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INFORMED CONSENT (MINOR) 
 
Confidentiality 
The material that clients disclose is confidential and cannot be released without their written 
consent.  There are certain circumstances, however; under which I may be legally required to 
disclose information without consent of the client.  These include: 
 

1. If there is a reasonable belief or suspicion that child abuse has occurred 
2. If there is a reasonable belief or suspicion that elder or dependent adult abuse has 

occurred 
3. If the client makes a threat to harm another person  
4. If the client poses a risk to him/her self, or others 
5. If the client enters into a legal proceeding in which they raise the issue of their mental 

status, then the court may order the clients records 
 
Confidentiality in Family Therapy   
Family therapy may include both joint and individual sessions.  In such circumstances the family 
hereby agrees to waive their right to confidentiality so that information shared in individual 
sessions can be shared in joint sessions at the discretion of therapist.  To maintain an atmosphere 
of openness and honesty, my policy is that I am unwilling to collude with secrets, wherein one 
family member shares information with me that they wish to keep from other family members.  
Some information can be kept confidential, but it will be at the discretion of therapist (excluding 
any of the exceptions listen in the “Confidentiality” section above). Any phone call or electronic 
communication made by a family member to the counselor may be discussed in joint session to 
maintain openness and trust.  
 
Parent Consultation 
Parents, as mentioned above, are entitled to some information, such as if the child is in danger or 
knows someone else who is in danger. These topics will not be kept secret from the parents. 
However, therapy with teenagers works best when they know I will keep non-pertinent 
information confidential. You as a parent may have updates about treatment planning (i.e. topics 
of what we are working on in treatment) but no details or conversations will be shared without 
the client’s permission.  
 
Record Keeping 
I will keep notes of my impressions of the client’s work in counseling.  The details will be 
limited, but enough for me to review progress and track developments in my work with the 
client. These records will be stored in a locked file inside the office building.  	 
 
Termination 
Termination typically occurs once goals are met and client feels as though they are no longer in 
need of therapeutic services. However, I do not work with clients that I determine are unwilling 
to get help or I think would not benefit form my services. In this case, I would discuss the matter 
with the client and I would provide referrals that may be a better fit.   
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Risks and Benefits of Therapy 
A minor client will benefit most from psychotherapy when his/her parents, guardians or other 
caregivers are supportive of therapeutic process. Participating in therapy may result in a number 
of benefits to the client, including, but not limited to, reduced stress and anxiety, a decrease in 
negative thoughts and self-sabotaging behaviors, improved interpersonal relationships, increased 
comfort in social, school, and family settings, and increased self-confidence. Such benefits may 
also require substantial effort on the part of the client, as well as his/her caregivers and/or family 
members. There is no guarantee that therapy will yield any or all of the benefits listed above. 
 
Participating in therapy may also involve some discomfort, including remembering and 
discussing unpleasant events, feelings and experiences. This discomfort may also extend to other 
family members, and the process may evoke strong feelings of sadness, anger, fear, etc. The 
issues presented by the client may result in unintended outcomes, including changes in personal 
relationships. During therapeutic process, many clients find that they feel worse before they feel 
better. This is generally a normal course of events. The client should address any concerns he/she 
has regarding his/her progress in therapy with me as therapist.  

 
THERAPIST POLICIES 

 
Appointments/Cancellations  
A standard appointment time is 50 minutes in length.  The appointment time is reserved for each 
person specifically. It is the client’s responsibility to notify me at least 24 hours in advance if 
they are unable to attend.  If the client does not cancel more than 24 hours in advance, or does 
not show up for the appointment, the parent/guardian will be expected to pay in full for the 
missed session within 24 hours.  
 
Contacting the Therapist (non emergency) 
I can be reached by confidential voicemail by dialing 707.720.3400.  I am not always available 
to answer the phone, but will check the voicemail periodically. If the client leaves a voice 
message, I will return the phone call, but it may take up to 48 hours if it is not an emergency.  
	
Emergency Calls 
It is important to seek help immediately by going to a hospital or dialing 911 in any life-
threatening emergency. If, for any reason, the client is unable to reach me in the case of an 
emergency, please follow this plan: 

1. Contact Mental Health Crisis Services at 707.253.4711 
2. Go to your local hospital emergency room 
3. Call 911 and speak to a mental health worker on call 

 
Email/Phone Counseling 
It is my belief that therapy is most useful when face-to-face because phone and email do not 
allow for the transfer of non-verbal cues such as facial expressions and body language. Because 
of this, I do not counsel over the phone or e-mail. Furthermore, the client privacy cannot be 
guaranteed via email or texting. Please use discretion when sending personal information in an 
email or over text message.   
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STATEMENT OF ACKNOWLEGEMENT 
 
General Consent To Counseling:  By signing this form, I consent on behalf of my minor child 
to counseling at Center for Psychotherapy, Spirituality & Creativity on the behalf of Mary 
Elizabeth “Emmy” Clausen.  I understand that my child’s counselor is an intern and is supervised 
by Amanda Wood, Ph.D. PSY 20304.  I acknowledge that my child’s counseling will be 
reviewed and supervised by a licensed professional. 
 
