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Client Intake Form 
 
Please Print Clearly  THIS SHEET MUST BE FILLED IN COMPLETELY Readmit:      Yes      No  

 

Date:                 Client’s Social Security #:                          

Client’s First Name:                           Last Name:                                MI:        

Nicknames or aliases:                                                                                                               

Address:                                          City:                 State:       Zip:            

Telephone (Home)                                (Work)                                           

Birth date:     /      /       Age:        Gender:       F      M    Race:                                     

Name of Spouse/Guardian:                                          Phone:                       

Address:                                          City:                 State:        Zip:              

Person Responsible for Payment:                                     Soc. Sec. #:                       

Signature of Person Responsible for Payment X:                               (Must be signed for services to begin) 

Estimated Annual Household Income: $_________________ (for Medicaid or Sliding Scale clients)  

 
Emergency Information:  
In case of emergency, contact: 
Name (1)                           Relationship:                Phone:            Work:           
Address:                                          City:                 State:       Zip:             
 
Name (2)                           Relationship:                 Phone:            Work:            
Address:                                          City:                 State:       Zip:             
 
Physician:                                          Phone:                            
Address:                                          City:                 State:       Zip:             
 
Psychiatrist:                                          Phone:                            
Address:                                          City:                 State:       Zip:             
 
Other Physicians:                                               Phone:                            
 
Current Medications and Dosages:                                                                   
 
Current Medical Problems:                                                                        
 
Allergies:                                                                                        
 

Previous Counseling 

1. With whom:                                      When:                      

For what:                                                                

Why was treatment terminated:                                            

Would you sign a consent for me to contact this person:   Yes    No 

2. With whom:                                      When:                      

For what:                                                                

Why was treatment terminated:                                            

Would you sign a consent for me to contact this person:   Yes   No 
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Chief Complaint:     

                                                                                     

                                                                                      

Please mark all of the items that apply, and feel free to add any others at the bottom. 

 
Abuse       Anger       Anxiety      Attention/distractibility      

Divorce/separation Failure  Guilt Pain Career concerns/goals 

Childhood issues Codependence  Confusion Compulsions  

Delusions  Dependence  Depression Drug/Alcohol use     

Eating problems Emptiness  Fears/phobias Fatigue/low energy   

Financial stress Gambling  Grief/loss Housework/chores     

Inferiority feelings Loneliness  Shyness  Impulsiveness/loss of control 

Interpersonal conflicts Risk taking  Nervousness  Marital conflict 

Irresponsibility    Mood swings  Perfectionism Memory problems 

Oversensitivity Sleep problems School issues  Self-centeredness 

Legal problems Motivation issues Panic attacks Suicidal thoughts  

Parenting issues  Spiritual issues Self-neglect Suspiciousness  

Procrastination Relationship problems  Smoking  Obsessions/compulsions    

Work problems Sexual issues   Stress  Temper problems  

Threats/violence Weight/diet issues Self-esteem Withdrawal/isolating      
 
Employment Information (If client is a child, use parent’s employment) 

Client/Guardian Place:                                          Phone:                 Hrs:           

Spouse: Place:                                                 Phone:                 Hrs: _ __       

 
Insurance Information   I have Medicaid   I understand Christina Chismar, PLLC does not bill insurance and I will  
      need to pay up front for our sessions and if I choose to submit  

      receipts to my insurance agency that is up to me. 

 
Primary Insurance:                           
Phone:                                     
Contract/ID#                                
Group/Acct#                                
Subscriber:                                
Subscriber Date of Birth:                       
Client’s relationship to Subscriber: 
    Self          Spouse           Child __   Other:       
 

 Secondary Insurance:                           
Phone:                                      
Contract/ID#                               
Group/Acct#                               
Subscriber:                                
Date of Birth Subscriber:                      
Client’s relationship to Subscriber: 
       Self        Spouse        Child __  Other:       

Referral Source  
How did you hear of our clinic (or from whom)?                                                         

  

By signing below, I acknowledge the information on this form is true. I understand information on this 

form is used during the initial consultation to determine appropriateness for treatment, but does not 

guarantee treatment by this therapist. If this therapist is unable to treat me at this time, referrals to 

appropriate therapy options will be given. Treatment is based only on treatment goals and therapist areas 

of competencies. Referrals will always be given in situations where a conflict of interest exists. Please 

discuss any questions or concerns with therapist during consultation. 

                                                                    

Signature of Client/Guardian      Date
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Family History Evaluation 
 

List out each person in your family (parents, siblings, aunts/uncles, spouses, ex-spouses, etc.) and also identify 

if they are in the same household. Under each name list the answers of the following issues:  

 

One word or phrase to describe the person:__________________________________________________ 

_____________________________________________________________________________________  

Are there any learning disabilities? 

