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This packet contains important forms which must be completed prior to your first 

session and provides information for you, as a patient, about my professional 

services and business policies. I understand that asking for help can be difficult and 
I appreciate your courage to be here today.  My goal is to help you make the most 

of your therapeutic experience and to avoid misunderstandings by explaining the 

differences between therapy and other healthcare settings.  Please feel free to 
discuss any questions or concerns you may have about the information in this 

packet or any other aspect of your therapeutic process. 

Contents of packet: 
1. Information About Therapist and General Guidelines of  Psychotherapy

Please read- this is your copy to keep

2. Office Policies & General Information Agreement for Psychotherapy Services

Please read- this is your copy to keep

3. Limits of Confidentiality

Please read

4. The Notice of Privacy Practices (HIPPA) form explaining your

privacy rights. This is your copy to keep.

5. List of Crisis numbers

This is your copy to keep

6. Consent of Treatment-Page 9

Please sign, date and return to me

7. Adult Intake Forms

PLEASE FILL OUT PAGES 10-14 COMPLETELY, PRINT, AND RETURN TO ME



ABOUT THERAPIST: 

I am a Licensed Marriage and Family Therapist in the State of California and a current member of the California 
Association of Marriage and Family Therapists (CAMFT). I am a graduate of CSU Fresno, where I obtained my Bachelor 

of Sciences degree in Criminology with an option in Victim Services and my Masters of Sciences degree in Counseling 

with an option in Marriage and Family Therapy.  I have worked with adults, children and families in a variety of 
environments and settings prior to becoming a therapist and have extensive therapeutic experience in the areas of trauma, 

domestic violence and child abuse. I have received specialized training in play and art therapy techniques when working 

with children and adolescents and have completed training in Trauma-Focused Cognitive Behavioral Therapy (TF-CBT). 

I also treat issues associated with relationships, life transitions, depression, anxiety and bereavement.  

MY APPROACH: 
My treatment approach is to provide a safe and supportive environment to help clients resolve current problems and long-

standing patterns. I incorporate a blend of psychodynamic, family systems, and cognitive behavioral methodologies, 

drawing upon a variety of styles and techniques to incorporate what will be most helpful for each client. With sensitivity 
and compassion, I work with each client to help them build on their strengths, recognize unhealthy patterns, and to 

identify and achieve their life and relational goals. 

GENERAL GUIDELINES: 

Psychotherapy can be a powerful, life-changing experience. You have come to therapy because you want to feel better 

about something or you want to further explore or improve a specific area of your life. While most people who participate 
in mental health treatment benefit from it, like most kinds of healthcare, your commitment to growth and progress will be 

the greatest factor of how much you will gain from this experience.  This process may also bring up uncomfortable 

feelings, encouraging you to engage in difficult interactions or face challenging aspects of your life and you may actually 
feel worse before you begin to feel better. In addition, as with many forms of treatment, there are no guarantees as to the 

outcome of your psychotherapy and there are no pre-determined number of sessions to attend before you may reach your 

goals.  I am unable to provide custody evaluation recommendation, medication or prescription recommendation, nor legal 

advice, as these activities do not fall within my scope of practice.  



OFFICE POLICIES & GENERAL INFORMATION AGREEMENT 

 FOR PSYCHOTHERAPY SERVICES 

CONFIDENTIALITY: 

All information disclosed within sessions and the written records pertaining to those sessions are confidential and may not 

be revealed to anyone without your written permission, except where disclosure is required by law (Please see separate 

form on "LIMITS OF CONFIDENTIALITY"). 

CONSULTATION: 

I consult regularly with other professionals regarding patient cases and issues, however, I insure that patient identity 

remains completely anonymous and confidentiality is fully maintained. 

