
Date_________________

CANDACE COUCH COUNSELING, LLC
CHILD & ADOLESCENT CLIENT INFORMATION FORM

Child’s Full Name ___________________________________ Nickname ____________________ Male ____ Female ____

Date of Birth _____________________ Age _____ Grade _________ School ______________________________________

Parent/Guardian Phone ______________________________ Email ______________________________________________

Address _______________________________________ City_________________________ State _____ Zip ___________

We will make all reasonable efforts to protect your privacy. Secure and private communications cannot be fully assured when
using many electronic technologies. For your convenience in communicating, you can choose to agree to hold harmless your
therapist and the office  staff when communication  is conducted by any non-secured electronic device (including but not
limited to e-mails, text messaging and cell phone calls). You can also choose to request that no non-secured modes of
communication be used. Please initial one:

__ I agree to the use of non-secure modes of communication (examples: calls to or from my cell phone, text message or

email appt. Reminders, etc)

__ I do not agree to the use of non-secure modes of communication and ask to only be contacted via wire to wire
phone, wire to wire fax or US Mail. (examples: no calls to my cell phone, no appt reminders to my cell phone, text or
emails.) Please note: by choosing this option you will not receive reminders about upcoming appointments.

List Siblings’ Names & Ages:

Name _________________________________ Age ________  Name _________________________________  Age_______
Name _________________________________ Age ________  Name _________________________________  Age_______
Is the child adopted?  Yes________No____ If yes, at what age?______________

Parents of child are (circle one):  Married    Divorced    Separated    Single Parent

If parents are divorced, please specify who has custody: _____________________________

Child Lives With:__________________________ (ie, mother & father, father & step-mother, grandparents etc)

Person Responsible for Payment ______________________________________________________

Mother’s Information: Father’s Information:

Name _______________________________________ Name _______________________________________

Date of Birth ________________________________ Date of Birth ________________________________

Address ____________________________________ Address ____________________________________

City, State, Zip ______________________________ City, State, Zip _______________________________

Home Phone _______________________________ Home Phone ________________________________

Cell Phone _________________________________ Cell Phone __________________________________

Employment _______________________________ Employment ________________________________

Work Phone ________________________________ Work Phone _________________________________
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Who would you like for us to release your child’s personal health information to, if necessary?

Personal Representative _______________________ Phone Number ________________ Relationship_______________

Emergency Contact _______________________ Phone Number ________________ Relationship ________________

Who referred you to our office? _________________________________________________________________________

Church Affiliation ______________________________ Pastor _________________________________________________

CHILD’S HISTORY

1.   Has the child ever been in any type of counseling before?   If yes, with who and for what reason?

2. Has the child ever been hospitalized for any type of mental health problems?  If so, please give
date and location:

3. Is there a history of alcohol and/or drug abuse or mental illness in the child’s family or for the
child? If yes,   please explain:

4. Does the child have a history of medical problems or developmental delays?  Please list.

5.   Is the child currently taking medication?       _____Yes  _____No

Name of Medication                                Dosage Prescribed by Start Date

6.     Please list names of physicians who are currently treating your child:
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OFFICE POLICIES AND CLIENT CONSENT FORM
The following is a description of my general office policies and other information designed to help you
understand the counseling services I provide. Please read carefully and let me know if you have any questions.
You can find my credentials at my website www.candacecouchcounseling or by request.

APPOINTMENTS AND FEES

Clients are seen by appointment only. I typically see clients between the hours of 8am and 1pm and I offer 50
minute sessions. The cost per session is $125 and payment is due at the time of your appointment. You can
schedule appointments with me during your session or through the client portal. You are responsible for
making sure you have future appointments at the intervals we discuss in session. While I am happy to work in
appointments that are clinically necessary and need to be seen right away, that should be a very rare
occurrence. All upcoming appointments should be scheduled within my normal office hours. If work-in
appointments become necessary on a regular basis you may need to be referred to a counselor with increased
availability or who provides services on an emergency basis.

MISSED APPOINTMENT POLICIES
Counseling is most effective when appointments are kept consistently.  When you schedule your appointment,
you have reserved this time in my schedule and I have held it to meet with you. If you must cancel or change
your appointment, please call 706-223-0321 or email me at candace@candacecouchcounseling.com at least
24 hours in advance. If you do not keep your appointment or have not called to cancel or reschedule prior to
24 hours of your appointment, you will be charged a missed appointment fee of $75.00.