_____________________________________________________________________________________  

Any Mental Illness- (Diagnosed or Un-Diagnosed.) 

_____________________________________________________________________________________  

History of abuse? (Physical, sexual, emotional, spiritual, etc) 

_____________________________________________________________________________________  

Adopted? (At what age? Where from?): 

_____________________________________________________________________________________  

Deaths (How, suicide/murder/abortions/miscarriages, at what age? Etc.) 

_____________________________________________________________________________________  

Career/Occupation: 

__________________________________________________________________________________________

__  

Birth info (State, Rural/Urban/Overseas) Any complications? 

_____________________________________________________________________________________  

Drug or Alcohol Abuse or Addictions? 

_____________________________________________________________________________________  

Eating Disorder? 

_____________________________________________________________________________________  

Any Significant Legal involvement (Past or Present) 

_____________________________________________________________________________________  

Medical diagnosis or Significant hospitalizations: 

_____________________________________________________________________________________  

Any Self-Harming Behavior (past or present) 

__________________________________________________________________________________________

_____________________________________  

Any Trauma events (list age/year) 

_____________________________________________________________________________________  
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Christina L Chismar, LCSW Licensed Clinical Social Worker  
Christina Chismar, PLLC  

Office: 6180 Lehman Dr Suite 211, Colorado Springs, CO 80918. 

Phone: 719-659-6220 Email:Christina@Christinachismar.com  

 

Notice of Policies and Practices to Protect the Privacy of Your Health Information THIS NOTICE DESCRIBES 

HOW PSYCHOLOGICAL AND MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 

DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT 

CAREFULLY.  

 

I. Uses and Disclosures for Treatment, Payment, and Health Care Operations I may use or disclose your 

protected health information (PHI), for treatment, payment, and health care operations purposes with 

your consent. To help clarify these terms, here are some definitions:  • “PHI” refers to information in 

your health record that could identify you. • “Treatment, Payment and Health Care Operations” –

Treatment is when I provide, coordinate or manage your health care and other services related to 

your health care. An example of treatment would be when I consult with another health care 

provider, such as your physician or mental health provider. -Payment is when I obtain 

reimbursement for your healthcare.  Examples of payment are when I disclose your PHI to your 

health insurer to obtain reimbursement for your health care or to determine eligibility or coverage. -

Health Care Operations are activities that relate to the performance and operation of my practice.  

Examples of health care operations are quality assessment and improvement activities, business-

related matters such as audits and administrative services, and case management and care 

coordination. • “Use” applies only to activities within my office such as sharing, employing, 

applying, utilizing, examining, and analyzing information that identifies you. • “Disclosure” applies 

to activities outside of my office such as releasing, transferring, or providing access to information 

about you to other parties. II. Uses and Disclosures Requiring  

 

Authorization 
I may use or disclose PHI for purposes outside of treatment, payment, and health care operations when your 

appropriate authorization is obtained. An “authorization” is written permission above and beyond the general 

consent that permits only specific disclosures.  In those instances when I am asked for information for purposes 

outside of treatment, payment and health care operations.  I will need to obtain an authorization before releasing 

your PHI which includes psychotherapy notes. “Psychotherapy notes” are notes I have made about our 

conversation during a private, group, joint, or family counseling session.  

You may revoke all authorizations at any time, provided each revocation is in writing. You may not revoke an 

authorization to the extent that (1) I have relied on that authorization; or (2) if the authorization was obtained as 

a condition of obtaining insurance coverage, and the law provides the insurer the right to contest the claim 

under the policy.  

 

Christina Chismar, MSW, LCSW  

Christina@Christinachismar.com   

6180 Lehman Dr, Suite 211, Colorado Springs, CO 80918        719-659-6220 
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III. Uses and Disclosures with Neither Consent nor Authorization 

I may use or disclose PHI without your consent or authorization in the following circumstances:  

 Child Abuse: If I have reasonable cause to believe that a child has suffered abuse or neglect, I am required by 

law to report it to the proper law enforcement agency or the Colorado Department of Social and Health 

Services.  

 Adult and Domestic Abuse: If I have reasonable cause to believe that abandonment, abuse, financial 

exploitation, or neglect of a vulnerable adult has occurred, I must immediately report the abuse to the Colorado 

Department of Social and Health Services. If I have reason to suspect that sexual or physical assault has 

occurred, I must immediately report to the appropriate law enforcement agency and to the Department of Social 

and Health Services.  

 Health Oversight: If the Colorado Examining Boards subpoena me as part of investigations, hearings or 

proceedings relating to the discipline, issuance or denial of licensure, I must comply.  This could include 

disclosing your relevant mental health information.  