FEES/INSURANCE REIMBURSEMENT: 

My standard fee for service is $120 per 50 minute session. I accept cash, check,  or credit card payments and you will be 
expected to pay for each session at the time it is held. When paying with cash, please be advised that I do not keep change 

and when paying with check, please make checks payable to: Lacey Horsman, MFT.  Please be advised that there will be 

a $25 service charge for any checks returned by your banking institution. If I am an accepted provider of your insurance 

and you would like to utilize this option, I will bill your services directly and collect reimbursement, however, you are 

responsible for any applicable co-payments at the time of your session. You are also responsible for your full session fee 

in the event that your therapy services are denied reimbursement by your provider. If I am not considered a provider for 

your insurance company, I can create what is called a "Super Bill" for you at the end of each month which details the 

necessary information for you to submit to your insurance company (Please check with your provider to discuss if this is 

an acceptable form of billing). If you choose this option, you are required to pay me my full fee at time of service and your 

insurance company/companies would then issue a reimbursement check to you/ the policy holder. Please be advised, that 

your insurance company may not reimburse for outpatient psychotherapy from a Licensed Marriage and Family Therapist 

working in private practice, for a therapist considered "Out of Network", or for certain diagnoses or goals of therapy. If 

you choose this option, however, I can provide you with a list of questions to ask when contacting your provider to 

inquire about your psychotherapy coverage. 

APPOINTMENTS/CANCELLATION POLICY: 

Sessions are 45-50 minutes in length and typically scheduled once per week.  If necessary, we may meet more or less 

frequently depending on you or your child's needs and progress of treatment. 

Unlike other healthcare settings, time set aside for you or your child's scheduled appointment is reserved for you/their use 

alone.  In addition, in order for therapy to be most effective, it needs to occur on a consistent basis. If you need to cancel 

or change you or your child's appointment, please contact me at (559) 824-8403- a 24-hour notice is required.  If you 

fail to provide a 24-hour notice of cancellation or appointment change, you will be charged a $50.00 fee for your missed 
appointment. Your insurance company or other third party payer will not pay for missed sessions, therefore you will be 

solely responsible for this expense and be required to address your balance before further sessions are scheduled. 

If I need to reschedule or cancel your appointment, I too will give at least a 24-hour notice except in the case of an 

emergency or acute medical illness.  

TREATMENT PLANS: 

Within a reasonable period of time after the initiation of treatment, I will discuss with you my understanding of the issue 

that brought you to therapy, your treatment plan and therapeutic objectives and possible outcomes of your treatment.  If 

you have any unanswered questions about any of the procedures used in the course of your/your child's therapy, their 

possible risks, my expertise in employing them, or about the treatment plan, please feel free to address them with me at 

any time. 

NO/OPEN SECRETS POLICY: 

Sometimes when treating couples or families, an individual will disclose a secret to me and ask that the other/s not be told. 

Generally, the holding of secrets from other members of the therapeutic relationship is not advised.  Of course, there are 

exceptions so please bring these matters to my attention as soon as possible so that we can work through them. 



CONTACTING THERAPIST /EMERGENCY PROCEDURES: 

If you need to contact me, I have 24-hour voicemail. You may leave a message or text on my cell phone at 

(559) 842-8403 and I will make every effort to return your call/text within 24 hours with the exception of weekends, 
holidays, or when I am on vacation. It is my policy not to address any therapeutic issues via phone, email or text and I ask 
that you address any and all concerns at the time of your next appointment. If an emergency arises, please go to the 
nearest hospital emergency room, dial 911, contact Community Behavioral Health (559) 449-8000 or go in person to 7171 
N. Cedar Avenue where consultation is available 24 hours a day. If I am concerned that your personal safety is in 
jeopardy, I will do whatever I can within the limits of the law to prevent you from injuring yourself or others and to 
ensure that you receive the proper medical care. If necessary, I may also contact the person whose name you have 
provided on the Intake form to ensure your safety.

VACATION POLICY: 

In the event that I will be out of the office for vacation, I will give you reasonable notice. When on vacation, I will make 

arrangements with another therapist to be on call for emergencies. If you feel that you will need continuing treatment 

during this time, I will help you make arrangements ahead of time with another therapist.  

