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AfraShe Asungi, LCSW, MSW, MFA, CAODC,
SistahPeace ReShaping WellBalance( C & C Services
Licensed Clinical Social Worker & WellBalance ReShaper(
www.SistahPeace.com                562.498.3318            AfraShe Asungi@SistahPeace.com

. . . ReShaping WellBalance Through Mindful, Proactive SheChange . . .

. . . Conscious Action is the Root of True Lifestyle Change™ . . .      


Our Adult Intake Packet
. . . ReShaping WellBalance Through Mindful, Proactive SheChange™ . . .

Wellcome™ to Our SistahPeace WellBalance ReShaping™ Counseling & Coaching Services !!!
Thank you for contacting me and scheduling your intake appointment!  

Please, print out and complete all the forms in this Adult Intake Packet and bring them 

to your intake appointment. Couples should print out two copies of this packet and fill 

them out separately. If you are unable to complete this packet prior to your first 

appointment, please arrive at my office 20 - 30 minutes prior to your appointment time.   

All information recorded in this packet will be treated as confidential material. Under 

no condition is information released without your written permission with noted 

exceptions explained in the Disclosure Statement and Privacy Notice sections of this 

packet.  

If you have any questions prior to our first session, please email or call me.  

I look forward to working mutually with you!   SistahPeacefully™ . . .

AfraShe Asungi, LCSW, MSW, MFA, CAODC,

SistahPeace ReShaping WellBalance( Counseling & Coaching Services
Licensed Clinical Social Worker & WellBalance ReShaper(
www.SistahPeace.com               

AfraSheAsungi@SistahPeace.com
   562.498.3318

. . .Conscious Action is the Root of True Lifestyle Change™ . . .

SISTAHPEACE RESHAPING WELLBALANCE™ C&CS   INTAKE  PACKET

         In order for us to become more familiar with you and your areas of concern, please take some time to complete this form. If there are questions you do not feel comfortable answering at this time, please skip them for now and we can discuss them during our first session. 

        Please print clearly in black ink and bring all forms with you to our first session.

Name: _________________________________________________ Today’s Date_______________________

_________________________________________________________________________________________

Address:  (Street) 








(City) 


(Zip)

Telephone Number: (H)______________________ (W)_____________________ (M)_____________________

May we leave a message for you at these numbers?  Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 

Email_____________________________________________________________________________________

May we email you at this address including my monthly newsletter?  Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 

Age: _______ Date of Birth: _______________ Educational Level: ____________________________________

Client’s Occupation: _________________________________________________________________________

Marital /relationship Status: ________________________Sexual Orientation ____________________________

Who lives in your home with you? ______________________________________________________________

Emergency Contact Information: _______________________________________________________________

(Name) 





(Phone) 

Referred by: ________________________________________ May I thank them for the referral? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Have you been in counseling previously?  Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 

(If yes, please list dates and the number and focus of the sessions and reason counseling was terminated)

_________________________________________________________________________________________

_________________________________________________________________________________________
**USE OTHER SIDE OF THE PAGE FOR MORE INFORMATION any question after writing, “see other side.”

FAMILY OF ORIGIN HISTORY

Mother’s Name_____________________________________________________________________________

Mother’s Age _______________ . Living  FORMCHECKBOX 
     Deceased  FORMCHECKBOX 

Father’s Name_____________________________________________________________________________
Father’s Age _______________ . Living  FORMCHECKBOX 
     Deceased  FORMCHECKBOX 

Names and ages of siblings
_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

DESCRIBE YOUR CHILDHOOD IN GENERAL (Relationships with parents, siblings, others, school, , relocations, any school/ behavioral/ problems, abusive/ alcoholic/ Drug abusing parent(s)):
_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

MEDICAL HISTORY

Medical conditions that you currently have or have had in the past

_________________________________________________________________________________________
_________________________________________________________________________________________

Previous Hospitalizations/Surgeries (Please list dates and reasons)

_________________________________________________________________________________________

_________________________________________________________________________________________

Current Prescriptions/Medications (Please list all prescription meds, OTC and herbal supplements)

_________________________________________________________________________________________

_________________________________________________________________________________________

Family History (Please list any major familial health problems, drug or alcohol use)

