Carrie Campbell, LMFT

Marriage & Family Therapy, Inc.

Adult Intake Form

Client Information Address
First Name: Address 1:
Last Name: Address 2:
Home Phone: City:

Cell Phone: State:
Work Phone: Zip:
Email:

DOB:

SSN:

Spouse Information Address
First Name: Address 1:
Last Name: Address 2:
Home Phone: City:

Cell Phone: State:
Work Phone: Zip:
Email:

I give Carrie L. Campbell permission to contact me at above numbers.

Signature: Date:




O Cash Pay

Credit card transactions will be assessed a 3% processing fee Initial

Primary Insured Information

First Name:

Last Name:

Current Employer:
Date of Birth:

Primary Insurance Company
Company Name:
Address 1:
Address 2:

City:

State:

Zip:

Policy Number:

Group Number:
Phone:

Assignment of benefits: I hereby authorize Carrie L. Campbell, LMFT, or her staff, to bill my
insurance company directly. [ authorize my insurance to pay the above provider the benefits
occurring to me under my mental/medical health policy for professional services rendered.
understand that I am financially responsible for charges not covered by this assignment. I also
authorize my insurance and/or the above provider to relay any information necessary to
process.

Print Name:

Signature:

Date:

Carrie Campbell, LMFT

Marriage & Family Therapy, Inc.




Challenges with Daily Coping
Please select any of the following that may
apply to you.

O Sleep problems

O Difficulty falling asleep

O Waking up in the middle of the night
O Waking up too early

O Sleeping too much

O Nightmares

O Moody or crying more than usual
O Feeling guilty, worthless, hopeless
O Fatigue or low energy

O Hyper or too much energy

O Loss of interest in things

O People are out to get me

O People are picking on me

O Changes in appetite

O Gaining weight

O Losing weight

O Not hungry

O Vomiting after eating

O Nauseated

O Constipation or diarrhea

O Difficulties concentrating

O Problems remembering things

O Withdrawing from others

O Repeated actions that I can't stop
O Disturbing thoughts that I can't stop
O Cannot stop washing body or hands
O Counting, checking things

O Self-harming behaviors

O Difficulty opening up to others

O Difficulty making friends

O No one really understands me

O Shy

O o0 o o o o oo o o oo oo o oo oo oo oo oo o oo

Current Challenges

Please select any of the following that may
apply to you.

Depression / Sadness

Suicidal or Homicidal thoughts
Suicidal actions

Anxiety

Fear

Worries

Anger, temper or Irritability problems
Alcohol abuse-self

Alcohol abuse-family

Drug abuse-self

Drug abuse-family

Job problems or school problems
Unemployment

Physical abuse when younger
Death of a loved one

Major loss

Difficult changes

Violence in the family (actual or threatened)

Parent-child conflict
Sibling issues

Financial concerns
Communication problems
Sexual problems

Sexual abuse when younger
Legal problems

Compulsive gambling
Eating problems

Marital relationship issues
Average number of hours of use daily.
TV Texting
Social Media Cell Phone

Internet Games



Confidentiality

As a licensed Marriage & Family Therapist in the State of California, I follow the Professional
Code of Ethics to protect your confidentiality with every reasonable care. There are times when
[ am required to breach confidentiality.

1. If I believe you are involved in possible child abuse or neglect, sexual abuse or elder abuse,
(including any past or present abuse), [ am required by California law to notify the officials
to make sure that everyone is safe.

2. If I believe that gou intend to hurt yourself, I am required to protect you, possibly by having
you hospitalized.

3. If I believe you intend to hurt someone else, I am required to notify the intended victims
and Law Enforcement as result of your threats and frame of mind.

4. If I believe that consultations with a colleague will help in your treatment. In this situation
your name will not be used.

5. If T am subpoenaed by a judge.

I have been informed of the therapists degrees, credentials, and licenses. I have also been
informed of confidentiality and its limits and [ understand the above information. I
acknowledge this by my signature below

Print Name Signature Date



Cancellation Policy

To avoid a late fee of $100.00, please call prior to 24 hours from time of appointment. A fee of
$150.00 will be charged for THERAPY no shows.

$200.00 will be charged for FAMILY LAW no shows.
Thank you for your consideration regarding this important matter.

I agree to allow Carrie L. Campbell to charge my credit card for any fees at the time of late
cancel or appointment time.

Print Name:

Signature: Date Signed:

Consent to treatment and office policies

I hfreby consent to participate in treatment and I have been offered a copy of the office
policies.

Print Name:

Signature: Date Signed:

Notice of Privacy Policy
I have been offered a copy of the notice of privacy practices for health information.

Print Name:

Signature: Date Signed:

Notice to Clients

The Board of Behavioral Sciences receives and responds to complaints regarding services
provided within the scope of practice of (marriage and family therapists, licensed educational
psychologists, clinical social workers, or professional clinical counselors). You may contact the
board online at www.bbs.ca.gov, or by calling (916) 574-7830.

Print Name:

Signature: Date Signed:

Carrie Campbell, LMFT

Marriage & Family Therapy, Inc.