E-MAILS, CELL PHONE, COMPUTERS AND FAXES:

It is very important to be aware that computers and e-mail communication can be relatively easily accessed by 
unauthorized people and hence can compromise the privacy and confidentiality of such communication.  Faxes can easily 
be sent erroneously to the wrong number.  E-mails, in particular, are vulnerable to unauthorized access due the fact that 
Internet servers have unlimited and direct access to all e-mails that go through them. Additionally, my e-mails are not 
encrypted.  My computer is equipped with a firewall, a virus protection and a password and I back up all confidential 
information from my computer on a regular basis.  Please notify me if you decide to avoid or limit in any way the use of 
any or all communication devices, such as e-mail, cell phone or faxes.  If you communicate confidential or private 
information via e-mail, I will assume that you have made an informed decision, will view it as your agreement to take the 
risk that such communication may be intercepted, and I will honor your desire to communicate on such matters via e-mail. 
PLEASE DO NOT USE E-MAIL OR FAXES FOR EMERGENCIES.

*Please note that I may be contacted for brief questions or concerns but for phone calls that go beyond 10 minutes, 
you will be charged based on my hourly rate.

SOCIAL MEDIA POLICY: 

It is my policy not to accept friend or contact requests from current or former patients on any social networking 

site (Facebook, LinkedIn, etc). I believe that adding patients as friends or contacts on these sites can 

compromise your confidentiality and our respective privacy. It may also blur the boundaries of our therapeutic 

relationship. If you have questions about this, please bring them up when we meet and we can talk more about 

it. 

LITIGATION LIMITATION: 

Due to the nature of the therapeutic process and the fact that it often involves making a full disclosure with regard to many 

matters which may be of a confidential nature, it is agreed that should there be legal proceedings (such as, but not limited 

to divorce and custody disputes, injuries, lawsuits, disability etc.), neither you nor your attorney, nor anyone else 

acting on your behalf will call me to testify in court or at any other proceeding, nor will a disclosure of the 

psychotherapy records be requested unless otherwise agreed upon. 

COURT SUBPOENAS AND REQUEST OF RECORDS: 

In the event that I am subpoenaed by the court on your behalf, you will be billed at the rate of $120 per hour with a 2-hour 

minimum plus travel time and mileage reimbursement.  If court-ordered to provide records of services that you have 

received with me on your behalf,  you will be billed at the rate of $120 per hour with a one-hour minimum.  Advance 

notice of one week is requested for this service and please note that you are responsible for this fee-it is not covered by 

third party providers. 

RECORDS AND YOUR RIGHT TO REVIEW THEM: 

Both the law and the standards of my profession require that treatment records be kept for at least 10 years.  Unless 

otherwise agreed necessary, I retain clinical records only as long as mandated by California law.  If you have concerns 

regarding your treatment records, please discuss them with me.  As a patient or parent(s) of a patient, you have the right to 



review or receive a summary of your records at any time, except in limited legal or emergency circumstances or when I 

determine that releasing such information might be harmful in any way.  In such a case, I will provide the records to an 
appropriate and legitimate mental health professional of your choice.  Considering all of the above exclusions, if it is still 

appropriate, upon your request, I will release information to any agency/person you specify unless I determine that 

releasing such information might be harmful in any way.  When more than one client is involved in treatment, such as in 

cases of couple and family therapy, I will release records only when all of the adults involved in treatment have signed 
authorization paperwork. 

MEDIATION & ARBITRATION: 
All disputes arising out of or in relation to this agreement to provide psychotherapy services shall first be referred to 

mediation, before, and as a pre-condition of, the initiation of arbitration.  The mediator shall be a neutral third party 

chosen by agreement of myself and you/all patients involved. The cost of such mediation, if any, shall be split equally, 
unless otherwise agreed upon.  In the event that mediation is unsuccessful, any unresolved controversy related to this 

agreement should be submitted to and settled by binding arbitration in Fresno County, CA in accordance with the rules of 

the American Arbitration Association which are in effect at the time the demand for arbitration is filed.  Notwithstanding 

the foregoing, in the event that your account is overdue (unpaid) and there is no agreement on a payment plan, I can use 
legal means (court, collection agency, etc.) to obtain payment.  The prevailing party in arbitration or collection proceeding 

shall be entitled to recover a reasonable sum as and for attorney fees.  In the case of arbitration, the arbitrator will 

determine that sum. 

