
Couples Intake Packet



Office Use Only: 

Therapist: _______________ 

Dx: ____________________ 

Couples Information (Please print and complete form in its entirety)

Client #1:  

Name (First, MI, Last): ________________________________________ Date of Birth: _____________________ 

Gender Identity: ________________________________________  

Primary Address: ______________________________ City: __________________ State: _____ Zip Code: _________ 

Cell Phone: ______________________ Work Phone: ______________________    

Is it okay to leave confidential information in a voicemail at the above numbers? Yes   No 

Email Address:  ____________________________________________  

Client #2:  

Name (First, MI, Last): ________________________________________ Date of Birth: _____________________ 

Gender Identity: ________________________________________  

Primary Address: ______________________________ City: __________________ State: _____ Zip Code: _________ 

Cell Phone: ______________________ Work Phone: ______________________    

Is it okay to leave confidential information in a voicemail at the above numbers? Yes   No 

Email Address:  ____________________________________________  

Our system only allows one email address and one phone number to receive reminders. Please specify which phone and which email you 

would like reminders to go to:  

Do you consent to receiving appointment reminders? Yes   No      

How do you prefer to receive reminders? Phone ____________________  Email  ________________________ 

Emergency Contact (Name/Phone/Relationship) ______________________________________________________ 

Insurance Information (Complete this even though we will copy your insurance card) 

Insurance Company: _______________________________ Member ID #: _________________________________ 

Group #: _________________________________  Subscriber Name: _____________________________________ 

Subscriber Date of Birth: _________________________________  Relationship to Patient: ___________________ 

Secondary Insurance Information (Complete this even though we will copy your insurance cards) 

Insurance Company: _______________________________ Member ID #: _________________________________ 

Group #: _________________________________  Subscriber Name: _____________________________________ 

Subscriber Date of Birth: _________________________________  Relationship to Patient: ___________________ 

I have reviewed the above information and it is true and correct to the best of my knowledge. 

_______________________________ _______________________________ ________________ 

Client #1 Signature Print Name Date  

_______________________________ _______________________________ ________________ 

Client #2 Signature Print Name Date  



 
 
 
 
 

 
       Couples History   

Primary Patient Name: ______________________________     Name of Partner:  _______________________ 

Name of Person Completing This Form: _______________________________  

Relationship Status:  Married   Separated   Divorced   Dating   Cohabitating  Living together  Living Apart  

Length of Time in Current Relationship: _______________________________ 

 

What do you hope to accomplish through counseling? 

 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

  ​ Do you have any children or dependents? No   Yes, how many and how old are they? 

  _____________________________________________________________________________________________ 

  ​ Who is currently living with you? _________________________________________________________________    

Have you received prior couples counseling?  

If yes, when: ___________________________​ Where: ___________________________ 

By whom: ___________________________​ Length of treatment: ___________________________ 

 

Problems Treated: ___________________________________________________________________________________ 

 

___________________________________________________________________________________________________ 

What was the outcome?  Very successful   Somewhat successful     Stayed the same   Somewhat worse   

 Much worse 

Have either you or your partner been in individual counseling before?  No   Yes     

If so, give a brief summary of concerns that you addressed.  

       ​  __________________________________________________________________________________________________ 

       ​  __________________________________________________________________________________________________ 

         ​ Have either of you ever been hospitalized for psychiatric reasons? No   Yes, list incident and date(s): 

          ​  _____________________________________________________________________________________________ 

           ​ _____________________________________________________________________________________________ 

Have either of you ever attempted suicide? No   Yes, list incident and date(s): 

           ​ _____________________________________________________________________________________________ 

           ​ _____________________________________________________________________________________________ 

 



           ​ Have either of you ever engaged in self-harming behaviors? No   Yes, please describe: 

           ​ _____________________________________________________________________________________________ 

          ​  _____________________________________________________________________________________________ 

         ​ Are either of you currently taking any prescribed medications? No   Yes, please list medication and dosage: 

 ​ ________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

Do either you or your partner drink alcohol to intoxication or take drugs to intoxication?   No   Yes, please describe:           

​ _____________________________________________________________________________________________ 

          ​  _____________________________________________________________________________________________ 

​ Have either you or your partner struck, physically restrained, used violence against or injured the other person?  

