
Adult	Intake	Form	
Green	Counseling	Services	

	
Nobody	dislikes	paperwork	more	than	I	do	so	I	promise	to	keep	it	to	a	minimum,	but	I	do	
need	to	take	a	few	moments	of	your	time	now	to	share	some	important	details	with	you	at	
the	beginning	of	this	journey	you	are	preparing	to	take	with	me.		

I	do	not	currently	participate	in	any	managed	care	networks.	This	means	I	do	not	file	with	
insurance	companies,	and	I	do	not	offer	insurance	network	discounts.		There	are	several	
reasons	behind	this	decision,	but	the	primary	one	is	to	avoid	the	entanglement	with	the	
managed	care	model.		My	commitment	to	you	is	to	attempt	to	keep	the	price	of	therapy	low	
enough	that	your	insurance	company	will	not	have	to	be	involved	but	high	enough	that	you	
are	fully	invested	in	the	process.		A	sliding	scale	chart	is	provided	below	and	will	be	a	part	of	
our	initial	discussion	as	we	agree	on	a	fee	structure	that	works	for	both	of	us.	

Make	sure	to	take	a	couple	of	my	cards,	so	you	will	have	my	contact	information	when	you	
need	it,	and	you	can	pass	it	along	to	someone	else	in	need	of	hope	and	healing.		

There	are	several	websites	I	would	recommend	for	your	benefit.	I	have	a	website	at	
www.greencounselingservices.com	that	includes	frequent	blog	posts	with	my	perspectives	
on	achieving	the	healthiest	lives	and	relationships	possible,	numerous	links	to	other	helpful	
websites,	recommendations	for	excellent	books	and	other	resources,	information	about	
upcoming	events	and	opportunities,	and	more.		

_____________________________________________________________	 	 _______________________		

Signature	and	Date	(Please	sign	indicating	that	you	have	read	the	above.)	

Chris	Green,	LMFT-S	
Green	Counseling	Services		
806-640-8031	
Chris@greencounselingservices.com		
 
 
Client Name __________________________________ 
Address ______________________________________ 
_____________________________________________ 
Phone Number _________________________________ 
E-Mail _______________________________________ 
 
Please provide the following required information for your file.  Please note that your credit 
card will not be charged unless it is for services rendered or cancellations/no-shows that do not 
follow the 24 hour cancellation policy. 
 
Agreed upon fee scale ___________________________ (see section 5) 
Credit Card Type _______________________________ 
Credit Card Number _____________________________ 
Expiration Date _________________________________ 
Security Code __________________________________ 
Billing Address Zip Code ________________________ 
 



DECLARATION OF PRACTICES AND PROCEDURES 
  
Therapy may be conducted in a number of different ways and in many different contexts, 
depending on the therapist and his or her orientation and training. I am pleased that you have 
chosen me for your counselor. This description has been prepared to inform you of my 
qualifications, how I view the therapeutic process, and what you can expect from me as your 
therapist. PLEASE SIGN AND DATE THE LAST PAGE.  
 
1. My Qualifications and Experience: I received my Bachelors Degree in Youth and Family 
Ministry from Harding University in 1995.  I went on to receive my Masters in Marriage and 
Family Therapy (MMFT) in 1997 from Abilene Christian University, a highly respected program 
that is accredited by the American Association of Marriage and Family Therapy (AAMFT).   
 
I am a Licensed Marriage and Family Therapist Supervisor (LMFT-S), Texas State License 
#201640, granted from the Texas State Board of Examiners of Marriage and Family Therapists.  I 
am also an Clinical Fellow of the American Association of Marriage and Family Therapists 
(AAMFT) and Texas Association of Marriage and Family Therapists (TAMFT).  
 
2. The Therapeutic Process: The process of therapy focuses on changing patterns of behaviors, 
thoughts, feelings, or spiritual issues. Because all people live in relation to others, I treat problems 
within a relational life context. This means that we will discuss not only the things that have to do 
with your own personal thoughts and behaviors, but also how those thoughts and behaviors 
influence, and are influenced by, the relationship patterns in your life.  At times this may even 
require that we explore the idea of including those significant relationships in the therapeutic 
process to expand the possibility of sustainable change. 
  
In addition to treating the interpersonal nature of problems, I believe that holistic healing 
addresses the emotional, psychological, physical, and spiritual aspects of individual and family 
life.  Too often, the therapist’s own training or therapeutic bias limits therapy.  My desire is to 
expand my own focus to include a deeper and more holistic view of change and functioning. I am 
committed to a seamless integration of spirituality, psychological and systemic therapy 
approaches. I am willing and eager to address your spiritual concerns in therapy to the degree that 
you express the desire to do so.  However, if you are like many people who have been deeply 
wounded by well meaning religious people, this discussion of spirituality may turn you off.  I can 
assure you that regardless of your personal religious background I am committed to your wellness 
as my client, and because of that I may not openly discuss my own spiritual values or beliefs with 
clients who do not raise this as an issue of concern.  It is my personal responsibility to make sure 
that my style of therapeutic intervention should always be in harmony with my own spiritual 
beliefs. 
 