The only exceptions to this policy are appointments missed due to last minute illness or emergencies .If you
have a last minute sickness or emergency please make every effort to contact me to tell me you will not be
attending your appointment. Sometimes excessive cancellations due to illness or emergencies may reflect the
need for termination,  referral, payment of missed appointment fees ($75/appt) and/or cancellation of future
scheduled appointments. You will be billed directly for missed appointments.  Payment for missed
appointments is due on or before your next scheduled appointment.  If you have not paid in advance, you
should be prepared to pay this fee at the time you arrive for your next appointment.

As a courtesy, you will receive a text and/or email (with your consent) reminding you of your appointment.   You
are still responsible for remembering and attending your appointment.   Not receiving the reminder does not
excuse you of this responsibility.
By signing below you are indicating that you have read, understood, and agree to these policies.

Client Signature:______________________________________  Date:____________

OUT OF SESSION CONSULTATIONS AND EMERGENCIES
From time to time, you may choose to consult with Candace briefly by telephone, email or text. These
events are infrequent and necessary. For these brief consultations, there is no charge. However, if
you wish to discuss counseling matters via email/phone/text outside of your appointment, you will be
charged a rate of $50 per 15 minute increment (ex: min 1-15=$50).

This is an outpatient counseling practice that does not provide emergency care. In the event of any
emergency, call the Georgia Crisis and Access Line (GCAL) at 1-800-715-4225 or go to Ridgeview
Hospital in Monroe, GA. If neither of these are possible options, call 911 or go to the Emergency
Room. I typically see voicemails, text and emails Monday-Thursday from 8am-2pm. I return
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correspondence during weekdays. Sometimes I choose to not return correspondence because I’ve
decided to discuss the issue with you at the next appointment.

COUNSELING FOR CHILDREN & TEENAGERS
The parent or guardian bringing a minor child in for counseling is responsible for payment of fees.  In the event
that the parents of the child are divorced and must each pay half of any medical bills, the parent bringing the
child must pay the full amount due for services at the time of service.  Upon request, receipts will be given to
provide proof of payment.

PLEASE NOTE: It is the responsibility of the parents to agree upon the counseling process for the child
before bringing the child to counseling. By signing below you are acknowledging that you have the legal rights
to seek counseling for your child and you release Candace Couch Counseling from liability in this matter.

Candace provides counseling from the theoretical orientation of Family Systems &  Structural Family Therapy.
As such, she primarily provides counseling to children and teens with the involvement of the family (parents,
siblings, or other custody/guardianship holders).  While family members are typically present, Candace may
use the intervention of individual sessions with children/teenagers/parents to help navigate clinically
challenging topics.  PLEASE NOTE: by signing below, you are agreeing to the involvement of family members
other than the client of record in the counseling process. This may include anyone living in the child’s home
(parents, step-parents, siblings, etc). This will often require the discussion about dynamics in the current family
and the impact on the client and others. This will also include discussions  of parents’ family of origin to
understand how the parent’s current role with the child/teenage client has developed from their own life
experiences.

If you have another family member bring your child to an appointment (ex: grandparent, aunt/uncle, adult
sibling, etc) you are agreeing to allow that family member be present in the session with your child. The type of
counseling Candace provides requires the involvement of family members. Please keep this in mind when
scheduling appointments and deciding who will bring your child to his/her appointment.

INFORMED CONSENT
Counseling may involve the risk of remembering unpleasant events and can arouse intense emotions of fear
and anger.  Intense feelings of anxiety, depression, loneliness or helplessness may also be aroused.

The benefit from counseling may be that you will be better able to handle or cope with your family or social
relationships, thus experiencing more satisfaction from those relationships.  Another possible benefit may be a
better understanding of your personal goals and values; this may lead to a greater maturity and growth as a
person.

Therapists are not physicians and cannot prescribe or provide you with any medication or perform medical
procedures.  If medical treatment is indicated, a physician can be recommended.