_________________________________________________________________________________________

_________________________________________________________________________________________

Are You Currently Experiencing Any Suicidal Thoughts?  Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 

Have You Experienced Them in the Past?  Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 

Have You Ever Attempted Suicide?  Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 

If Yes, When and How: ______________________________________________________________________

Has any member of your family been treated for the following:

Schizophrenia  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
   If yes, who?______________________________________________________

Manic-Depressive Disorder  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
   If yes, who?____________________________________________

Major Depression    Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
   If yes, who? __________________________________________________

Substance abuse  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
   If yes, who?____________________________________________________

LIFESTYLE

What is your family of origin’s religious /spiritual practice?____________________________________________

What is your current religious /spiritual practice? __________________________________________________

Do you smoke?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
   If yes, how much?________________________________________________

Do you drink alcohol?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
   If yes, how much?___________________________________________

Do you drink caffeinated products?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
   If yes, how much?_________________________________

Do you use other types of drugs?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
   If yes, which ones and how much?_____________________

_________________________________________________________________________________________

Have you ever had any legal charges?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
   If yes, when and what charges?___________________
_________________________________________________________________________________________

Are there any guns or weapons in your house?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
   If yes, what? ___________________________

_________________________________________________________________________________________

CURRENT CHALLENGES THAT YOU ARE HAVING:

Please use an X or checkmark to indicate which of the following challenges apply to you.

 FORMCHECKBOX 
 Depression






 FORMCHECKBOX 
 Violence in the family (actual or threatened)

 FORMCHECKBOX 
 Suicidal thoughts





 FORMCHECKBOX 
 Parent-child conflict

 FORMCHECKBOX 
 Suicidal actions





 FORMCHECKBOX 
 Marital /relationship problems

 FORMCHECKBOX 
 Anxiety/Fears/Worries




 FORMCHECKBOX 
 Brother/sister problems

 FORMCHECKBOX 
 Anger temper problems




 FORMCHECKBOX 
 Financial concerns

 FORMCHECKBOX 
 Alcohol/other drug abuse (self)



 FORMCHECKBOX 
 Communication problems

 FORMCHECKBOX 
 Alcohol/other drug abuse (family)



 FORMCHECKBOX 
 Sexual problem

 FORMCHECKBOX 
 Job/school problems/ unemployed


 FORMCHECKBOX 
 Sexual abuse when younger

 FORMCHECKBOX 
 Physical abuse when younger



 FORMCHECKBOX 
 Legal problems 

 FORMCHECKBOX 
 Death of a loved one




 FORMCHECKBOX 
 Compulsive gambling

 FORMCHECKBOX 
 Major losses/difficult changes



 FORMCHECKBOX 
 Eating Disorder

 FORMCHECKBOX 
 Other __________________________________________________________________________________
CURRENT CHALLENGES THAT YOU ARE HAVING WITH SUBSTANCE USE OR ABUSE :

Please describe any substance / drug-related problems:(e.g. legal, job, physical, or social) :

__________________________________________________________________________________

__________________________________________________________________________________

Drug and Alcohol Use Self-Review:
Are drugs or alcohol used by yourself or someone else a significant factor in why you are coming to our office? 

   FORMCHECKBOX 
  Yes       FORMCHECKBOX 
 No 

If yes, self / other and their relationship to you: ___________________________________________________ 

Frequency of Alcohol use: 

 FORMCHECKBOX 
 never 
 FORMCHECKBOX 
 less than 1  time/ month 
 FORMCHECKBOX 
1-4 times per month 
 FORMCHECKBOX 
 2-3 times per week    FORMCHECKBOX 
 daily 

Usual Alcohol Consumption: 

 FORMCHECKBOX 
  never   
 FORMCHECKBOX 
 1-2 drinks per sitting 
  FORMCHECKBOX 
 3-4 drinks per sitting     FORMCHECKBOX 
 5 or more drinks per sitting 

Frequency of use to levels of intoxication: 

 FORMCHECKBOX 
 never 

 FORMCHECKBOX 
1 time/ month 

 FORMCHECKBOX 
 2-4 times per month     FORMCHECKBOX 
 2-3 times per week       FORMCHECKBOX 
 daily 

Self-perception of alcohol use:(check all that apply) 

