
Hope and Healing Counseling Service, LLC 
We have this Hope as an anchor for the soul, firm and secure.  Hebrews 6:19 

 
Fee Schedule 
 

1. Fees are set to the following sliding scale rate based on annual household income. 

 (Annual Household Income Level and Sliding Scale Rate per Session) 

  INCOME    FEE 
  $0.00 to $20,000    $40.00  
  $20,001 to $30,000    $45.00 
  $30,001 to $40,000   $50.00 
  $40,001 to $50,000    $55.00 
  $50,001 to $60,000    $60.00 
  $60,001 to $70,000    $70.00 
  $70,001 to $80,000    $80.00 
  $80,000 or above    $90.00 
 

2. Fees for additional services, including written reports, disability reports, legal reports, subpoenas and 
any other non-counseling service will be completed at the following rate: 
Legal Documents or reports - $200 per document requested 
Court Subpoenas - $200 per hour 
*These fees must be paid prior to service being rendered and must be paid by the individual.  The center 
does not charge churches for services outside of counseling sessions. 
 

 I agree to pay from the above state fee schedule unless prior arrangements have been made 
through my association church.  I realize that I am responsible for the fee at the time of service 
and the session fee does not include additional services as listed above.  At my request, I will be 
provided with a receipt of services that I can file with my insurance provider for reimbursement.  
The above fee may also be adjusted and if so, I will receive a 30-day written or verbal notice. 
 

 If a check for payment is returned and not processed, I understand that I will be responsible for 
any fees associated with the returned check in addition to the unpaid account balance.  I 
understand that if payment for services is not made, the therapist may stop my treatment and/or 
help refer me to a more financially feasible option.   
 

 I have reviewed, discussed and gone over any questions regarding fees.  I understand that if I 
have questions, I can ask my therapist for clarity.  I understand and agree to the above terms & 
conditions. 
 

 Responsible Party Signature_______________________________________Date__________________ 
 Counseling Center Signature_______________________________________Date__________________ 

PAYMENT AGREEMENT 



THERAPY AGREEMENT 

Hope and Healing Counseling, LLC provides faith-based professional counseling and is upheld to the highest 
legal and ethical standards.  All treatment records are kept in strict confidence in accordance with HIPPA 
regulations.  Client confidentiality requires a “consent to release” form to be signed by the client in order for 
any information or records to be released to a third party. 
 
Exceptions to Client Confidentiality  

• If the therapist believes a child or elderly person has been or will be abused or neglected, the therapist 
is legally required to report to authorities. 

• If the therapist believes there is a threat for the client to harm oneself or another individual, the therapist 
is legally required to report to authorities.  

• In the event of a court ordered subpoena, therapy records may be disclosed per court order. 

• If per your request and signed release, your records are sent to the assignee, the privacy of your records 
cannot be guaranteed once they are sent. 

 I understand that therapy is a joint effort between the client and the therapist and that results cannot 
be guaranteed.  I understand that progress depends on multiple factors including motivation, effort and 
circumstances such as the influence of family, friends and others. 

 I understand that I may experience unexpected emotions during the therapy process and that the 
therapist will help me work through these experiences. 

 I understand that it is in the best interest of successful therapy that all therapy sessions be completed, 
and that therapy is closed properly as agreed upon by the therapist.  I understand that closure of therapy 
is an important step in the therapy process. 

 I understand that I have the right to stop therapy at any time.  Upon discontinuing services, I understand 
that I am responsible to pay any outstanding balance for services already received. 

 I understand that services for legal matters such as mental health evaluations for lawsuits, court or 
disability are not provided by Hope and Healing Counseling, LLC. 

 I understand that no personal phone calls or texting is allowed between therapists or staff and clients 
for any reason at any time.  All therapy conversations will take place only in the safe environment of the 
therapy room.  Scheduling will be completed during office hours only. 

 I understand that in order for Hope and Healing Counseling, LLC to serve each client in a timely manner, 
a 24-hour cancellation notice is required and that I will be billed for my sessions if I do not provide a 
cancellation notice.  In the process of therapy, if two sessions are missed without proper cancellation or 
rescheduling, I understand that I will be discharged of services. 

