)______________

Address/Phone # same as above:  Yes/No       If not:   Current Address___________________________
       City______________ State____ Zip___________


Home Ph#___________________ Work Ph#_________________ Cell #________________

Child’s Physician: ______________________
Phone#_________________________

Has your child ever been tested by a psychologist?  Yes/No
         If yes, please give date and reason: 

_____________________________________________________________________________________

Has your child ever been placed in a psychiatric hospital?   Yes/No      If yes, please give date and reason:

_____________________________________________________________________________________

Is your child currently in therapy/counseling?       Yes/No  

Has your child received therapy/counseling in the past?     Yes/No

If yes, to either of the above, please fill out the following information: 
Reason____________________

        Name of therapist/counselor: _____________________Date/Length of treatment________________

Has your child previously taken any medications for emotional/behavioral problems?  Yes/No

If yes, please describe:__________________________________________________________________  

FAMILY DYNAMICS:

People currently living in the home:

Name:______________________Age:__________ Relationship to the child:________________

Name:______________________Age:__________ Relationship to the child:________________

Name:______________________Age:__________ Relationship to the child:________________

Name:______________________Age:__________ Relationship to the child:________________

EDUCATION INFORMATION:

Is your child currently enrolled in school/daycare?     Yes/No 
How many schools daycares has your child attended in the last year? ______________________

Name of school/daycare: _____________________ Grade: _______ Name of Teacher: ___________
 

Describe your child’s academic performance over the past school year: 
GOOD
     FAIR      POOR


If POOR, please explain: _________________________________________________________

Is your child’s behavior a problem in his/her school?   Yes/No    If yes, please describe:____________________
__________________________________________________________________________________________ 

HEALTH INFORMATION ON CHILD/ADOLESCENT:

Does your child have any chronic illnesses, genetic illnesses, allergies or handicaps?   Yes/No

If yes, please describe:___________________________________________________________ 

Is your child currently being treated for any illnesses? Yes/No
If yes, what type__________

Is your child taking any medication at this time?  Yes/No
   If yes, what kind_______________

Was your child born with a low birth weight?  Yes/No

Was your child premature?  Yes/No

Was your child exposed to prenatal drug use? Yes/No
If yes, what kind________________

When did your child first:

Babble_________
Sit Unassisted_____________
Become Toilet Trained___________

Roll Over_______
Walk ___________________



Crawl__________
Talk____________________

RELATIONSHIPS:

Are the child’s biological parents:         
___Married/living together



        ___Separated/Divorced

How long married/living together__________

        How long separated/divorced___________

Are the child’s biological parents still living? Yes/No
        Age of child at time of separation/divorce _____
If No, age of child when parent died_______  
        Length of relationship with step-parent/legal 












Guardian _________  

Describe the following relationships:

Mother and child:___________________________________________________________________________  

Father and child:____________________________________________________________________________ 

Siblings and child:___________________________________________________________________________ 

Step Parent/Legal Guardian (or other significant relationships) and child:_______________________________ 

BEHAVIORAL INFORMATION:

Have there been any significant events in your child’s life in the past 12 months?    Yes/No

If YES, please explain:_______________________________________________________________________ 

Does your child have difficulties in any of the following areas? (Check all that apply)

Health:


Emotions:


Sleep:

__weight loss/gain

__mood swings


__bed wetting

__diet/eating


__frequent crying 

__nightmares

__uses drugs/alcohol

__depre
ssed


__waking up/going to bed

__caffeine/nicotine 

__suicide ideations/attempts
Development:

Behaviors:



Relationships:

__soils pants

__lying/exaggerating


__getting along with other kids

__sucks thumb

__cruelty to animals


__getting along with other adults

__motor skills

__fascination with fire/weapons

__dating

__language skills
__sexual acting out







__nervous habits




__truancy

__involvement with law enforcement

Describe your child’s fears:_______________________________________________________

How does your child show affection?_______________________________________________ 

How does your child show anger?__________________________________________________ 

What are some of your child’s favorite activities?______________________________________ 

DISCIPLINE TECHNIQUES:

Mother:_______________________________________________________________________

Father:________________________________________________________________________ 

Step Parent/Legal Guardian:_______________________________________________________ 