 Judicial or Administrative Proceedings: If you are involved in a court proceeding and a request is made for 

information about the professional services that I have provided to you and the records thereof, such 

information is privileged under state law, and I will not release information without the written authorization of 

you or your legal representative, or a subpoena of which you have been properly notified and you have failed to 

inform me that you are opposing the subpoena, or a court order. The privilege does not apply when you are 

being evaluated for a third party or where the evaluation is court ordered. You will be informed in advance if 

this is the case.  

 Serious Threat to Health or Safety: I may disclose your confidential mental health information to any person 

without authorization if I reasonably believe that disclosure will avoid or minimize imminent danger to your 

health or safety, or the health or safety of any other individual.  

 Worker’s Compensation: If you file a worker's compensation claim, with certain exceptions, I must make 

available, at any stage of the proceedings, all mental health information in my possession relevant to that 

particular injury in the opinion of the Colorado Department of Labor and Industries, to your employer, your 

representative, and the Department of Labor and Industries upon request. IV. Patient's Rights and Provider’s 

Duties 

 

Patient’s Rights:  

• Right to Request Restrictions –You have the right to request restrictions on certain uses and disclosures of 

protected health information about you. However, I am not required to agree to a restriction you request. 

• Right to Receive Confidential Communications by Alternative Means and at Alternative Locations – You 

have the right to request and receive confidential communications of PHI by alternative means and at alternative 

locations. (For example, you may not want a family member to know that you are seeing me. Upon your 

request, I will send your bills to another address.) 

• Right to Inspect and Copy – You have the right to inspect or obtain a copy (or both) of PHI in my mental 

health and billing records used to make decisions about you for as long as the PHI is maintained in the record. 

 

I may deny your access to PHI under certain circumstances, but in some cases you may have this decision 

reviewed. On your request, I will discuss with you the details of the request and denial process.   

• Right to Amend – You have the right to request an amendment of PHI for as long as the PHI is maintained in 

the record. I may deny your request.  On your request, I will discuss with you the details of the amendment 

process. 
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• Right to an Accounting – You generally have the right to receive an accounting of disclosures of PHI for 

which you have neither provided consent nor authorization (as described in Section III of this Notice).  On your 

request, I will discuss with you the details of the accounting process. 

• Right to a Paper Copy – You have the right to obtain a paper copy of the notice from me upon request, even if 

you have agreed to receive the notice electronically. Provider’s Duties:  

• I am required by law to maintain the privacy of PHI and to provide you with a notice of my legal duties and 

privacy practices with respect to PHI. • I reserve the right to change the privacy policies and practices described 

in this notice. Unless I notify you of such changes, however, I am required to abide by the terms currently in 

effect. • If I revise my policies and procedures, I will notify you by mailing you a copy of the revision with your 

monthly statement. V. Questions and Complaints 

If you have questions about this notice, disagree with a decision I make about access to your records, or have 

other concerns about your privacy rights, you may contact me at (719) 659-6220.  

 

If you believe that your privacy rights have been violated and wish to file a complaint with me you may send 

your written complaint to me at my email: Christina@Christinachismar.com or office: 6180 Lehman Dr, Suite 

211, Colorado Springs, CO 80918. 

  

You may also send a written complaint to the Department of Regulatory Agencies, Colorado Mental Health 

Section, 1560 Broadway, Suite 880, Denver, CO 80202.     

 

You have specific rights under the Privacy Rule.  I will not retaliate against you for exercising your right to file 

a complaint. VI. Effective Date, Restrictions and Changes to Privacy Policy 

 

This notice will go into effect on October 1, 2005. I reserve the right to change the terms of this notice and to 

make the new notice provisions effective for all PHI that I maintain.  I will provide you with a revised notice by 

mail if necessary.  

 

Client Signature________________________________________________________Date________________  

 

Responsible 

Party__________________________________________________Relationship_____________Date________

_  

 

 Provider_________________________________________________________Date_____________________ 
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Information for Clients 
 

Welcome to my practice. I appreciate your giving me the opportunity to be of help to you. 

 

This brochure answers some questions clients often ask about any therapy practice. It is important to me that you know how we will 

work together. I believe our work will be most helpful to you when you have a clear idea of what we are trying to do. 

 

• This brochure talks about the following in a general way: 

• What the risks and benefits of therapy are. 

• How long therapy might take. 

• How much my services cost, and how I handle money matters. 

• Other important areas of our relationship. 

 

After you read this brochure we can discuss, in person, how these issues apply to your own situation. This brochure is yours to keep 

and refer to later. Please read all of it and mark any parts that are not clear to you. Write down any questions you think of, and we will 

discuss them at our next meeting. When you have read and fully understood this brochure, I will ask you to sign it at the end. I will 

sign it as well and make a copy, so we each have one. 

 

About Psychotherapy 

 

Because you will be putting a good deal of time, money, and energy into therapy, you should choose a therapist carefully. I strongly 

believe you should feel comfortable with the therapist you choose, and hopeful about the therapy. When you feel this way, therapy is 

more likely to be very helpful to you. 

