Lakewood Wellness Partners
6301 Gaston Avenue. Suite 230
Dallas, TX. 75214
214.531.7624
www.lakewoodwellnesspartners.com

Welcome to Lakewood Wellness Partners, in this package you will find all the forms required for the
intake process including:
1. Welcome Letter
2. General Information Forms
3. Release and Consent Forms
4. Policy and Additional Consent Forms
5. Couple Informed Consent Form
6. Communication Consent Form
7. Couples Intake Forms
8. Sliding Scale Form
9. Credit Card Authorization Form
10. Office Policies

Before your appointment please complete and sign all forms.
Bring to your appointment:
1. This completed forms package
2. Driver’s License
3. Proof of Insurance

Welcome to Lakewood Wellness Partners
Welcome to Lakewood Wellness Partners and the office of Dr. Katherine Pang, PhD, PC. Dr.
Pang is a licensed psychologist in the State of Texas and services may be provided by her or
post-doctoral residents or provisionally licensed psychologists working under her supervision or
other psychologists or professionals employed by Lakewood Wellness Partners/Katherine Pang,
PhD PC. Please read the following information about my practice and the associated policies. I
have tried to answer some frequently asked questions.
Psychotherapy
People seek psychotherapy for a variety of reasons. Most often, people describe general and
vague complaints, such as finding too little satisfaction in life, feeling empty inside or feeling
generally anxious in several areas of life. Sometimes the complaint in life is specific and
concise, like intense fear of social settings, acute depression, or difficulty with the aftermath of
an affair.
We have come to understand that no matter what has brought us to therapy, the troubling areas in
our lives are multilayered and multi-determined. Factors such as temperament and genetics,
interpersonal experiences in our families and communities, cultural values and historical
contexts, and our own subjective dynamics go into the human experience of suffering and pain.
The people we have worked with over the years have bore a great deal of suffering. In many
ways, we understand what happens in therapy is that the therapist extends compassion (meaning
bearing witness to pain) to the patient (meaning “one who bears pain”). The process of the
witness is a deep understanding of the interrelatedness of all the forces of life that goes into the
human experience. While the goal of therapy always involves symptom reduction, we also
understand that therapy involves looking deeply beneath our symptoms to understand them and
thus be transformed, resulting in a kind of change that lasts and crosses contexts.
Regardless of how frequently or how long you come, we are honored to partner with you in this
journey. We offer a variety of day and evening appointments between the hours of 7:00AM to
7:00PM and am able to offer a sliding scale fee structure. Below you will find several pieces of
information that will be helpful to both of us as we begin and continue through this process. If
you have any questions and/or concerns about any of the information presented, please ask at any
time.
Treatment Participation: Your treatment here will involve engaging in psychotherapy. It is
important that you take an active role in your treatment including the following:
·
·
·

Attending regularly scheduled psychotherapy sessions
Talking about your life openly and honestly
Discussing any issues related to your treatment with me.

