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Confidential Client Information (page 1 of 2) 
Welcome to my practice.  Please fill out the following questions as completely as possible.  

Use the back of the sheet if additional space is needed.  PLEASE PRINT OR WRITE LEGIBLY. 
 
Client's 
Name 
 

Ms. 
Mrs. 
Mr.       Last                                                 First                                              M.I. 

Marital Status 
 

___   Single 
 
___   Married 
 
___   Separated 
 
___   Divorced 
 
___   Widowed 
 
___   Engaged 
 
___   Other 

 
Client's 
Address 
 

 
Street: 

 
City:                                                     State:                    Zip Code: 

 
Phone 

                                                                Best phone number 
Home: (        )                                          to reach you:  (       )      
 
Email:                                                      @                           

  
Age:                    Date of Birth:                                

 
Education 

 
No. of years:                     Degree:                    Field:                                 Current Occupation: 

  
Religious background:                                                              Current Religion: 

 
Spouse 

 
Name:                                       Age:                Occupation:                                                      Years Married: 

 
Children 

 
M F  Name:                          Age: 

 
M F   Name:                            Age: 

 
M F   Name:                               Age: 

 
Were you raised by:               Both parents?                                Single parent?                            Relative?                              Other? 

 
Father's name:                                                                      Age:                                       Occupation: 

 
Mother's name:                                                                     Age:                                       Occupation: 

 
Brothers and sisters (including self) in birth order:  Name:                                   Age: 

 
Name:                                         Age: 

 
Name:                                      Age: 

 
Name:                                                 Age: 

 
Name:                                            Age: 

 
In your family was there a history of:        Alcoholism?                                Substance Abuse?                              Mental Illness?   
 
Prolonged family illness?                 What kind?                    

 
Current Medications: 

 
Significant medical problems? 

Have you had previous psychiatric care and/or counseling? 
 
If yes, give:                 Name of clinician:                                      Degree/License                               Date of sessions: 

 
 
Have you ever been hospitalized for substance abuse, alcoholism, eating disorders, or other psychiatric disorders? 

 
Who referred you to my practice?                                                     Would you like to receive our internet newsletter?  Y or N 
 



Confidential Client Information (page 2 of 2) 
 
Client or Guardian employed by: 

 
Employer's address: 

 
City:                                                  State:                 Zip:                                        Phone:  (        ) 

 
Please place a check beside any of the items below that describe your present concerns: 
 
___  Relationship problems                              ___  Low self-esteem                                             ___  Religion 
 
___  Anger management                                     ___  Addictive behavior                                       ___  Parents/relatives 
 
___  Anxiety/Stress/Panic attacks                    ___  Suicidal thoughts                                           ___  Financial 
 
___  Depression                                                  ___  Alcohol/Drugs                                                ___  Relational skills 
 
___  Sleep disturbance                                       ___  Child management                                         ___  Legal issues 
 

Describe the main goal you hope to accomplish through therapy: 
 
 
 
 
 
 
 

 
Driver's License No:                                                                            Social Security No: 

 
Who should we contact in case of an emergency?      Name:                                             

 
Address:                                                                                                                                            Phone:   (         ) 

 
With my signature below, I am stating that I understand and agree that payment is due at the time services are 
rendered.  I understand and agree that the standard rate for my therapy is $150 for the initial session and $125.00 
for each 45 minute session thereafter (including couples and family therapy.  I further understand and agree that I 
am responsible for payment for sessions not cancelled 24 hours in advance.  I also understand and agree that if I 
choose to file insurance for reimbursement of charges, I authorize the clinician to furnish information to my 
insurance carrier concerning my treatment.  I also understand that I am responsible for all charges that my 
insurance does not cover, regardless of the reason. 
 
I will be paying for services rendered today with: 
 
      ___  Personal Check         ___  Cash           ___   Credit Card on File   (MC, V, DSC, AMX) 
 
 
Client's Signature:  ____________________________                             Date:  ___________________ 
 
Parent/Guardian Signature:  _________________________                    Date:  ___________________ 
 
 

I will be happy to discuss my fees  
or any other questions related to billing or insurance. 

Please do not hesitate to ask. 
 



 
 

Anita Thomas Peters, M.A., L.P.C. 
Mike Peters, M.A., L.P.C. 

 
Information and Office Policies 

 
I am pleased you have selected me as your counselor.  Welcome to my office.  This document is designed to 
inform and to ensure that you understand our professional relationship. 
 
I only accept clients in my practice who I believe have the capacity to resolve their own problems with my 
assistance.  I believe that as people become more accepting of themselves, as they gain perspective 
regarding the relationships in their lives, and as they get more in touch with their personal power to make 
desired changes in their lives, they are more capable of finding happiness and contentment.  However, these 
are goals that sometimes take a long time to achieve.  Some clients may need only a few counseling 
sessions to achieve these goals, while others may require months or even years of counseling.  Please note 
that it is impossible to guarantee any specific results or time table regarding your counseling goals. 
 
