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PERFECTFIT

Counseling Services




1722 Thomasville Rd. Tallahassee, FL 32303
(Phone): 850.270.7349  (Fax): 866.450.3672

Email: Liz@perfectfitcounseling.com


INFORMATION FORM

Today’s Date: ____________

Client Information

Name: _________________________    _____________________________    ___




First




Last


M.I.

Address:____________________________________________________________



Street and Number

City


State

Zip

Phone:__________        Age:________        Social Security No.:____-____-____

Date of Birth:____/____/____        Gender:_____     Marital Status:_________

Email:____________________________________   

Can we contact you through email?____________

Did someone refer you?    Yes/No    If yes, who?__________________________

May we send a thank you to whoever referred you?  Yes/No

A second phone number in case of an emergency:__________________________

Name of person:______________________ Relationship to you:_____________

Billing Information

Responsible Party #1

Name:_______________________    ______________________________    _____




First




Last


M.I.

Address:____________________________________________________________



Street and Number

City


State

Zip

Home Phone: ___________
Work Phone: __________

Responsible Party #2

Name:_______________________    ______________________________    _____




First




Last


M.I.

Address:____________________________________________________________



Street and Number

City


State

Zip

Home Phone: ___________
Work Phone: __________

Primary Insurance:

Insurance Company:_________________________  Plan Name:_____________

Address:_______________________________________________________





Street and Number

____________________________________________________________





City



State

Zip

Policy #:________________  Group:___________  Insured’s ID #:________

Phone Number:__________________        Fax Number:____________________

Insured Information

Name of Person Insured:_________________  _________________________  ____





First



Last


MI

SSN:____-____-____  Home Phone:______________  Work Phone:__________

Insured’s Address:____________________________________________________




Street and Number

City

State

Zip

Birth Date:____/____/____

Gender:  ____Male  ____Female

CHILDHOOD HISTORY FORM

Child’s Name __________________________

Date_________________

Birthdate ________________
Age___________

Sex _________

Adopted ___ yes  ___ no
Is your child aware of adoption? ___ yes  ___ no

Others in Household:


Relationship to child


Age

______________________

____________________
        ______

______________________

____________________
        ______

______________________

____________________
        ______

______________________

____________________
        ______

Briefly state your main concerns about your child:

Have any of the child’s blood relatives experienced similar problems?

Did the child’s mother or the child experience any complications during pregnancy/delivery?

MEDICAL HISTORY 
Please note the age and any other pertinent information.  Use back if necessary.

Childhood diseases: _____________________________________________________

Operations: ___________________________________________________________

Other hospitalizations: ___________________________________________________

Head injuries:__________________________________________________________

Convulsions/seizures: ____________________________________________________

Persistent high fevers: ___________________________________________________

Eye problems: __________________________________________________________

Tics (eye blinking, sniffing, or any repetitive movement): __________________________

Ear problems: __________________________________________________________

Allergies or asthma: _____________________________________________________

Sleep problems (restless, night waking, sleepwalking): ____________________________

Bedwetting or soiling pants in daytime: _______________________________________

Describe the child’s appetite: ______________________________________________

Please list other doctors or professionals consulted: _____________________________

Current medications and dose: _____________________________________________

Counseling: ____________________________________________________________

FAMILY/SOCIAL HISTORY
Include any brothers or sisters you (the parent) have/had as well as your (the parent) natural parents (In other words, YOUR childhood history). Be sure to include PAST or PRESENT behavior.

Birth Mother Childhood History (Check all that apply)

__ Alcoholism                                                          __ Drug Usage


__ Physical Abuse
                                                    __ Domestic Violence

__ Sexual Abuse
                                                      __ Mental Illness

__Criminal Activity
Birth Father Childhood History (Check all that apply)

__ Alcoholism                                                          __ Drug Usage


__ Physical Abuse
                                                    __ Domestic Violence

__ Sexual Abuse
                                                      __ Mental Illness

__Criminal Activity

Step-Mother Childhood History (Check all that apply)

__ Alcoholism                                                          __ Drug Usage


__ Physical Abuse
                                                    __ Domestic Violence

__ Sexual Abuse
                                                      __ Mental Illness

__Criminal Activity
                                                  

Step-Father Childhood History (Check all that apply)

__ Alcoholism                                                          __ Drug Usage


__ Physical Abuse
                                                    __ Domestic Violence

__ Sexual Abuse
                                                      __ Mental Illness

__Criminal Activity
                                                  

Adopted Mother Childhood History (Check all that apply)