It is important for me as your therapist to have a professional and therapeutic relationship with
you, and therefore not have any other type of social or personal relationship. We hold all
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relationships to be sacred, including the therapeutic one. The relationship formed within
psychotherapy is effective because it is a professional relationship.
Missed appointments: We try to keep wait time in the lobby to a minimum. Therefore, we do
not overbook patients and we keep sessions to the agreed upon 45-minute therapy hour (60
minutes for insurance patients). This means that your appointment time is a reservation just for
you, and includes my own professional process of preparation. In order to make this work
successfully, we ask that you cancel or reschedule appointments at least 24 hours in advance. It
is our policy to charge you the amount you indicated on the sliding scale (insurance does not pay
for missed or cancelled appointments) for the missed appointment and we will text you that we
are doing so using the credit card on file. If the credit card on file is declined, you are still
responsible to provide us with the payment amount. We will make every attempt to reschedule
your appointment if you are cancelling within 24 hours, however this is in no way a guarantee,
nor does this release you from our policies. Payment of fees is an important aspect of our
therapeutic relationship.
Confidentiality: Anything you reveal in your sessions is confidential and cannot be released to
another person without your consent. Exceptions to this rule of confidentiality occur when we
reasonably believe that there is an imminent risk of harm to yourself or another person, in
matters of child/dependent adult abuse, or if a judge requests information as part of a trial in
which your mental health is an issue. We will often obtain professional consultation and
supervision for my cases. Specific, but anonymous information is exchanged in these meetings,
and never goes beyond the consultants.
Phone calls: We do not take phone calls while we are with other patients for any reason. It is
vey possible that we will not be able to return calls for several hours. We make every effort to
return calls received during phone hours by the end of the day or the following morning. Nonurgent messages left for us after hours will be received and called back at least by the end of the
next business day. If you do not hear from us by the end of the business day, please call back as
we may have had a problem understanding the message that was left. In the event of any medical
or psychiatric emergency that you feel cannot wait, you should call 911 or go to the nearest ER
and then contact us once you are safe at the emergency room. Phone calls that run over 10
minutes will be billed at a rate of $150/hour in 5-minute increments. Please note that phone
sessions with any one other than you, the patient (with a signed release) may be scheduled at a
rate of $150/hour; otherwise phone sessions will may be scheduled at your regular rate.
Financial: Payment is due at the time of service unless other arrangements are made ahead of
time. We accept cash, credit cards, and checks. Should you choose to pay via credit card, your
credit card information will be kept on file along with authorization to utilize that card for
payment of services. We accept Blue Cross/Blue Shield insurance. Please check your health
insurance coverage for outpatient mental health coverage and out of network benefits. Your
insurance company or employer is the best source for information about actual coverage. Be sure
to get the details.
Additional Requests: Session fees cover the cost of the visit and paperwork associated with
completing that visit. This includes letters or records sent to your other doctors/therapists in
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regards to your direct treatment and billing summaries for your personal records. Personal
request for copies of your medical records will be billed at $150 per request. Please note that
Lakewood Wellness Partners and Katherine Pang PhD, PC do not provide forensic services. This
means that we do not conduct evaluations or provide therapy for court-ordered or court-related
matters. If you expect to be involved in any legal proceedings, please let us know before
beginning your treatment or evaluation and we can refer you to another provider. Should we
receive a request (subpoena, court order, or other legal or administrative or other related
document) that we become involved in any legal, administrative, or other related proceedings or
matters then we will require a $3,000 retainer which will be paid in advance of any calls,
appearances, etc. The hourly rate for any legal, administrative, or other related proceedings or
matters is $300/hour or any portion thereof which includes phones call, travel, waiting time, and
any other time devoted to the requests, proceedings or matters. When $300 remains as a balance
on the retainer and additional services are required the patient shall provide another $3000
retainer and this shall continue until services are no longer required. The patient shall receive
statements upon request.
Coverage: If we are unreachable and you are experiencing a life-threatening emergency, you
need to call 911 or go to the nearest ER.
Discontinuation of Treatment: We may discontinue treatment with a patient only after a
reasonable amount of discussion and usually only for one of the following reasons: (1) failure to
pay your bill, (2) canceling/missing appointments too often, and/or (3) not doing the work of
treatment. If you foresee problems in any of these areas, please let us know. If we see an issue
with one of these areas, we will bring it up with you right away so that we can try and correct the
problem together. If you decide to discontinue treatment, you can do so at any time in person, by
phone, or in writing. Hopefully we can confer about the decision, so that I can be of assistance to
you in transferring your care to another provider.
Hopefully these policies will answer questions about my practice and make our interactions
easier. Please bring up any issues regarding these policies that may come up during your
treatment. It is my goal to be flexible, and understanding.

Sincerely,
Katherine Pang, PhD, ThM
Licensed Psychologist, #36138
Lakewood Wellness Partners
Katherine Pang, PhD, PC
6301 Gaston Avenue
Dallas, TX 75214
Phone: 214.531.7624
Fax: 469.547.0803
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Consent to Terms of Welcome Letter

I, ____________________________________________________, agree to and consent to all of
the terms of the Welcome Letter and understand the particular terms of:
Please Initial
___________ Missed Appointments
___________ Confidentiality
___________ Phone Calls
___________ Financial
___________ Additional Requests
___________ Coverage
___________ Discontinuation of Treatment

Date: _________________________________________________________________________
Signature: _____________________________________________________________________
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General Information

Client Name:
Address: ______________________________________________________________
City/State/Zip:
Home Phone:
Work Phone:
Cell Phone:
E-mail:
Additional Client(s) (if couple or family): ____________________________________
Parent/Guardian (if client is under 18): _______________________________________
Client DOB:
Gender:
SSN:
Marital Status:

Have you had previous counseling/mental health services? Yes _____ No _____
If Yes, what is the name of the provider ________________________________
How did you hear about us? Psychology Today ____ Theravive ___ BCBS _______
Network Therapy ___ Google Search ______ Dr. Pang Website______
WFAA_____ The Advocate_____ Other: _________________________________

Release and Consent Form
I, _______________ understand that Texas State and Federal Laws as well as Texas
Ethics Codes and Rules of Practice have provisions to protect my confidentiality. I
understand that only under stated exceptions in those laws, Codes, and Rules of Practice
or with a written release can my therapist disclose my identity or discuss matters with
others.
By signing this form and initialing below, I am authorizing my therapist and/or her
supervisor by providing my written consent for my therapist and/or her supervisor to
contact by phone and/or e-mail the following individuals for the purposes stated below:
________ A Medical Assistance: Where in the sole opinion of my therapist and/or her
supervisor I need medical assistance
_____ Disclosing dates/times of appointments
_____ Discussing and disclosing therapy fees, invoices, and billing matters
_____ Disclosing and discussing identification of issues and treatment plans
Name of Contact: _________________________________________________________
Phone: ______________________________________________________________
E-Mail: _________________________________________________________________
________ A Medical Assistance: Where in the sole opinion of my therapist and/or her
supervisor I need medical assistance
_____ Disclosing dates/times of appointments
_____ Discussing and disclosing therapy fees, invoices, and billing matters
_____ Disclosing and discussing identification of Issues and treatment plans
Name of Contact: _________________________________________________________
Phone: ______________________________________________________________
E-Mail: _________________________________________________________________
This document will expire on ______________ or upon termination of services _______.

Signature

Lakewood Wellness Partners
6301 Gaston Avenue. Suite 445
Dallas, TX. 75214
214.531.7624
www.lakewoodwellnesspartners.com

