Client Intake Form
Name: _____________________________________________________
Date of Birth: _________________ Marital Status: __________________
Employment: ______employed ______student ______unemployed/other
Address: ________________________________________________________
City/State/Zip: ___________________________________________________
Mobile Phone: _______________________ Voice or text messages ok? ____________
Home Phone: ________________________ Voice or text messages ok? ____________
Email Address: ____________________________________________________________
How did you hear about us? __________________________________________________________________

Emergency Contact
Name: _________________________________________________ Phone: ___________________________
Relationship to Client: ____________________________________

Responsible Party: _______________________________________ Session Fee: ______________________
If Other than Self:
Address: ________________________________________ City/State/Zip: ____________________________
Phone: _________________________________________

Insurance: ______________________________________ ID/Group #: _______________________________
If person insured is other than self: Name: _________________________________Birthdate: _____________
Address: _________________________________________ City/State/Zip: ___________________________
Phone: ______________________ Card Copied?: ______________

HIPAA Agreement: ________________

Religious Preference: ________________________________________________
Home Church: ______________________________________________________

Current Medications/Diagnoses: _______________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
Previous Counseling: ________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
Psychiatric Hospitalizations: __________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
Primary Doctor: ________________________________ Clinic: ______________________________________

Missed Appointment Agreement
A scheduled appointment is a commitment of time between you and our practice. We have reserved that
time just for you and that time is valuable. When appointments are missed or cancelled, that time is
permanently lost.
We ask when you schedule an appointment that you make every effort to keep that commitment. If a
situation arises that requires you to reschedule your appointment, notice to your therapist must be made 24
hours in advance of the appointment time. In the event that an appointment is rescheduled or missed
without a 24 hour advance notice, a $50 missed appointment fee will be applied.
Thank you for your understanding and cooperation with this matter.

By signing this agreement, I commit to paying any charges incurred due to a missed appointment for myself or
a child of mine.

__________________________________________________

______________________________

Client Signature

Date

Consent for Treatment with Holly Smigel, LMHC
Rights and Responsibilities
Journey Counseling Services offers Hope and Compassion to every adult, adolescent, child and couple struggling
with emotional and spiritual issues. Counseling is done from a biblical, cognitive behavioral approach. Each client is
offered services to best meet his/her individual needs. Treatment goals are established through collaboration between
each client and counselor.
In order to allow for a relationship built on trust confidentiality is assured at JCS. Client files are kept either in a
locked file in the office or with the counselor in a traveling file. The information you share will not be disclosed
without your written consent. You are also protected under the provisions of the Federal Health Insurance
Portability and Accountability Act (HIPAA). This law ensures the confidentiality of all electronic transmission of
information about you. Whenever information is transmitted electronically (for example, sending bills or faxing
information), it will be done with special safeguards to ensure confidentiality. If you elect to communicate with your
counselor by email, please be aware that email is not completely confidential. Please use discretion when
communicating in this manner. As a client of JCS it is important for you to understand that limits to confidentiality
do exist including any threats made to harm yourself or others. In addition, if any reports of child or dependent adult
abuse are disclosed, mandatory reporting laws require counselors to alert proper authorities.
The counseling relationship is the heart of the process. Interactions must be based on mutual respect and
consideration. Appointments will be approximately 55 minutes in length. Please give as much notice as possible if
you are unable to make a scheduled appointment. Your counselor will also respect your time by striving to begin and
end sessions on time. In addition, payment is expected at the time of service or as arranged. There is a 24 hour
cancellation policy; without 24 hour notice you will be expected to pay a $50 fee for the missed appointment.
Exceptions may be made due to illness or family emergencies.

My Training and Approach to Therapy

I have my undergraduate degree in Psychology (1996) and my Master’s Degree in Rehabilitation and Mental Health
Counseling (2002) both from the University of Iowa. I have been licensed as a Mental Health Counselor in Iowa
since 2010 and therefore adhere to the ethics and standards of the state licensing board. I have worked in a variety of
mental health settings for over 20 years. My experience includes residential treatment in mental health facilities,
supported living programs, chemical dependency treatment, crisis counseling, vocational counseling and biblical
counseling in church settings. I practice from a Christian perspective and utilize Cognitive Behavioral Therapy as well
as Solution Focused Counseling in my approach. My specialties include Anxiety and Depression in Women,
Domestic/Emotional Abuse, Marital/Relational Concerns, Life Changes and Transitions, Grief and Loss, and Faith
Related Issues. My desire is to come alongside each client that I work with to develop an individualized plan for
services. I truly care about this practice and look forward to walking with you on your journey.