__ Alcoholism                                                          __ Drug Usage


__ Physical Abuse
                                                    __ Domestic Violence

__ Sexual Abuse
                                                      __ Mental Illness

__Criminal Activity
                                                  
Adopted Father Childhood History (Check all that apply)

__ Alcoholism                                                          __ Drug Usage


__ Physical Abuse
                                                    __ Domestic Violence

__ Sexual Abuse
                                                      __ Mental Illness

__Criminal Activity
                                                  
Which family member has the best relationship with the patient?________ 
INFANCY - TODDLERHOOD

Were any of the following present during the first few years?

_____ did not enjoy cuddling


_____ was not calmed by being held

_____ difficult to comfort


_____ colic

_____ excessive restlessness


_____ excessive irritability

_____ frequent head banging


_____ constantly into everything

TEMPERAMENT:  please rate the following as you child appeared in infancy and toddlerhood:

Activity level:
_____ underactive
_____ average activity level
_____ overactive

Adaptability:
_____ adapted easily to change

_____ resisted change

Intensity:
_____ average

_____ feelings were often intense

Mood:

_____ often happy
_____ average range of moods



_____ often dissatisfied or irritable

DEVELOPMENTAL MILESTONES

As best you can recall, list age of development, or check item at right:






Age     or
Early

Normal

Late

Walked without assistance

_____

_____

_____

_____

Spoke first words


_____

_____

_____

_____


Any speech/articulation problems?

Toilet trained daytime


_____

_____

_____

_____

Toilet trained nighttime

_____

_____

_____

_____

COMPREHENSION AND UNDERSTANDING

Do you consider your child to understand directions and situations as well as other children his/her age? ________________________________________________________________

How would you rate your child’s overall level of intelligence?

_____ Below average

_____ Above average

_____ Average

PEER RELATIONSHIPS

How does your child get along with others his/her age?  Describe any problems.

SCHOOL HISTORY

School currently attending: _______________________________Grade level ________

Is you child in any resource or special classes? _________________________________

Has your child ever repeated a grade?  If so, which? _____________________________

Briefly describe your child’s school progress.  Note usual grades, any problems or successes, strong subjects and weak subjects:

Preschool - K __________________________________________________________

1st - 5th _____________________________________________________________

6th - 8th _____________________________________________________________

9th - 12th ____________________________________________________________

Describe any conduct problems you child has had in school:

How would you rate your child’s homework/study skills?  ___ Good   ___ Average   ___ Poor

Describe difficulties: ____________________________________________________

Has your child had tutoring or remedial work? __________________________________

Does your child like to read? _____ How often (circle one)  Never  Seldom  Occas.    Often

Please rate reading ability as   _____ good 
_____ fair
_____ poor

Any other comments on your child’s performance and behavior:

HOME BEHAVIOR AND MOOD

Check which of the following applies to your child:

_____ frequently irritable or moody

_____ nervous, anxious   

_____ can’t seem to enjoy doing anything
_____ frequent headaches

_____ sad spells



_____ frequent stomachaches

_____ crying spells    


_____ has had a panic attack (rapid 








heartbeat, sweaty palms, feeling 







something bad about to happen)

_____ easily bored



_____ difficulty sleeping:  

___ goes to sleep very late   

___ hard to get up in morning   

___ very restless sleep

_____ poor or low motivation



___ bad dreams

_____ low self-esteem (makes negative 
_____ acts like driven by a motor


statements about self)

_____ can’t seem to concentrate

_____ doesn’t seem to learn from experience

_____ has had thoughts of or made

_____ very disorganized (loses things, has 


comments about suicide



very messy room)

_____ other: ___________________
          _____ has ever been physically or sexually








abused

_____ eats (too much) or (too little)

_____ drug or tobacco use: _____________

_____ frequent arguing at home

_____ argues with or rude to teachers

_____ fearfulness

If you child experienced any stressful or traumatic situations in the past few months or in the last few years please describe:

Any additional comments you would like to make about your child (mood, behavior, personality, etc.):

Thank you for the time and effort you gave in completing this form.  Please also complete any check lists which accompany this history form.