 I understand that in the event of an emergency, I will call the police, emergency medical services or other 
appropriate services.  I understand that my therapist is not an emergency service. 

 I understand that this agreement may not be modified or amended as required by law or in the course 
of mental health care operations.  

 I have read or have had read to me the terms and conditions of therapy.  I understand and agree to the 
above therapy agreement. 

 I submit my minor child/children to counseling.  If applicable, a copy of custodial documentation must 
be provided prior to treatment of a minor. 

CLIENT CONFIDENTIALITY 

THERAPY SERVICES 



 
We are not an emergency center.  If you have an emergency, please call 911 or go to the nearest emergency 
room. 
 
I would like the counselor to contact ___________________________________________________________ 
at this phone number (________)______________________________________________________________ 
 
Client Signature___________________________________________________Date_____________________ 
 
Client Signature___________________________________________________Date_____________________ 
 
Guardian Signature_________________________________________________Date_____________________ 
 
Counselor Signature________________________________________________Date_____________________ 
 

 
Release of Information 

 I do not authorize any release of information at this time. 
 I authorize release of information to the following person(s): 

 

Name Relationship Contact Information 

   
   

   
   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

EMERGENCY NOTIFICATION 



 
Client Name_______________________________________________Date of Birth____________Age____ 
 
Responsible Party___________________________________________Date of Birth____________Age____ 
 
Physical Address___________________________________________City____________State___Zip______ 
 
Mailing Address(if different from physical address)______________________________________________ 
 
City_________________________________ State______Zip_______E-mail__________________________ 
 
Home Phone_____________________Work Phone___________________Cell/other__________________ 
 
Birthplace_________________________Place of Employment____________________________________ 
 
Occupation_____________________________________________________________________________ 
 
Last Grade Completed: ______ 
_____High School/GED   _____College Degree ________Graduate Degree 

Ethnicity: 

 Asian/Pacific Islander   

 Caucasian 

 Hispanic 

 

 American Indian 

 African American 

 Other 
 
 
Marital Status (indicate # of years):  

 Married 

 Divorced 

 Widowed 

 Separated 

 Engaged 

 Cohabitating 

 Single 

 
Spouse’s Name____________________________________Date of Birth____________Age____ 
Spouse’s Employment_______________________________Work Phone___________________ 

 
List all others living in your home: 

Name Age Birthday Relationship (ex. son, 
daughter) 

School or Place 
of Employment 

     

     

     

     

 
 
 

PERSONAL INFORMATION 



Problem/Symptom Checklist (circle each one) 
 Alcohol/Drugs 

 Aging 

 Anger 

 Anxiety 

 Co-Dependency 

 Child Custody 

 Communication 

 Depression 

 Disabled 

 Divorce/Separation 

 Family 

 Fear 

 Finances 

 God/Faith 

 Grief/Loss 

 Guilt 

 Hopelessness 

 Intimacy 

 In-laws 

 Loneliness 

 Marriage 

 Money/Budgeting 

 Mood Swings 

 Other Addiction 

 Parenting 

 Past Hurts 

 Premarital 

 School/Learning 

 Self-Esteem 

 Sexual Issues 

 Singleness 

 Smoking 

 Stress Management 

 Trauma 

 Violence 

 Weight Control 

 Work/Career 

 Other_________ 

 Other_________ 

 Other_________ 

 
History of the Presenting Problem or Complaint 
What is the reason for your visit today?______________________________________________ 
______________________________________________________________________________ 
What do you want to accomplish during your session?__________________________________ 
______________________________________________________________________________ 
What is your most difficult relationship right now?_____________________________________ 
What is your most difficult emotion right now?________________________________________ 
How did you hear about us?_______________________________________________________ 
 

Medical History 
Any hospitalizations within the last five(5) years:_____________________________________ 
Have you ever received psychiatric or psychological help or counseling of any kind before?____ 
____________________________________________________________________________ 
 
Rate Your Physical Health: 

 Very Good 

 Good 

 Average 

 Declining 

 Poor 
 

 
Recent Weight Changes:   Gained____________    Lost ____________ 
Check if Applicable: _____Difficulty Sleeping   ________Difficulty Eating _______Headaches 
How many hours of sleep do you average each night?______ 
 