 FORMCHECKBOX 
  Occasional or social                     FORMCHECKBOX 
 Problem use                        FORMCHECKBOX 
 Psychological dependence 

 FORMCHECKBOX 
  Addicted-cannot stop                   FORMCHECKBOX 
 Does not want to stop          FORMCHECKBOX 
 Motivated to stop 

History of treatment attempts:(check all that apply) 

 FORMCHECKBOX 
 None                                          FORMCHECKBOX 
 Stopped on own                      FORMCHECKBOX 
 Attended AA/ other 12 step program 

 FORMCHECKBOX 
 Attended outpatient program     FORMCHECKBOX 
 Attended inpatient program    FORMCHECKBOX 
 Attended community-based 










    program

Self-perception of Drug Use: (check all that apply) 

 FORMCHECKBOX 
 Occasional or social                     FORMCHECKBOX 
 Problem use                       FORMCHECKBOX 
 Psychological 







                 dependence 

 FORMCHECKBOX 
 Addicted-can’t stop                       FORMCHECKBOX 
 Do not want to stop            FORMCHECKBOX 
 Motivated to stop 

	Choice


Amount

Frequency    

Duration   
 
 Last Use

	Marijuana 

	Sedative 

	Stimulant 

	Cocaine 

	Opiates/Narcotics 

	Inhalants 

	Hallucinogens 

	Caffeine 

	Prescription Meds 

	Tobacco 

	Amphetamines 

	Others: 


History of treatment attempts: (check all that apply)

 FORMCHECKBOX 
 None                                          FORMCHECKBOX 
 Stopped on my own                 FORMCHECKBOX 
 Attended NA/ other program









           


 

 FORMCHECKBOX 
 Attended outpatient program     FORMCHECKBOX 
 Attended inpatient program      FORMCHECKBOX 
 Attended community-based








            
      program


 

Please list any community resources which you are currently using and benefiting from: 

__________________________________________________________________________________
__________________________________________________________________________________
CHALLENGES WITH DAILY COPING?

Please use a checkmark to indicate which of the following challenges apply to you.

 FORMCHECKBOX 
 Sleep problems





 FORMCHECKBOX 
 Change in appetite

 FORMCHECKBOX 
 Difficulty falling asleep




 FORMCHECKBOX 
 Gaining weight (how much _________)

 FORMCHECKBOX 
 Waking up in middle of the night



 FORMCHECKBOX 
 Losing weight (how much __________)

 FORMCHECKBOX 
 Waking up too early




 FORMCHECKBOX 
 Not hungry

 FORMCHECKBOX 
 Sleeping too much





 FORMCHECKBOX 
 Vomiting after eating

 FORMCHECKBOX 
 Nightmares






 FORMCHECKBOX 
 Nauseated

 FORMCHECKBOX 
 Moody or crying more than usual



 FORMCHECKBOX 
 Constipation or diarrhea

 FORMCHECKBOX 
 Feeling guilty, worthless, or hopeless


 FORMCHECKBOX 
 Difficulties concentrating

 FORMCHECKBOX 
 Fatigue/low energy




 FORMCHECKBOX 
 Problems remembering things

 FORMCHECKBOX 
 Hyper/too much energy




 FORMCHECKBOX 
 Withdrawing from others

 FORMCHECKBOX 
 Loss of interest in things




 FORMCHECKBOX 
 Repeated actions that I can’t stop

 FORMCHECKBOX 
 People are out to get me




 FORMCHECKBOX 
 Disturbing thoughts that I can’t stop 

 FORMCHECKBOX 
 People are picking on me




 FORMCHECKBOX 
 Can’t stop washing hands, body, counting

or checking things

 FORMCHECKBOX 
 Other (please specify _____________________________________________________________________
_________________________________________________________________________________________

Please list any community resources which you are currently using and benefiting from:

_________________________________________________________________________________________

_________________________________________________________________________________________

For Parents with Young Children or Adolescents: 

Important Developmental History (developmental milestones met early, late, normal) - which child: 

_________________________________________________________________________________________ 

Relevant Peri-natal History (details of labor/ delivery): 

_________________________________________________________________________________________ 

Pre-natal History ( medical problems during pregnancy, mother’s use of medications): 