 

I usually take notes during our meetings. You may find it useful to take your own notes after a session.  

 

By the end of our first or second session, I will tell you how I see your case at this point and how I think we should proceed. I view 

therapy as a partnership between us. You define the problem areas to be worked on; I use some special knowledge to help you make 

the changes you want to make. Psychotherapy is not like visiting a medical doctor. It requires your very active involvement. It requires 

your best efforts to change thoughts, feelings, and behaviors. For example, I want you to tell me about important experiences, what 

they mean to you, and what strong feelings are involved. This is one of the ways you are an active partner in therapy. 

 

I expect us to plan our work together. In our treatment plan we will list the areas to work on, our goals, the methods we will use, the 

time and money commitments we will make, and some other things. I expect us to agree on a plan that we will both work hard to 

follow. From time to time, we will look together at our progress and goals. If we think we need to, we can then change our treatment 

plan, its goals, and its methods. 

 

An important part of your therapy will be practicing new skills that you will learn in our sessions. I will ask you to practice outside our 

meetings, and we will work together to set up homework assignments for you. I might ask you to do exercises, to keep records, and 

perhaps to do other tasks to deepen your learning. You will probably have to work on relationships in your life and make long-term 

efforts to get the best results. These are important parts of personal change. Change will sometimes be easy and quick, but more often 

it will be slow and frustrating, and you will need to keep trying. There are no instant, painless cures and no “magic pills.” However, 

you can learn new ways of looking at your problems that will be very helpful for changing your feelings and reactions. 

 

Most of my clients see me once a week for 3 to 4 months. After that, we meet less often for several more months. Therapy then 

usually comes to an end. The process of ending therapy, called “termination,” can be a very valuable part of our work. Stopping 

therapy should not be done casually, although either of us may decide to end it if we believe it is in your best interest. If you wish to 

stop therapy at any time, I ask that you agree now to meet then for at least one session to review our work together. We will review 

our goals, the work we have done, any future work that needs to be done, and our choices. If you would like to take a “time out” from 

therapy to try it on your own, we should discuss this. We can often make such a “time out” be more helpful. 
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The Benefits and Risks of Therapy 

 

As with any powerful treatment, there are some risks as well as many benefits with therapy. You should think about both the benefits 

and risks when making any treatment decisions. For example, in therapy, there is a risk that clients will, for a time, have 

uncomfortable levels of sadness, guilt, anxiety, anger, frustration, loneliness, helplessness, or other negative feelings. Clients may 

recall unpleasant memories. These feelings or memories may bother a client at work or in school. Also, clients in therapy may have 

problems with people important to them. Sometimes, a client’s problems may temporarily worsen after the beginning of treatment. 

Most of these risks are to be expected when people are making important changes in their lives. Finally, even with our best efforts, 

there is a risk that therapy may not work out well for you. 

 

While you consider these risks, you should also know that the benefits of therapy have been shown by scientists in hundreds of well-

designed research studies. People who are depressed may find their mood lifting. Others may no longer feel afraid, angry, or anxious. 

In therapy, people have a chance to talk things out fully until their feelings are relieved or the problems are solved. Clients’ 

relationships and coping skills may improve greatly. They may get more satisfaction out of social and family relationships. Their 

personal goals and values may become clearer. They may grow in many directions—as persons, in their close relationships, in their 

work or schooling, and in the ability to enjoy their lives. 

 

I do not take on clients I do not think I can help. Therefore, I will enter our relationship with optimism about our progress. 

 

Consultations 

 

If you could benefit from a treatment I cannot provide, I will help you to get it. You have a right to ask me about such other 

treatments, their risks, and their benefits. Based on what I learn about your problems, I may recommend a medical exam or use of 

medication. If I do this, I will fully discuss my reasons with you, so that you can decide what is best. If you are treated by another 

professional, I will coordinate my services with them and with your own medical doctor. 

 

If for some reason treatment is not going well, I might suggest you see another therapist or another professional in addition to me. As a 

responsible person and ethical therapist, I cannot continue to treat you if my treatment is not working for you. If you wish for another 

professional’s opinion at any time, or wish to talk with another therapist, I will help you find a qualified person and will provide him 

or her with the information needed. 

 

What to Expect from Our Relationship 

 

As a professional, I will use my best knowledge and skills to help you. This includes following the standards of the American 

Psychological Association, or APA. In your best interests, the APA puts limits on the relationship between a therapist and a client, and 

I will abide by these. Let me explain these limits, so you will not think they are personal responses to you. 

 

First, I am licensed and trained to practice psychology—not law, medicine, finance, or any other profession. I am not able to give you 

good advice from these other professional viewpoints. 

