Laura D. Robinson, M.S. 
Licensed Marriage and Family Therapist 
Phone: 702-483-7101
Email: lrobinsonmft@gmail.com
INTAKE PAPERWORK

Contact Information

Name: ___________________________________________________________
Address: ________________________________________________________________________
Phone Numbers: Home____________ Cell_______________ Work_____________
It is ok to leave messages at these numbers?   Yes____        No ____
Email address: _______________________________________ (remember email is not confidential) 
Do I have permission to email with you about administrative needs?    Yes ____     No ____
Emergency Contact person: __________________ Phone Number: _________________ 
Relationship to you: ___________________
Referred by: _____________________________________

Personal Information

Birth date: _______________ Age: ___________ Gender: ____________ 
Where born: ________________________
Ethnicity: __________________________
Religious affiliation/preference (if any): ______________________ 
Would you like that to be incorporated into therapy? ________________________________
Currently working? Yes ____  No ____
If so, where? ___________________________________________________________
Describe your current work environment ____________________________________ ______________________________________________________________________
If not, reason? __________________________________________________________
List any previous jobs and length of time there: ______________________________________________________________________
Household income: 
	$0-20,000 		_______
	$20,000-35,000	               _______
	$35,000-50,000 	_______
	$50,000-70,000		_______
	Over $70, 000		_______
Are you currently a student? Yes ____ No ____ Where are you attending classes? ______________
If so, are you: Part time ____ or Full time ___ 
Education history: ___________________________________________________________

Medical Information

Any past or recent hospitalizations for yourself? Yes ____ No ____
If yes, what for? ______________________________________________________
Any past or recent hospitalizations for close family or friends? Yes ____ No ____
	If yes, what for? ______________________________________________________
Are you currently taking any medications? Yes ____ No ____
Name and dose: ______________________________________________________
Are they helpful? _____________________________________________________
Have you taken any medications in the past? Yes ____ No ____
Name and dose: _______________________________________________________

Do you exercise regularly? Yes ____ No _____

Do you currently use any of the following:
Cigarettes:
	How often: ___________ How long been using: ___________ What reason: ________
Alcohol:
	How often: ___________ How long been using: ___________ What reason: ________
Prescription painkillers:
	How often: ___________ How long been using: ___________ What reason: ________
Marijuana:
	How often: ___________ How long been using: ___________ What reason: ________
Methamphetamines:
	How often: ___________ How long been using: ___________ What reason: ________
Cocaine:
	How often: ___________ How long been using: ___________ What reason: ________
	Other: ______________________
	How often: ___________ How long been using: ___________ What reason: ________

Have you used any substances in the past? Yes ____ No ____
	If yes, which ones: ___________________________________________________________
	How often: ___________ How long used for: ___________ What reason: ________

Did you or do you consider your use a problem? Yes _______ No _________
	Why: _________________________________________________________________

Any thoughts, plans or attempts of suicide, homicide or self harm? (past or present)
__________________________________________________________________________________________________________________________________________________________________________

Family and Relationships 

Marital status:    ___Single/never married    ___Married    ___Separated    ___Divorced   ___Widowed   ___Living w/someone     Dating ____   No desire for relationship _____

If currently married, when were you married?  ___________________
 If living w/someone, how long?  ________________________

Please list your children:
Name			Age	Relationship (biological/step)	Lives with
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Any previous significant relationships or marriages? Yes ____ No ____
Any children from those? ________________________________________________________
Any issues with infertility? _______________________________________________________

Who do you currently live with? ________________________________________________________

What position are you in your family of origin? ______________________

List first names and ages of brothers & sisters, including yourself:
Name			Age		Relationship (natural, step, half, etc.)              Living?
_____________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Anyone else you would consider part of your family who are not biologically related? 
___________________________________________________________________________________

Please check all information which applies to your biological parents:
MOTHER	____ living				FATHER	____ living
		____ deceased					____ deceased
		____ married					____ married
		____ divorced					____ divorced
		____ remarried ____# of times			____ remarried ____# of times

Where do your parents live? Mother _____________________________________________________
			         Father  ______________________________________________________

Describe your relationship with your mother while growing up: __________________________________________________________________________________________________________________________________________________________________________
Currently: __________________________________________________________________________________________________________________________________________________________________________

Describe your relationship with your father while growing up: __________________________________________________________________________________________________________________________________________________________________________Currently: __________________________________________________________________________________________________________________________________________________________________________

Within your family of origin or close friends are there any other issues there? (eg. abuse, substance abuse, suicide, gambling, etc.)
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you feel like you have a supportive environment where you are living? ____________________________________________________________________________________
Who do you go to for support most? ____________________________________________________________________________________
Is there anyone else you would like to be involved in therapy process? ____________________________________________________________________________________