TERMINATION: 

You or your child's therapeutic relationship with me continues as long as I am providing professional services or until you 
inform me, in person or in writing that you wish to terminate therapy or I notify you that therapy is being terminated. It is 

customary that the patient agrees to meet with the therapist at least once before stopping therapy, however, you have the 

right to end therapy at anytime. 

LIMITS OF CONFIDENTIALITY 

Contents of all therapy sessions are considered to be confidential. Both verbal information and written records about a 

client cannot be shared with another party without the written consent of the patient or the patient’s legal guardian. Noted 

exceptions are as follows:  

Duty to Warn and Protect  
When a patient discloses intentions or a plan to harm another person, the mental health professional is required to warn 
the intended victim and report this information to legal authorities. In cases in which the patient discloses or implies a plan 

for suicide, the health care professional is required to notify legal authorities and make reasonable attempts to notify the 

family of the patient.  

Abuse of Children and Vulnerable Adults  
If a patient states or suggests that he or she is abusing a child (or vulnerable adult) or has recently abused a child (or 

vulnerable adult), or a child (or vulnerable adult) is in danger of abuse, the mental health professional is required to report 
this information to the appropriate social service and/or legal authorities.   

Insurance Providers (when applicable)  
Insurance companies and other third-party payers are given information that they request regarding services to patients. 

Information that may be requested includes, but is not limited to: types of service, dates/times of service, diagnosis, 

treatment plan, description of impairment, progress of therapy, case notes, and summaries.  

HIPAA NOTICE OF PRIVACY PRACTICES 

I. THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND

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

CAREFULLY.



II. IT IS MY LEGAL DUTY TO SAFEGUARD YOUR PROTECTED HEALTH INFORMATION (PHI).

By law I am required to insure that your PHI is kept private. The PHI constitutes information created or 

noted by me that can be used to identify you. It contains data about your past, present, or future health

or condition, the provision of health care services to you, or the payment for such health care. I am 

required to provide you with this Notice about my privacy procedures. This Notice must explain when,

why, and how I would use and/or disclose your PHI. Use of PHI means when I share, apply, utilize, 

examine, or analyze information within my practice; PHI is disclosed when I release, transfer, give, or 

otherwise reveal it to a third party outside my practice. With some exceptions, I may not use or disclose 

more of your PHI than is necessary to accomplish the purpose for which the use or disclosure is made;

however, I am always legally required to follow the privacy practices described in this Notice.

Please note that I reserve the right to change the terms of this Notice and my privacy policies at any 

time. Any changes will apply to PHI already on file with me. Before I make any important changes to my 

policies; I will immediately change this Notice. You may also request a copy of this Notice from me, or

you can view a copy of it in my office.

III. HOW I WILL USE AND DISCLOSE YOUR PHI.

I will use and disclose your PHI for many different reasons. Some of the uses or disclosures will require

your prior written authorization; others, however, will not. Below you will find the different categories of 

my uses and disclosures, with some examples.

A. Uses and Disclosures Related to Treatment, Payment, or Health Care Operations Do Not Require 

Your Prior Written Consent. I may use and disclose your PHI without your consent for the following 

reasons:

1. For treatment. I may disclose your PHI to physicians, psychiatrists, psychologists, and other licensed 

health care providers who provide you with health care services or are otherwise involved in your care. 

Example: If a psychiatrist is treating you, I may disclose your PHI to her/him in order to coordinate your 

care.

2. For health care operations. I may disclose your PHI to facilitate the efficient and correct operation of 

my practice. Examples: Quality control - I might use your PHI in the evaluation of the quality of health

care services that you have received or to evaluate the performance of the health care professionals 

who provided you with these services. I may also provide your PHI to my attorneys, accountants,

consultants, and others to make sure that I am in compliance with applicable laws.

3. To obtain payment for treatment. I may use and disclose your PHI to bill and collect payment for the 

treatment and services I provided you. Example: I might send your PHI to your insurance company or 

health plan in order to get payment for the health care services that I have provided to you. I could also

provide your PHI to business associates, such as billing companies, claims processing companies, and

others that process health care claims for my office.