 

Second, state laws and the rules of the APA require me to keep what you tell me confidential (that is, private). You can trust me not to 

tell anyone else what you tell me, except in certain limited situations. I explain what those are in the “About Confidentiality” section 

of this brochure. Here I want to explain that I try not to reveal who my clients are. This is part of my effort to maintain your privacy. If 

we meet on the street or socially, I may not say hello or talk to you very much. My behavior will not be a personal reaction to you, but 

a way to maintain the confidentiality of our relationship. 

 

Third, in your best interest, and following the APA’s standards, I can only be your therapist. I cannot have any other role in your life. I 

cannot, now or ever, be a close friend or socialize with any of my clients. I cannot be a therapist to someone who is already a friend. I 

can never have a sexual or romantic relationship with any client during, or after, the course of therapy. I cannot have a business 

relationship with any of my clients, other than the therapy relationship. 

 

Even though you might invite me, I will not attend your family gatherings, such as parties or weddings. 

 

As your therapist, I will not give you gifts; I may not notice or recall your birthday; and may not receive any of your gifts eagerly. 
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About Confidentiality 

 

I will treat with great care all the information you share with me. It is your legal right that our sessions and my records about you be 

kept private. That is why I ask you to sign a “release-of-records” form before I can talk about you or send my records about you to 

anyone else. In general, I will tell no one what you tell me. I will not even reveal that you are receiving treatment from me. 

 

In all but a few rare situations, your confidentiality (that is, your privacy) is protected by state law and by the rules of my profession. 

Here are the most common cases in which confidentiality is not protected: 

 

1.  If you were sent to me by a court or an employer for evaluation or treatment, the court or employer expects a report from me. If this 

is your situation, please talk with me before you tell me anything you do not want the court or your employer to know. You have a 

right to tell me only what you are comfortable with telling. 

 

2.  Are you suing someone or being sued? Are you being charged with a crime? If so, and you tell the court that you are seeing me, I 

may then be ordered to show the court my records. Please consult your lawyer about these issues. 

 

3.  If you make a serious threat to harm yourself or another person, the law requires me to try to protect you or that other person. This 

usually means telling others about the threat. I cannot promise never to tell others about threats you make. 

 

4.  If I believe a child has been or will be abused or neglected, I am legally required to report this to the authorities. 

 

 

There are two situations in which I might talk about part of your case with another therapist. I ask now for your understanding and 

agreement to let me do so in these two situations. 

 

First, when I am away from the office for a few days, I have a trusted fellow therapist “cover” for me. This therapist will be available 

to you in emergencies. Therefore, he or she needs to know about you. Of course, this therapist is bound by the same laws and rules as I 

am to protect your confidentiality. 

 

Second, I sometimes consult other therapists or other professionals about my clients. This helps me in giving high-quality treatment. 

These persons are also required to keep your information private. Your name will never be given to them, and they will be told only as 

much as they need to know to understand your situation. 

 

For the purpose of these consultations, I may want to make audio or video recordings of our sessions. I will review the recordings with 

my consultant to assist with your treatment. I will ask your permission to make any recording. I promise to destroy each recording as 

soon as I no longer need it, or, at the latest, when I destroy your case records. You can refuse to allow this recording, or can insist that 

the recording be edited. 

 

Except for the situations I have described above, my office staff and I will always maintain your privacy. I also ask you not to disclose 

the name or identity of any other client being seen in this office. 

 

My office staff makes every effort to keep the names and records of clients private. My staff and I will try never to use your name on 

the telephone, if clients in the office can overhear it. All staff members who see your records have been trained in how to keep records 

confidential. 

 

If your records need to be seen by another professional, or anyone else, I will discuss it with you. If you agree to share these records, 

you will need to sign a release form. This form states exactly what information is to be shared, with whom, and why, and it also sets 

time limits. You may read this form at any time. If you have questions, please ask me. 

 

It is my office policy to destroy clients’ records 15 years after the end of our therapy. Until then, I will keep your  case records in a safe 

and locked place. 

 

If I must discontinue our relationship because of illness, disability, or other presently unforeseen circumstances, I ask you to agree to 

my transferring your records to another therapist who will assure their confidentiality, preservation, and appropriate access. 
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If we do family or couple therapy (where there is more than one client), and you want to have my records of this therapy sent  to 

anyone, all of the adults present will have to sign a release. 

 

As part of cost control efforts, an insurance company will sometimes ask for more information on symptoms, diagnoses, and my 

treatment methods. It will become part of your permanent medical record. I will let you know if this should occur and what the 

company has asked for. Please understand that I have no control over how these records are handled at the insurance company. My 

policy is to provide only as much information as the insurance company will need to pay your benefits. 

 

You can review your own records in my files at any time. You may add to them or correct them, and you can have copies of them. I 

ask you to understand and agree that you may not examine records created by anyone else and sent to me. 