A signature on this form serves as your acknowledgement that you have read and understand 
both the Informed Consent and Therapist Policies and agree to their terms: 
 
Printed First and Last Name of Client  
 
____________________________________________________________ 
 
Signature of Client (if over 12 years old) 
 
_________________________________ Date __________________ 
 
Signature of Parent/Guardian (if client is under 18 years old) 
 
_________________________________ Date __________________ 
 
Signature of Counselor 
 
_________________________________ Date __________________ 
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FEE AGREEMENT 
 
Payment: 
 

• Individual counseling: The fee for this service is $125.00 per 50-minute session. 
  

• EMDR: The fee for this service is $150.00 per session.  
 

• Telephone conversations: Phone conversations are sometimes necessary and do not incur 
a charge if they are less than 15 minutes. However, for every phone call that goes over 15 
minutes, the client will be charged the price of a session, or $125.00. If more than a 15-
minute phone call is needed, I recommend that the client schedule a session for us to talk 
more effectively.  
 

Payment is accepted in the form of cash, check, or credit card at the time the service is rendered. 
Insurance is not accepted, however, I am willing to issue you a superbill for you to submit to 
insurance after services are rendered and paid for in full. Clients are not permitted to carry a 
balance. If payment is missed, the responsible party will be expected to pay the balance before 
the client’s next session. By signing this consent, you agree to pay the above amount in full for 
service at time it is provided. If the fee amount poses an undue hardship, please discuss this with 
your therapist. 
 
I have read and understand the above statements. 
 
 
Parent/Guardian Signature: _________________________  Date: _____________ 
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CHILD (ADOLESCENT) INTAKE FORM 

 
Today’s Date:____________ Referred by: _____________________________________ 

Child’s Full Name:________________________________________________________ 

Nickname: ___________________ Birth Date: _________________________________ 

Please provide the following information about the client child’s family: 

Parent/Guardian 

Names:_________________________________________________________________ 

Address:________________________________________________________________ 

Phone:____________________________  Email:_______________________________ 

The name of the child’s biological parents (if different from above): 

Mother: ________________________________________  

Father: _________________________________________ 

Parent’s Marital Status (circle one): 
Single  Married Widowed      Separated          Divorced 

Who has legal guardianship of the client child?  
 
________________________________________________ 
 
Please describe any past counseling that either your child or any other family member has had. 
Was it helpful?  Explain: 
 
 
 
Does anyone in the child’s family currently use (or in the past) any type of drug, tobacco or 
alcohol? __________________________   If yes, please describe:  
 
 
Please provide the following information about your child: 

Do you have any other concerns about your child or your family that you have not mentioned 
yet? 
 
 
 
Treatment Goals: 
What problem behaviors do you want to see change FIRST and how much must they change in 
order for you to be satisfied? 
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Education History: 
 
What school does your child attend? ________________________________________  

Current grade? _________ 

Has your child ever received any special education services?  
 
 
Has your child experienced any of the following problems at school? 
 
 fighting   lack of friends   drug/alcohol 

 detention   suspension   learning disabilities 

 poor grades   poor attendance  bullying 

 behavior problems  incomplete homework 

What does your child’s teacher say about him/her? 
 
 
 
Medical History: 
 
Date of your  child’s last medical examination: ________________________________ 
 
Please list any current medical conditions and/or medications for your child: 
 
 
 
Other History: 
 
Has your child ever experienced any type of abuse (physical, sexual, or verbal)? If so, please 
describe:  
 
 
Has your child ever made statements of wanting to hurt him/her self or seriously hurt someone 
else? 
 
 
Has he/she ever purposely hurt him/her self or another?  If yes to either question, please describe 
the situation: 
 
 
Has your child ever experienced any serious emotional losses (such as the death of or extended 
physical separation from a parent or other caretaker)?  If yes, please explain: 
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CLIENT RISK ASSESSMENT 

(To be completed by the minor/client) 
 
Please take a few moments to thoroughly complete this form. Please answer the questions 
completely and honestly to the best of your abilities.  

 
Name: _____________________________________________   Date: ____________________ 

 
Suicide 

 
In the last two weeks (including today), have you had any thoughts of ending your life? 
 
Yes No 
 
If you answered, “Yes,” do you have a plan to end your life? 
 
If you have a plan, how likely are you to follow through with this plan if 0 is “absolutely not” 
and 10 is “I am certain I will follow through?” 
 
0 1 2 3 4 5 6 7 8 9 10 
 

Homicide 
 
Do you currently or have you in the past wanted to end the life of someone else? 
 
Yes No 
 
If you answered, “Yes,” do you have a plan to end their life? 
 
If you have a plan, how likely are you to follow through with this plan if 0 is “absolutely not” 
and 10 is “I am certain I will follow through?” 
 
0 1 2 3 4 5 6 7 8 9 10 
 

Child Abuse 
 

Have you ever been abused in the past? (Physically, sexually, psychologically, or neglect?) 
 
Yes  No 
 
If yes, who was the abuser? 
 
Does this person still have access to children? 
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Elder Abuse 

 
Do you know of anyone over the age of 65 that is currently being abused or has been in the past? 
 
Yes  No 
 
If yes, who are they and could this person still be at risk of abuse?  
 

Self-Harm 
 
Do you have a history of hurting yourself? 
 
Yes  No 
 
If yes, how have you hurt yourself in the past?  
 
When did your self-harm begin?  
 
How motivated are you to stop? 
 
0 1 2 3 4 5 6 7 8 9 10 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
YOU	HAVE	COMPLETED	THE	INTAKE	PACKET!	THANK	YOU	AND	I	LOOK	FORWARD	

TO	GETTING	TO	KNOW	YOU	AND	YOUR	CHILD	BETTER.	


