
 

NYC THERAPY + WELLNESS 
 

Client Intake Questionnaire  
 

Personal Information 

Name:________________________________________________ Date: ______________________ 

Parent/Legal Guardian (if under 18): ___________________________________________________ 

Address: _________________________________________________________________________ 

Cell Phone: _______________________________       May we leave a message? □ Yes □ No 

Other Phone: _____________________________                 May we leave a message? □ Yes □ No 

Email: ________________________________________ 

*Please note: Email correspondence is not considered to be a confidential medium of communication. 

DOB: ______________________________ Age: _______ Gender: ________________  

Marital Status:  

□ Never Married □ Domestic Partnership □ Married 

□ Separated □ Divorced □ Widowed 

Referred By (if any): ________________________________________________________________  

Have you previously received any type of mental health services (psychotherapy, psychiatric services, 

etc.)?  
□ No □ Yes, previous therapist/practitioner: _________________________________________  

Are you currently taking any prescription medication? □ Yes □ No 

If yes, please list: 

__________________________________________________________________________________ 

__________________________________________________________________________________  

  

 



 

NYC THERAPY + WELLNESS 
 

Consent for Treatment and Limits of Liability  
 

Limits of Services and Assumption of Risks:  
Therapy sessions carry both benefits and risks. Therapy sessions can significantly reduce the amount of distress 
someone is feeling, improve relationships, and/or resolve other specific issues. However, these improvements and 
any “cures” cannot be guaranteed for any condition due to the many variables that affect these therapy sessions. 
Experiencing uncomfortable feelings, discussing unpleasant situations and/or aspects of your life are considered 
risks of therapy sessions.  

Limits of Confidentiality:  
What you discuss during your therapy session is kept confidential. No contents of the therapy sessions, whether 
verbal or written may be shared with another party without your written consent or the written consent of your legal 
guardian. The following is a list of exceptions:  

Duty to Warn and Protect   
If you disclose a plan or threat to harm yourself, the therapist must attempt to notify your family and notify legal 
authorities. In addition, if you disclose a plan to threat or harm another person, the therapist is required to warn the 
possible victim and notify legal authorities.  
 
Abuse of Children and Vulnerable Adults  
If you disclose, or it is suspected, that there is abuse or harmful neglect of children or vulnerable adults (i.e. the 
elderly, disabled/incompetent), the therapist must report this information to the appropriate state agency and/or legal 
authorities.  
 
Prenatal Exposure to Controlled Substances  
Therapists must report any admitted prenatal exposure to controlled substances that could be harmful to the mother 
or the child.  
 
Minors/Guardianship  
Parents or legal guardians of non-emancipated minor clients have the right to access the clients’ records.  
 
Insurance Providers  
Insurance companies and other third-party payers are given information that they request regarding services to the 
clients.  
 
Consultation and Supervision 
In an effort to maintain quality care, therapists at this practice seek supervision for certain cases to ensure the best 
possible treatment is provided. Some therapists are provisionally licensed, meaning they are required by state to 
obtain supervision on cases from a licensed mental health clinician.  
 
The type of information that may be requested includes: types of service, dates/times of service, diagnosis, treatment 
plan, description of impairment, progress of therapy, case notes, summaries, etc.  
By signing below, I agree to the above assumption of risk and limits of confidentiality and understand their 
meanings and ramifications.  
 
___________________________        _______________________________       ___________ 
Patient/Client/Authorized (PRINT)   Patient/Client/Authorized (SIGNATURE)        DATE  

 



 

Cancellation Policy 
If you are unable to attend an appointment, we request that you provide at least 24 hours advanced notice 
to our office. Since we are unable to use this time for another client, please note that you will be billed for 
the entire cost of your scheduled appointment if it is not timely cancelled, unless such cancellation is due 
to illness or an emergency.  