 

In some very rare situations, I may temporarily remove parts of your records before you see them. This would happen if I believe that 

the information will be harmful to you, but I will discuss this with you. 

 

My Background 

 

I am a licensed clinical social worker and a licensed cosmetologist in the state of Colorado. I have a masters degree in clinical social 

work from the University of Kansas and a cosmetology certificate from Paul Mitchell the School Colorado Springs. I am well trained 

and experienced in doing individual, family, and group therapy. I have worked in a number of diverse areas of the medical field. I 

specialize in Crisis Intervention, EMDR, DBT, Play Therapy, Equine Assisted Psychotherapy, Art as a therapeutic tool, Humor 

Therapy, CBT, and Cosmetology.  In 2000 the American Red Cross named me an American hero for my work with families. 

 

 

About Our Appointments 

We will usually meet for a 50-minute session once or twice a week. We can schedule meetings for both your and my convenience. I 

will try and tell you at least a month in advance of my vacations or any other times we cannot meet. Please ask about my schedule in 

making your own plans. 

 

An appointment is a commitment to our work. We agree to meet here and to be on time. If I am ever unable to start on time, I ask your 

understanding. I also assure you that you will receive the full time agreed to. If  

you are late, we will probably be unable to meet for the full time, because it is likely that I will have another appointment after yours. 

 

A cancelled appointment delays our work. I will consider our meetings very important and ask you to do the same. Please try not to 

miss sessions if you can possibly help it. When you must cancel, please give me at least a week’s notice. Your session time is reserved 

for you. I am rarely able to fill a cancelled session unless I know a week in advance. If you start to miss a lot of sessions, I will have to 

charge you for the lost time unless I am able to fill it. Your insurance will not cover this charge. 

 

I will reserve a regular appointment time for you into the foreseeable future. I also do this for my other patients. Therefore, I am rarely 

able to fill a cancelled session unless I have several weeks’ notice. You will be charged the full fee for sessions cancelled with less 

than 72 hours’ notice, for other than the most serious reasons. 

 

I request that you do not bring children with you if they are young and need babysitting or supervision, which I cannot provide. I do 

not have toys, but I can provide reading materials suitable for older children. 

 

Fees, Payments, and Billing 

 

Payment for services is an important part of any professional relationship. This is even more true in therapy; one treatment goal is to 

make relationships and the duties and obligations they involve clear. You are responsible for seeing that my services are paid for. 

Meeting this responsibility shows your commitment and maturity. 

 

My current regular fees are as follows. You will be given advance notice if my fees should change. 

 

Regular therapy services: For a session of _50__ minutes, the fee is $_90_.  Please pay for each session at its end. I have found that 

this arrangement helps us stay focused on our goals, and so it works best. It also allows me to keep my fees as low as possible,  
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because it cuts down on my bookkeeping costs. I suggest you make out your check before each session begins, so that our time will be 

used best. Other payment or fee arrangements must be worked out before the end of our first meeting. 

 

Telephone consultations: I believe that telephone consultations may be suitable or even needed at times in our therapy. If so, I will 

charge you our regular fee, prorated over the time needed. If I need to have long telephone conferences with other professionals as part 

of your treatment, you will be billed for these at the same rate as for regular therapy services. If you are concerned about all this, 

please be sure to discuss it with me in advance so we can set a policy that is comfortable for both of us. Of course, there is no charge 

for calls about appointments or similar business. 

 

Extended sessions: 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 are extended beyond 10 minutes will be charged on 

a prorated basis. 

 

Reports: I will not charge you for my time spent making routine reports to your insurance company. However, I will have to bill you 

for any extra-long or complex reports the company might require. The company will not cover this fee. 

 

Other services: Charges for other services, such as hospital visits, consultations with other therapists, home visits, or any court-related 

services (such as consultations with lawyers, depositions, or attendance at courtroom proceedings) will be based on the time involved 

in providing the service at my regular fee schedule. Some services may require payment in advance. 

 

I realize that my fees involve a substantial amount of money, although they are well in line with similar professionals’ charges. For 

you to get the best value for your money, we must work hard and well. 

I will assume that our agreed-upon fee-paying relationship will continue as long as I provide services to you. I will assume this until 

you tell me in person, by telephone, or by certified mail that you wish to end it. You have a responsibility to pay for any services you 

receive before you end the relationship. 

 

Because I expect all payment at the time of our meetings, I usually do not send bills. However, if we have agreed that I will bill you, I 

ask that the bill be paid within 5 days of when you get it. 

 

At the end of each month, I will send you a statement. The statement can be used for health insurance claims, as described in the next 

section. It will show all of our meetings, the charges for each, how much has been paid, and how much (if any) is still owed. At the 

end of treatment, and when you have paid for all sessions, I will send you a final statement for your tax records. 

