Allison Massey, MA, LPC
5189 Texas Ave, Abilene, TX 79605 (325-232-7530) 

ADULT PAPERWORK

Client’s Legal Name} Last: _________________________     First: _________________________     Middle Initial: ______     

Name You Wish to be Called: ______________________     Date of Birth: __________     Female: ______     Male: ______   

Relationship Status?______________   Employed: ___    Full-Time Student: ___    Part-Time Student: ___    Other: ___  

Referred By: _______________________________________________________________________________________  

Client’s Address: ____________________________________________________________________________________

City: ____________________________________     State: _______________________     Zip Code: _________________

Emergency Contact} Name: _________________________     Relation: _______________     Phone#: ________________

Name of Person Responsible for the Bill: _________________________________________________________________

Address of the Person Responsible for the Bill: ____________________________________________________________

City: ____________________________________     State: _______________________     Zip Code: _________________







OK to call for reminders/changes?
OK to leave messages?

Home Phone: _________________________

     Y / N




Y / N
Work Phone: _________________________

     Y / N




Y / N
Cell Phone: ___________________________

     Y / N




Y / N




Email Address _________________________________________________________ 
  OK to Email?  Y / N
Highest educational level completed: ____________________________  Currently in school? _____________________
Occupation? ____________________________
Average Hours per week? _____________ Do you enjoy your job?   Y / N
How would you describe your spiritual/faith preference?   _____________________________________
Appointment Reminders and Online Appointment Scheduling

You can receive an appointment reminder to your email address, your cell phone (via a text message), or your home phone (via a computer generated voice message) the day before your scheduled appointments.

You can also enjoy the convenience of online scheduling at any time. Once your account is established, you simply visit your therapist’s page at: 
www.therapyappointment.com
From there you may schedule, cancel, or check your appointments. You may continue to schedule appointments in person or by telephone, but if you have internet access, you are sure to enjoy the convenience of this online system.
Where would you like to receive appointment reminders?  (CHECK ONLY 1 OPTION)
____ Email

____ Text Message (NORMAL TEXT MESSAGE RATES WILL APPLY)
____ Phone call (AUTOMATED CALL TO YOUR PHONE)
____ None of the above. I’ll remember my own appointments. (MISSED APPOINTMENT FEES WILL BE $25)
Who else lives with you (the client) in the home? List below.

Name





Date of Birth/Age


Relationship
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
Briefly describe your reason(s) for seeking help.

__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
Medical History 

Name of Primary Physician: ________________________________________________
Permission to Contact?   Y / N

Current medical conditions: ___________________________________________________________________________
Past medical conditions: ______________________________________________________________________________

Do you drink alcoholic beverages?      Y / N
If yes, how many? _______Daily _______weekly? 

Would you or anyone else describe your drinking as a problem?    Y / N

Do you smoke cigerettes? Y / N 


If yes, how many do you smoke: ____cig/day _______Packs/day 


If Yes, when did you start smoking? _______ 
Have you ever tried to quit? Y / N

Have you in the past or currently: Used/Abused/Experimented with Illegal drugs? Y / N

How would you rate your overall sleep at this time on a scale of 1-10? _________________________________________

How would you rate your overall health at this time on a scale of 1-10? ________________________________________
Current medications you are taking (we can make a copy if you have a list with you):

Medication Name
         
Dosage/Frequency

Reason taking


Length of time taken
__________________________________________________________________________________________________

__________________________________________________________________________________________________

Counseling History

Previous Counseling:  Y / N 
With whom? / Dates: ______________________________________________________
Previous inpatient hospitalization:  Y / N        With whom? / Dates: ____________________________________________
What was your outcome and response? _________________________________________________________________

Previous history of cutting or suicidal thinking/attempts?  Y / N

If so, when? ________________________________________________________________________________________

Marital/Couple History
Describe the current marital or couple relationship (if applicable): 
__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

1st marriage:  # of years:  ______   # of children & ages: ____________________ comments: _______________________
2nd marriage: # of years:  ______   # of children & ages: ____________________ comments: _______________________
3rd marriage:  # of years:  ______   # of children & ages: ____________________ comments: _______________________
Family of Origin
Briefly describe your relationship with your family that you grew up with (i.e. parent figures, siblings, relatives):

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________
SYMPTOM CHECKLIST: PLEASE PUT AN [X] BY ALL OF THE ITEMS THAT APPLY TO YOU. 
Situations



Feelings



Thinking (continued)

__ Parenting



__ Nervous



__ Nightmares

__ Children



__ Angry



__ Flashbacks

__ Marriage



__ Irritable



__ Hearing voices

__ Divorce



__ Guilty



__ Seeing strange things
__ Separation



__ Shamed



__ Obsessive/repetitive thoughts
__ Dating



__ Depressed



__ Suicidal thinking
__ Premarital counseling

__ Sad



     
      