​  No   Yes, please describe: 

_____________________________________________________________________________________________ 

          ​  _____________________________________________________________________________________________ 

​ Have either of you threatened to separate or divorce (if married) as a result of the current relationship problems? 

  No   Yes, please describe: 

_____________________________________________________________________________________________ 

          ​ _____________________________________________________________________________________________ 

​ Do you perceive that either you or your partner has withdrawn from the relationship?  No   Yes 

If yes, which of you has withdrawn?  Me     Partner   Both of us  

On a scale of 1-10, how would you rate your relationship overall? __________________________________________ 

On a scale of 1-10, how would you rate your ability to handle conflicts and arguments? _________________________ 

On a scale of 1-10, how would you rate your intimacy in the relationship? ____________________________________ 

Have there been any concerns about unfaithfulness in the relationship?  No   Yes, please describe: 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

Rank order the top three concerns that you have in your relationship with your partner (1 being the most problematic): 

1 . _____________________________________________________________________________________________ 

2 . _____________________________________________________________________________________________ 

3 . _____________________________________________________________________________________________ 

 

Is there anything else you would like your therapist to know that is not on this form? 

_____________________________________________________________________________________________ 

          ​ _____________________________________________________________________________________________ 

 



 

​ Additional Information:  

Are you and your partner currently employed?  No   Yes 

If yes, what is your and your partner’s current employment situation and for whom do you work? 

______________________________________________________________________________________________ 

​ Are you or your partner currently a student?  No   Yes 

If yes, where are you or your partner enrolled and what degree/program are you pursuing? 

​ ______________________________________________________________________________________________ 

              What is the highest level of education you or your partner have completed? 

 ​   Less than High School  High School or Equivalent  Some College  Associate Degree   

​   Bachelor Degree   Master Degree   Doctoral Degree 

            Do you or your partner consider yourselves to be spiritual or religious? No   Yes, if so, describe your faith or belief: 

​ ______________________________________________________________________________________________ 

Are there any cultural considerations you would like for us to consider in your care? No   Yes, please explain: 

​ ______________________________________________________________________________________________ 

 



 

Consent for Treatment (Please complete section A or B and sign below as indicated) 

A.​ I, ____________________________ (client #1 name), the undersigned, do voluntarily consent to behavioral health 

assessment and/or treatment for myself by a Family Guidance Centers therapist.  

B.​ I, ____________________________ (client #2 name), the undersigned, do voluntarily consent to behavioral health 

assessment and/or treatment for myself by a Family Guidance Centers therapist. 

●​ I understand that like other healing arts, behavioral health is not an exact science and no guarantees are being made as 
to the results of assessment and/or treatment.  

●​ I am aware that I am an active participant in this endeavor and that I share the responsibility for the treatment 
process. 

●​ I understand that assessment and/or treatment will be kept confidential with the exception of legal limitations of 
confidentiality. In addition, I am aware that although your therapist is clinically independent, consultations with other 
therapists are sometimes advisable, and my signature below gives your therapist permission to do that. I further 
understand that there are specific and limited exceptions to this confidentiality which include the following:  

○​ When there is risk of immediate danger to myself or to another person, the clinician is ethically bound to take 
necessary steps to prevent such danger.  

○​ When there is suspicion that a child or elder is being abused or is at risk of such abuse, the clinician is legally 
required by Virginia State to take steps to protect the child, and to inform the proper authorities.  

○​ When a valid court order is issued for medical records, the clinician and agency are bound by law to comply 
with such requests  

●​ I understand that when the above named therapist is unavailable, another behavioral  health provider may be 
providing crisis coverage. I understand that the therapist providing coverage may be given access to relevant 
information in order to provide the best interim care possible.  