_________________________________________________________________________________________
Risk Factors to Include:

 FORMCHECKBOX 
 Non-compliance with treatment                      FORMCHECKBOX 
 Domestic Violence             FORMCHECKBOX 
  Eating Disorder 

 FORMCHECKBOX 
 AMA/ development potential                           FORMCHECKBOX 
  Child Abuse                      FORMCHECKBOX 
  Suicidal/ Homicidal 

 FORMCHECKBOX 
 Sexual Abuse

Prior behavioral [mental] health inpatient admissions    

 FORMCHECKBOX 
 Please Indicate what/ when : ______________________________________________________________

Legal information: 

Do you have a probation officer or case worker? If yes, what is his/her Name, Phone number, and Address: 

Do you have an attorney? If yes, what is her/ his Name, Phone number, and Address: 

________________________________________________________________________________________
________________________________________________________________________________________

RELATIONSHIPS

(Please place a checkmark on any items that apply to you)

 FORMCHECKBOX 
 Too few friends





 FORMCHECKBOX 
 I have enough friends 

 FORMCHECKBOX 
 I’m overly shy/ an introvert



 FORMCHECKBOX 
 I find it difficult to open up to others

 FORMCHECKBOX 
 I make friends easily




 FORMCHECKBOX 
 I find it hard to keep friends

 FORMCHECKBOX 
 Others seem to be picking on me



 FORMCHECKBOX 
 No one really seems to understand me

 FORMCHECKBOX 
I talk to friends about problems



 FORMCHECKBOX 
 I don’t talk to friends about problems

 FORMCHECKBOX 
I prefer to hang out with one person


 FORMCHECKBOX 
 I prefer to hang out with groups

FRIENDSHIPS, COMMUNITY & SPIRITUALITY INTERESTS (describe quality, frequency, activities-Please list them)  ____________________________________________________________________________________
_________________________________________________________________________________________

_________________________________________________________________________________________

LIFE SATISFACTION

What gives you the most joy, pleasure and sense of meaningful purpose in your life?______________________

_________________________________________________________________________________________

_________________________________________________________________________________________

What are your most important hopes and dreams? Have they been realized yet/ when? ___________________

_________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________
Are there things/ circumstances in your life, which you are currently grateful for? _________________________

_________________________________________________________________________________________

________________________________________________________________________________________
Do you consider yourself to be spiritual or religious?       FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes  

If yes, describe your faith or belief: 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

What are your main worries and fears, or life regrets ?______________________________________________

__________________________________________________________________________________________________________________________________________________________________________________

Please write 3 of your beliefs that affirmatively support your life: 

1.________________________________________________________________________________________

2.________________________________________________________________________________________

3.________________________________________________________________________________________

What 3 things are you good at : 

1.________________________________________________________________________________________

2.________________________________________________________________________________________

3.________________________________________________________________________________________

SOURCES OF STRESS

Please list the things/ events/ problems that are creating stress in your life at the present time (include 

significant losses and changes in your life) 

1.________________________________________________________________________________________

2.________________________________________________________________________________________

3.________________________________________________________________________________________

Please include any additional information you would like me to know about you and your current reasons for seeking our counseling services: 

_________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________

CURRENT LIFE FUNCTIONING

Place an “X” on the following scale to indicate how well you are coping with things at the present time. 100% means you are coping the best you ever have.

I----------I-----------I------------I--------------I-------------I------------I-------------I------------I------------I-------------I-------------0 

0 
10 
20 
30 
40 
50 
60 
70 
80 
90 
100% 

CURRENT MOTIVATION 

On a scale of 10-100  [10 = “not much” and 100 =  “very much motivated”--- just how motivated are you to follow-through on expectations of regular attendance, active, honest participation in our sessions, regularly completing your homework assignments, referrals ?  

I----------I-----------I------------I--------------I-------------I------------I-------------I------------I------------I-------------I-------------0 

0 
10 
20 
30 
40 
50 
60 
70 
80 
90 
100% 

YOUR GOALS FOR COUNSELING

Please list the goals that you hope to achieve in counseling. For each goal, describe what you would like to see different after treatment.  (Be as specific as you can)

1.________________________________________________________________________________________

2.________________________________________________________________________________________

3.________________________________________________________________________________________

Client’s Name___________________________________Date__________ Please Initial: ______

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 in exchange for their reimbursement payments. 