__ Sexual problems


__ Fearful



Physical complaints
__ Stress



__ Shy




__ Insomnia
__ School/education


__ Anxious



__ Sleeping too much
__ Career choices/goals


__ Worried



__ Weight gain
__ Finances



__ Hopeless



__ Weight loss
__ Legal concerns


__ Numb/no feelings


__ Low energy/fatigue
__ Religion



__ Mood swings


__ Less interest in pleasure/fun
__ My past 



__ Happy/elated


__ Alcohol use





__ Worthless



__ Drug use   
Relationship Issues







__ Headaches
__ Relationship with parents

Thinking



__ Upset stomach
__ Relationship with friends

__ Blaming others


__ Ulcers
__ Relationship with in-laws

__ Difficulty acknowledging problems
__ Allergies
__ Feeling lonely or isolated

__ Poor concentration


__ Asthma
__ Feeling inferior to others

__ Attention span problems

__ Body aches
__ Feeling a lot of conflict

__ Short-term memory problems
__ Bedwetting/soiling
__ Feeling too submissive

__ Long-term memory problems
__ Cutting
__ Feeling too controlling/dominant
__ Confusion



__ Other: ________________________
__ Feeling out of control

__ Racing thoughts


________________________________
__ Feeling threatened or in danger
__ Trouble making decisions

________________________________
__ Difficulty trusting others

__ Problems with day to day functions
________________________________
What are some effective coping strategies you have learned? ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What do you consider your strengths? ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Personal Weaknesses? ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Qualifications

I have a Master of Marriage and Family Therapy degree from Hardin Simmons University. I am a LPC with experience with a  wide range of cliental. 
Nature of Therapy/Counseling

Therapy is a collaborative process where you and I will identify and work on any issues that you bring to our session. My aim is to address not only your individual functioning, but also the roles you play in your most important relationships. I desire to foster a place where you feel safe, respected, and valued, and where we can pursue new possibilities for your personal and relational well-being. 
It is important to recognize that therapy has both risks and benefits.  At times, you may experience uncomfortable feelings such as sadness, anger, guilt, anxiety, or frustration.  The changes you make in therapy could be temporarily distressing; this is a normal part of growth.  I believe that therapy has stronger benefits than risks. While benefits are expected, specific results are not guaranteed.

Each session typically lasts between 45-50 minutes. Depending on the nature of the presenting problem, therapy may last from a few sessions, to months, to years.  As a client, you have the right to decide whether or not to continue therapy.  If you choose to discontinue therapy, I prefer that you attend a termination session where the conclusion of this relationship can be discussed. Additionally, therapy is most successful when clients work on things discussed during sessions outside of the therapy room.  

The therapist-client relationship is designed to be professional, not personal. Our contact will be limited to our sessions.  You will receive the greatest benefit from therapy if our relationship is strictly professional and the content of our sessions is focused on your concerns.  Please note that the purpose of therapy is not to enhance a court case and will not be used as a means of investigation or any other legal purpose. 
Fee Policy and Procedures
Fees 

I have a sliding scale of $40 - $65 per session that is negotiable. 
Payment Method

Payment is required at time services are rendered. You may pay in cash, check, or debit/credit card.

Missed Appointments & Late Cancellations

Any appointment that is missed or cancelled without 24 hours notice will result in your being charged a $25.00 fee. Please see the No Show/Late Cancellation Policy at the end of this packet for more information. Insurance will not cover missed appointments.

Please notify us immediately if you are unable to keep an appointment.

Signature

You are encouraged to ask any questions you may have at any time, including before you sign this form. Your signature below indicates that you understand and will comply with the above policy and procedures. 

___________________________________________________________

________________

Signature of Client







Date

Complaint Procedures 

If you are dissatisfied with any aspect of the therapeutic process, please inform me immediately.  It is my desire to make your therapy experience enriching and beneficial.  If you feel that you are receiving unfair or unethical treatment from me, and do not feel that you can resolve this problem with me, you can file a complaint with the Texas State Board of Examiners of Professional Counselors at P.O. Box 141369, Austin, TX, 78714, or call 1-800-942-5540 for clarification of your rights as a client.
Record Retention

I will retain adult records for seven years after the conclusion of therapy. Records for minors will be retained for seven years after the client turns 18.  At this time, records will be disposed of in a manner that maintains confidentiality. In the unlikely event of my death or incapacitation, Jeff Emery will manage clinical records and referrals in collaboration with Mosaic Wellness.
Confidentiality
What you and your counselor discuss is private. Your right to privacy is protected by federal regulations and the rules governing your counselor’s specific professional licensing board.