●​ I authorize the release of any information necessary to process any insurance claims. This would include an ongoing 
release of information to meet managed care review requirements.  

●​ If you are a member of a Managed Care Organization, a “Members Rights and Responsibilities” document may be 
available to you.  

●​ FGC has provided me with the opportunity to read the Notice of Privacy and all of my questions have been answered.  
●​ You have the right to revoke this consent in writing and terminate services with the above named therapist at any 

time. In that event, your therapist or FGC staff is willing to help you locate alternative resources in the community.  
​  

I have read and understand the information on this form. My signature indicates my informed consent with 
your therapist. If you have any questions about the form, please discuss them with your therapist.  
 

 
____________________________________   ​ ​ ________________________________________  ​ ​ _______________ 
Signature, Client ​​ ​ ​ Printed Name, Client #1​ ​ ​ ​ Date 
 
 
 
____________________________________   ​ ​ ________________________________________ ​ ​  _______________ 
Signature, Client #2 ​ ​ ​ Printed Name, Client #2​ ​ ​ ​ Date 
 

 
 
 
 
 
 
 
 



 
 

Couples Counseling Consent to Treatment 
 
This consent form is to be considered in addition to the Consent for Treatment form and is specific to couples counseling 
sessions.  
 
Diagnosis: Please be aware that if you use insurance, we will be required to provide a diagnosis on invoices and claims, and 
coverage may be limited to certain mental conditions that are covered by your plan. 
 
Limits of Medical Coverage:  Even if you have insurance coverage for unlimited sessions, health plans may review treatment 
for medical necessity, limit length of treatment or frequency of sessions, and request treatment notes. While we may check 
coverage for you, you are responsible for verifying and understanding the limits of your coverage.  Although we are happy to 
assist your efforts in obtaining insurance reimbursement, we are unable to guarantee whether your health plan will provide 
payment for the services provided.  
 
Who is The Client? When working with couples, our therapists consider each of you to be their client.  While we will have to 
designate one of you as the main client on an insurance claim or treatment plan, we do not see either one of you as the source 
of problems.  We know that each person has their part in relationship patterns.  Since each of you is the therapist’s client, you 
both have the right to access the entire treatment record, and both have rights to confidentiality. 
 
Individual Sessions:  During the course of our work, your therapist may see one or both of you individually for one or more 
sessions.  In these sessions, your therapist will not take on the role of an individual therapist -- these sessions are simply being 
done with the goal of furthering your couples work, unless otherwise indicated.  If you feel the need for additional individual 
support, we are happy to refer you to an individual therapist, if needed. 
 
No Secrets Policy: There may be times (ex. in an individual session or an email/text) where you might want to reveal 
something to your therapist that you do not want shared with your partner.  However, if your therapist is to effectively serve 
you as a couple, they cannot hold a secret in this way.  Instead, they will urge you to discuss secrets you have shared with them 
with your partner.  If you do not, and in your therapist’s clinical judgment this secret could be negatively impacting therapy, 
they may feel it necessary to share it in a couples session.  Thus, if you feel it necessary to talk about topics you are unwilling to 
have shared with your partner, you might want to consult an individual therapist.  This “no secrets” policy is intended to help 
your therapist be transparent with both partners at all times, and to avoid being put in a situation where your therapist would 
have to end couples treatment. 
 
Termination of Treatment: I understand that my therapist has the right to terminate treatment at any time if it becomes clear 
that they are not within the scope of their licensure and experience to ethically continue treating myself and/or my significant 
other. Any admission of active or ongoing domestic violence may be a reason for your therapist to pause treatment, or 
terminate services until legal and ethical intervention has been taken. Decisions to terminate treatment are up to the individual 
therapist and are always done in the best interest of the client and their treatment plan.  
 