Potential Counseling Risks: Remember that therapy can be an emotionally draining process, and 
healing sometimes comes more slowly than desired. Sometimes the therapeutic process may 
bring out issues that you did not recognize at the beginning of therapy. Also, there are some risks 
associated with change in relationship patterns. As one person changes, other significant 
relationships are impacted. However, if you will remain committed to growth, the benefits to you 
and your family should be well worth it.  
 
3. Types of Services Offered and Clients Served: My style of therapy is a holistic integration of 
what I have found to be the best of professional theory, and my own personal experiences of 
healthy change and growth. I believe the therapeutic process is a collaborative effort in which you 
are the expert on your life, and I will assist you by providing helpful insights, directions, and 



resources. I will do my best to help you find the tools and perspectives needed to provide you 
with a healthier and more fulfilling life.  I work with individual adolescents, adults, couples, and 
families, and sometimes use several different formats with the same client family at different 
sessions.  
  
4. Code of Ethics: I am required by law to adhere to the Texas Code of Ethics for Licensed 
Marriage and Family Therapists. A copy of this code is available on request.  I do my best to not 
only meet the requirements of these ethical codes, but to exceed them wherever possible.  
 
5. Session Fees: Fees are due at the time of service rendered.  
Because I do not participate in any managed care provider programs, my fees for service are 
based on a sliding scale related to the client’s income.  The chart below explains the fee structure. 
 
Household Income 
$100,000 + 
$45,001 - $99,999 
< $45,000 
 

Fee 
$140 
$120 
$100 

Reduced fees are available on a limited basis.  If you are unable to pay the amount based on the 
scale, please make this clear in the intake session.  The agreed upon fee will become a permanent 
part of the client file. There will be a $35 NSF charge on all returned checks.  
 
Please Note: All Saturday appointments will be charged at $150 per session. 
  
Cancellation: If you need to cancel a session, please notify me within 24 hours of the 
scheduled session.  You may notify me of your need to cancel by telephone at 806-640-8031 
or by email at chris@greencounselingservices.com.  While I don’t want to charge anyone 
for a missed session, this is an hour of my time that I have scheduled for you.  I respect the 
tremendous value of your time, and expect my clients to do the same for me.  Therefore, I 
do charge a full session fee for cancellations or no-shows that do not give the required 24-
hour notice. 
 
6. Privileged Communications: I abide by the practice standards for Licensed Marriage and 
Family Therapists and Texas law. I do not disclose client confidence and information to any third 
party without a client’s written consent or waiver except when mandated or permitted by law.  
Verbal authorization will not be sufficient except in emergency situations. State law mandates 
that I report to the appropriate authorities suspected cases of abuse/neglect of children, elderly, 
and the disabled, and instances of danger to self or others when reasonably necessary to protect 
the client or other parties from a clear and imminent threat of serious physical harm. 
When working with couples, families, or groups, I cannot disclose any information outside of the 
treatment context without a written authorization from all individuals competent to sign such 
authorization. For example, I cannot release any information about either or both spouses I have 
seen for marital therapy to an attorney without signed authorizations from both spouses.  
 
Litigation Limitation: Given that certain types of litigation (such as child custody suits) may 
lead to the court-ordered release of information without your consent, it is expressly agreed that 
should there be any legal proceedings (such as, but not limited to, divorce and custody disputes, 
injuries, lawsuits, etc) neither you nor any attorney, or anyone else acting on your behalf, will call 
Chris Green to testify in a deposition or in court or any other proceeding, nor will a disclosure of 
the medical record and therapy notes be requested. I believe this is not only in my best interest, 
but in your best interest as well.  However if for some reason I am required to attend court 



regarding your case, I will charge a fee of no less than $250 per hour including travel and wait 
time as it will require a large portion of a work day for me. 
 
7.Client Rights:  
Please understand that, as my client, you have the following rights:  
•To be treated with dignity and respect.  
•To give input during therapy and to expect that your input will be carefully considered.  
•To receive an explanation of benefits, effects, alternatives, and risks of prescribed treatment.  
•To end therapy at any time without moral, legal, or financial obligations other than those already 
accrued.  
 
8. Client Responsibilities: You are responsible for keeping appointments, paying your bill, and 
ultimately for change. You are to follow office protocol, and you must notify me of any other 
ongoing mental health relationship. If at any time you are uncomfortable or dissatisfied with any 
aspect of therapy, please let me know immediately so I may make the necessary adjustments to 
provide you with the best possible service. 
  
9. Physical Health: If you have not had a physical in the last year, you are encouraged to do so. I 
am not a medical doctor and as such I refer all medical questions and opinions to the 
appropriately trained professional. With this in mind, you may be referred to the appropriate 
medical doctors for consultation and medical evaluation for reasons such as physicals or 
prescriptions for medications.  
 
10. Emergency Situations: In case of emergency, call my office at 806-640-8031 and leave 
me a detailed message regarding your situation.  After leaving me a message, please call the 
National Hope Line Network at 1-800-784-2433 and/or 911.  
 