Any troubles in school at any age growing up?
____________________________________________________________________________________

Therapy 

Have you ever seen a therapist before? Yes ____ No ____
For what reason? ______________________________________________________________________
_____________________________________________________________________________________
How was the experience? ________________________________________________________________
_____________________________________________________________________________________
Did you receive any diagnosis that you are aware of, or prescribed any medication? _____________________________________________________________________________________
Why are you seeking therapy now? _____________________________________________________________________________________
_________________________________________________________________________________________________________________________________________________________________________
How long has this been a problem?
_____________________________________________________________________________________
How much does it interfere with your life?  (eg. daily, weekly, monthly, constantly, etc.) 
_____________________________________________________________________________________
Have you tried any coping skills or strategies to help the issue? Yes ____ No ____
	What has helped? _______________________________________________________________
	What has not helped? ____________________________________________________________
Are there any major life events that may have contributed to the issue? (death, illness, stress, job change/loss, new relationship, etc.)
__________________________________________________________________________________________________________________________________________________________________________

How would you know that the problem was getting better?
____________________________________________________________________________________
____________________________________________________________________________________What are your strengths? __________________________________________________________________________________________________________________________________________________________________________What do you like most about yourself?
_____________________________________________________________________________________
_____________________________________________________________________________________

What are some of your hobbies?
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are you currently experiencing any of the following symptoms or feelings that contribute to your problem? (Please check or circle all that apply to you)

· 
10

· Appetite changes
· Recent weight loss
· Recent weight gain
· Chest pain
· Isolation
· loneliness
· Feeling restless
· Depressed mood
· Anxiety
· Difficulty falling sleep
· Difficulty staying asleep
· Sexual abuse 
· Emotional abuse
· Verbal abuse
· Work stress
· School stress
· Frequent crying
· Mood swings
· Difficulty with concentrating
· Sleeping too much
· Financial stress
· Shortness of breath
· Rapid heart rate
· Digestive problems
· Feelings of worthlessness
· Sore muscles
· Housing problems
· Increased drinking
· Increased substance use
· Fears/phobias
· Vomiting
· Impulsive behaviors 
· Lack of motivation 
· Frequent worry
· Anger/temper issues
· Death of a loved one
· Divorce
· Family troubles
· Guilt/self blame
· Loss of memory/confusion
· Suicidal thoughts
· Low self esteem
· Panic attacks
· Difficulty trusting others
· Not fitting in
· Feeling rejected



Anything else I need to know? 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________






All marriage and family therapy services in Nevada are regulated by the Nevada Board of Family Therapist Examiners. Questions or complaints may be addressed to 7324 W Cheyenne Avenue Suite #10 Las Vegas, NV 89129-7426. The phone number is (702) 486-7388.
Laura D. Robinson, M.S. 
Licensed Marriage and Family Therapist 
Phone: 702-483-7101
Email: lrobinsonmft@gmail.com

Welcome! This paperwork has been prepared for you to inform you of my qualifications and what you can expect from me as a therapist. It explains my therapeutic approach, services, fees, policies and your rights as a client. Additionally this disclosure statement provides you with information about my education, training, and experience. After you have read this statement, you will be asked to sign a statement of acknowledgement stating that you have received it and you will be provided a copy for your records.

Biographical Information
Welcome to my practice, my name is Laura Robinson. I graduated with my M.S. in the Marriage and Family Therapy Program at the University of Nevada, Las Vegas in 2012. I received my full license in November 2019 #2576. My professional paper was on the subject of therapeutic presence and the use of ‘self’ in therapy. I received my undergraduate degree in Applied Child Studies from Mount Royal College (now Mount Royal University) in Calgary, AB, Canada. Between my degrees I worked in Residential Treatment with at risk youth in Canada. 

Therapeutic Approach
	As a marriage and family therapist my training has been from a systems perspective. Systems therapy works with the relationship and cycles of interaction between persons. Within the context of systems that may be affecting one’s life, issues such as gender, culture, and spirituality are considered. During our first couple of sessions, we will set specific goals to accomplish based on your presenting problem. I will gather data on your presenting problem and we will work together to find solutions. I believe that therapy not only takes place in the therapy room, but also between sessions. Therefore, a part of your therapeutic process may include assignments outside the therapy room.  