By signing below, I acknowledge that I have read and understand the above rights and policies. 
 
 
 
____________________________________   ​ ​ ________________________________________  ​ ​ _______________ 
Signature, Client ​​ ​ ​ Printed Name, Client #1​ ​ ​ ​ Date 
 
 
 
____________________________________   ​ ​ ________________________________________ ​ ​  _______________ 
Signature, Client #2 ​ ​ ​ Printed Name, Client #2​ ​ ​ ​ Date 



 
 

Notice of Privacy Receipt and Acknowledgement 

 

Client #1 Name (First, MI, Last): ______________________________________ Date of Birth: _____________________ 

 

Client #2 Name (First, MI, Last): ______________________________________ Date of Birth: _____________________ 

 

I hereby acknowledge that I have received and have been given the opportunity to read a copy of Family 
Guidance Center’s Notice of Privacy Practices. I understand that if I have any questions regarding the Notice 
or my privacy rights, I can contact my Family Guidance Center therapist. 
 

 
____________________________________​ ​ __________________________________​ ​ ​ ________________ 

Client #1 Signature​ ​ ​ ​ Print Name​ ​ ​ ​ ​ Date  

 

____________________________________​ ​ ___________________________________​​ ​ ________________ 

Client #2 Signature​ ​ ​ ​ Print Name​ ​ ​ ​ ​ Date  

 

 
Our privacy policy is posted in the waiting room and on our website. Copies are available upon request. 
 



 
 

Financial Procedures and Agreement  
 In order to help eliminate any misunderstandings with regards to your 

financial responsibilities, the following policies and procedures will be 

adhered to.  

 

Psychological Services and Costs   

Service Fee Schedule Self Pay Rates  (Master 
Level Clinicians) 

Self Pay Rates 
(Psychologists) 

Initial Diagnostic Interview (90791) $250 $135 $160 

60 Minute Therapy Session (90837) $225 $115 $135 

45 Minute Therapy Session (90834) $215 $100 $115 

30 Minute Therapy Session (90832) $175 $55 $75 

Family W/O Patient (90846)  $215 $115 $135 

Family with Patient (90847) $215 $115 $135 

Psychological Testing (per hour) $175 N/A $175 

These charges remain the same whether the treatment is on an individual, couple, or family basis. The psychological testing process and 

time required varies with the issues/problems to be evaluated, the type of testing instruments to be used and the time required by the 

psychologist to score and complete a report of the findings. For more information on psychological testing, please visit our website.  

 

_______(initial here) Financial Policies and Cost of Services  

Most insurance companies reimburse a portion of the cost of services. We will assist you as best we can to determine your copay, 

deductible, or coinsurance amounts and we will automatically file your claim, if accurate and current insurance information is provided. 

Each responsible party is required to complete the patient information form with accurate and complete information. Failure to provide 

current and accurate information may result in reimbursement denial by your insurance company.  As a service to our clients, we will 

assist you in completing and filing the insurance claims. Further, a monthly statement will be sent to the address on file for accounts with 

balances above $5. Most insurance plans call for a deductible or co-payment then will typically pay a percentage of the costs thereafter. 

EACH CLIENT IS REQUIRED TO FULFILL THE DEDUCTIBLE AND THEN PAY THE REMAINING PERCENTAGE OR COPAY ON A SESSION BY 

SESSION BASIS. ANY OTHER ARRANGEMENTS MUST BE NEGOTIATED AT THE TIME TREATMENT HAS BEGUN, AND MUST BE IN WRITING. 

Otherwise, FGC will hold you responsible for professional services rendered at our above noted self pay rates.  Please note, however, 

that you are responsible for verifying your insurance benefits, providing any required background or other information to the company 

prior to payment, and arranging for initial preauthorization of care, if required. Ultimately, you are responsible for your bill, not your 

insurance company. 