11. Telephone/Email Consultations: I am happy to offer brief feedback via email or telephone, 
as needed. However, if you need more extensive feedback outside of a face-to-face session, 
responses via email or telephone are available from me on a fee basis that will be negotiated at 
the time. Developing healthy life boundaries is often an important part of the therapeutic process, 
and I do my best to model this process for my clients with my own life.  
  
I have read and understand the above information.  I accept financial responsibility for charges I 
incur during the course of therapy.  
 
___________________________________  ____________________________________  
Client Signature(s)   Date   Chris Green, LMFT-A   Date  
 
Chris Green, LMFT-S 
- Green Counseling Services  
 
 
 
 
 
 
 
 
 



 
 
 

Green Counseling Services 
CHRISTOPHER W. GREEN, LMFT-S 

 
CLIENT INFORMATION QUESTIONNAIRE 

Your cooperation in completing this questionnaire will be helpful in planning my services 
for you.  Please answer each item carefully.  Ask for clarification if you do not 
understand an item. 
 
Full name ________________________________________ Date __________________ 

Address ________________________________________________________________ 

Telephone number(s):  Work  (___) _______________   Home  (___) _______________ 

Age _______    Date of birth ____________      � Male  � Female     Race ____________ 

Maiden name ____________________________   

Marital status (check one): 

� Single   � Married   � Separated   � Divorced   � Remarried   � Widowed   � Other 

Occupation:  His ____________________________  Hers ________________________ 

Check highest level of education: 

� Grade school � Middle School � High school � Some college 
� Bachelor’s degree � Master’s degree � Advanced degree (Ph.D., M.D., etc.) 
 
Religious preference:  His _______________________  Hers ______________________ 

 Where do you attend? _______________________________________________ 

Name of closest relative _________________________  Phone ____________________ 

 Address _____________________________________________________________________ 

 
Have you ever consulted a professional counselor? � Yes � No 
 
 If yes, Name _____________________________  Date(s) __________________ 
 
 



Who is your physician? ____________________________________________________ 

Are you presently taking any medication? � Yes � No 

 If yes, please list ____________________________________________________ 

Do I have your permission to contact your physician in order to coordinate services? 

 � Yes � No 

List any health problems for which you currently receive treatment: 

________________________________________________________________________

________________________________________________________________________ 

Have you ever considered suicide? � Yes � No 
Have you ever attempted suicide? � Yes � No 
 
If yes, please explain?______________________________________________________ 
 

Circle any of the following that are presently causing you difficulty: 

Assertiveness 
Parenting 
Bowels 
Nightmares 
Health problems 
Alcohol use 
Sexual problems 
Loneliness 
Ulcers 
Energy 
Parents 
Relaxation 
Depression 
Friends 
Headaches 
School 

Confusion 
Sadness 
Allergies 
Career choices 
Legal matters 
Marriage 
Concentration 
My thoughts 
Sleep 
Insomnia 
Ambition 
Shyness 
Dating 
Tiredness 
Unhappiness 
Premarital 

In-laws 
Abuse 
Stomach problems 
Bed-wetting 
Nervousness 
Children 
Divorce 
Temper 
Inferiority 
Drug use 
Appetite 
Work 
Self-control 
Guilt 
Self-concept 
Religion 

Separation 
Suicidal thoughts 
Decision-making 
Education 
Asthma 
Stress 
Memory 
Finances 
Fears 
Food 
My past 
Mood swings 
Weight change 
Vomiting 
Libido 
Hallucinations 

 
Now, put an * by the TWO circled items that are causing you the MOST difficulty. 

 

 

 



Please give your marital history: 

 1st marriage:  Date began _______ Ended _______ Name of spouse ___________ 
 Children and ages ___________________________________________________ 
 2nd marriage:  Date began _______ Ended _______ Name of spouse __________ 
 Children and ages ___________________________________________________ 
 3rd marriage:  Date began _______ Ended _______ Name of spouse ___________ 
 Children and ages ___________________________________________________ 
 
 List the members of your family and all others living in your home: 

 Name(s)  Age/DOB  Relationship  Occupation 
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________ 
Who has custody of minor children living in your home? ____________________ 

Please provide a brief narrative about your reasons for choosing therapy at this time in 

your life:________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

STATEMENT OF CONFIDENTIALITY 

Green Counseling Services offers confidential therapy in so far as allowed by the laws of 
the State of Texas.  Under certain conditions, the right to confidentiality is necessarily 
violated.  Those conditions include the potential for suicide or homicide on the part of the 
client.  Likewise, when there is a reason to suspect that physical or sexual abuse has 
occurred to a child, the therapist is required by law to report the situation to the 
Department of Human Services, division of Child Protective Services. 
 Any information transmitted electronically will be protected to the best of my 
ability.  However, as with all electronic communication, there is a slight risk of exposure 
to outside entities.  We will be using every effort to minimize those risks by using the 
best standards of practice regarding digital communication (phone, email, etc.).  By 
signing this form you consent to these rules of therapy.  Thank you for completing this 
questionnaire. 
Your signature: __________________________________  Date:_________________ 