Services Provided
Lakewood Wellness Partners offers a variety of individual, couples, and group therapy
services provided by psychologists, counselors, psychology post-doctoral and pre-doctoral
interns, and psychology and counseling graduate students.
Psychotherapy
Psychotherapy can have both risks and benefits. The therapy process may include
discussions of your personal challenges and difficulties, which can elicit uncomfortable
feelings such as sadness, guilt, anger and frustration. However, psychotherapy has also
been shown to have many benefits. It can often lead to better interpersonal relationships,
improved academic performance, and solutions to specific problems and reduction in
your feelings of distress. But, there is no assurance of these benefits
Confidentiality
In keeping with professional ethical standards and state and federal law, all services
provided by the staff of Lakewood Wellness Partners are kept confidential except as
noted below and in the accompanying Notice of Privacy Practices. We consult as needed
within the staff of Lakewood Wellness Partners about the best way to provide the
assistance that you might need. As required by psychological practice guidelines and
current standards of care, we keep records of all therapy sessions. These records are
stored securely consistent with federal and professional security standards for medical
records.
Lakewood Wellness Partners’ professional staff have a legal responsibility to disclose
client information without prior consent when a client is likely to harm himself, herself
or others unless protective measures are taken, when there is reasonable suspicion of
abuse of children, dependent adults or the elderly, when the client lacks the capacity to
care for him or herself and when there is a valid court order for the disclosure of client
files. Fortunately, these situations are infrequent.
By signing this form, you also give Lakewood Wellness Partners permission to
communicate with the Emergency Contact that you have designated if we believe that
you are at risk. If you are suing someone or being sued, or if you are charged with a crime
and you tell the court that you are a client at Lakewood Wellness Partners, Lakewood
Wellness Partners or your clinician may then be ordered to show the court your records.
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Please consult your lawyer about these issues. Please consult with your clinician if you
have any questions about confidentiality.
Policies
Lakewood Wellness Partners is not an emergency or crisis intervention facility. Clinicians
are not available 24 hours per day so if you have an emergency please call 911 or go to your
nearest hospital you may also seek help by calling Contact Counseling and Crisis 24- Hour
Line at 972-233-2233 (adult) or 972-344-8336 (teens), the Suicide Crisis Center 24-Hour
Line at 214-828-1000 (all ages).
Your initial session is an assessment session, devoted to gathering information about you,
your current difficulties, and biographical information that will assist your clinician in
developing a treatment plan and interventions that are specific to you. If at any point it is
determined that other services are more suitable or would be beneficial in addition to your
treatment at Lakewood Wellness Partners, we will help you obtain assistance from
appropriate providers. Noncompliance with treatment could result in the termination of
services.
Please arrive on time for your appointments. If you are unable to keep your appointment,
please call to cancel at least 24 hours in advance. If you miss or cancel an appointment
without giving 24 hours notice, you will be required to pay a fee for the missed appointment
according to the time that was scheduled. Repeated cancellations or missed appointments
may result in the termination of services.
Our goal is to provide the most effective psychotherapeutic experience. If you feel that your
clinician is not a good match for you, we encourage you to discuss this matter with your
current clinician. If you have questions or comments about our services, please ask at your
initial appointment.
In general, you may review your records in Lakewood Wellness Partners’ files at any time.
There are some limitations regarding raw testing data, but for the most part, you have access
to your information. You may add to this information or correct this information, and you
may have copies of the records. However, you may not examine records created by anyone
else and sent to Lakewood Wellness Partners.
Psychiatric Consults and Medication
Lakewood Wellness Partners does not prescribe or dispense psychiatric medications.
Lakewood Wellness Partners can provide you with a psychiatric referral if deemed
necessary. You may sign a release to enable Lakewood Wellness Partners to consult with
your Psychiatrist.
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Use of Electronic Mail
Please be aware that e-mail may not be private or confidential and may not be read by the
recipient in a timely fashion.
Lakewood Wellness Partners is a Training and Research Site for Psychologists and
Counselors
Lakewood Wellness Partners is a training and research facility. Thus, the treatment you
receive may be conducted in full or in part by a qualified graduate counseling or clinical
psychology student, psychology pre-doctoral intern or post- doctoral fellow, licensed
professional counselor or provisionally licensed psychologist. All clinicians in training will
inform you of their trainee status as well as the name of their supervising counselor or
psychologist who can be contacted through our office. In order to adequately supervise
trainees, a supervisor may ask that the sessions be audio or video recorded. Supervisors may
also wish to record therapy sessions for training purposes, but will ask your permission to do
so. All recordings are kept confidential in the same manner as your treatment records and will
be erased after supervisory review. You may choose not to have your sessions recorded.
Please talk with your clinician if you have questions about audio and video recording.
Lakewood Wellness Partners utilizes psychological test data in archival research and the
training of graduate students in mental health. Archival research is the study of past
psychological test scores from your records to investigate scientific questions that arise in
the future. This scientific investigation is generally aimed at improving treatment outcomes
and increase our understanding of psychiatric conditions. This data will be collected, scored
without you or your name being identified and without any personal information from
which you may be identified. By signing this form, you agree to allow the use of this data
for research with the understanding that you will receive no financial benefit from the use of
the archival data.
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Consent
By signing below, I agree to be treated by Dr. Katherine Pang, a licensed psychologist. I
understand I have the right not to sign this form. My signature below indicates I have read
and discussed this agreement; it does not indicate that I am waiving any of my rights. I
understand that I can choose to discuss my concerns with the clinician before I begin
treatment. I understand that after my treatment begins I have the right to withdraw my
consent at any time, for any reason. However, I will make every effort to discuss my
concerns with the clinician before ending my treatment.
Please sign below to indicate that you understand and agree to participate in
psychotherapy at Lakewood Wellness Partners in accord with the policies
outlined above.
Print Name:
Signature:
Date:
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Notice of Privacy Practices (NPP)
This notice describes how mental health information about you may be used and disclosed
and how you may obtain access to this information. Please review it carefully.
Lakewood Wellness Partners is a teaching and research clinic. Graduate counseling and
clinical psychology students, pre-doctoral interns, and post-doctoral fellows may participate
in your care as a part of their mental health training programs. All care is overseen and
supervised by a licensed mental health professional. All information describing your mental
health treatment and related health care services (“mental health information”) is personal,
and we are committed to protecting the privacy of the personal and mental health
information you disclose to us. We are required by law to maintain the confidentiality of
information that identifies you and the care you receive. When we disclose information to
other persons and companies to perform services for us, we require them to protect your
privacy, too. This Notice also applies to your psychologist, counselor, psychiatrist and other
health care professionals who provide care to you. We must also provide certain protections
for information related to your medical diagnosis and treatment, including HIV/AIDs, and
information about alcohol and other substance abuse. We are required to give you
this Notice about our privacy practices, your rights and our legal responsibilities.
WE MAY USE AND DISCLOSE YOUR MENTAL HEALTH INFORMATION:
o For Treatment. For example, we may give information about your psychological

