The Self Center

Robert & Joyce Simpson, Family Counseling Professional Corporation

18671 Allegheny Drive e North Tustin, CA 92705 e (714) 997-9600 « Fax: (714) 997-9607
Email: RDSimpson@aol.com

Authorization to Treat a Minor

Minor's Information

Minor's Name: Today’s Date:

Age: D.O.B. Phone:

Minor's Address: ' City: Zip:
Minor's SSN: Grade: School:

Teacher's Name:

Minor's Physician: ‘ Phone:

Physician's Address:

Parent's Information:

Parent's (legal guardian's) Name:

Parent's Address: City: Zip:

Parent's Phone: Parent's SSN:

I/We, , hereby give my/our consent to Robert and/or
Joyce Simpson, Licensed Marriage, Family and Child Therapists, to render counseling
services and treatment to my child, . I/We further

authorize The Self Center and Robert and/or Joyce Simpson to obtain and release documents
and information to other professionals who may be working with my child.

Signature of Parent/.Guardian: Date:
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The Self Center

Robert & Joyce Simpson, Family Counseling Professional Corporation
18671 Allegheny Drive e North Tustin, CA 92705 « (714) 997-9600 » Fax: (714) 997-9607
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Developmental Questionnaire

Child Name: Today'sdate: /[
Child’s D.O.B: SS#:
Parent's Name: Marital Status:

Family Composition:

Please answer the following questions in detail. Use as much paper as necessary.

1. From birth to the present, describe your child’s developmental history. When did your
child crawl, walk, begin to speak, etc.

2. Give a complete medical history, including illnesses, accidents, hospitalizations and
surgeries (include dates). Is you child currently in treatment for any medical problem? List
all medications and dosage levels your child is currently taking. Has your child ever had
therapy or counseling before? If yes, when and with whom?

3.  Describe your child’s home environment. Who lives with you (names and ages)? Describe
any stress that the child or family is coping with. . List any major events/or separations from
parents.

(continued on back)
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4.  What are your child’s routines and responsibilities? Sleeping and eating habits? What does
your child enjoy doing for fun? How much time does he or she spend watching T.V. or
playing video games?

5. How does your child get along with other’s in the home? How much time does he or she
spend alone versus being with others in the family?

6. Describe the problem(s) you are concerned about regarding your child. Describe your
child’s behavior as seen by you, his teachers and other adults. Please be specific.

7.  What is the outcome you would like to see from counseling for your child?

Signed Date
Parent or legal guardian
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The Self Center

Robert & Joyce Simpson, Family Counseling Professional Corporation
18671 Allegheny Drive ¢« North Tustin, CA 92705 « (714) 997-9600 « Fax: (714) 997-9607
Email: RDSimpson@aol.com

General Intake Sheet

Name: Date of Birth: __/_/  Today'sDate: _ / [/ _
Age: ____ Social Security No.: Driver's Lic. No.:

Address: City: State & Zip:

Home Phone: (___) Cell Phone: (__) WorkPhone: (__)__
E-mail Address: Education: Religion:

Occupation: Employer: Length of Employment: __
Employer's Address: City: State: Zip:

Family: (list names and ages of family members living with you)

Marital Status: Spouse's (or significant other's) name:

Length of Relationship:

Have you ever had counseling or psychotherapy? Yes__ No__ When:
Name and location of former psychotherapist. City & State:
Physician: (name) Address: City:
State:  Zip: phone: (___) fax: (__)

List current health problems:

List all medications, both prescribed and not prescribed, that you are taking:

Do you drink alcohol or take illegal drugs? Yes _ No___ Type: Frequency:

Authorization: | understand that | am personally responsible for payment for all professional
services whether or not covered by my insurance. | also understand that | am responsible for paying
for any session not cancelled at least 24 hours in advance. Furthermore, | authorize The Self
Center to request and release information to professionals that are involved in my treatment.

Signature; (client or guardian) Dated:
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The Self Center

Robert & Joyce Simpson, Family Counseling Professional Corporation

18671 Allegheny Drive « North Tustin, CA 92705  (714) 997-9600 « Fax: (714) 997-9607
Email: RDSimpson@aol.com

Exceptions to the Rules of Confidentiality
between a Psychotherapist and Client

| understand that all communication between myself and my psychotherapist is
privileged communication and that confidentiality shall be maintained in all
circumstances except the following:

If | am, or some one | know is, or has been a victim of child or elder abuse. This is to
include, as of the year 2000, emotional abuse inflicted on a minor.