 

If you think you may have trouble paying your bills on time, please discuss this with me. I will also raise the matter with you so we 

can arrive at a solution. If your unpaid balance reaches $__320.00_, I will notify you by mail. If it then remains unpaid, I must stop 

therapy with you. Fees that continue unpaid after this will be turned over to small-claims court or a collection service. 

 

If there is any problem with my charges, my billing, your insurance, or any other money-related point, please bring it to my attention. I 

will do the same with you. Such problems can interfere greatly with our work. They must be worked out openly and quickly. 

 

If You Have Traditional (or “Indemnity”) Health Insurance Coverage 

Because I am a licensed clinical social worker, many health insurance plans will help you pay for therapy and other services I offer. 

Because health insurance is written by many different companies, I cannot tell you what your plan covers. Please read your plan’s 

booklet under coverage for “Outpatient Psychotherapy” or under “Treatment of Mental and Nervous Conditions.” Or call your 

employer’s benefits office to find out what you need to know. 

 

If your health insurance will pay part of my fee, I will help you with your insurance claim forms. However, please keep two things in 

mind: 

 

1.  I had no role in deciding what your insurance covers. Your employer decided which, if any, services will be covered and how much 

you (and I) will be paid. You are responsible for checking your insurance coverage, deductibles, payment rates, copayments, and so 

forth. Your insurance contract is between you and your company; it is not between me and the insurance company. 
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2.  You—not your insurance company or any other person or company—are responsible for paying the fees we agree upon. If you ask 

me to bill a separated spouse, a relative, or an insurance company, and I do not receive payment on time, I will then expect this 

payment from you. 

 

To seek payment from your insurance company, you must first obtain a claim form from your employer’s benefits office or call your 

insurance company. Complete the claim form. Then attach my statement to the claim form and mail it to your insurance company. My 

statement already provides the information asked for on the claim form. 

 

If You Have a Managed Care Contract 

If you belong to a health maintenance organization (HMO) or have another kind of health insurance with managed care, decisions 

about what kind of care you need and how much of it you can receive will be reviewed by the plan. The plan has rules, limits, and 

procedures that we should discuss. Please bring your health insurance plan’s description of services to one of our early meetings, so that 

we can talk about it and decide what to do. 

 

I will provide information about you to your insurance company only with your informed and written consent. I may send this 

information by mail or by fax. My office will try its best to maintain the privacy of your records, but I ask you not to hold me 

responsible for accidents or for anything that happens as a result. 

 

If You Need to Contact Me 

I cannot promise that I will be available at all times. Although I am in the office, I usually do not take phone calls when I am with a 

client. You can always leave a message on my answering machine, and I will return your call as soon as I can. Generally, I will return 

messages daily except on Sundays and holidays. 

 

If you have an emergency or a behavioral or emotional crisis and cannot reach me immediately by telephone, you or your family 

members should call one of the following community emergency agencies: Cedar Springs Hospital at _719-633-4114_, or go to 

Memorial Hospital emergency room. In the case of a life threatening crisis, please call 911 immediately. 

 

If I Need to Contact Someone about You 

If there is an emergency during our work together, or I become concerned about your personal safety, I am required by law and by the 

rules of my profession to contact someone close to you—perhaps a relative, spouse, or close friend. I am also required to contact this 

person, or the authorities, if I become concerned about your harming someone else. Please write down the name and information of 

your chosen contact person in the blanks provided: 

 

Name: ____________________________________________________________ 

 

Address: ___________________________________________________________ 

 

Phone: ________________________ Relationship to you:____________________ 

 

Other Points 

If you ever become involved in a divorce or custody dispute, I want you to understand and agree that I will not provide evaluations or 

expert testimony in court. You should hire a different mental health professional for any evaluations or testimony you require. This 

position is based on two reasons: (1) My statements will be seen as biased in your favor because we have a therapy relationship; and 

(2) the testimony might affect our therapy relationship, and I must put this relationship first. 

 

If, as part of our therapy, you create and provide to me records, notes, artworks, or any other documents or materials, I will return the 

originals to you at your written request but will retain copies. 
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Statement of Principles and Complaint Procedures 

It is my intention to fully abide by all the rules of the National Association of National Social Workers (NASW) and by those of my 

state license. 

 

Problems can arise in our relationship, just as in any other relationship. If you are not satisfied with any area of our work, please raise 

your concerns with me at once. Our work together will be slower and harder if your concerns with me are not worked out. I will make 

every effort to hear any complaints you have and to seek solutions to them. If you feel that I, or any other therapist, has treated you 

unfairly or has even broken a professional rule, please tell me.  

 

In my practice as a therapist, I do not discriminate against clients because of any of these factors: age, sex, marital/family status, race, 

color, religious beliefs, ethnic origin, place of residence, veteran status, physical disability, health status, sexual orientation, or 

criminal record unrelated to present dangerousness. I will always take steps to advance and support the values of equal opportunity, 

human dignity, and racial/ethnic/cultural diversity. If you believe you have been discriminated against, please bring this matter to my 

attention immediately. 