Information that may be requested includes, but is not limited to: types of service, dates/times of 

service, diagnosis, treatment plan, description of impairment, progress of therapy, case notes, 

and summaries. 

Client’s Name___________________________________Date__________ Please Initial: ______

INFORMED CONCENT & DISCLOSURE STATEMENT: POLICIES AND PROCEDURES

DEGREE AND AREAS OF SPECIALIZATION 
 AfraShe holds a Master’s degree in Social Work from Cal State University Long Beach, CA. Major coursework included human behavior, growth, and development with an emphasis on family systems, group dynamics, and diversity. We abide by the National Association of Social Workers Code of Ethics. 

We are committed to serving clients by partnering with them in working toward healthy change, development, and growth. This involves exploring thoughts, feelings, and behaviors, as well as taking action to achieve positive changes. AfraShe is experienced in working with ethically diverse children, adolescents, and adults, in individual, family, and group therapy settings. As well, she specializes in dual-diagnosis substance abuse recovery and relapse prevention.

PSYCHOLOGICAL SERVICES: BENEFITS AND RISKS 
Psychotherapy varies depending on the personalities of the therapist and client and the particular 

problem that you wish to work on. Psychotherapy/counseling is not like many medical visits. Instead, it calls for an active effort in bringing out troubling issues on your part. In order for therapy/ counseling to be most successful, you will want to work on these issues beyond the limits of our therapeutic counseling sessions. 

Benefits: 
· Determining strengths and goals for treatment 

· Enjoying increased satisfaction with the quality of life 

· Experiencing an increase in positive responses to difficult situations 

· Improving coping abilities, reducing stress, and strengthening relationships 

Risks: 

· Being in touch with painful emotions, which may temporarily lead to feeling worse 

· Talking about unpleasant aspects of one’s life, which can bring up uncomfortable feelings 

· Personal growth sometimes requires changes that may be uncomfortable or unexpected 

· Significant others may notice the changes one makes; relationships may be affected 

· There are no guarantees of what one will experience 

TREAMENT PLAN

Within a reasonable period of time after the initial session, we will discuss with you our working understanding of the problem(s), treatment plan, therapeutic objectives and our view  of the possible outcomes of treatment.  If you have any concerns or questions about this plan, please feel free to ask as they will be mindfully answered. If you ca benefit from any treatment which  we do not provide, we have an ethical and professional responsibility to assist you in obtaining these services.

APPOINTMENTS AND CANCELATIONS 
It is extremely important during treatment to keep your regular appointments in order to increase the likelihood of therapeutic gains. While you are in treatment, your time is reserved solely for you. Sessions are by appointment and usually last 50 minutes. Once an appointment hour is scheduled, you’ll be expected to pay for it unless you provide 48 hour [on our business days only] advance notice of cancellation. 

You’ll be charged for missed appointments or late cancellations (except in the event of true emergencies). For example: if canceling an appointment for Saturday, we must receive notice by 5 pm the previous Tuesday, which will provide me with enough time to schedule another client for your Monday time slot. If it is possible, we’ll try to reschedule your appointment.  

PROFESSIONAL FEES AND PAYMENTS 
If you have out-of-network benefits or pay out-of-pocket, you will be expected to pay your full session fee by Cash or Check at the time of service. In circumstances of unusual financial hardship, we may be willing to negotiate a fee adjustment. 

AfraShe charges $50 (30 min.);  $100 (60 min.) for report writing, phone conversations (over 15 minutes), 

attendance at meetings with other professionals you have authorized, preparation of records or 

treatment summaries, and the time spent performing any other additional services you may request. 

If you become involved in legal proceedings that require my participation, you will be expected to pay for my professional time even if we’re called to testify by another party. Because of the difficulty of legal involvement, we charge $150 (60 min.) for preparation and attendance at any legal proceeding, plus travel costs. 

If your check bounces and is returned by the bank for insufficient funds, you are responsible for making payment in full, plus any related bank charges.

INSURANCE REIMBURSEMENT AND MONTHLY STATEMENTS 
Please take some time to find out exactly what mental health services your insurance policy covers by calling your insurance company. You (not your insurance company) are responsible for full payment of our fees. 