 

_______ (initial here) Cancellation & No Show Policy  

A minimum of 24 hours notice is required for cancellation of appointments. If this notice is not received or if the patient fails to show 

for the appointment, the Responsible Party will be charged $100 for the no show/late cancel appointment. No show or late cancel 

appointment fees are due immediately. Such charges will not be billed to the insurance company. Therapists may elect to terminate 

treatment for failure to attend scheduled appointments.  

 

_______ (initial here) Records Release, Preparation of Letters or Reports, Non-Emergency Telephone Calls, and other Incidental 

Activities  

In recent years, healthcare companies have reduced reimbursement rates and limited coverage to face-to-face contact only. Records 

releases, reports, letters, disability certificates, telephone calls, and many other necessary activities are not covered by your insurance. 

Charges for these services are calculated based on the time required to complete the activity as shown in the fee schedule below.  

 

 

FGC cannot split payments between multiple responsible parties. The individual listed as the Responsible Party is responsible for payment of the full amount due.



  _______ (initial here) Court Related Activities  

Court and forensic activities are an additional out of pocket cost that is not covered by your insurance. As a general policy, our therapists 

cannot be available “on-call”. A required retainer of $1,500 is due at least 72 hours before the scheduled court appearance. This is 

non-refundable. Our fees are listed below.The remainder of the costs will be billed after the court appearance and will be due upon 

receipt.  

_______ (initial here) Delinquent Accounts 

Every effort will be made to obtain reimbursement through your insurance plan if they are services covered by your insurance. However, 

it remains your full legal responsibility  to assume the financial obligations for our bill should the insurance company deny any part of the 

claims for services rendered. Accounts are considered past due if no payments have been made for 30 days. Statement of charges sent 

to you are agreed to be correct and reasonable unless disputed in writing within 30 days. After a 90 day absence of payment, the 

account is delinquent and will be forwarded to collections. Should it be necessary to resort to a collection agency and/or attorney for the 

collection of your account, you agree to pay any attorney and collection fees not to exceed 1/3 of the unpaid balance and any court costs 

incurred in addition to the amount owed.  

Services Not Covered by Insurance 

Service Fee Schedule 

Preparation of non-forensic reports, letters, telephone or other conferences (including all patient or 
Responsible Party requested telephone contact), chart review, records releases per half hour* 

$40 

Court - preparatory time (including submission of records), phone calls, email or written letters, 
time away from office due to depositions or testimony Per Hour* 

$220 

Court - Depositions and Time Required Giving Testimony Per Hour* $250 

Court - Mileage $0.58/mile 

Court - Filing a document with the court $100 Plus Court Fees 

Court - Express Charge (If a subpoena or notice to meet attorney(s) is received without a minimum 
of 48-hour notice there will be an additional $250 “express” charge 

$250 

Court - If the case is reset with notice of less than 72 business-hours, the client will be charged $500 
(in addition to the retainer of $1,500) 

$500 

Court - A required retainer of $1,500 is due at least 72 hours before the scheduled court 
appearance. The remainder of the costs will be billed after the court appearance and will be due 
upon receipt.  

$1,500 minimum 

No Show or Late Cancellation Appointment Fee* $100 

(*These services are not covered by insurance) 

I have read and agree to financial responsibilities for entering into counseling with FGC. Your signature below authorizes 

release of medical information necessary to file your insurance claim(s) and assign benefits to FGC. In the event that a legal 

collection action is necessary, you authorize FGC or its agent to make a credit investigation, including employment 

verification.  

_______________________________ ________________ _______________________________

Signature of Primary Patient Print Name Date  



 
Release of Information Authorization​  _______  I do not wish to release information to anyone but myself 
 
Client Name: ______________________________________________________________________  Client DOB: _______ /_______ /__________ 
 
Parent/Guardian Name: _________________________________________________________ Parent DOB: _______ /_______ /__________ 
*Parents must be listed in the below section, and the checkboxes completed accordingly if you want them to be able to access 
appointment information, billing information/to make payments, etc.  
 