Fee Scales
Fees are as follows:



Intake Fee: ....................................... $125.00
Individual/Family Session: 45-50 Min: $75.00

Cancellation Policy

Scheduling appointments can be made over the phone or in person.  The parent is primarily responsible for scheduling appointments and keeping blocked out times up-to-date.  Your time has been reserved exclusively for you; therefore, I reserve the right to bill for missed appointments or cancellations within 24 hours.  First missed or cancelled appointment without 24 hours notice, for any reason other than an emergency, will be billed at 50% of usual and customary rate.  Any missed visit after that will be billed at full price. Thank you for your consideration regarding this important matter. 

 Free services that I offer include school visits, teacher conferences and, consultations with other providers, reports and case summaries.
Payments are expected at the time of your visit unless previously arranged. Please do not let financial concerns restrict your participation or your child’s treatment.  It was agreed to $45.00 per session (45-50 min)
Emergency Situations

After Hour Emergency calls into the office will be forwarded through the answering service.  You may leave a message; however, any emergency situation should be followed first by calling 911 or going to the nearest emergency room.  
Client Responsibilities
Clients are expected to follow all office procedures for scheduling and keeping appointments, payment of services, and notification or termination of primary mental health professional previous to the initial assessment. Clients are also expected to be motivated for treatment and show improvement in overall functioning over time. If for some reason the patient does not show improvement over a determined amount of time and/or in your opinion treatment is ineffective you will be referred to another qualified professional.
Medical Records Policy
A child's medical record will only be released with the signature of both natural parents or legal guardians.  The record will not be produced until 36 hours after the request.  The record must be picked up by the requesting party within 48 hours of production or record will be destroyed.

LIMITS OF CONFIDENTIALITY

Contents of all therapy sessions are considered to be confidential. Both verbal information and written records about a client cannot be shared with another party without the written consent of the client or the client’s legal guardian. Noted exceptions are as follows:  

_____________________________________________________________________________ 

Duty to Warn and Protect 
When a client discloses 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 in which the client discloses or implies a plan for suicide, the health care professional is required to notify legal authorities and make reasonable attempts to notify the family of the client. 

Abuse of Children and Vulnerable Adults 
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. 

Minors/Guardianship 
Parents or legal guardians of non-emancipated minor clients have the right to access the clients’ records. 

Insurance Providers (when applicable) 

Insurance companies and other third-party payers are given information that they request regarding services to clients. 
Information that may be requested includes, but is not limited to: types of service, dates/times of service, diagnosis, treatment plan, and description of impairment, progress of therapy, case notes, and summaries. 

_________________________________________________________________ 

Client Signature (Client’s Parent/Guardian if under 18) 

________________________________ 

Today’s Date 

Informed Consent for Treatment

I, _____________________________________ (name of patient), agree and consent to participate in behavioral health care services offered by, Perfect Fit Counseling Services,  Liz Langrick  LCSW, a behavioral health provider. I understand that I am consenting and agreeing only to those services that the above-named provider is qualified to perform within: (1) the scope of the provider’s license, certification, and training; or (2) the scope of license, certification, and training of the behavioral health care providers directly supervising the services received by the patient. If the patient is under the age of eighteen or unable to consent to treatment, I attest that I have legal custody of the above named individual and am authorized to initiate and consent for treatment and/or legally authorized to initiate and consent to treatment on behalf of this individual.

I agree to the above limits of confidentiality and understand and agree to the cancellation policy and consent for treatment. 
_________________________________________________________________ 

Client Signature (Client’s Parent/Guardian if under 18) 

________________________________ 

Today’s Date                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                 
RELEASE OF INFORMATION

Client Name:  __________________________________

I hereby authorize Perfect Fit Counseling Services to release information 

of medical records to:
 ________________________________________________________
This information may include:

Result of the Bio-psychosocial evaluation, diagnosis, prescribed course of treatment, as well as any opinions or individual monthly progress reports.

For the specific purpose listed: Continuity of care

This consent shall be valid for one year.

I understand the legal issue of informed consent. I understand the nature of the contents to be released, the need for the information and that there are statues and regulations protecting the confidentiality of authorized information. I hereby acknowledge that this consent is truly voluntary and is valid until such request if fulfilled. I further acknowledge that I may revoke this consent, in writing at any time except to the extent that action based on this consent has been taken.

_________________________________
 
Client Signature or Parent if under 18                                                           
______________________________                                                                                                                                                    
Date
                                                                                                                                                                                             

Perfect Fit Counseling. 1722 Thomasville Rd. Tallahassee, FL 32303


[image: image1.png]_1400906743