As a client, you have the right to ask about counseling purposes, goals and techniques.  You are in control of 
our counseling and may end our therapy relationship at any point.  I will be supportive of that decision.  If 
counseling is successful, you will, at some point, feel that you are able to face life's future challenges without 
my support or intervention. 
 
Although our sessions may be very intimate psychologically, it is important for you to realize that we have a 
professional relationship rather than a social one.  Our contact will be limited to sessions you will arrange with 
me.  Please do not invite me to social gatherings, offer me gifts, or ask me to relate to you in any other way 
than in the professional context of our counseling sessions.  You will be best served while I am seeing you for 
counseling if our relationship stays strictly professional and if our sessions concentrate exclusively on your 
concerns.  You will learn a great deal about me as we work together during your therapy experience.  
However, it is important for you to remember that you are experiencing me in my professional role. 
 
I will keep confidential anything you say to me, with the following exceptions:  (a) you direct me to tell 
someone else, (b) I have reason to believe you are a danger to yourself or others, (c) I am ordered by a court 
to disclose information, (d) you are abusing and/or neglecting a child, disabled or elder person (e) you reveal 
information regarding abuse, neglect, illegal or unethical conduct occurring in an in-patient mental health 
facility, or (f) you reveal information concerning sexual exploitation by a mental health services provider.  
Confidential consultation with other P.I.C. therapists may also occur in order to maximize expertise and 
provide you with the highest quality services possible. 
 
I assure you that my services will be rendered in a professional manner consistent with accepted ethical 
standards.  However, if at any time, for any reason, you are dissatisfied with my services, please let me 
know.   
 
In answer to frequently asked questions and to ensure your understanding of my office policies, I ask that you 
read the following information and sign your name to indicate your understanding.  Should you have any 
questions, please feel free to ask. 
 

1. Therapy sessions begin by appointment and are 45 minutes in length.  The time and length of 
evaluation, consulting, and testing sessions is arranged individually.  Sessions may also be 
arranged by Skype or Face Time as needed. 

 
2. In return for the fee per session I agree to provide counseling services to you.  Consulting, 

testing and other services such as FMLA paperwork will be billed separately.  Telephone 
consultations are available at the rate of $30.00 per each 15 minute segment of time.   

 



 
Office Policies, Page Two 
 
 

3. Full payment for each session is requested at the beginning of the scheduled session.  Please 
have checks made out in advance.  This enables us to maximize the amount of time we have 
to work during the session.  Checks may be made out to "PIC." 

 
4. There is a $25.00 service charge for each returned check.  All accounts outstanding for which 

no payments have been received (nor alternative arrangements for payment made) for a 
period of 30 days will be turned over to a collection agency.  Persons who fall into this 
category will be responsible to pay all costs incurred in the collection process. 

 
5. No outstanding fees of over $150.00 for which arrangement of payment has not been made 

will be allowed.  You are responsible to pay this before further services will be provided.  If 
your financial situation prohibits further treatment with me, I will be happy to refer your to 
alternative agencies. 

 
6. You are responsible for all charges not covered by your insurance carrier.   This includes 

copays, deductibles and any other charges that your insurance fails to cover, regardless 
of the reason.  You also authorize payment of outstanding charges with the credit card or 
debit card on file with your signature.  A receipt for charges made on your card will be 
provided. 
 

7. Prior to beginning counseling services with a minor client who is named in a custody 
agreement or court order, a current custody agreement or divorce decree must be provided.  
No therapy for minors can begin until this document is provided. 
 

8. In the event that you request or have me subpoenaed to testify in court regarding your 
therapy, you will be charged $250.00 per hour, including any travel time.  Travel expenses, 
including gas, hotel, meals and airline fares will be charged separately.  A minimum retainer of 
$1000.00 48 hours in advance of the court date will be required.  This fee will not be 
reimbursed and provides payment for preparation to appear in court, as well as three hours of 
travel and court time.  Additional time spent will be billed at the rate of $250.00 per hour. 

 
9. If you have not requested a session for six months, your file will be closed.  If you return for 

therapy after that time, you will be considered a new client and you will be requested to fill out 
new information forms.  You will also be subject to any new increases in session fees. 

 
10. Your session is reserved for you.  If you are unable to keep your appointment, you are asked 

to notify our office at least 24 hours in advance so that someone else may utilize this time.  In 
the absence of your notification, you will be billed for the uncancelled session. 

 
 
I have read, understand, and agree to abide by the above Information and Office Policies Sheet. 
 
 
______________________________    __________________ 

Signature        Date 
 
______________________________    __________________ 

Signature        Date 
 
 
 

   