o

o

o
o
o

condition or assessment to other health care providers, such as your family physician or
another psychologist, to facilitate your treatment, referrals or consultations.
For Payment. For example, a health care provider may contact your insurer to verify
what benefits you are eligible for, to obtain prior authorization, and to receive payment
from your insurance carrier.
For Healthcare Operations For example, we may give information to University or
professional mental health and training organizations to review the quality of care
provided, for performance improvement or for the training of health professionals. Other
examples could include audits and administrative services, and case management and
care coordination.
For Appointments and Services to remind you of an appointment, or tell you about
treatment alternatives or health related benefits or services.
To Individuals Involved in Your Care. For example, your parents, if you are a minor, or
your conservator.
With your written authorization we may use or disclose mental health
information for purposes not described in this Notice.
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WE MAY USE YOUR MENTAL HEALTH INFORMATION FOR OTHER
PURPOSES WITHOUT YOUR WRITTEN AUTHORIZATION:
 As Required by Law when required or authorized by other laws, such as the reporting of
child abuse, elder abuse, disabled or dependent adult abuse.
 For health oversight activities to governmental, licensing, auditing, and accrediting
agencies as authorized or required by law including audits; civil, administrative or
criminal investigations; licensure or disciplinary actions; and monitoring of compliance
with law.
 In Judicial Proceedings in response to court/administrative orders, subpoenas,
discovery requests or other legal process. If ROCC and/or your clinician is
subpoenaed to appear in court and provide testimony regarding our knowledge and
experience of you and our assessment, we will assert privilege on your behalf.
Nevertheless, if the judge insists we testify, we will testify truthfully and honestly to
our thoughts and professional opinion.
 To Public Health Authorities to prevent or control communicable disease, injury or
disability, or ensure the safety of drugs and medical devices.
 To Law Enforcement for example, to assist in an involuntary hospitalization process.
 To the State Legislative Senate or Assembly Rules Committees for legislative
investigations.
 For Research Purposes subject to a special review process, and the confidentiality
requirements of state and federal law.
 To Prevent a Serious Threat to Health or Safety of an individual. We may notify the
person, tell someone who could prevent the harm, or tell law enforcement officials.
 To Protect Certain Elective Officers including the President, by notifying law
enforcement officers of potential harm.
YOU HAVE THE FOLLOWING RIGHTS:
 To Receive a Copy of this Notice when you obtain care.
 To Request Restrictions. You have the right to request a restriction or limitation on
the mental health information we disclose about you for treatment, payment or
health care operations. You must put your request in writing. We are not required
to agree with your request. If we do agree with the request, we will comply with
your request except to the extent that disclosure has already occurred or if you are
in need of emergency treatment and the information is needed to provide the
emergency treatment.
 To Inspect and Request a Copy of your Mental Health Record except in limited
circumstances. A fee will be charged to copy your record. You must put your
request for a copy of your records in writing. If you are

6

 denied access to your mental health record for certain reasons, we will tell you why
and what your rights are to challenge that denial.
 To Request an Amendment and/or Addendum to your Mental Health
 Record. If you believe that information is incorrect or incomplete, you may ask us to
amend the information or add an addendum (addition to the record) of no longer than
250 words for each inaccuracy. Your request for amendment and/or addendum must
be in writing and give a reason for the request. We may deny your request or an
amendment if the information was not created by us, is not a part of the information
which you would be permitted to inspect and copy, or if the information is already
accurate and complete. Even if we accept your request, we do not delete any
information already in your records.
 To Receive An Accounting of Certain Disclosures we have made of your mental
health information. You must put your request for an accounting in writing.
 To Request That We Contact You By Alternate Means (e.g., fax versus
 mail) or at alternate locations. Your request must be in writing, and we must honor
reasonable requests.
CHANGES TO THIS NOTICE:
Lakewood Wellness Partners reserves the right to change or revise this Notice. If a revision is
made to our policies and procedures, a revised copy will be posted in the office and a copy
will be provided to you upon request.
CONTACT INFORMATION:
If you have any questions about this Notice, please contact Dr. Katherine Pang, at 214.531.7624
or by e-mail at katherinepang@katherinepangphd.com. If you believe your privacy rights have
been violated, you may contact the Texas Board of Examiner’s of Psychologists at 1-800-8213205. You may also send a written complaint to the Secretary of the U.S. Department of Health
and Human Services. You will not be penalized for filing a complaint.
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Acknowledgment of Notice of Privacy Practices
Lakewood Wellness Partners Notice of Privacy Practices provides information about how we
may use and disclose protected health information about you.
In addition to the copy we will provide you, copies of the current notice may be obtained
through Dr. Katherine Pang at Lakewood Wellness Partners.
I acknowledge that I have received the Notice of Privacy Practices.