Many insurance companies require your authorization before we provide them with a clinical diagnosis, treatment plans, or summaries. We will mail you a monthly billing statement. You can mail this statement along with your insurance claim form to your insurance company for reimbursement of our services if you use out-of-network benefits. 

CONTACTING US AND EMERGENCY SERVICES 
 We’re not immediately available by telephone as we are often busy working with clients. Our telephone is answered by a voicemail that is checked during the week.  We do NOT provide crisis or emergency services. We do not have a 24/7 phone answering system or an emergency pager. If in need of emergency services and you cannot safely wait to hear back from us, you should call 911 or go directly to an emergency room. 
PROFESSIONAL RECORDS 
If you wish to see your records, we recommend that you review them in my presence so that we can discuss the contents. You will be charged an appropriate fee for any professional time spent in responding to information requests. 

CONFIDENTIALITY 
As your therapists/ counselors, we are ethically bound to guard your confidentiality. No disclosure as to the nature of your treatment will be made without your signed consent. However, the law limits the right of confidentiality under certain conditions: child abuse, elderly person abuse, disabled person abuse, suicidal or homicidal threat, and criminal or tort issues. 

If you wish to utilize your insurance benefits, keep in mind that typically patient information is required by most insurance companies before they reimburse you for your services. By signing the related disclosure statement, you agree that we can and will provide requested personal information to your insurance carrier.

EMAILS, CELL PHONES, COMPUTERS AND FAXES

It’s very important for you to be aware that any computer, email and email communications between us  can be relatively easily accessed  by unauthorized people and therefore can compromise the confidentiality and privacy of  such communications. Emails are particularly vulnerable unless they are encrypted. Emails sent to us at our website and yahoo accounts are not encrypted. We do have a special encrypted email account with Hushmail, that will be used in selected communications about specific treatment discussions. However, unless we inform you that we are communicating with you through an encrypted account, please be aware that all treatment-related communications should be made mindful that this information can be intercepted.  

Faxes  can easily be sent erroneously to the wrong address.  Our computers have standard protections, and are backed up on CDs on a regular basis and stored separately from our office files. If you communicate confidential or highly private information via email, fax cell phone, or computer, we will assume that you have made an informed decision to do so, and we will view these as your agreement to take the risk that such information may be intercepted, and we will honor your desire to communicate about such clinical matters via these devices. Please doe not use emails, faxes or cell phone communications to us for emergencies ~ call 911 instead.
COUPLES/ FAMILY THERAPY 
In couples/ family therapy, my client is the couple as a unit, rather than each individual separately. This means that we will work toward agreed-upon goals together, and in the best interest of both partners, rather than exploring the agenda of one person or the other. 

During relationship counseling, we will often recommend that one or both partners seek a separate therapist to work on individual issues that are impacting the relationship; in this case, we will be more than happy to make a referral or recommendation for you. Please note that in couples’ therapy, we do not agree to keep secrets between partners. Information disclosed by either partner in any context may be discussed with the other partner at any time. 

DUAL RELATIONSHIPS

Not all dual or multiple relationships are unethical or avoidable. Therapy never involves sexual, or any other dual relationship, which impairs a clinician’s objectivity, judgment, or any other situation that can be exploitive in nature. Often ours can be a small enough community where many clients may even know one another or our staff from community involvement. Consequently, you may bump into someone you know in our waiting room or a group situation; or you may come across our staff out in the community. 

We will never acknowledge working with anyone without written permission. Many clients may choose to work with us because they knew of us before they enter into treatment with us; and /or are /were personally aware of our professional work and achievements in this or another professional area. In this event, we will discuss with you [our client(s)] any existing complexities, potential benefits, or difficulties, which might be involved in such dual or multiple relationships. Dual or multiple relationships can at times enhance trust and therapeutic effectiveness but it can at times be a distraction, and it is often impossible to determine which ahead of time. 