CONFIDENTIALITY POLICY & NOTICE OF PRIVACY POLICIES
Confidentiality is one of our main concerns in the practice of counseling. Candace Couch Counseling provides
counseling to adults, children and teenagers in the context of Family Systems and Structural Family Therapy.
As such, confidentiality is held with the family (child and parents involved in therapy) and not specifically with
the individual child. PLEASE NOTE: by signing below, you are agreeing to only have family members who are
agreed upon by all custody holders bring the child to sessions. Adults who bring the child to sessions will
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attend and participate in the sessions that are provided for the child.  For your protection, information about
counseling and your records are held strictly confidential and cannot be discussed or released to anyone
without your written consent.  You will be asked to sign a release should it be necessary for your counselor
and/or staff to discuss you or your child’s case with another party.  The exceptions to this policy are noted
below:

· Disclosures to family members, the police, social service agencies and others may be made when there is
sufficient cause to believe that you pose an imminent threat of physical harm to yourself or others.

· If there is a life-threatening emergency, necessary information will be released to family, law enforcement
officials, other treatment professionals or hospitals in order to avoid loss of life.

· Mental health professionals are required by law to report to State officials any suspicion of abuse or neglect
to a minor child, disabled or elderly person. Information necessary to make this report will be released in
that event.

· If you have been Court ordered to my office for an evaluation, information will be released to the Court and to
the attorneys in the case, as required by law. However, you will be asked to sign appropriate releases so
that you will be informed to whom information will be sent.

The Health Insurance Portability and Accountability Act (HIPAA) provides additional safeguards to protect your
privacy. Implementation of HIPAA requirements officially began on April 14, 2003.

Specifically, there are rules and restrictions on who may see or be notified of your Protected Health Information
(PHI). These restrictions do not include the normal interchange of information necessary to provide you with
office services. HIPAA provides certain rights and protections to you as the patient. We balance these needs
with our goal of providing you with quality professional service and care. Additional information is available
from the U.S. Department of Health and Human Services. www.hhs.gov

Below is my  Notice of Privacy Practices:

1. Patient information will be kept confidential except as is necessary to provide services or to ensure that
all administrative matters related to your care are handled appropriately. This specifically includes the
sharing of information with other healthcare providers and health insurance payers as is necessary and
appropriate for your care. Client files may be stored in file racks and will not contain any coding which
identifies a patient’s condition or information which is not already a matter of public record. The normal
course of providing care means that such records may be left, at least temporarily, in administrative areas
such as the front office but locked when not supervised by office staff. Those records will not be available
to persons other than office staff. You agree to the normal procedures utilized within the office for the
handling of charts, client records, PHI and other documents or information. Patient information is also
stored in my Electronic Medical Record technology called TherapyNotes. This technology is HIPPA
Compliant and I have a BBA with this vendor to assure your information is protected.
2. We will make all reasonable efforts to protect your privacy. Secure and private communications cannot
be fully assured when utilizing many electronic technologies. You can choose to agree to hold harmless
your therapist or any other Candace Couch Counseling, LLC staff when communication between you and
them is conducted via any non-secured electronic device or means, including but not limited to e-mails, text
messaging and cell phones. You can also choose to request that no non-secured modes of communication
be used on the first page of the client information form.
3. The practice utilizes a number of vendors in the conduct of business. These vendors may have access
to PHI but must agree to abide by the confidentiality rules of HIPAA. One of these vendors is TherapyNotes
that I use for Electronic Medical Records.
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4. You understand and agree to the inspections of the office and review of documents which may include
PHI by government agencies or insurance payers in normal performance of their duties
5. You agree to bring any concerns or complaints regarding privacy to the attention of the office manager
or your therapist.
6. Your confidential information will not be used for the purposes of marketing or advertising of products,
goods or services.
7.    We agree to provide patients with access to their records in accordance with state and federal laws.
8. We may change, add, delete or modify any of these provisions to better serve the needs of both the
practice and the patient.
9. You have the right to request restrictions in the use of your PHI and to request a change in certain
policies used within the office concerning your PHI. However, we are not obligated to alter internal policies
to conform to your request.
10. I use Square to process credit cards. The only information shared with Square is information related to
your credit card and process of payment. You are agreeing and authorizing me to share your name and
credit card information with Square.

If you have questions or a complaint about how your PHI is handled here or regarding the information above,
feel free to speak with Candace Couch. If unresolved, complaints can be made to US Dept of Health & Human
Services .
By signing below, I acknowledge that I have received and reviewed the Notice of Privacy Practices.