Signature of Client or Client’s Representative Date

Print Name

Date
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Couple Informed Consent Form
We understand that couples therapy begins with an evaluation of our relationship, past
and present. While ____________________is deciding whether she is the appropriate
therapist for us, we will decide whether we wish to begin couples therapy with her. We
understand that because of the commitment of time and money, plus the potential impact
on us and others (see below), it is important to make an informed choice for a couples’
therapist.
We have read and understand the potential limits of confidentiality, including those
imposed by ____________________ policies and by state law, and we have received a
copy to keep. We understand that ____________________ is a licensed psychologist.
We understand that information discussed in couples’ therapy is for therapeutic purposes
and is not intended for use in any legal proceedings involving the partners. We agree not
to subpoena ____________________to testify for or against either party or to provide
records in a court action.
We understand all policies as described on the patient forms and disclosures and accept
them as conditions for entering into couples therapy with ____________________. We
understand the limits and benefits of using insurance to pay for couples’ therapy. If we
use insurance, we agree to provide all information needed to comply with insurance
regulations. We understand that if we use insurance, ____________________ will not
retain control over information provided to the insurance company.
We have been given the opportunity to ask questions and discuss confidentiality and
disclosure policies with ____________________. We understand that while working as a
couple, anything either of us tells ____________________ individually, whether on the
phone or in an individual meeting, may not be held as confidential, and at Dr. Pang's
discretion may be shared with the spouse/partner during a subsequent couple session.
We agree to share responsibility with ____________________ for the therapy process,
including goal setting and termination. By entering into couples therapy, we accept that
we both understand that working toward change may involve experiencing difficult and
intense feelings, some of which may be painful, in order to reach therapy goals. We
understand that the changes one or both of us makes will have an impact on our partner
and on others around us. We accept that such changes can have both positive and
negative effects and agree to clarify and evaluate potential effects of changes before
undertaking them.
____________________has explained that her therapeutic focus in couples’ therapy is on
preserving and enhancing the relationship rather than a focus on individual happiness.
We agree to pay for all services provided by ____________________, including any
charges not fully reimbursed by the insurance company. We understand that no insurance
company will pay for missed sessions, and we agree to ____________________’s policy

of charging if we fail to cancel appointments in advance.
By signing below, we agree to accept mental health services from
____________________ and accept full responsibility for payment for such services and
agree to the $150 fee, which will be charged to our credit card for any missed or
cancelled appointments since insurance will not pay for missed or cancelled
appointments.
Patient_______________________________ Date______________________
Patient_______________________________ Date______________________

Lakewood Wellness Partners
6301 Gaston Avenue. Suite 445
Dallas, TX. 75214
214.531.7624
www.lakewoodwellnesspartners.com

CONSENT FOR COMMUNICATIONS

1. By signing this form, I, ___________________________________, consent to allowing Lakewood
Wellness Partners to communicate with me during the course of treatment:
 Via text message at ________________________________________.
 Via email at __________________________________________________.
2. I understand that it is my responsibility to cancel this consent in writing if I no longer want
to receive text messages or emails from Lakewood Wellness Partners.
3. I understand it is my responsibility to notify Lakewood Wellness Partners if I would like to
amend or modify phone numbers or email addresses where information can be sent.
4. I understand that both text and e-mail may have limited privacy and may not be HIPPAcompliant forms of communication.

_____________________________________
Signature of Client

__________________________
Date

_____________________________________
Signature of Therapist

__________________________
Date

COUPLES THERAPY INTAKE QUESTIONNAIRE
(EACH PERSON NEEDS TO COMPLETE THIS FORM
SEPARATELY)

NAME: ________________________________________________________________________
What brought you into therapy at this time (i.e., what events or conversations prompted the
action)?

What do you wish to change or accomplish as a result of therapy? (Describe 3 improvements
you hope to observe in your relationship by the end of treatment).

Provide a brief timeline of your relationship (including important dates or events) and explain
in a sentence or two what makes this relationship is meaningful or special to you (i.e., what do
you treasure or appreciate most about your history together?).