Client authorizes Family Guidance Centers to disclose the selected information to the following people: 
 

1.​ Name: _____________________________________________ Phone: __________________________ Relationship: __________________________ 
 

2.​ Name: _____________________________________________ Phone: __________________________ Relationship: __________________________ 
 

3.​ Name: _____________________________________________ Phone: __________________________ Relationship: __________________________ 
 
DESCRIPTION OF INFORMATION TO BE DISCLOSED 
Please initial each item that you allow to be disclosed. 
 
_________ Assessment​ ​ ​ ​ ​ _________ Progress in Treatment 
 
_________ Diagnosis​ ​ ​ ​ ​ _________ Current Treatment Update 
 
_________ Psychological Evaluation​​ ​ ​ _________ Other __________________________ 
 
_________ Presence/Participation in Treatment to include appointment dates and times.​  
 
If a biological parent is NOT legally authorized to access information, please list their full name below. Please note 
that a custody agreement will be required to verify this information. For any children or minors with established 
custody agreements, we require a copy of this agreement to be provided prior to the first appointment.   
 
Name: _____________________________________________ 
​ ​ ​  
REVOCATION: I understand that I have a right to revoke this authorization, in writing, at any time by sending written 
notification to Family Guidance Centers’ Administration at contact@familyguidancecenters.com. I further understand that a 
revocation of the authorization is not effective to the extent that action has been taken in reliance on the authorization.  
EXPIRATION: Unless sooner revoked, this authorization does not expire. 
FORM OF DISCLOSURE: Unless you have specifically requested in writing that the disclosure be made in a certain format, we 
reserve the right to disclose information as permitted by this authorization in any manner we deem appropriate and 
consistent with applicable law and our Privacy Policy, including, but not limited to, verbally, in paper format, and 
electronically.  
REDISCLOSURE: I understand that there is the potential that the protected health information that is disclosed pursuant to 
this authorization may be re-disclosed by the recipient and the protected health information will no longer be protected by 
the HIPAA privacy regulations, unless a State law applies that is more strict than HIPAA and provides additional privacy 
protections.  
MINORS: If a client is a minor when they begin services at FGC, and they turn 18 during the course of their treatment with 
FGC, they will be required to complete new intake forms signed by themselves, and the previous forms are null and void. 
Additionally, any parents or guardians previously listed need to be listed on the Release of Information form again with 
checkboxes appropriately checked in order for us to continue to be able to release information to parents/guardians.  
 
 
 
______________________________________________________________​ ​ ​ ______________________________________ 
Client or Parent/Guardian Signature​ ​ ​ ​ ​ Date 
 



 
General Policies  

 

Public Reviews 

We really appreciate your reviews both publicly and internally. They help us make our business a better place. If you leave us a 
poor review on a public platform (Google, Facebook, Yelp etc.) you are acknowledging that we have the right to respond to your 

review. We take patient confidentiality very seriously, and do not typically respond to any reviews in order to do so. We highly 
encourage you to directly provide your feedback or concerns to your therapists or the FGC management team as a 
preferred method of communication.  This will allow for a direct response to your concerns.  

 
Social Media 
Clinicians and Administrative Staff do not accept “friend” requests or similar connections with patients, or their family 
members or friends, on social media. This is to protect your confidentiality and privacy. If you would like to “Like” our 
professional Facebook page or “Follow” us on Instagram, you may do so at your own risk. This is not at any time a way to 
contact us for therapy/treatment related discussion, even in an emergency. If we come across your social media profiles on 
accident, we will likely “block” your profile in order to avoid invading your privacy. Please note that any social media apps you 
use may seek to connect you with me or with other visitors to this office, through a “people you may know” or similar feature. 
We have no control over apps that may intrude on the privacy of your  treatment in this way. If you would like to minimize the 
risk of others becoming aware of your connection to us or this office, please make use of the privacy controls available on your 
phone. Turning off a social media app’s ability to know your location, and refusing it access to your email account and the 
contacts and history in your phone, may protect your privacy and confidentiality. 
 