ABUSE INFORMATION:
As far as you are aware, has your child/adolescent been abused:

Physically?   Yes/No         If Yes, Date:_______   was CPS notified?  Yes/No     Date:________ 

         CPS Case #_________________
Child’s age at the time of the incident_____   

         Who did your child first tell about the incident?_____________________________     

         Name of Perpetrator___________________________________________________ 

         Please describe:_________________________________________________________________ 

Sexually?   Yes/No           If Yes, Date:_______  was CPS notified?  Yes/No     Date:________ 

         CPS Case #_________________
Child’s age at the time of the incident_____   

         Who did your child first tell about the incident?_____________________________     

         Name of Perpetrator___________________________________________________ 

         Please describe:_________________________________________________________________ 

Emotionally?   Yes/No          If Yes, Date:_______ was CPS notified?  Yes/No     Date:________ 

         CPS Case #_________________
Child’s age at the time of the incident_____   

         Who did your child first tell about the incident?_____________________________     

         Name of Perpetrator___________________________________________________ 

         Please describe:_________________________________________________________________ 

Neglect?   Yes/No           If Yes, Date:_______  was CPS notified?  Yes/No     Date:___________ 

         CPS Case #_________________
Child’s age at the time of the incident_________   

         Who did your child first tell about the incident?______________________________     

         Name of Perpetrator____________________________________________________ 

         Please describe:__________________________________________________________________ 

What was your child’s reaction to the abuse/investigation/outcome:__________________________ 

________________________________________________________________________________

Why have you decided to seek counseling at this time?​​​​​​____________________________________ 

_________________________________________________________________________________

I authorize this office to release information necessary to expedite insurance claims. I authorize payment to Family Connections for the services described on the submitted claim forms. I understand that I am responsible for payment of services not covered by the designated insurance company. I also understand that I am responsible for any charges incurred if I fail to cancel a scheduled appointment without 24 hours advance notice. 

Financial Responsible Party: __________________________________________
Parent or Legal Guardian’s Signature:___________________________________      Date: _____________

PLAY THERAPY

INFORMATION AND AGREEMENT

WHAT IS PLAY THERAPY?

· Play therapy is to children what counseling is to adults.

· Children don’t always have the ability to express themselves with words.

· Play therapy allows children to communicate through play, their most natural form of expression.

· The toys the children use in play therapy help them play out what they may be feeling, what they have experienced, and what they would like to be different.

WHY DOES MY CHILD NEED PLAY THERAPY?

· Difficulties at home, in school, divorce/separation, etc.

· Witnessing or experiencing abuse.

· Problematic behaviors (anger outbursts, withdrawn, mood swings, etc.)

· Not getting help now can lead to greater problems for you and your child later on.

WHAT CAN I EXPECT FROM PLAY THERAPY?

· During the therapy time, every thought, feeling, and most actions of the child are accepted within consistent, clearly defined limits.

· There is no such thing as "wrong" or "bad" behavior in play therapy.

· The therapist will not "pump" the child for information about their life or an abusive incident.

· Children are allowed to work through their problems at their own pace.

·  Play therapy can be messy. Please dress your child in play clothes!

It is important to know that working through these experiences in play therapy, while necessary, can be painful and emotional. It is therefore normal for children to display an increase in acting out behaviors at various times throughout their play therapy.

WHAT TO TELL YOUR CHILD ABOUT PLAY THERAPY

· Say that they will be coming to a safe playroom with a grown-up named _______.

· Say something like, "When things are difficult for you at home, school, in the family, etc., sometimes it helps to have a safe place to play."

· You may also tell them that it is OK to talk about those things in the playroom.

· Please never tell your child that he or she has to talk.

BEFORE AND AFTER EACH SESSION

· Please do not tell your child to have "fun" or to be "good" when the session is to begin.

· Please do not ask your child what he or she played with or talked about when the session has ended. It is important that your child does not feel the need to give an account of what happens in the play therapy room. 

· If your child brings artwork from the session, simply comment on the colors they used or what you see. "You covered the whole page with blue, red, and black." Hidden meanings may be present in artwork, so it is best not to offer praise ("How pretty!") or to criticize ("That's not the way to draw it"), or ask questions ("Who is that?", "What did you draw").
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