What attempts have you made to address concerns with your partner? How has your partner
responded and would have you observed any of success at all with these attempts or strategies? (If
yes, please note what specifically was helpful)

NAME:
Reflecting on the last 6 months, please circle all that apply:
Frequently sad or depressed
Feeling restless or keyed up
Overwhelming worries
Restless unsatisfying sleep
Difficulty falling asleep or staying asleep
Muscle tension
Unable to concentrate
Mood Swings
Irritable and/or short temper
Decreased need for sleep (only need 3-4 hrs)
Significant change in weight
Feel more talkative than usual
Low energy level/fatigue
Excessive spending/shopping
Feeling excessive guilt or shame
Excessive gambling
Unable to relax
Easily distracted by unimportant things
Lack of appetite/increased appetite
Take too many risks
Loss of interest in activities/hobbies
Troubling thoughts about the past
Feeling hopeless
Nightmares
Feeling worthless
Exaggerated startle response
Difficulty motivating
Too neat and orderly
Withdrawn/isolating self
Repeating certain behaviors over and over
Cry easily/often
Easily upset or angered
Difficulty making a decision
Feeling different from most people
Difficulty finishing tasks
Shy around others
Thoughts to hurt self
Increasingly forgetful
Attempts to harm yourself
Strong fears
Thoughts to hurt others
Difficulty with work or school
Feeling ill/sick
Stomach aches/vomiting
Threats to hurt others
Use of painkillers & analgesics
Addiction/Compulsion Behavior
(pornography, video games, internet, etc)
Medical History

List medications:
Dosage

Type

For (i.e. depression)

Do you engage in physical activity? ☐ Yes ☐ No
If yes, what activity?

How often?

Prescribed by

NAME:
How much alcohol do you drink? #

per day

# per week

Do you use recreational/street/illegal/non-prescription drugs? If yes, how often and what drugs do
you use?
___________________________________________________________________
Have you ever tried to cut down or has anyone ever asked you to stop using? Yes ____ No ____
Have you ever been hospitalized for any emotional/behavioral issues? Yes ____ No ____
Have you experienced or witnessed a traumatic event? (parental violence, domestic
violence, community violence, natural disaster, injury or death to a loved one, etc)? Yes
____ No ____
Do you have a history of domestic violence? Yes ____ No ____
Do you have a history of verbal, emotional or physical abuse? Yes ____ No ____
Do you have a history of sexual abuse or sexual assault? Yes ____ No ____
If you answered ‘Yes’ to any of the questions in this box, please provide the general details
below (including date/duration of events)

SUPPORT SYSTEMS
Do you have one or two friends that you consider close and
feel you can depend on?
Do have a religion or spiritual practice that you experience
as supportive?
Do you belong to any social groups or participate in hobbies
with people that you enjoy?
Is there a family member that you trust and can go to in
times of emotional need?
Are there other people or aspects of your life that you
consider supportive?

☐ Yes ☐ No
☐ Yes ☐ No
☐ Yes ☐ No
☐ Yes ☐ No
☐ Yes ☐ No

NAME:
FAMILY HISTORY
Have you or anyone in your family, experienced any of the following? If yes, please note
their relationship to you. Please include extended family such as grandparents,
uncles/aunts, siblings, and so on.
Has anyone experienced:
Family Member(s)
Anxiety ☐ Yes ☐ No
Depression ☐ Yes ☐ No
Bipolar disorder ☐ Yes ☐ No
Learning disorders (ADHD, dyslexia, etc). ☐ Yes ☐ No
Illicit drug use ☐ Yes ☐ No
Alcohol abuse ☐ Yes ☐ No
Schizophrenia ☐ Yes ☐ No
Anger ☐ Yes ☐ No
Eating Disorder ☐ Yes ☐ No
Phobias ☐ Yes ☐ No
Hospitalization for Mental Health Condition ☐ Yes ☐ No
Attempted or completed suicide ☐ Yes ☐ No
Marriage or Partnership History (fill in blank where applicable):
Length of relationship with Partner:
Length of Engagement:
Number of Previous Relationships that Lasted More Than 6 Months:
Date of Marriage:
Number of Breakups/Separations:
Length of Separations/Breakups
If this is not your first marriage, please list dates of previous marriages below & primary reasons
for divorce:

NAME:

Issue
Communication
Affection
Physical Attraction
Sex
Religion/Spirituality
Money/Finances
In-laws (Partner’s Family)
Friends
Alcohol/Drug Use
Children/Parenting
Roles
Romance
Recreation/Companionship
Career Choice (work
schedules)
Stress
Health Problems
Legal Issues
Domestic Violence
Emotional/Verbal Abuse
Commitment/Infidelity/Trust

Intimate Relationship Issue Checklist
Seriousness of Issue
Not at all
Somewhat
Serious
1
2
3
1
2
3
1
2
3
1
2
3
1
2
3
1
2
3
1
2
3
1
2
3
1
2
3
1
2
3
1
2
3
1
2
3
1
2
3
1
2
3
1
2
3
1
2
3
1
2
3
1
2
3
1
2
3
1
2
3

4
4
4
4
4
4
4
4
4
4
4
4
4
4
4
4
4
4
4
4

Extremely
serious
5
5
5
5
5
5
5
5
5
5
5
5
5
5
5
5
5
5
5
5

List 3 of your strengths & describe how each strength impacts the life of your partner:
1.
2.
3.
List 3 of your partner’s strengths & describe how each strength impacts your life:
1.
2.
3.
Do you find it difficult to assert your feeling or be open & honest with your partner
If Yes, please attempt to explain:

NAME:
Do you have children? If yes, please complete box below:
Name

Date of
Birth

Age

Where does child reside?

Do any of your children have special needs?
Does anyone else currently live in the home? If yes, what is their relationship to you?

Please note any other issues that you think or feel would be good for us to know to help you meet
your goals and objectives:

~ Thank you ~
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Self-Pay/Sliding Scale Fee Form

Client Name: __________________________________________________________
I am choosing to private pay using the sliding scale fee. In order to determine my fee I
have identified my gross income as:
Licensed Psychologist
________Income 0-$50,000

$125.00 Session

_______ Income $51,000-$100,000

$150.00 Session

________Income $100,001-Up

$175.00 Session

Provisionally Licensed Psychologist/Post-doctoral Resident working under the
Supervision of a Licensed Paychologist
________Income 0-$50,000

$75.00 Session

_______ Income $51,000-$100,000

$100.00 Session

________Income $100,001-Up

$125.00 Session

I understand that if I am an insurance client the sliding scale will be used in the event of
missed/cancelled appointments that are not communicated within 24 hours of the
appointment as I acknowledge that insurance will not pay for a missed/cancelled
appointment so I agree to be liable for the missed/cancelled session fee in accord with my
selection above and that such fee may be charge to my credit card for the missed/
cancelled appointment.

____________________________________
Signature

Thank you!

________________________
Date

Permission to Place Credit Card on File for Scheduled and Missed or Cancelled
Appointments or to charge for scheduled appointments and services

I, _____________________________, agree that Katherine Pang PhD, PC and/or Lakewood
Wellness Partners my charge my credit card if I do not cancel a scheduled appointment within
24 hours or if I miss a scheduled appointment for the full amount of the appointment fee, which
is $ _______ based on the sliding scale. I understand insurance will not pay for missed or
cancelled appointments so if I am an insurance patient I authorize the sliding scale amount
indicated above to be charged to my card for the missed/cancelled appointment.

Name on Credit Card: _______________________________________________
Credit Card No: ___________________________________________________
Expiration Date: __________________________________________________
Card Security Code: _______________________________________________
Signature of Credit Card Holder: __________________________________________
Date: (MM/DD/YY): _______/_______/_________

Name of Client: ____________________________________________________
Billing Address: ____________________________________________________
_____________________________________________________

Office Policies
In order to help make your time as meaningful as possible it is important to arrive on-time. If you
arrive past your scheduled appointment time, if there is enough time, you will still have your
appointment but the time will only be for the remaining time of your appointment. For example,
if you arrive 15 minutes late and you have a 45-minute appointment you will only 30 minutes for
your appointment time.
In order to be considerate of your time and other patient’s appointments and scheduling you must
e-mail, text, or leave a voicemail 24-hours before your appointment if you want to cancel it or
reschedule it. If you do not provide a 24-hour cancellation notice or you do not show-up or miss
an appointment, then we will charge the credit card on file the full amount of your session as
indicated on the sliding scale fee form.
If you have any questions at any time we are pleased to answer them for you.
I acknowledge these policies and consent and agree to abide by them

_____________________________________________________

_____________________________________________________

6301 Gaston Avenue, Suite 445
Dallas, Texas 75214
214.531.7624/http://www.lakewoodwellnesspartners.com