Client Consent
I have read this statement and understand it fully. I know that I have the right to end the counseling process at any
time that I choose.
Client:________________________________________________________________
Counselor:________________________________________________________________

Notice of Privacy Policies and Consent for Treatment
This notice involves your privacy rights and describes how information about you may be disclosed, and how you
can obtain access to this information. Please review it carefully.
I. Confidentiality
In order to allow for a relationship built on trust, confidentiality is assured at JCS. Client files are kept with the
counselor in a traveling file or in a secure location at our office. The information you share will not be disclosed
without your written consent. Your “Protected Health Information” (PHI) is also protected under the provisions
of the Federal Health Insurance Portability and Accountability Act (HIPAA). Your PHI includes information
created or noted by us that can be used to identify you such as your past, present, or future health (including
mental health) or condition, the counseling services we have provided to you, or the payment for such services. We
are required to provide you with this Notice about our privacy procedures. Please note that we reserve the right to
change the terms of this Notice and our privacy policies at any time as permitted by law. Any changes will apply to
PHI already on file with us. Should we make any significant changes to our policies, we will immediately change
this Notice and make it available to our clients.
II. Limits of Confidentiality
As a client of JCS it is important for you to understand that limits to confidentiality do exist. We may use or
disclose records or other information about you without your consent or authorization in the following
circumstances, either by policy, or because legally required:
1. For treatment: We may use your PHI within our practice to provide you with mental health treatment,
including discussing or sharing your PHI with other JCS therapists and interns. Example: discussing your
treatment with another JCS therapist in order to facilitate your care.
2. To obtain payment for treatment: We may disclose your PHI to bill and collect payment for the treatment and
services we provided you. Example: we might send your PHI to your insurance company in order to get payment
for the health care services provided.
3. Emergency Situations: We may disclose your PHI if we are compelled by the fact that you are in such mental
or emotional condition as to be dangerous to yourself or the person or property of others, and if we determine that
disclosure is necessary to prevent the threatened danger. In addition, if you are involved in a life-threatening
emergency and I cannot ask your permission, I will share information if I believe you would have wanted me to do
so, or if I believe it will be helpful to you.
4. Child or Adult abuse reporting: If I have reason to suspect that a child is being abused or neglected, or that an
elderly or incapacitated adult is abused, neglected or exploited, I am required by law to alert proper authorities.
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5. Court Proceedings: If you are involved in a court proceeding and a request is made for information about your
diagnosis and treatment and the records thereof, such information is privileged under state law, and I will not
release information unless you provide written authorization or a judge issues a court order. If I am required to be
involved in court proceedings, I will charge $300 per hour which will include travel time.
6. Worker’s Compensation: If you file a worker’s compensation claim, I am required by law, upon request, to
submit your relevant mental health information to you, your employer, the insurer, or a certified rehabilitation
provider.
III. Patient’s Rights
1. Right to request restrictions: You have the right to request restrictions on certain uses and disclosures of
protected health information about you. You also have the right to request a limit on the medical information I
disclose about you to someone who is involved in your care or the payment for your care.
2. Right to receive confidential communications by alternative means and at alternative locations: You have the
right to request and receive confidential communications of PHI by alternative means and at alternative locations.
Example: you might request that we send bills to another address or contact you only at work, or that I do not
leave voice mail messages.
3. Right to see and get copies of your PHI: In most cases, you have the right to look at or get copies of your PHI
that I have, but you must make the request in writing. In certain situations, I may deny your request. If I do, I will
tell you, in writing, my reasons for the denial. Instead of providing the PHI you requested, I may provide you with
a summary or explanation of the PHI as long as you agree to that.
4. Right to correct or update you PHI: If you believe that there is a mistake in your PHI or that a piece of
important information is missing, you have the right to request that I correct the existing information or add the
missing information. You must provide the request and your reason for the request in writing.
5. Right to a copy of this notice: You have the right to a paper copy of this notice. You may ask me to give you a
copy of this notice at any time.
Complaints: If you believe your privacy rights have been violated, you may file a complaint. To do this, you must
submit your request in writing to my office. You may also send a written complaint to the U.S. Department of
Health and Human Services.
This notice went into effect on November 7, 2014.
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1. AUTHORIZATION TO RELEASE INFORMATION TO INSURANCE CARRIER
I hereby authorize Journey Counseling Services to communicate with my insurance carrier and provide all information
required for processing claims. Such information typically includes identifying information (client’s name, date of birth,
insured’s name and address, etc.), diagnosis, progress, and treatment plan. I understand that I have the right to inspect any
materials released to the insurance carrier. I also authorize my insurance carrier to release any pertinent information
regarding coverage, deductible, payments made, or any other information requested to clarify claims.
2. AUTHORIZATION TO PAY JOURNEY COUNSELING SERVICES
I hereby authorize payment of Medical Benefits to Journey Counseling Services for services rendered.
3. AUTHORIZATION FOR TREATMENT
I give Journey Counseling Services consent to treat myself or my minor child.
4. AUTHORIZATION FOR COLLECTION
I understand that if I fail to pay, the account can be turned over for collection and that I will be responsible for all costs
involved.
5. ACNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
I have been provided a copy of Journey Counseling Services Notice of Privacy Practices. We have discussed these policies,
and I understand that I may ask questions about them at any time in the future.
I acknowledge that the above items have been reviewed with me and I fully understand and agree with them.
Signature: ________________________________________________________________
Printed Name: _____________________________________________________________
Date: ___________________________________________________________________