I work with individuals, couples, families and groups. The approaches that I use in treatment vary but are typically more: Cognitive Behavioral, Feminist, Narrative and Solution Focused/Brief therapies. I come from a strength based lens. I also have special training in EMDR and Parts and Memory therapy. I seek to empower and encourage clients to make the changes they desire. I also find the use of metaphors helpful. I believe the relationship between the therapist and the client is paramount for productive treatment and ultimately for healing to occur. Typically treatment consists of: 

1. An assessment, which may include any or all of the following: interviews, observation, review of records, behavior rating scales, biological, psychological and social history, and/or mental health evaluation. 
2. Development of a treatment plan, which includes goals and objectives, therapeutic interventions and estimated length of treatment. 
3. Implementation of treatment plan. 
4. Ongoing assessment, discussion of progress, and revisions to the treatment plan as appropriate. 
5. Completion or termination of treatment when satisfactory progress has been made or treatment goals are achieved. 
6. Aftercare planning for follow-up care to maintain gains and prevent relapse if needed or desired by the client.
Consent to Treatment

Your Rights as a therapy consumer:
As a client, your rights are guaranteed by the rules of good professional practice and by law. You have the right to: 
· mental health care and treatment 
· to be advised about treatment choices and possible treatment concerns 
· to refuse treatment, or to terminate therapy at any time without moral, legal, or financial obligations other than those already accrued
· to privacy
· If at any time you feel that we are not a good fit, please discuss this matter with me to determine if transferring to a more suitable therapist is right for you.  
· To know that in a professional psychotherapeutic relationship sexual intimacy between the therapist and client is never appropriate

My professional code of American Association of Marriage and Family Therapist ethics and the Nevada statutes prevent me from disclosing information that is shared in therapy or releasing information without your written consent. There are limits to privacy. The ethical standards of therapists, and in some instances, state laws, require therapists to report to responsible persons when clients indicate any of the following: 
· abuse or neglect of a child or if I suspect abuse or neglect 
· abuse or neglect of an elderly person, or if I suspect abuse or neglect 
· threat to harm themselves
·  threat to harm someone else

Other limits to your privacy include: 
· the court can obtain your clinical record with a Court Order 
· Ex-spouses have the right to review their child’s record unless those rights have been terminated by the Court 
· HMOs that authorize and pay for treatment have the right to review your records

Risks and Benefits:
Counseling and psychotherapy are beneficial, but as with any treatment, there are inherent risks.  During counseling, you will have discussions about personal issues which may bring to the surface uncomfortable emotions such as anger, guilt, and sadness.  The benefits of counseling can far outweigh any discomfort encountered during the process, however.  Some of the possible benefits are improved personal relationships, reduced feelings of emotional distress, and specific problem solving.  I cannot guarantee these benefits, of course.  It is my desire, however, to work with you to attain your personal goals for counseling. It is not helpful to the treatment process to see two different therapists for the same issue as conflicting opinions may become counterproductive and stop progress. 

Office Practices and Policies

Therapy is a building block process. Each session builds on or complements previous sessions. Successful treatment depends on your attendance at each scheduled session. Effective psychotherapy is founded on mutual understanding and good rapport between client(s) and therapist. I can best serve your needs by focusing solely on therapy and avoiding any type of social or business relationship.  Gifts are not appropriate, nor is any sort of trade of service for service.

CURRENTLY I DO NOT ACCEPT OR WORK WITH INSURANCE COMPANIES

Payment policies: 
As a therapist in a private practice, I must operate as a small business. Therefore, I want you to know clearly the fees, payment and charges for my business. Appointments are generally booked once a week, unless otherwise discussed. A typical session lasts 50 minutes. Occasionally it may be better to go on with a session, rather than stop or postpone work on a particular issue. When this extension is more than 10 minutes, I will tell you, because sessions that run over 60 minutes will be billed extra. Clients can also choose to schedule extended sessions (90 minutes or 2 hours). 

The hourly rate for one 50-minute session (in person or by technology) is $100.00. Payment of any session fees must be received at the time of service. Please pay for each session at its end. I accept payment in the form of cash, check, and debit/credit card. You have a responsibility to pay for any services you receive before you terminate services. Fees accrued due to cancellations and phone sessions must be received on or before the next scheduled appointment and further appointments will not be scheduled until a zero balance is obtained. Fees are able to be adjusted if financial situation changes during the course of treatment. 

Cancellation policy (no show, no call):
 If you are sick or unable to attend your scheduled session, please notify me as soon as possible so I can adjust my schedule and reschedule you for another time. It is important that I have current contact information in case I need to cancel an appointment with you. Clients who cancel less than 24 hours prior to their scheduled appointment, without a valid excuse, will be charged half the session fee of $40.00. If a third party is paying for sessions I will bill the client the cancellation fee. 

Phone call policy: 
There is no charge for calls about appointments or similar business. Occasionally, however, telephone consultations may be suitable or even needed at times in your therapy. Therefore, any phone call lasting over 10 minutes will be charged a half session fee of $50.00.

