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CLIENT INFORMATION
Client Name ______________________________ DOB _________________ Age ________ 
Nickname __________________________ Sex ___________ Gender Identity ___________ 
Race/Ethnicity ______________________ Language(s) spoken at home _______________________________
Person completing form ________________________________ Relation to Client_______________________
Client Address ______________________________________________  City __________________________
State ________ Zip ___________ Phone # ______________________ Other Phone ______________________
Medical Doctor _________________________________________ Phone ______________________________
School__________________________________________________________Grade_____________________
Teacher/Counselor_________________________________________ Phone____________________________
Caregiver Information (Custodial, if child/adolescent client)
Name __________________________________________________  Age________ Sex ________ 
Biological parent____ Adoptive parent____ Foster parent_____ Step-parent_____ Other__________________
Address if other than above __________________________________________________________________
Work # ___________________________Home #________________________ Cell # _____________________
Email ___________________________________________ Indicate preference for messages______________ 
Employer ______________________________________ Position ____________________________________

Additional Caregiver Information (Custodial, if child/adolescent client)
Name __________________________________________________  Age________ Sex ________ 
Biological parent____ Adoptive parent____ Foster parent_____ Step-parent_____ Other__________________
Address if other than above __________________________________________________________________
Work # ___________________________Home #________________________ Cell # _____________________
Email ___________________________________________ Indicate preference for messages______________ 
Employer ______________________________________ Position ____________________________________

Caregiver Information (Non-Custodial if child/adolescent client)
Name __________________________________________________ Age________ Sex ________ 
Biological parent____ Adoptive parent____ Foster parent_____ Step-parent_____ Other__________________
Address if other than above __________________________________________________________________
Work # ___________________________Home #________________________ Cell # _____________________
Email ___________________________________________ Indicate preference for messages______________ 
Employer ______________________________________ Position ____________________________________

In Case of Emergency Notification
Name________________________________________ Relation _____________________________________
Phone _____________________________________ Other # ________________________________________

[image: ]FAMILY INFORMATION

Parent’s Marital Status:  Married ___     Never Married ____     Separated____    Divorced____    Widowed____ If separated or divorced, how long?  ______________
Contact with non-custodial parent or custody arrangement if any:  _________________
________________________________________________________________________ 
Any special circumstances in the family situation?  _________________________________________________

Briefly describe the problem: __________________________________________________________________
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 

Please list individuals living in the home:
	Name
	Age
	Relationship
	Occupation/School

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



CONCURRENT MEDICAL PROBLEMS IF ANY
	Current Medications
	Prescribed By

	
	

	
	

	
	

	
	


Allergies ___________________________________________________________________________________________

	 Major Illness
	Treating Doctor/Date

	
	

	
	

	
	

	
	



Psychiatric or Psychological Treatment (Inpatient and Outpatient) or Psychological Testing
	Therapist or Doctor
	Issue
	Dates

	
	
	

	
	
	

	
	
	



Significant Family Medical and Psychiatric History ________________________________________________________ __________________________________________________________________________________________________ __________________________________________________________________________________________________ __________________________________________________________________________________________________
PRACTICE POLICIES
Craig A. Russell, M.Ed., LPC

1. Cancellations without 24 hour notice may be billed at the full session rate for Craig Russell, which may exceed the insurance company rate.  Insurance companies will not pay for missed sessions and payments for these sessions are the responsibility of the client.
2. If a client does not show up for two (2) appointments in a row without notifying the office, it is assumed that the therapist-client relationship has been terminated and must be re-established for further treatment to continue.
3. Telephone calls to clients, family members, doctors, therapists, attorneys, or others may be billed at rates proportionate to time spent for the call.
4. A $35 fee on all returned checks will be charged.
5. If a client or family member damages equipment, furnishings, property, building, or grounds in or around the office of Craig Russell the client is financially responsible for damage and will make prompt restitution.
6. Any co-payment or fees for service are due at the time of service unless Craig Russell has agreed upon other arrangements.
7. Confidentiality: Current Texas State laws require that information provided to mental health practitioner be kept confidential.  Therefore, no information will be provided to employers, family, friends, or community persons with the following exceptions:
Information about you or what you say during a session will be disclosed to another if, (1) you give me written permission to communicate with someone about our session and/or about the progress you are making in counseling.  This mainly applies to clients whose insurance carrier requires a periodic progress report, to clients who are ordered by the courts to receive counseling, or to clients who desire that I communicate with other professionals such as their physician.  (2) I am ethically and legally obligated to disclose information given to me in confidence if I have reason to believe that a client is (a) likely to harm themselves, (b) likely to harm someone else, and (c) is in any way involved in child abuse.  (3) I can be compelled to testify in a court of law and to disclose information about what you say to me if a judge deems that there is just cause for such testimony and orders such a disclosure.  Parents Please Note: I work with clients of minority age only if their attendance is voluntary.  Since counseling can only succeed in a trusting environment, parents are encouraged to respect their child’s confidentiality and privacy.  I will keep what your child says confidential except as the conditions specified above may apply.  However, parents can be assured that I will encourage their children to share critical information and feeling with them.

8. Craig A. Russell, M.Ed., LPC is an independent practitioner of psychotherapy.  The other independent clinical practitioners in the office at 5910 Courtyard Dr., Suite 200, Austin, Texas 78731 are separately licensed independent practitioners and are responsible for each of their respective practices.  Craig Russell and the other practitioners are only affiliated through office space sharing at 5910 Courtyard Dr., Suite 220, Austin, Texas 78731 unless otherwise explicitly stated in writing.

We/I have read the above, understand each of the items, and consent to follow and abide by them.

_____________________________________  	   ____________________  
Signature of patient guardian or adult patient                         date                          

Consent for Evaluation/Treatment

We/ I do hereby consent to therapeutic evaluation/treatment by Craig A. Russell, M.Ed., LPC.

_____________________________________ 	   ____________________  
Signature of patient guardian or adult patient                         date                 

Following is the fee schedule for the psychotherapy services off Craig A. Russell, M.Ed., LPC.


Individual Psychotherapy (90837)		60 minutes			$175.00


Family Psychotherapy (90847)		60 minutes			$175.00


Initial Intake/Assessment (90791)	60 minutes			$175.00

						80 minutes			$265.00

Phone Consultation 			0-15 minutes			free

						Over 15 minutes		$50.00 per 15 minutes

Payment is expected at the time of service in the form of cash, personal check, or credit card (a $5.00 service fee will be added for credit/debit card payments).  Other payment plans and options may be discussed.

You may be able to file this fee with your insurance for reimbursement.  If you wish to do this, please check your insurance coverage requirements prior to our meeting.  I can provide a receipt to assist you in this if you want.

Appointments not cancelled 24 hours in advance are charged at the regular hourly rate and may not be reimbursed by insurance.

Thank you for discussing with me any questions about this fee schedule you may have.
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