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CLIENT INTAKE FORM (Minor Child/Adolescent)
This Form is Confidential*

We are honored to have the opportunity to work with you. This packet contains information that we will need to have on 
file in order to provide you with therapy services.

Child’s Date of birth: _____________________    Today’s date: _________________________  
  
Your Child’s Name: ________________________________________________________________________________
    Last      First           Middle

Parent or Legal Guardian’s Name: ____________________________________________________________________
      Last     First           Middle

Home Address: ___________________________________________________________________________________

City: _________________________________________________ State: ______________ Zip: ___________________

Parent or Legal Guardian’s Name of Employer: __________________________________________________________

Address of Employer: ______________________________________________________________________________

City: _________________________________________________ State: ______________ Zip: ___________________

Home Phone: ____________________________________ Work Phone: _____________________________________

Cell Phone: _____________________________ Email: ___________________________________________________

Calls will be discreet, but please indicate any restrictions: __________________________________________________

________________________________________________________________________________________________

Person(s) to notify in case of any emergency: ___________________________________________________________
        Name      Phone

We will only contact this person if we believe it is a life or death emergency. 
Please provide your signature to indicate that we may do so: _______________________________________________

Please briefly describe your child’s presenting concern(s):  _________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

What are your/your child’s goals for therapy? ___________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

_____________________________________________________________________________________________
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MEDICAL HISTORY:
Please explain any significant medical problems, symptoms, or illnesses your child has had: _______________________

________________________________________________________________________________________________

________________________________________________________________________________________________
Current Medications: (if you need more room, please write on the back of this page):

Name of Medication Dosage Purpose Name of Prescribing Doctor

Previous medical hospitalizations (Approximate dates and reasons): _________________________________________

________________________________________________________________________________________________

Previous psychiatric hospitalizations (Approximate dates and reasons): _______________________________________

________________________________________________________________________________________________

Has your child ever talked with a psychiatrist, psychologist, or other mental health professional? (If yes, please

list approximate dates and reasons): ___________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

FAMILY:

How would you describe your child’s relationship with his or her mother? _____________________________________

________________________________________________________________________________________________

How would you describe your child’s relationship with his or her father? ______________________________________

________________________________________________________________________________________________

Are the child’s parents still married or did they divorce? If they divorced, how old was the child when the parents 

separated or divorced and how do you think this impacted him or her? _______________________________________

________________________________________________________________________________________________

Please describe your child’s relationship with his or her grandparents: ________________________________________

________________________________________________________________________________________________

Were there any other primary care givers who have had a significant relationship with your child? If so, please

describe how these people may have impacted your child’s life: _____________________________________________

________________________________________________________________________________________________

How many sisters does your child have? ______ Ages? ____________________________________________________
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How many brothers does your child have? ______ Ages? __________________________________________________

How would you describe your child’s relationships with his or her siblings? ____________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________ 

________________________________________________________________________________________________

SOCIAL SUPPORT, SELF-CARE, & EDUCATION:
         POOR                                       EXCELLENT
Child’s current level of satisfaction with friends and social support:      1     2     3     4     5     6     7

How would you describe your child’s relationships with his/her peers? _______________________________________

________________________________________________________________________________________________

Please briefly describe any history of abuse, neglect and/or trauma: _________________________________________

________________________________________________________________________________________________

Please briefly describe your child’s self-care and coping skills: _______________________________________________

________________________________________________________________________________________________

What are your child’s diet, weight, and exercise/ activity patterns? ___________________________________________

________________________________________________________________________________________________

Please briefly describe your child’s school performance and experience: _______________________________________

________________________________________________________________________________________________

What are your child’s hobbies, talents, and strengths? _____________________________________________________

________________________________________________________________________________________________
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DIFFICULTY WITH: NOW PAST DIFFICULTY WITH: NOW PAST DIFFICULTY WITH: NOW PAST

Anxiety Tantrums Nausea

Depression Parents Divorced Stomach Aches

Mood Changes Seizures Fainting

Anger or Temper Cries Easily Diarrhea

Panic Problems with Friend(s) Shortness of Breath

Fears Problems in School Chest Pain

Irritability Fear of Strangers Lump in the Throat

Concentration Fighting with Siblings Sweating

Headaches Issues Re: Divorce Heart Problems

Loss of Memory Sexually Acting Out Muscle Tension

Excessive Worry History of Child Abuse Bruises Easily

Wetting the Bed History of Sexual Abuse Allergies

Trusting Others Domestic Violence Often Make 
Careless Mistakes

Communicating 
with Others

Thoughts of Hurting 
Someone Else Fidget Frequently

Seperation Anxiety Hurting Self Impulsive

Alcohol/Drugs Thoughts of Suicide Waiting His/Her Turn

Drinks Caffeine Sleeping Too Much Completing Tasks

Frequent Vomiting Sleeping Too Little Paying Attention

Eating Problems Getting to Sleep Easily Distracted by 
Noises

Severe Weight Gain Waking Too Early Hyperactivity

Severe Weight Loss Nightmares Dizziness

Blackouts Sleeping Alone Screen time

PLEASE CHECK ALL THAT APPLY & CIRCLE THE MAIN PROBLEM:

FAMILY HISTORY OF (Check all that apply): 

Drug/Alcohol Problems Physical Abuse Depression

Legal Trouble Sexual Abuse Anxiety

Domestic Violence Hyperactivity Psychiatric Hospitalization

Suicide Learning Dissabilities “Nervous Breakdown”

Any additional information you would like to include? __________________________________________________

________________________________________________________________________________________________
www.hillsidecounselingcenter.com



Hillside Counseling Center
4474 Towne Lake Parkway, Woodstock, Georgia 30189

(770) 924-8517 www.hillsidecounselingcenter.com

INFORMATION, AUTHORIZATION & CONSENT TO TREATMENT

Welcome to Hillside Counseling Center. Psychotherapy is a professional service we will provide to you. We are very 
pleased that you selected our Counseling Center, and we sincerely look forward to helping. This document is designed 
to inform you about what you can expect from your therapist, policies regarding confidentiality and emergencies, and 
several other details regarding the services you will receive. Although providing this document is part of an ethical 
obligation of our profession, it is more importantly a part of our commitment to you to keep you fully informed of every 
part of your therapeutic experience. Please know that your relationship with your therapist is a collaborative one, and we 
welcome any questions, comments, or suggestions regarding your course of therapy at any time.

Structure and Cost of Sessions: (in-person and telehealth services)
 Initial Evaluation  $150
 45-minute session  $120
 60-minute session  $150
 90-minute session  $200
If you require a more extended session, it will be prorated based on your fee. Payment is due at the time of service. 
Payments may be made by debit card, credit card, check or cash. You will be required to have a credit card on file. You 
will be provided a receipt of payment. The receipt of payment may also be used for insurance if applicable to you. 
Insurance companies have many rules and requirements specific to certain plans. It is your responsibility to find out 
your insurance company’s policies and to file for insurance reimbursement. _______ initial here

Cancellation Policy
In the event that you are unable to keep an appointment, you must notify your therapist at least 24 hours in advance 
or one business day prior. If such advance notice is not received, you will be financially responsible for the session fee. 
Please note that insurance companies do not reimburse for missed sessions. _______ initial here

Confidentiality & Records
Your communications with your therapist will become part of a clinical record of treatment, and it is referred to as 
Protected Health Information (PHI). Your PHI will be kept in a file stored in a locked cabinet in our locked office. We 
maintain a HIPAA secure environment. Your therapist will always keep everything you say confidential, with the follow-
ing exceptions: (1) you direct your therapist to tell someone else and you sign a “Release of Information” form; (2) your 
therapist determines that you are a danger to yourself or to others; (3) you report information about the abuse of a child, 
an elderly person, or a disabled individual who may require protection; or (4 ) your therapist is ordered by a judge to 
disclose information. In the latter case, your therapist’s license does provide him or her with the ability to uphold what 
is legally termed “privileged communication.” Privileged communication is your right as a client to have a confidential 
relationship with a Licensed Professional Counselor.

Technology Statement
In our ever-changing technological society, there are several ways we could potentially communicate and/or follow each 
other electronically. It is of utmost importance to us that we maintain your confidentiality, respect your boundaries, and 
ascertain that your relationship with your therapist remains therapeutic and professional. Therefore, we’ve developed the 
following policies:
Cell phones: It is important for you to know that cell phones may not be completely secure or confidential. However, we 
realize that most people have and utilize a cell phone. Your therapist may also use a cell phone to contact you. If this is a 
problem, please feel free to discuss this with your therapist.
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Text Messaging and Email: Both text messaging and emailing are not secure means of communication and may 
compromise your confidentiality. We realize that many people prefer to text and/or email because it is a quick way to 
convey information. However, please know that it is our policy to utilize these means of communication strictly for 
appointment confirmations (nothing that could be inferred as therapy). Please do not bring up any therapeutic 
content via text or email to prevent compromising your confidentiality. If you do, please know that your therapist will 
not respond. You also need to know that we are required to keep a summary or a copy of all emails and texts as part 
of your clinical record that address anything related to therapy.
Social Media: It is our policy not to accept requests from any current or former clients on social networking sites such 
as Facebook, LinkedIn, Instagram, Pinterest, etc. because it may compromise your confidentiality. Hillside Counseling 
Center has a business Facebook page. You are welcome to follow us on any of these pages. However, please do so only 
if you are comfortable with the general public being aware of the fact that your name is attached to Hillside Counseling 
Center. Please refrain from making, contact with us using social media messaging systems such as Facebook Messenger. 
These methods have insufficient security, and we do not watch them closely. We would not want to miss an important 
message from you.  
Recommendations to Websites or Applications (Apps): During the course of treatment, your therapist may recommend 
that you visit certain websites for pertinent information or self-help. Websites and apps may have tracking devices that 
allow automated software or other entities to know that you’ve visited these sites or applications. Therefore, it is your 
responsibility to decide and communicate to your therapist if you would like this information as adjunct to your 
treatment or if you prefer that your therapist does not make these recommendations. In summary, technology is 
constantly changing, and there are implications to all of the above that we may not realize at this time.