It is therefore your responsibility to communicate to our clinical staff if any dual or multiple relationship becomes uncomfortable for you in any way. We will always listen carefully and mindfully respond to your feedback and will proceed to discontinue any dual or multiple relationship which is professionally determined to be an interference with the effectiveness of your treatment and welfare ~ and of course you have every right to do the same at any time, but please do discuss your concerns previous to doing so. 
TERMINATION OF TREATMENT 
You have a right to terminate treatment at any time. However, if you are dissatisfied with my services or have questions about my treatment methods, we invite you to discuss them with us as soon as possible. If you decide to stop treatment us, we will be happy to give you the names and telephone numbers of other therapists in order to ensure a smooth transisition of your care.

Therapists also have the right to terminate treatment under certain circumstances – for example, if a client is not benefiting from treatment after a reasonable length of time or if a client is not benefiting from treatment elsewhere. At times, during the course of treatment, additional issues come to light, which would best be addressed by another therapist or treatment agency, which specializes in that particular area. 

In the event that it becomes apparent that it is in your best interest to terminate treatment, referrals will be given and mindfully reviewed and discussed with you. In addition, we will conduct a termination session with you prior to your transfer to another therapist or treatment facility. If you are dissatisfied with our service, fees or others legal issues, we encourage you to discuss them with us. 

FOR OUR CLIENT: To enable my therapist/ counselor to provide me with accurate and confidential services please complete the following: 

[Please be aware that any fax transmissions which arrive at our office will be distributed to the 

individual therapist. Confidentiality is maintained with these records, as with all records in our office.]  

Messages regarding appointments may be left on my voice mail.  ________ Yes     _______No 

My Commitment to My Recovery /Growth Process  is 25%____ 50%____ 100%______ (Initial) _______

SRW Counseling & Coaching Services Commits 100% every time  (Therapist’s Initial) _____________

Desired services (please check all that apply)  

_____ Counseling  ______ Meditation classes   _______ Art Therapy  _______ Group ________ Other

____Hypno-journaling  _____ Referrals for Alternative Support Services [indicate] ______________________
Client Signature Pages . . .

This signature page is provided to verify that you have read, discussed & understood  the information provided in this document & agree to abide by it’s terms during our professional relationship, [and that you have been offered a copy of this information for your records] 
~ LIMITS OF CONFIDENTIALITY ~

I agree to the above limits of confidentiality and understand their meanings and ramifications. 
_______________________________________________________________________________________ 

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

--------------------------------------------------------------------------------------------------------------------------

~ CONSENT TO TREATMENT ~

I hereby consent to participate in treatment.

_________________________________________________________________________________________
(Signature) 










(Date)

I have received/ declined a copy of the office policy. Initial________
Intake Person ______________________________________________Reviewed ______________________

                             (Print Name,  Credential & Initials) 





(Date)

~ INFORMED CONSENT & DISCLOSURE STATEMENT: Policies & Procedures ~

I have read the above Informed Disclosure Statement: Policies and Procedures, was offered the opportunity to ask questions, and understand the contents. 

 _________________________________________________________________________________________
 (Signature) 












(Date)

I have received/ declined a copy of the Disclosure Statement.  Initial________
I HAVE received the treatment agreement and disclosure statement.  I understand and agree to abide by 

my financial responsibilities.  I understand that information will be released to my insurance company, if 

necessary, and any charges that my insurance company will not cover I am responsible for paying.

Thank you for your consideration regarding this important matter. 

__________________________________________________________________________________ 

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

Credit Card: (THIS IS MANDATORY and will only be used in the event of a missed session or late 

cancel) 

_____Visa  ______MasterCard  ______Discover  ___ American Express:   

Card Number  ______________________________________________________________________ 

Name _____________________________________________________________________________ 

Address On Card Account _____________________________________________________________

City ________________________________ State_______ Card  Zip Code _____________________
Exp Date ___________Sec. code  [3 digits on back] __________________________ 

I agree that in the event of a missed session, late cancellation or an unplanned extended phone call that upon your verbal notification to me that the outstanding amount may be charged to this account.

I HAVE received the treatment agreement and disclosure statement I understand and agree to abide by my 

financial responsibilities.  I understand that my personal information will be released to my insurance company, and that I am responsible for the full payment of all services provide to me.  

Client Signature: _________________________________________________Date: __________________ 

Therapist/ Counselor Signature: _____________________________________Date: __________________ 

 (   AfraShe Asungi, SistahPeace( ReShaping WellBalance ( Sanctuary and Asungi Productions  2008-11.  
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