
P l a n o C o u n s e l i n g C e n t e r

2419 Coit Road, Suite C

Plano, Texas 75075

972-897-1507

http://www.PlanoCounselingCenter.com

W e l c o m e !

We look forward to providing you with a meaningful and professional

counseling experience. Wherever you are in your journey, we can help you

reach your personal goals.

Our dedicated and professional team of mental health providers work

together to provide you a full service of Therapeutic Modalit ies that best

serve your individual needs.

O u r Cen te r is c o m m i t t e d t o prov ide t h e highest qua l i t y o f profess ional

serv ice in a caring, compass iona te manner . W e bel ieve eve ryone has t h e

po ten t i a l t o c rea te t h e life t h e y t r u l y desire.

O u r miss ion is t o he lp you at ta in y o u r u l t i m a t e level o f hea l t h possible.

He lp ing you t o feel re laxed and c o m f o r t a b l e w i t h o u r l is tening ear and

t e a c h i n g you t h e necessary too ls to he lp i m p r o v e y o u r qua l i t y o f l i fe.

We are here to help you...

Please take a few moments to complete the fol lowing forms and bring t h e m

wi th you to the first session.

Thank you.

Karen S. Tyndal l , LPC-S and Staf f

D i rec to r and Superv isor



C H I L D A N D A D O L E S C E N T I N T A K E F O R M / C O N F I D E N T I A L

T o be comple ted by parent o r guardian request ing services f o r a mino r ch i ld . This i n f o r m a t i o n w i l l he lp you r counse lo r understand y o u r ch i ld .

This and al l commun i ca t i ons w i t h you r therapist, w i l l be kept conf ident ia l to the fu l l extent o f Texas law.

B A C K G R O U N D I N F O R M A T I O N Date

Child?s Name Date o f Birth Age

Child?s Address

City State Z i p Contact Phone

Chi ld lives wi th : Both biological parents = = = » Mother___?ss Father__?s?s§$§@«éMMoother & Stepfa ther____

Father & Stepmother Other (specify):

I f parents are divorced, describe custody arrangements:

I N F O R M A T I O N A B O U T C H I L D ? S M O T H E R :

Mother?s Name Age Race

Employer Occupation H r s / w k _

Employer?s Address

Can you be contacted at work by phone? Yes No Work Phone: Ext.

Rel ig ious Denominat ion Church
Member? Yes No Active? Yes No

Describe any physical problems you have that require medication or physical care:

Are you currently receiving medical treatment? Yes N o Physician:

Medicat ion(s) currently using:

Previous Counseling/Therapy? Yes N o If yes, when?

Wi th w h o m and for how long?

I N F O R M A T I O N A B O U T C H I L D ? S F A T H E R :

Father?s Name A g e Race

Employer Occupat ion H r s / w k _

Employer?s Address

Can you be contacted at work by phone? Yes No Work Phone: Ext.

Religious Denominat ion Church
Member? Yes No Active? Yes No

Describe any physical problems you have that require medication or physical care:

Are you currently receiving medical treatment? Yes N o Physician:

Medication(s) currently using:

Previous Counseling/Therapy? Yes N o I f yes, when?

Wi th w h o m and for how long?



F A M I L Y M E M B E R S

Lis t al l people now l iv ing in the household, then d rawa l i n e , and below it, list others who have lived there dur ing the child?s l i fe t ime:

Relationship Highest School

Name To Child Age Grade Completed Occupation

Using the scale below, please choose a n u m b e r that reflects the extent of your concern about each o f the issues

l isted below. Please rate every item. (You may add written comments after areas checked.)

Moderate

\ . Anger /Temper 14 .____ Talk o f se l f harm/harming others

2 . _ _ _ Depression 15,____ Unhappy Mos t o f the T ime

3 Divorce/Separat ion o f Parents 1 6 . _ _ _ Use o f A lcoho l

4 , _ _ _ _ Ad jus tmen t to Parent?s Remarriage 17._____ Use o f Drugs

5 School Performance 1 8 . Work

6 . _ _ _ _ Fami l y Problems 1 9 . Wor ry

7 . _ _ _ _ _ Fearfulness 2 0 , _ _ L o w Self-esteem

8 . _ _ _ Physical Problems 2 1 , _ _ _ _ Poor Appet i te

9 , _ _ _ Problems w i t h Social Relationships 2 2 . _ _ _ Overeating

10.____- Problems Sleeping 2 3 . _ _ _ Bedwett ing

1 1 . _ _ _ _ Nightmares 2 4 , _ _ _ Soil ing

1 2 . _ _ _ _ Sexual Concerns 2 5 . _ _ _ _ Cruelty to An ima ls

13._____ Rel ig ious/Spir i tual Concerns 2 6 . _ _ _ Fire Sett ing

Other problem(s):

Have there been any previous psychological, psychiatric, neurological, o r E.E.G. evaluations? Y e s N o

I f yes, please list results o f test:

Has child had counseling previously? I f yes, please name o f counselor and address:
? ? ? .

Reason fo r contact:

n e



M E D I C A L H I S T O R Y

W e r e there any complicat ions surrounding the child?s birth? Yes No I f yes, describe:

L i s t child?s sicknesses, operations, and injuries. Indicate age when occurred, and describe how severe. Please pay special at tent ion to

head injuries and any time when your chi ld was unconscious, had convulsions, a high fever, o r was delir ious:

List current medical problems:

Is child currently taking any prescription drugs? Yes No If yes, please list.