Recording Devices 
We have a number of smart devices that have microphones, including our cell phone, laptop, and other devices that may be in 
the office. These devices generally have voice control turned off, and are not recording. Security cameras are used throughout 
common areas of the office (excluding restrooms and private offices) by administrative staff and/or property management for 
the safety of those who use these facilities. We do not record any audio. If you prefer not to be recorded in common areas, we 
offer Telehealth options. Security cameras are not allowed in treatment rooms. Security footage is not used for clinical 
diagnosis. 
 
 
 
____________________________________   ​ ​ ________________________________________  ​ ​ _______________ 
Signature, Client ​​ ​ ​ Printed Name, Client #1​ ​ ​ ​ Date 
 
 
 
____________________________________   ​ ​ ________________________________________ ​ ​  _______________ 
Signature, Client #2 ​ ​ ​ Printed Name, Client #2​ ​ ​ ​ Date 

 



 

 

 

Phone & Email Contact Consent and Authorization  

Myself and my partner fully consent to and authorize Family Guidance Centers staff and therapists or any of its automated systems to 
contact myself or my partner via phone or email address (including to my cellular phone by way of phone call, or text message) in 
relation to any services received from Healthcare Provider or any services planned to be received from Healthcare Provider (including 
any billing items or appointment reminders). 
  

As a patient of Family Guidance Centers, you may request that we communicate with you via unencrypted electronic mail (email). 
This page will inform you of the risks of communicating with your healthcare provider via email. Your health is important to us and 
we will make every effort to reasonably comply with your request to receive communications via email, however, we reserve the 
right to deny any request for email communications when it is determined that granting such a request would not be in your best 
interest. 

Family Guidance Centers will make every effort to promptly respond to your requests for information via email, however, if you are 
experiencing an emergency, you should never rely on email communications and should seek immediate medical attention. 

Risks of using email to send protected health information include, but are not limited, to: 

●​ Risk of Unauthorized Access by a 3rd Party: Do you share a computer with your family? Is your email address or access to 
email provided through your employer? Do you access your email over an unsecured connection such as public Wi-Fi? Do 
you access your email on your mobile device? Emails may be accessed by someone you do not wish to know about your 
health information. Despite necessary precautions, email may be sent to the wrong address by either party. Email may be 
intercepted or altered in transmission by a computer hacker or computer virus. 

●​ Unique Difficulty in Verifying the Sender: Email may be easier to forge than handwritten or signed papers. Family Guidance 
Centers will only send emails to the email address you provide, but it may be difficult to confirm that you are in fact the 
person sending the request for information from your email address. 

Patient Consent to Unencrypted Email Communications  

By signing below, you acknowledge your recognition and understanding of the inherent risks of communicating your health 
information via unencrypted email and hereby consent to receive such communications despite those risks. Messages containing 
clinically relevant information may be incorporated into the medical record at the provider’s discretion. 

By signing below, you also acknowledge that you have the choice to receive communications via other more secure means such as by 
telephone. By signing below, you agree to hold Family Guidance Centers harmless for unauthorized use, disclosure, or access of your 
protected health information sent to the email address you provide. 

  

If this Consent and Authorization applies to someone for whom you are a legal representative, please print their name below, if not 
please indicate so by populating the blank with N/A. 
 
 
_______________________________​ ​ _______________________________​ ​ ________________ 

Client #1 Signature​ ​ ​ ​ Print Name​ ​ ​ ​ ​ Date  

 

_______________________________​ ​ _______________________________​ ​ ________________ 

Client #2 Signature​ ​ ​ ​ Print Name​ ​ ​ ​ ​ Date  

 
*If you are signing as a personal representative of an individual, please describe your legal authority to act for this individual power 
of attorney, healthcare surrogate, etc. 