Statement Regarding Ethics, Client Welfare & Safety
Hillside Counseling Center assures you that our services will be rendered in a professional manner consistent
with the ethical standards of the American Counseling Association. Due to the very nature of psychotherapy, as much 
as we would like to guarantee specific results regarding your therapeutic goals, we are unable to do so. However, your 
therapist, with your participation, will work to achieve the best possible results for you. Please also be aware that changes 
made in therapy may affect other people in your life. For example, an increase in your assertiveness may not always be 
welcomed by others. It is our intention to help you manage changes in your interpersonal relationships as they arise, but 
it is important for you to be aware of this possibility nonetheless. 

Background Information, Theoretical Views, & Client Participation
Information regarding your therapist’s educational background and experience may be found on our website under 
their name. Please feel free to view that information at www.hillsidecounselingcenter.com. It is our belief that as people 
become more aware accepting of themselves, they are more capable of finding a sense of peace and contentment in their 
lives. However, self-awareness and self-acceptance are goals that may take a long time to achieve. Some clients need 
only a few sessions to achieve these goals, whereas others may require months or even years of therapy. As a client, you 
are in complete control, and you may end your relationship with your therapist/group leader at any point. In order for 
therapy to be most successful, it is important for you to take an active role. This means working on the things you and 
your therapist talk about both during and between sessions. This also means avoiding any mind-altering substances like 
alcohol or non-prescription drugs for at least eight hours prior to your therapy sessions. Generally, the more of yourself 
you are willing to invest, the greater the return. Furthermore, it is our policy to only see clients who we believe have the 
capacity to resolve their own problems with our assistance. It is our intention to empower you in your growth process 
to the degree that you are capable of facing life’s challenges in the future without your therapist. We also don’t believe 
in creating dependency or prolonging therapy if the therapeutic intervention does not seem to be helping. If this is the 
case, your therapist will direct you to other resources that will be of assistance to you. Your personal development is our 
number one priority. We encourage you provide feedback in this regard at any time. Our goal is to facilitate healing and 
growth, and we are very committed to helping you in whatever way seems to produce maximum benefit. If at any point 
you are unable to keep your appointments or we don’t hear from you for one month, we will close your chart. However, 
reopening your chart is always an option.
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In Case of an Emergency
Hillside Counseling Center is considered to be an outpatient facility, and we are set up to accommodate individuals 
who are reasonably safe and resourceful. If you have a mental health emergency, we encourage you to do one or more of 
the following:
    • Call Behavioral Health Link / GCAL at 800-715-4225
    • Call Ridgeview Institute at 770-434-4567
    • Call Peachford Hospital at 770-454-5589
    • Call Lifeline at 800-273-8255 (National Crisis Line)
    • Call 911 or go to the emergency room of your choice

Our Agreement to Enter into a Therapeutic Relationship

We are sincerely looking forward to facilitating you on your journey toward healing and growth. If you have any
questions about any part of this document, please ask your therapist.

Please print, date, and sign your name below indicating that you have read and understand the contents of this form, 
you agree to the policies of your relationship with your therapist, and you are authorizing your therapist to begin 
treatment with you.

Georgia Notice Form

By signing below, I acknowledge I received a copy of the Georgia Notice Form concerning the policies and practices 
protecting my health information.

___________________________________________________________  ___________________________
Client Name (Please Print)        Date

_______________________________________________________________________  ________________________________
Client Signature         Date

If Applicable:

___________________________________________________________  ___________________________
Parent or Legal Guardian’s Name (Please Print)     Date

___________________________________________________________  ___________________________
Parent or Legal Guardian’s Signature      Date

The signature of the Therapist below indicates that she or he has discussed this form with you and has answered any 
questions you have regarding this information.

___________________________________________________________  ___________________________
Therapist’s Signature         Date
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