Your counselor is not authorized to share information about you unless you sign an Authorization to Release Information stating in writing the specific information you want shared and the specific person that you want to receive the information. 

There are exceptions to this policy. Confidentiality may be broken and the appropriate individuals or authorities notified if any of the following occur: 
1. I learn that you are a threat to harm yourself or others.
2. I suspect that a child, an elderly adult, or a person not competent to care for him/herself may have been abused in the past, is presently being abused, or might be abused in the future. State law requires me to report this. 
3. A court of law orders that I release specific information about you in a judicial proceeding. 
Legal Action

If legal actions occur in which I am requested or subpoenaed to provide testimony (such as a custody case) you will be responsible to pay me directly for providing the following services: (a) any time spent writing reports or assessments (b) time spent preparing for court, (c) time spent to/from court, and (d) time spent appearing/testifying in court. Charges for legal services will be billed $100 per hour, with a minimum of one hour billed, regardless of whether I actually testify in court proceedings. This fee is NOT reimbursable and is therefore the full legal responsibility of you, the client, and/or the client’s parent or legal guardian. 
Electronic Communications
I cannot ensure the confidentiality of any form of communication through electronic media, including email. If you prefer to communicate via email for issues regarding scheduling or cancellations, I will do so. While I may try to return messages in a timely manner, I cannot guarantee immediate response and request that you do not use these methods of communication to discuss therapeutic content and/or request assistance for emergencies.  Any correspondence we have may be included in your records. 
I have read and understand all statements regarding my therapist’s qualifications, the nature of therapy/counseling, my rights as a client, and exceptions to confidentiality. I accept the limits of confidentiality of electronic communication and give Allison Massey, MA, LPC permission to contact me via email and/or text messaging. I agree to the information enclosed in this document and hereby give my consent to receive therapeutic services provided by Allison Massey, MA, LPC. 
______________________________________________

__________________________
Signature of Client 






Date 
Client Consent for Use and Disclosure of 

Protected Health Information
I, hereby give my consent for Allison Massey, MA, LPC
to use and disclose protected health information (PHI) about me to carry out treatment, payment, and healthcare operations (TPO).  By signing this form, I agree to let Ms. Massey use and disclose my information to carry out my treatment and/or arrange for payment of treatment and/or consult with other providers about my treatment.

The Notice of Privacy Practices explains in more detail how Ms. Massey can use and disclose my information. I have the right to review the NPP prior to signing this document. Please read it before you sign below.
I may request that Allison Massey, MA, LPC, restrict how she uses and discloses my PHI to carry out my TPO; however, Ms. Massey is not required to agree to my request, but if she does, she is bound by this agreement.  I may revoke my consent (in writing) except to the extent that disclosures have already been made in reliance on my prior consent.

If I do not sign this consent form or later revoke it Allison Massey, MA, LPC, may decline to provide treatment to me.

Allison Massey, MA, LPC, reserves the right to revise her Notice of Privacy Practices at any time.  A revised Notice of Privacy Practices may be obtained by forwarding a written request at 5289 Texas Ave., Abilene, TX, 79606.

Signature of Client: ______________________________________
     Date: ​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​________________________

EMERGENCY CONTACT 

Emergency Contact

Crisis intervention is an integral part of the clinical services provided by Allison Massey, MA, LPC, and is available to every client. Therefore, a therapist is on-call 24-hours a day, seven days a week. I am trained in telephone crisis intervention, family intervention, community education, bereavement support, outreach, and referral services. During business hours, the receptionist or other support staff answers incoming phone calls and alert me to any crisis or emergency. After business hours, when you make a crisis or emergency call the telephone answering system provides an option to have the call transferred directly to my personal phone. Should I be unavailable, you will be directed to an alternate phone number to help you with the crisis.

Signature of Client: ______________________________________

Date: ​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​____________________
LATE CANCEL/NO SHOW POLICY
If you cancel later than 24 hrs before your scheduled appointment or you fail to show up, you may be charged for a LCNS (Late Cancel/No Show) if your insurance company allows it.

A Late Cancel (LC) – you have cancelled later than 24 hrs ahead of the scheduled appointment day and time. (i.e.  If your appointment was at 2:00pm on 10-06-15 and you called to cancel on 10-06-15 9:00am, or anytime between 8:00am and 1:59, or even the next day (10-07-15), that would be considered a late cancellation.)
A No Show (NS) – your appointment comes and goes and you have not been present/you just didn’t show up.

You are reminded by our Therapy Appointment system and if you cannot make the appointment you can leave a message on the office phone (325-232-7530) or you can e-mail me at allisonmassey5@gmail.com.
__________________________________________Signature indicates I have read and understand this policy.
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