For cancellations made with less than 24-hour notice (unless due to illness or an emergency) or a 
scheduled appointment that is completely missed, you will be billed directly for the full session fee.  

We appreciate your help in keeping the office schedule running timely and efficiently.  

 

___________________________        _______________________________       ___________ 
Patient/Client/Authorized (PRINT)   Patient/Client/Authorized (SIGNATURE)        DATE  
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HIPAA Acknowledgement Form  
 

The following specifies your rights about this authorization under the Health Insurance Portability and 
Accountability Act of 1996, as amended from time to time (“HIPAA”) 

1. Tell your mental health professional if you don’t understand this authorization and they will explain it to 
you. 

2. You have the right to revoke or cancel this authorization at any time, except (a) to the extent that this 
information has already been shared based on this authorization; or (b) this authorization was obtained as a 
condition of obtaining insurance coverage. To revoke or cancel this authorization, you must submit your 
request in writing to your mental health professional and your insurance company, if applicable. 

3. You may refuse to sign this authorization . Your refusal to sign will not affect your ability to obtain 
treatment, make payment, or affect your eligibility for benefits. If you refuse to sign this authorization, and 
you are in a research-related treatment program. Or have authorized yoru provider to disclose information 
about you to a third party, your provider has the right not to treat you or accept you as a client in their 
practice. 

4. Once the information about you leaves this office, according to the terms of this authorization, this office 
has no control over how it will be used by the recipient. You need to be aware that at that point your 
information may no longer be protected by HIPAA. 

5. If this office initiated this authorization, you must receive a signed authorization. 
6. Special Instructions for completing this authorization for the use and disclosure of Psychotherapy 

Notes. HIPAA provides special protections to certain medical records known as “Psychotherapy Notes.” 
All Psychotherapy Notes recorded on any medium (i.e., paper, electronic) by a mental health professional 
(such as a psychologist or psychiatrist) must be kept by the author and filed separate from the rest of the 
client’s medical records to maintain a higher standard of protection. “Psychotherapy Notes” are defined 
under HIPAA as notes recorded by a health care provider who is a mental health professional documenting 
or analyzing the contents of conversation during a private counseling session or a group, joint, or family 
counseling session, and that separate from the rest of the individual’s medical records. Excluded from the 
“Psychotherapy Notes” definition are the following: (a) medication prescription and monitoring, (b) 
counseling session start and stop times, (c)  the modalities and frequencies of treatment furnished, (d) the 
results of clinical tests, and (e) any summary of : diagnosis, functional status, the treatment plan, symptoms, 
prognosis, and progress to date. 

 
In order for a medical provider to release ‘Psychotherapy Notes” to a third party, the client who is the subject of the 
Psychotherapy Notes must sign this authorization to specifically allow for the release of Psychotherapy Notes. Such 
authorization must be separate from an authorization to release other medical records. 
 

NOTICE OF PRIVACY PRACTICES AND HIPAA ACKNOWLEDGEMENT  
 
I hereby certify that I have been offered the Notice of Privacy Practices and HIPAA as described 
therein. I understand that I have the right to revoke this authorization, in writing, at any time by 
so notifying the requesting person. Such revocation will not affect actions taken by the 
requesting person prior to the date he or she received the written revocation.  
I understand that my health care provider cannot condition medical treatment on whether I sign 
this authorization.  
 
___________________________        _______________________________       ___________ 
Patient/Client/Authorized (PRINT)   Patient/Client/Authorized (SIGNATURE)        DATE    
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Client’s or Authorized Person’s Signature Medical 
Information Release/Claim Settlement  

 
I authorize the release of any medical information necessary to process claims for services that 
NYC THERAPY + WELLNESS (Persons Psychology, PLLC) and other health care providers 
provides for me.  
 
I authorize the release of any medical information necessary to coordinate care between NYC 
THERAPY + WELLNESS (Persons Psychology, PLLC) and other health care providers 
participating in my care.  
 