Signature of Patient or Responsible Party: _________________________________  Date___________

CONSENT TO TELEMENTAL HEALTH
TeleMental Health (TMH) is the use of technology (computer, phone, tablet, PC, etc.) to provide counseling. I
offer sessions in-office and via TMH when necessary. Confidentiality in counseling is very important. TMH
presents challenges to establishing confidentiality. Cell phone and landline telephones may not be completely
secure and confidential. If you have requested that I contact you via phone I will be using my cell phone for the
session. If you would prefer a more secure option, we can talk via the audio option with doxy.me. Please let me
know if you would like to discuss this option. I will use email and text to communicate instructions about
sessions (link to your session, homework, scheduling, etc.). I use a secure email, text and phone platform that
is hosted by Google Workspace. I have chosen this technology because it is HIPPA Compliant and provides
legal documentation that they protect your information through encryption. Unless you choose to use
encrypted technology and have legal documentation of protection of PHI, your information will no longer be
secure when you reply to my email/text/call. The message is only encrypted when originating from my
encrypted technology. Please keep this in mind when communicating. Also, please remember that your emails
can become part of your clinical record. I use doxy.me for video conferencing.

This platform provides encryption, is HIPPA compliant and provides legal documentation that they protect your
information(BAA). You are responsible for showing up for your appointment with me at the time of your
appointment by signing on to the doxy.me platform. If you would like your session to take place using TMH,
please contact me via email before your session and ask for the link to the virtual waiting room. The link I
provide will work for you to connect to the waiting room any time you have an appointment and wish to have a
TMH session. It is your responsibility to only communicate through a computer or device that you know is safe
(has a firewall, active anti-virus software, provides password protection, not public internet,, etc.). Keep in mind
that anyone nearby can hear your communications or somehow access your device so take necessary
precautions to protect your confidentiality. By signing below you are agreeing to not record any TeleMental
Health sessions.
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By consenting below your are acknowledging:
● If you are in crisis or experiencing a mental health emergency, TMH may not be a good fit for you. We will
discuss this and you will be referred to the appropriate provider for the treatment you need.
● By starting a Telehealth session with me you are acknowledging that you are currently in the state of GA
(the only location where I am licensed). If you are out of the state I will not be able to provide counseling for you.

If we encounter technical difficulties during your session I will try to restart the session through doxy. Please
have your phone with you in case we need to finish the session via a phone call. By signing below you are
consenting to Telemental Health Services (video, phone, email, text, etc). You can notify me in writing at any
time if you would like to withdraw your consent to TMH services.

Please sign below indicating that you have read & understand the contents of this form, you agree to these
policies, and you are authorizing Candace Couch, LPC to provide TMH services..

Client or Parent Signature:____________________________ Date:___________

Payment
Candace Couch, LPC offers 3 payment options: Cash, Check, Credit/Debit/HSA/FSA Cards.
There is a $3 credit card fee  if you choose to pay with Credit/Debit/FSA/HSA Card.
I, ____________________________________( owner of payment card), authorized Candace Couch, to charge my
credit/debit/FSA/HSA card. I understand that a $3 credit card fee will be added to the amount I owe for each
card transaction. I understand that to avoid this fee I can choose to pay by cash or check. I acknowledge that
this one-time signature will be my authorization signature for each card transaction I make to pay for my
counseling services today and in the future and for Candace to keep my card on file for future payments.

If you have a TMH appointment, you will receive an invoice via Square for your session. Please pay this invoice
the day of your appointment just as you would if you were at the office.

Signature______________________________ Date__________

I have read and agree to all of the policies and informed consent information. If I have questions, they have been
answered. I consent to these policies and to receiving counseling from this counselor. By signing below, I am
affirming that I (and/or my family) am/is receiving counseling from Candace Couch Counseling, LLC and I have
the appropriate legal rights/guardianship/custody to consent to counseling for myself or this minor (if signing for
a minor) and the other members of my family. I affirm that the information I have provided above is true and
accurate to the best of my knowledge. I consent and authorize Candace Couch, LPC to provide counseling for me
and my family.

Signature of Patient or Responsible Party (if minor): _________________________________  Date___________

Signature of other adult family members: ___________________________________________  Date___________

Signature of other adult family members: ___________________________________________  Date___________
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