6 Hawkeye Dr, Suite 105
North Liberty, IA 52317

AUTHORIZATION TO RELEASE/EXCHANGE INFORMATION
Patient name:___________________________________ Birthdate:________________________________
Social Security No:_______________________________
I understand that the specific information to be disclosed includes the following and that I have a right to inspect the
disclosed information at any time. I understand that I can revoke my consent in writing at any time, and if I do not revoke
this consent, it will expire automatically one year after the date signed below.
I hereby authorize

____________________________________________________________________
(Name of individual or institution)

____________________________________________________________________
(Address)

to disclose, exchange with, and deliver information to
____________________________________________________________________
(Name of individual or institution)

____________________________________________________________________
(Address)

for the purposes of evaluation, treatment planning, security, claims evaluation and payment. Further disclosure of this
information to another party is unlawful and can result in criminal and civil penalties unless authorized by the client.
Initial

YES

NO

(Please place check mark under yes or no and initial beside each option)

_____

_____

_____

MENTAL HEALTH INFORMATION

_____

_____

_____

SUBSTANCE ABUSE(drug or alcohol)INFORMATION

_____

_____

_____

AIDS-RELATED INFORMATION

_____

_____

_____

DISCLOSURE necessary for claims processing/third party payor

I acknowledge that information released may include material that is protected by federal or state laws applicable to the
diagnosis and treatment of substance abuse, mental illness, and AIDS-related conditions. I understand that my Records
may be protected under the Federal Confidentiality Regulations (42 CFR Part 2) and, if so, cannot be disclosed without
my written consent unless otherwise provided for in the regulations. I understand that I may revoke this authorization at
any time, except to the extent that action has already been taken in reliance upon it, by giving written notice to Journey
Counseling Services.. Revocation is effective upon receipt of such request.

__________________________________________
Signature of Client

_______________________________________________
Date

__________________________________________
Signature of Parent/legal guardian

_______________________________________________
Signature of Counselor

Psychosocial History
Client Name______________________________________________

Date _____/_____/_____

Therapist_________________________________________________

Family/Relationship History
Marital status: Married__ Separated__

Divorced__

Single__

Previous marriages: Self
Yes__ No___ Date married______
Spouse Yes__ No___ Date married______

Widowed__
Date divorced_______
Date divorced_______

Children from previous marriages: (Circle those living in home)
Self: sex/age____________________________________________________________________________
Spouse: sex/age: ________________________________________________________________________
Children from present marriage : (Circle those living in home)
Name
Sex
Age

Adopted/Biological

_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
Brothers and sisters: (Circle any problematic relationships)
M F Age M F Age
_______
_______

M F Age
_______

M F Age
_______

M F Age
_______

M F Age
_______

M F Age
_______

M F Age
_______

M F Age
_______

Any major health problems, alcohol/drug abuse, other addictive behaviors or mental health issues in your family:
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Parents divorced? Y N Your age when divorced?___ Parents living? Father Y N
Current issues with parent(s)? Y N

Mother Y

N

Work/Education:
Highest level of education____________ Occupation:___________________________________________
Employer:__________________________ Length of employment:__________________________________
Problems related to career/vocation?_________________________________________________________
Military involvement present/past?____________________________________________________________

1

Nutrition/Exercise:
Currently on a special diet? Yes___ No___ Describe: __________________________________________
Balanced diet including fruits and vegetables? Yes______ No______
Intake of highly sweetened and/or caffeinated drinks? Amount/day________________
Exercise? _____________________________________________________________________________
Recreation/hobbies?_____________________________________________________________________

Spirituality:
Church affiliation: ____________________________Home Church:
Attendance(how often): ________________________________
Church related activities (faith family, bible study groups, etc…):
Importance of own faith/spirituality(scale 1-10)? ______________________________________ ________
Regularity of devotional/quiet time/meditation time? ____________________________________________
Current spiritual/religious issues needing help with? ____________________________________________