 

 

 

 

 

 

Couples Telehealth Consent Form  
 

Client #1 Name (First, MI, Last): ______________________________________ Date of Birth: _____________________ 

 

Client #2 Name (First, MI, Last): ______________________________________ Date of Birth: _____________________ 

 

1.​ I understand that my therapist wishes me to engage in a telemedicine therapy visit. 

2.​ My therapist has explained to me how the video conferencing technology will be used and how it will not be the same as a 

direct patient/therapist visit. 

3.​ I understand there are potential flaws to this technology, including interruptions, unauthorized access and   technical 

difficulties. I understand that my therapist or I can discontinue the telemedicine therapy visit if it is felt that the 

videoconferencing connections are not adequate for the situation. 

4.​ I agree not to operate a motor vehicle during the duration of my telehealth therapy visit.  

5.​ I understand that my healthcare information may be shared with other individuals for scheduling and billing purposes. 

The information shared will only be on a need to know basis explicitly for billing and scheduling.  

6.​ I have had the alternatives to a telemedicine therapy explained to me, and am choosing to participate in a telemedicine 

therapy visit.  

7.​ I understand that billing will occur from my therapist under the facility of Family Guidance Centers. 

8.​ I understand that I have the right to have a direct conversation with my therapist, during which I have the opportunity to 

ask questions in regard to this telemedicine therapy visit. My questions will be answered and the risks, benefits and any 

practical alternatives can be discussed with me. 

9.​ I understand that I may only participate in telehealth sessions while both parties are physically located in the state of 

Virginia, where my therapist is licensed.  

 

By signing this form, I certify: 

●​ That I have read or had this form read and/or had this form explained to me. 

●​ That I fully understand its contents including the risks and benefits of the procedure(s). 

●​ That I have been given ample opportunity to ask questions and that any questions have been answered to 

to my satisfaction. 

 

_____________________________________​ ​ _____________________________________​ ​ ______________ 

Client #1 Signature​ ​ ​ Print Name​ ​ ​ ​ Date  

 

_____________________________________​ ​ _____________________________________​ ​ ______________ 

Client #2 Signature​ ​ ​ Print Name​ ​ ​ ​ Date  

 



Credit/Debit Card Payment Authorization Form  
 

****This is a requirement for all new patients. Exceptions are rarely made.**** 
 

I authorize Family Guidance Centers to initiate recurring charges to my Credit/Debit Card listed below for 
the total amount due at each therapy visit. I also authorize charges for any additional related services that I 
may incur to include: co-payments, deductibles, and co-insurances. Charges to my account may vary. 24 
hours notice is required for cancellation. Failure to attend a scheduled visit can result in a $100 fee which 
you authorize to be automatically charged by way of this form. Please discuss any no show charges with 
your therapist.  
 
If necessary, I authorize Family Guidance Centers to initiate adjustment for any transactions credited or 
debited in error. This authority will remain in effect until Family Guidance Centers has received written 
notification from myself to cancel it, allowing 30 days for action on my cancellation notice.  
 
Patient Name: ​_____________________________________________ Patient DOB: _______ /_______ /__________ 
 
Parent/Guardian Name: ___________________________________________ Parent DOB: _______ /_______ /__________ 
 
Phone Number: _____________________________________________  Email: _____________________________________________ 
 
 
_____________________________________________​ ​ _____________________________________________ 
Signature ​ ​ ​ ​ ​ ​ Date 
 
 

Credit Card Information 

Card Type:  Visa     Mastercard     Discover     AMEX      Other _____________ 

Cardholder Name (as shown on card): __________________________________________________________ 

Card Number: _____________________________________________________ 

Expiration Date (mm/yy): ____________/____________ 

CVV2 (3 digit number on back of card): _____________ 

Cardholder ZIP Code (from credit card billing address): _____________________________________________ 

 
 
_____________________________________________​ ​ _____________________________________________ 
Cardholder Signature ​ ​ ​ ​ ​ Date 
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