If | am a danger to myself.

If | am a danger to others or property..

If | am gravely disabled.

If | have sought or obtained the services of my psychotherapist to enable or aid anyone
to commit or plan to commit a crime or tort or to escape detection or apprehension after

the commission of a crime or tort.

If | communicate information to my therapist in a setting outside her/his office when one
or more other people are present.

If | do not pay the fees for treatment, | waive the privilege of confidentiality, specifically
regarding my status as a patient/client. | also understand that the psychotherapist can
pursue the collection of such fees through legal processes.

If 1 am in couples, family and/or a group setting where others would be privy to this
information

If | waive confidentiality by signing a Release of Information form.

If | waive confidentiality by signing the Insurance Claim form.

My signature below verifies that | have read and understood the above exceptions to
the rules of confidentiality in my relationship with my psychotherapist/counselor.

Patient/client signature: Dated: __/ [/

Parent or Guardian’s signature: Dated: _ / [/
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The Self Center

Robert & Joyce Simpson, Family Counseling Professional Corporation
18671 Allegheny Drive « North Tustin, CA 92705 « (714) 997-9600 « Fax: (714) 997-9607
Email: RDSimpson@aol.com

GUIDELINES FOR COUNSELING

LENGTH OF SESSIONS: Our time together is set for 45 minutes. | will be prepared to begin our meetings
at the designated time we have agreed upon. | will give you my undivided attention at our sessions. If |am
late, | will make up the time. However, if you arrive late, please understand that | will have to end our
session on time.

PAYMENT: Payment is expected at each session. If you are writing a check, please prepare it in advance
of our meeting so we can maximize our time together. Cash is acceptable and we request that all

_insurance co-payments be made in the form of cash. Accounts past due beyond 30 days will be subject
to a 1.5% monthly finance charge.

INSURANCE: Many insurance companies pay for psychotherapy. We can assist you in determining your
insurance benefits. Your insurance benefits must be clarified prior to your first counseling session. Please
inform us if your insurance plan changes during the course of your therapy. You will be held responsible for
full payment if your insurance company does not make the expected payment to us.

RESCHEDULING: The nature of our work requires us to schedule a specific hour for you. | understand
emergencies may arise that might make it impossible to attend our scheduled meeting. Please call us as
soon as you can to advise us of your urgency. Instead of cancellation, you have 3 options that will work for
both of us. You can reschedule your appointment for another time during the same week (every attempt will
be made to find another time for you); you can schedule a phone session with me; or you can simply pay for
the missed appointment and arrange to meet at our next regular session.

PHONE CALLS: | am available to assist by phone, when necessary, at no charge, for up to 5 minutes. If
you wish further assistance, we can schedule an additional individual session or we can proceed with a
phone session, for which you'll be charged at your regular fee, on a pro-rated basis.

CONFIDENTIALITY: Our meetings are confidential, with a few exceptions that we will discuss with you in
our first session.

OTHER RESOQURCES: We are at your service to share our referral sources with you: lawyers, health care
professionals including physicians, career specialists, and many other community resources that you may
need. Feel free to ask for these resources.

OUR RELATIONSHIP: | regard our relationship as an important association. If you feel you benefit from our
time together, | certainly welcome you advising and referring others to my services.

Having read and understood the above guidelines, we have an agreement.

Name Date

Therapist Date
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The Self Center

Robert & Joyce Simpson, Family Counseling Professional Corporation

18671 Allegheny Drive e North Tustin, CA 92705 « (714) 997-9600 « Fax: (714) 997-9607
Email: RDSimpson@aol.com

Map & Parking Instructions

Welcome to The Self Center. This map should help you get here. When you arrive at
our home office, please park on Eton (the street on the side of our house). Please do
not park on Allegheny. When you walk up our driveway and into the courtyard, you will

. see the door to our office on your right. Please arrive 20 to 30 minutes early, as there
will be forms left out for you to complete. Please ring the bell on the office door (one
time) to let us know you are here and have completed the forms. Thank you.
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