New Client Intake
CONTACT INFORMATION
Date:  

______  Name: ___________________________ Age: ____ DOB: _____________ 
Single ____   Living together ____   How long ___   Married ___   # of times _____ Divorced  ____ Widow _________
Home Address:


        ___  City                                 _ State _____ Zip ________
Employer ________________________ Type of Work: ___________________  How long ______
Home # __________Work # ____________Cell # ____________ Email: ____________________ 
Emergency Contact Name: _________________ relation ______________ Ph # _______________  

How you found me: Psych.Today__TerriMilen.com__ Referred by ____________Other __________

FAMILY MEMBERS (spouse, children, parents, siblings, in-laws)
Name




  Relationship

Age/Date of Birth     Living Where?
________________________
_________________
_____________   _______________
________________________
_________________
_____________  ________________
________________________
_________________
_____________  ________________
________________________
_________________
_____________  ________________
________________________
_________________
_____________   _______________

________________________
_________________
_____________  ________________
________________________
_________________
_____________  ________________

PERSONAL / HEALTH HISTORY
Education_________________________ Previous Employment ______________________________

Major life changes: _________________________________________________________________ 
Exercise/Dietary Habits ____________________Leisure Activities ____________________________                                                  
Prescriptions/OTC/Supplements/Vitamins/Herbs/Reason:  ____________________________________ 
Tobacco/Marijuana/Alcohol/Drugs (circle)  how long/often ___________________________________
Physical/Verbal/Psychological/Sexual Abuse (you, your family) _______________________________ 
Past Hospitalizations: Procedure, Reason, Date ____________________________________________
Current health issues, if any: _________________________________________________

Previous Counseling/Support Groups (i.e. AA, NA, Alanon, etc.) ______________________________

RELATIONSHIPS – spouse, parents, siblings, friends, children, coworkers
Qualities/Shortcomings you bring to your relationships  ____________________________________
Those others would say you bring to your relationships  ____________________________________
IF APPLICABLE: What attracted you to your partner ____________________________________

What you feel attracted your partner to you _________________ ______________________

One thing you would change about your partner ____________________________________

One thing you feel your partner would change about you  _____________________________

YOUR CHILDHOOD (when you were in it)
What you liked most about your upbringing _____________________________________________
What you loved most about your parents  _______________________________________________
What you lacked most in your upbringing _______________________________________________
What you lacked most from your parents  _______________________________________________
What you saw in your friends that you envied ____________________________________________
What you saw in your friend’s upbringing that you envied ___________________________________
What your friends liked most about you _________________________________________________
What your friends liked most about your upbringing/parents _________________________________
What did you want to be/do when you grew up ___________________________________________
Your biggest struggle as a child/teenager/young adult ______________________________________

GOALS FOR COUNSELING AND FOR YOUR LIFE
_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________
______________________________________________________
How would you like to change your life?
Please check or write the goals that are important to you.

	Mood
	
	Feel less depressed

	
	
	Feel more self-confident

	
	
	Feel less guilt

	
	
	Reduce my fear of:

	
	
	Become more optimistic

	
	
	Better manage my temper

	
	
	Better accept the death of:

	
	
	Discuss my thoughts of harming myself or others

	
	
	Other:

	Thoughts
	
	Better tolerate my mistakes

	
	
	Learn to problem solve or make decisions

	
	
	Worry less about:

	
	
	Other:

	Physical
	
	Learn how to relax

	
	
	Improve my sleep

	
	
	Improve my energy

	
	
	Improve my focus/concentration

	
	
	Other:

	Relationships
	
	Reduce family difficulties

	
	
	Improve communication with my spouse / children / friends / coworkers / 

	
	
	Learn to express myself assertively

	
	
	Learn how to improve friendships

	
	
	Learn more effective parenting skills

	
	
	Improve my sexual relationship

	
	
	Other:

	
	
	


CONSENT FOR TREATMENT
I, the undersigned, hereby voluntarily request to receive clinical services from Terri E. Milen, MA, NCC, MHCI for myself or for my child, and that these services may include individual, couples, family or group therapy.  I understand that my initial session is considered an intake evaluation at which time pertinent personal and historical information will be gathered, and goals for therapy will be established.  I acknowledge that this session will run approximately 90 minutes, and that there is no additional charge for this session.  
I acknowledge that before beginning any treatment procedure, I will be given a full explanation of the nature and purpose of such treatment and any probable risks involved, and that I may refuse any and all treatment at any time without reason. I also acknowledge and accept that there will be no guarantees made to me as to the outcome of therapeutic assessments, therapy, treatment or care of my condition, and that the outcome will depend greatly on my capacity and willingness to be forthright and to fully engage in the process.  
I understand that although it has been explained to me that it is in my best interest therapeutically to have a final closure session before discontinuing treatment, I do have the right to choose to discontinue treatment without a closure session and without an explanation of my reason to do so.  I further acknowledge and accept that if I do choose to act upon this right, as a professional courtesy, I will make every reasonable attempt to provide verbal or written notification of my intent to discontinue services. 

I understand that the information I share in writing and in session with my therapist will be held in the strictest confidence at all times, except under the following conditions as outlined by Florida Statues:  1) I consent in writing, 2) Someone’s life or safety is seriously threatened, 3) Disclosure is required by law, 4) There is reason to suspect child abuse, and 5) I request that my therapist file a benefit claim and the claims payer requires my health information.

I acknowledge that the cost of my sessions is outlined below and that I am responsible for payment at the time that I receive services.  I also understand and agree that unless there is an emergency, I am required to give at least 24 hours advanced notice of cancellation; otherwise I will be responsible for the full cost of the session unless the appointment is able to be filled. 
• Email Rates* (per email response)           $  40 (approximately 30 minutes) 
• IM, Online (Webcam) or Phone Rates*   $  75 per individual session (approx. 50 minutes)
  




           $115 per couples session (approx. 80 minutes)

• Face to Face Rates (in Office)*                 $  85 per individual session (approx. 50 minutes)
  


                                    $125 per couples/family session (approx 80 minutes)
* $40 will be charged for each additional 30 minute increment. Home visits are also available. The rate for home visits will increase to allow for travel time and is based on this same scale.  A sliding fee scale is temporarily available on an as-needed basis.  The reduced fee is based on annual household income and number in household. 

SIGNATURE:  ________________________________________
  DATE:  ______________