 

Our Agreement 

I, the client (or his or her parent or guardian), understand I have the right not to sign this form. My signature below indicates that I 

have read and discussed this agreement; it does not indicate that I am waiving any of my rights. I understand I can choose to discuss 

my concerns with you, the therapist, before I start (or the client starts) formal therapy. I also understand that any of the points 

mentioned above can be discussed and may be open to change. If at any time during the treatment I have questions about any of the 

subjects discussed in this brochure, I can talk with you about them, and you will do your best to answer them. 

 

I understand that after therapy begins I have the right to withdraw my consent to therapy at any time, for any reason. However, I will 

make every effort to discuss my concerns about my progress with you before ending therapy with you. 

 

I understand that no specific promises have been made to me by this therapist about the results of treatment, the effectiveness of the 

procedures used by this therapist, or the number of sessions necessary for therapy to be effective. 

 

I have read, or have had read to me, the issues and points in this brochure. I have discussed those points I did not understand, and have 

had my questions, if any, fully answered. I agree to act according to the points covered in this brochure. I hereby agree to enter into 

therapy with this therapist (or to have the client enter therapy), and to cooperate fully and to the best of my ability, as shown by my 

signature here. 

 

______________________________________________                ____________ 

 Signature of client (or person acting for client)                                     Date 

 

______________________________________________  

 Printed name       Relationship to client: __ Self    __ Parent    __ Legal guardian 

        

I, the therapist, have met with this client (and/or his or her parent or guardian) for a suitable period of time, and have informed him or 

her of the issues and points raised in this brochure. I have responded to all of his or her questions. I believe this person fully 

understands the issues, and I find no reason to believe this person is not fully competent to give informed consent to treatment. I agree 

to enter into therapy with the client, as shown by my signature here. 

 

______________________________________________                ____________ 

      Signature of therapist                                                                             Date 

 

I truly appreciate the chance you have given me to be of professional service to you, and look forward to a successful relationship with 

you. If you are satisfied with my services as we proceed, I (like any professional) would appreciate your referring other people to me 

who might also be able to make use of my services. 

 

___ Copy accepted by client          ___Copy kept by therapist 

mailto:Christina@Christinachismar.com


Christina Chismar, MSW, LCSW 
Empowering People Forward 

Christina@Christinachismar.com 

6180 Lehman Dr Suite 211, Colorado Springs, CO 80918   719-659-6220 

 

 

Play Studio Release Form 
 

You have signed up to attend a group or session in the Play Studio. Please fill out, sign, and bring this form with you to your 

session. 

 

I, __________________________________________, understand in order for me to be allowed access to the Play Studio I must agree 

to comply with the following rules: 

 

___________ 1) I will respect myself while in the Play Studio. I am feeling safe and will not harm myself. 

 

____________ I will let Studio Therapist know if I feel unsafe or feel like hurting myself or others. 

 

___________ 2) I will respect other people in the Play Studio, and will not touch other people or their work. 

 

___________ 3) I will respect materials in the Play Studio. This means I will only use items as they apply to the project I am 

working, and will be responsible to clean up my work space and put things back when I’m done using them. Sand and paint must 

stay in their appropriate places! 

 

___________ 4) I understand that materials are available on a first come, first serve basis. If someone else in the group takes the 

last of something I want to use, I agree to find another item to work with. 

 

___________ 5) I understand that there are many different materials that may cause skin reactions, like makeup, feathers, face 

paint, latex, etc. I agree to tell Studio Therapist of any allergies I may have prior to entering the Studio, and manage those 

allergies responsibly while in the Play Studio. 

 

___________ 6) I understand that what is said and done in the Play Studio is confidential and I will not discuss anything that was 

said or done outside of the Play Studio. I understand I can share anything about me and my work with whomever I want to, as 

long as I don’t talk about the other people in group.  

 

___________7) I understand the Studio therapist will practice ethically to protect my confidentiality, however, due to a group 

setting, I acknowledge therapist is not responsible for what other group members do outside of group. 

 

___________8) I understand if I do not comply with the above rules, I will Not be allowed to be in the Play Studio, and may not be 

able to participate in future groups. 

 

By initialing each item above, I acknowledge that I understand the rules for the Play Studio. 

 

By signing below, I agree that I want to participate in a Play Studio session. I agree to talk with therapist about any needs or 

concerns I may have in the Play Studio. I agree to let therapist know if I am having a problem as a result of a Play Studio 

session, and am willing to work with therapist to resolve issue. 

 
________________________________________________  _________________ 
Client Signature        Date 

 

_______________________________________________  _________________ 
Parent or Guardian Signature      Date 
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