When did your child last have a physical examination?

Name o f Physician: Address:

H o w is child?s vis ion? Hearing?

A C A D E M I C / S C H O O L I N F O R M A T I O N

N a m e o f school, Grade________?s Teacher.

Has chi ld ever repeated a grade? I f so , w h i c h one(s)?

H o w does y o u r chi ld get along at school?

Describe di f f icu l t ies in learning at school

Have other f a m i l y members had learning dif f icult ies?

Describe what your chi ld l ikes to do fo r fun, special interests, hobbies, etc..

Describe your child?s religious background (rel igious denomination, is he/she a member o f a church, attendance at Sunday School and

worsh ip services, rel igious tra in ing at home, prayer l i fe, concept o f God, etc.)
_ $ $

Anything else you think would be important for the counselor to know: e S



C e n t e r o f C o u n s e l i n g Services, 2419 Coit Road, Suite C, Plano, Texas 75075, 972-897-1507

Cl ien t Agreement

Date:

Please note that all service charges are expected p r i o r to the start o f session and are the responsibility of the

client and/or responsible party. Credit Cards and cash are accepted.

A l l therapy sessions are 45 minutes. I f appointments are not cancelled within 24 hours prior, a cancel/missed
appointment fee is $75.00 wi l l be charged. Additional services provided include testing, as well as

communication wi th teachers/attomney/etc., and cost $250.00 per hour, plus travel expenses i f required. Past-
due balances are sent for collection, and must be paid along with any expenses incurred in collecting the debt

such as collection fees, legal fees, court costs and ahy other associated expenses. A 2.5% monthly interest rate

w i l l apply.

A l l counseling sessions are considered privileged information and are strictly confidential. They wi l l not be

disclosed to anyone without your consent except when required by law.

By initialing, | confirm that all legal parents/guardians are in agreement and give fu l l author izat ion
and consent for the fol lowing minor to receive counseling. Please print the information below.

Client Name: Date o f Birth:

Street Address: Apt:

City: State: Zip:

Name o f Guardian/Parent/Responsible Party:

Street Address: Apt:

C i t y : State: Zip:

Phone: 2?4 Phone:

Emergency Contact: Phone Number:

Relationship to Client:

I have read all the attached mater ia l and voluntar i ly request counseling services fo r my m i n o r chi ld at

accord ing to the terms provided. Parent/Guardian/Responsible Party:

Signature( Parent/Guardian/Responsible Party) Pr int Name Date

Mental Health Professional Signature Print name Date



INFORMED CONSENT

LIMITS OF CONFIDENTIALITY

C o n t e n t s of all t he rapy sess ions are cons idered to be conf ident ia l . Both verbal in fo rmat ion and wr i t ten reco rds

abou t a cl ient cannot be sha red wi th another party wi thout the wr i t ten consen t of the cl ient or the client?s legal

guard ian . Noted except ions are as fo l lows:

D u t y t o W a r n a n d P r o t e c t

When a client discuses intentions or a plan to harm another person, the mental health professional is required
to warn the intended victim and report this information to legal authorities. In cases where a client discloses or
implies a plan for suicide, the mental health professional is required by law to notify legal authorities and make
reasonable attempts to notify the family of the client.

A b u s e o f C h i l d r e n a n d V u l n e r a b l e A d u l t s

If a client states or suggests that he or she is abusing a child (or vulnerable adult) or has recently abused a

child (or vulnerable adult), or a child (or vulnerable adult) is in danger of abuse, the mental health professional
is required to report this information to the appropriate social service and/or legal authorities.

Prenatal Exposure to Control led Substances

Mental health professionals are required by law to report any prenatal exposure to controlled substances that
are potentially harmful.

M i n o r / G u a r d i a n s h i p

P a r e n t s or legal gua rd ians of non -emanc ipa ted minor cl ients h a v e the right to access the cl ient 's records .

I n s u r a n c e P r o v i d e r s ( w h e n a p p l i c a b l e )

I nsu rance c o m p a n i e s and other th i rd-par ty payers are, by law, given informat ion that they request regard ing

se rv i ces to cl ients.

Information that may be requested includes, but is not limited to: Types of service, date/times of service,
diagnosis, treatment plan, description of impairment, progress of therapy, case notes, and summaries.

| ag ree to the above l imits of conf ident ia l i ty and understand thei r mean ing and ramif icat ions.

C l i en t S ignature : Pr in t N a m e Date

Pa ren t /Gua rd ian S ignature Pr in t N a m e Date

M e n t a l Hea l th Pro fess iona l S igna ture Pr in t N a m e Date



Plano Counsel ing Center

C r e d i t C a r d A u t h o r i z a t i o n F o r m

Please complete all fields. You may cancel this authorization at any t ime by contact ing us. Th is authorization wi l l
remain ine f f ec t unti l cancelled.

C r e d i t C a r d I n f o r m a t i o n

Card Type: O MasterCard O V I S A U1 Discover

a O t h e r

C a r d h o l d e r N a m e (as s h o w n on card)

C a r d N u m b e r :

Exp i ra t ion Date (mm/yy): CVV Code):

Cardho lder Z I P Code ( f rom credit card b i l l i ng address):

I , , author ize to charge m y cred i t card

above fo r agreed upon purchases. I understand that m y in fo rma t i on w i l l be saved to f i l e fo r fu tu re

t ransact ions on m y account .

Customer Signature Date