Court-related services policy: 
[bookmark: _GoBack]I do not participate in any court-related services for clients, including depositions, hearings, consultations with lawyers, or attendance at courtroom proceedings. I ask that you respect the integrity of the therapeutic process and refrain from asking for my participation. If copies of files are needed you will be charged $0.60 per page of your file requested. For any extra requests a full session fee of $100.00 will be charged. 
-------------------------------------------------------------------------------------------------------------------------
I give permission to Laura Robinson, M.S.  to evaluate and provide: individual, couple, family (circle one) treatment. I have read the office practices and policies and have had any questions answered about these policies. I understand and agree to the policies described above. I further understand that any psychotherapy has risks and benefits, but that these cannot be fully described here in anticipation of a potential for treatment. I/We agree to the fee of $______________ for sessions.

Client/Parent Signature: _______________________________________ Date: ___________________
Client/Spouse/Partner Signature: ________________________________ Date: ___________________
Therapist Signature: ____________________________________ Date: __________________
Laura Robinson
Marriage and Family Therapist 
Electronic Communication Policy 

E-mail offers an easy and convenient way for therapist and client to communicate. In many circumstances, it has advantages over office visits or telephone calls. But remember: there are important differences. E-mail is not the same as calling my office; there is no person at the other end of the call – just a computer. You can’t tell for certain when your message will be read, or even if I am in the office or on vacation. Nonetheless, I believe that the ease of communication e-mail can afford a benefit to client care. Below are some guidelines for contacting me using e-mail.

· E-mail is never, ever, appropriate for urgent or emergency problems! Please use the telephone or go to the Emergency Department for emergencies.

· E-mail is great for asking those little questions that do not require a lot of discussion. Appropriate uses of e-mail also include referral and appointment scheduling requests. 

· E-mails should not be used to communicate sensitive medical information, such as information regarding sexually transmitted diseases, AIDS/HIV, mental health, developmental disability, or substance abuse.

· E-mail is not confidential. It is like sending a postcard through the mail. You should also know that if sending e-mails from work, your employer has a legal right to read your e-mail if he or she chooses. 

· E-mail may become a part of the medical record when we use it; a copy may be printed and put in your chart.

· E-mail is not a substitute for seeing me. If you think that you might need to be seen, please call and book an appointment!

· Either party can revoke permission to use the e-mail system at any time.

· I DO want to communicate with Laura Robinson electronically. I have read the above information and understand the limitations of security on information transmitted. I understand that Laura Robinson may not be able to communicate with me electronically about my specific condition if there are concerns regarding confidentiality. 

· It is permissible for Laura Robinson to contact me via email regarding scheduling. 

· It is NOT permissible for Laura Robinson to contact me via email. 

Client Name: _____________________________________________________________

Client Signature: _____________________________________________       Date: ______________

E-mail Address: ________________________________________________________
Laura Robinson
Marriage and Family Therapist 
Telephone/Text Message Communication Policy 

My phone line is set up through Google voice which is an online phone number that is connected to my personal cell phone. I access it with the same e-mail login and password. As a result, this phone line has the same risks as sending an e-mail. I am the only one with access to that number and the only one that the number will call. The voicemail inbox shows the number that called me and attempts to transcribe the voicemail, or I can listen to it. I present this information just so you know that there are always risks when using electronic communication. Voicemail is not a place to leave extensive personal information, mostly a short message for scheduling with date, name and time called, similar to e-mail. 

· I DO want to communicate with Laura Robinson via Google voice telephone/text message. I have read the above information and understand the limitations of security on information transmitted. I understand that Laura Robinson may not be able to communicate with me electronically about my specific condition if there are concerns regarding confidentiality. 

· It is permissible for Laura Robinson to contact me via telephone/text message regarding scheduling. 

· It is NOT permissible for Laura Robinson to contact me via telephone/text message. 

Client Name: _____________________________________________________________

Client Signature: _____________________________________________       Date: ______________






















Laura Robinson, LMFT
1481 W. Warm Springs Rd. Suite 132
Henderson, NV  89014
Phone: 702-483-7101 Fax: 702-568-7554
Email: lrobinsonmft@gmail.com
Billing Agreement 

Name of person being billed and relationship to you:
_______________________________________________________

Phone Number and Email address: 
_______________________________________
Address to send bill: 
_______________________________________
_______________________________________

Credit Card Information
Name on Card: _______________________________
Card Number: ________________________________
Expiration Date: ____________________
Security Code on back of card: ___________________

Consent
I give consent to _____________________________ to be in charge of paying the balance for my sessions with Laura Robinson. If you are paying by cash or check and the balance is not paid in full within 30 days, this gives permission for Laura Robinson to charge the above credit card with the remaining balance. 
Client Signature: ______________________________________________________
Payer Signature: ______________________________________________________
Therapist Signature: ___________________________________________________
Date: _________________________________