Current Medical Conditions (ex. high blood pressure, asthma, chronic pain, etc.) 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
 



Please list any medications you are currently taking even if they were not prescribed for you: 
Name    Dosage/How Often   Reason Taken     How Long           Response/Side Effects 
_________________________________________________________________________ 
_________________________________________________________________________ 
 
Caffeine Usage:   Please specify the amount of any of the following products with caffeine that 
you drink or use within a typical 24 hour day. 
Cola Beverage______________Brewed Coffee______________ Instant Coffee_____________ 
Tea______________________  Energy Drinks_______________Caffeine Pill_______________ 
Chocolate Beverage_________ Chocolate Candy____________  Other____________________ 

Are you having any current suicidal thoughts, feelings, or actions? ______Yes _______No 
Are you having any current homicidal thoughts, feelings, or actions? _______Yes ________No 
Do you have a history of anger or impulse control problems? ________Yes _________No 
Have you experienced the death of a loved one within the last five (5) years?_____Yes _____No 
If yes, please explain _____________________________________________________________ 
Have you ever experienced any of the following? 

 Physical Abuse 

 Emotional Abuse 

 Spousal Abuse 

 Sexual Abuse 

 Rape 

 Harsh Physical Punishment as a child 

 Incest 

 Sexual advances towards you as a 
child 

 Other________________________ 
 

Have you ever been arrested? ______Yes ______No  If yes, please explain _________________ 

______________________________________________________________________________ 
Have you ever served time in jail? ____Yes _____No   if yes, please explain_________________ 
______________________________________________________________________________ 
Do you currently use any illegal drugs or other substances including marijuana? _______ 
Have you ever used any illegal drugs or other substances including marijuana? ________ 
Do you smoke or use tobacco products?  _____Yes  ______No 
Do you drink alcoholic beverages including beer, wine, or liquor? _____Yes _____No   
Do you consider yourself a religious person?___________________________________ 
Do you attend a church and if so where?______________________________________ 
Do you believe in God?____________________________________________________ 
Do you pray to God?______________________________________________________ 

CRISIS INFORMATION 

TRAUMA HISTORY 

LEGAL HISTORY 



Do you read the Bible?____________________________________________________ 
Meaningfulness of your faith/religion: _____High  _____Medium _______Low 
Religious Affiliation:  Childhood_________________Adolescence__________________ 
 Now ____________________________________________________________ 
Is your spouse willing to come to counseling? ____Yes  _____No 

Have your ever been separated? ____Yes  ____ No 
Date of Marriage____________ Your ages when married:   ____Husband ____Wife 
How long did you know your spouse before marriage?________ 
How long did you date your spouse?__________ 
How long were you engaged?_______________ 
 
List two important requests you have for your spouse at this time. 
1._________________________________________________________________ 
2._________________________________________________________________ 
 
List two important requests your spouse has for you at this time. 
1._________________________________________________________________ 
2._________________________________________________________________ 

Have any of your family members ever received psychiatric or psychological help or counseling 
of any kind before?  ____Yes    ____No 
 
Do any of your family members have a history of mental illness? ___Yes___No   If yes, please 
explain whom and the nature of the illness ___________________________________________ 
______________________________________________________________________________ 
Father:    First Name  _________________ Age___   Occupation _____________________ 
  List three words to describe him _______________________________________ 
  How do/did you get along?____________________________________________ 
 
Mother: First Name__________________Age____ Occupaton______________________ 
  List three words to describe her________________________________________ 
  How do/did you get along?____________________________________________ 
 
Please clarify if Stepfather or Stepmother. 

 
 
 
 

MARRIAGE INFORMATION 

FAMILY BACKGROUND INFORMATION 



Sibling Relationships (Including yourself. Please list in birth order) 

First Name Age Where Resides Relationship now (close, distant, 
neutral) 

    

    

    

    

    

    

 
Your happiest memories of childhood are?___________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
Your most unpleasant memories of childhood are?_____________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
   
List any information pertaining to your family that you wish your counselor to have a better 
understanding of:_______________________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
 

 
 