Medical History:
Current prescribed medications/dosage: ____________________________________________________
Prescribing physician(s):___________________________________________________________________
Past hospitalizations, surgeries, medical issues _______________________________________________
Current medical issues:__________________________________________________________________
Allergies:___________________________________________ None known ______
Ongoing physical pain? Yes__ No__ Frequency?_________ Location?__________________________
When began?_____________ Intensity (0 none -10 extreme)_______
Physical disabilities or limitations of movement, sight, or hearing? Yes____ No ____
If yes, explain__________________________________________________________________________

Abuse:
History of being sexually abused? Yes___ No___ History of being physically abused? Yes___ No ___
If yes, state relationship to the abuser. _______________________Date(s) of abuse_________________
Was the abuse reported? Yes___ No___ If yes, to whom?____________________________________
Any abuse of any kind to other members of family? Yes___ No___ If yes, to whom? _________________

Psychiatric Treatment History:
Any previous counseling? Yes____ No____
Therapist or agency

Dates From/To

Problem/Area of Concern

Inpatient: History of hospitalizations/treatment: ie, emotional problems, drug/alcohol treatment: Y___ N___
Date(s):________________________________________________________________
Reason(s):___________________________________________________________________________

2

Risk:
Family history of suicide:

Yes___ No___ Attempts? Yes___ No ___

Personal history of suicidal thoughts: Yes___ No___ Attempts? Yes___ No ___When attempted: ______
How/Method:_____________________________________________________
Current suicidal thoughts: Yes____ No_____ Plan ____
Thoughts of harming another person: Yes___ No____ If yes, explain _______________________________

Substance use/abuse/addictions:
Tobacco use: Yes___ No___ Frequency:______________ Quantity:______________
Alcohol use: Yes___ No___ Frequency____ Quantity______ Problem? Yes____ No____
Drug use: Yes___ No___ Frequency____ Quantity ______ type ___________ Problem? Yes___ No___
Arrests for being under the influence of alcohol/drugs? Yes______ No______ #____
Have you ever quit drinking or quit using drugs?
Yes______ No______ #____
Use of drugs (pot, speed, cocaine, etc.) or misuse of prescription drugs in past year? Yes___ No___
Describe: __________________________________________________________________________
Gambling:
Yes___ No____ Describe __________________________________________________
Pornography: Yes___ No____ Describe___________________________________________________
Other addictions: _____________________________________________________________________

Legal:
Past legal convictions? Yes No
If Yes, please explain the nature of the conviction:
______________________________________________________________________________

Incarcerations:
Currently involved with the court or legal system? Y N Past/present involvement with DHS? Y N
Please Describe:
_______________________________________________________________________________________
_______________________________________________________________________________________

Finances:
Problems related to finances (impulsive spending, excessive debt, poor money management)
______________________________________________________________________________________
______________________________________________________________________________________

Current Symptoms:
Please check all of the following that apply – place a question mark by those you are unsure of:

Depression

Anxiety

Panic

PTSD

___Suicide ideation/attempts
___Depressed/sad
___Discouraged
___Low energy
___Low motivation
___Appetite change
___Weight loss/gain
___Sleep problems

___Worry
___Headaches
___Stomach upset
___Dizziness
___Tired/fatigued
___Tense/nervous
___Chest tightness
___Poor sleep

___Palpitation
___Sweats
___Shakes/tremble
___Shortness of breath
___Chest pain
___Nausea
___Dizzy

___Trauma
___Nightmares
___Flashbacks
___Hypervigilant
___Avoidant
___Insomnia
___Startle response
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___Loss of enjoyment
___Loss of concentration
___Increased emotions

___Irritable
___Trembling

___Irritability
___Agitation
___Worthlessness
___Hopelessness
___Helplessness
___Difficulty coping

OCD
___Obsession
___Obsessions
___Compulsions

ADHD/ADD

Conduct disorder

___Short attention span
___Distractible
___Poor concentration
___Forgetful
___Organizational problems
___Fidgety/restless
___Impatient
___Underachievement
___Difficulty completing tasks
___Procrastination
___Misplaces things
___Easily frustrated
___Impulsive/reactive
___Hyperactive

___Cruelty
___Theft
___Aggression
___Fights

___Fear of dying
___Agoraphobia

ODD
___Argues
___Defiant
___Blames others
___Angry
___Vindictive
___Loses temper

___Destructive
___Run away
___Truant

Other Symptoms:
Client Strengths:
Please list your strengths, gifts and abilities:
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Mania
___Grandiose
___Racing thoughts
___Minimal sleep
___Excessiveness
___Agitation