I also request payment of insurance/government benefits to the NYC THERAPY + WELLNESS 
(Persons Psychology, PLLC) and other health care provided services who accepts assignment.  
 
Patient/responsible party understands that they are responsible for any deductible, co-payment, 
or non-covered services if insurance coverage is being utilized.  
 
Patient/Client/responsible party understands that they are responsible for any service charges or 
collection fees should this account be sent to an out of office collection agency.  
 
I further agree in the event of non-payment, to bear the cost of collection, and/or Court costs and 
reasonable legal fees should this be required.  
 
Patient/Client/responsible party that are private pay (no insurance) are expected to pay at the 
time services are rendered.  
 
 
___________________________        _______________________________       ___________ 
PATIENT/AUTHORIZED (PRINT)         PATIENT/AUTHORIZED SIGNATURE DATE  
 
 

NYC THERAPY + WELLNESS (Persons Psychology, PLLC) INSURANCE 
POLICY 

 
It is the policy of the office to file your insurance as a courtesy. However, we do expect payment 
at the time services are rendered for any co-pay or private responsibility. It is very important that 
you be familiar with your insurance carrier and what is provided under your plan. With the 
changes in different healthcare policies, it is your responsibility to provide us with the correct ID 
card, referral or referral number, all of which must include proper information. Please understand 
that without this information, the patient/client will be responsible for filing their own claims. If 
there are any questions or if other arrangements need to be made, please do so prior to seeing the 
health care provider.  

 



 

NYC THERAPY + WELLNESS 
Emergency Contact Authorization  

 
 

 
I, ____________________, hereby give consent and authorize associates of NYC THERAPY + 
WELLNESS to release information to a paramedic team and the following person in the event of 
a medical emergency:  
 
In Case of an Emergency, Please Contact 
 
Name(s): _______________________________ Relationship: __________________ 
 
Phone Number:___________________ E-Mail: ______________________________ 
 
My Information 
 
Name: _____________________________________ Date of Birth: _______________ 
 
Current Address: _______________________________________________________ 
 
Please List any Medications: ______________________________________________ 
 
Please List any Allergies: _________________________________________________ 
 
Other Relevant Medical Information: ________________________________________ 
 
Insurance Provider: ________________ Preferred Hospitals: _____________________ 
 
Such disclosures of information are limited to emergency situations, as determined by associates 
of NYC THERAPY + WELLNESS.  I understand that my records are protected under Federal 
and State law and cannot be disclosed without my written consent unless otherwise provided by 
law. I further understand that associates within this practice will not condition my treatment on 
whether I give authorization for the requested disclosure.  
 
I further understand that the specific type of information to be disclosed may, if applicable, 
include: diagnosis, prognosis, and treatment information related mental and emotional health. I 
understand that this consent will remain in effect until the termination of treatment unless 
revoked by submitting a written and dated notice of revocation to NYC THERAPY + 
WELLNESS.  
 
 
_______________________       _______________________  _______________ 
Client Name (Print) Client Signature Date  

 



 

NYC THERAPY + WELLNESS 
 

Credit Card Authorization Form  
 

 
Personal Information  

Name______________________________ Date__________________  

Billing Address_________________________________________________________________  

_____________________________________________________________________________  

Phone______________________________  

Credit Card Information  

Credit Card Number______________________________________________  

Expiration Date__________________  

CVV Code______________________  

I, __________________________, authorize NYC THERAPY + WELLNESS, doing 
business as Persons Psychology, PLLC, to charge this credit card for invoices billed to me 
from this date forward. I agree that my per session fee will be $________. I understand 
and acknowledge that I may be responsible for the fee in the event that I do not cancel 
with at least 24 hours notice. I understand that payment for each session will be taken 
within 24 hours of the visit. This agreement will expire at the termination of our working 
relationship.  

_______________________________        __________________  
Signature       Date  
 
_______________________________  
Printed Name  

 