4. Other disclosures. Examples: Your consent isn't required if you need emergency treatment provided 

that I attempt to get your consent after treatment is rendered. In the event that I try to get your consent 

but you are unable to communicate with me (for example, if you are unconscious or in severe pain) but I

think that you would consent to such treatment if you could, I may disclose your PHI.

B. Certain Other Uses and Disclosures Do Not Require Your Consent. I may use and/or disclose your 

PHI without your consent or authorization for the following reasons:

1. When disclosure is required by federal, state, or local law; judicial, board, or administrative 

proceedings; or, law enforcement. Example: I may make a disclosure to the appropriate officials when a

law requires me to report information to government agencies, law enforcement personnel and/or in an 

administrative proceeding.

2. If disclosure is compelled by a party to a proceeding before a court of an administrative agency

pursuant to its lawful authority.

3. If disclosure is required by a search warrant lawfully issued to a governmental law enforcement 

agency.

4. If disclosure is compelled by the patient or the patient’s representative pursuant to California Health

and Safety Codes or to corresponding federal statutes of regulations, such as the Privacy Rule that 

requires this Notice.

5. To avoid harm. I may provide PHI to law enforcement personnel or persons able to prevent or mitigate

a serious threat to the health or safety of a person or the public.

6. If disclosure is compelled or permitted by the fact that you are in such mental or emotional condition 

as to be dangerous to yourself or the person or property of others, and if I determine that disclosure is 

necessary to prevent the threatened danger.

7. If disclosure is mandated by the California Child Abuse and Neglect Reporting law. For example, if I 

have a reasonable suspicion of child abuse or neglect.

8. If disclosure is mandated by the California Elder/Dependent Adult Abuse Reporting law. For example,

if I have a reasonable suspicion of elder abuse or dependent adult abuse.

9. If disclosure is compelled or permitted by the fact that you tell me of a serious/imminent threat of 

physical violence by you against a reasonably identifiable victim or victims.

10. For public health activities. Example: In the event of your death, if a disclosure is permitted or 

compelled, I may need to give the county coroner information about you.

11. For health oversight activities. Example: I may be required to provide information to assist the

government in the course of an investigation or inspection of a health care organization or provider.

12. For specific government functions. Examples: I may disclose PHI of military personnel and veterans 

under certain circumstances. Also, I may disclose PHI in the interests of national security, such as 

intelligence operations.

13. For research purposes. In certain circumstances, I may provide PHI in order to conduct medical

research.

14. For Workers' Compensation purposes. I may provide PHI in order to comply with Workers' 

Compensation laws.

15. Appointment reminders and health related benefits or services. Examples: I may use PHI to provide 

appointment reminders. I may use PHI to give you information about alternative treatment options, or 

other health care services or benefits I offer.

16. If an arbitrator or arbitration panel compels disclosure, when arbitration is lawfully requested by

either party, pursuant to subpoena duces tectum (e.g., a subpoena for mental health records) or any 



other provision authorizing disclosure in a proceeding before an arbitrator or arbitration panel. 

17. I am permitted to contact you, without your prior authorization, to provide appointment reminders or 

information about alternative or other health-related benefits and services that may be of interest to you.

18. If disclosure is required or permitted to a health oversight agency for oversight activities authorized

by law. Example: When compelled by U.S. Secretary of Health and Human Services to investigate or 

assess my compliance with HIPAA regulations.

19. If disclosure is otherwise specifically required by law.

C. Certain Uses and Disclosures Require You to Have the Opportunity to Object.

1. Disclosures to family, friends, or others. I may provide your PHI to a family member, friend, or other

individual who you indicate is involved in your care or responsible for the payment for your health care, 

unless you object in whole or in part.  Retroactive consent may be obtained in emergency situations.

D. Other Uses and Disclosures Require Your Prior Written Authorization. In any other situation not 

described in Sections IIIA, IIIB, and IIIC above, I will request your written authorization before using or 

disclosing any of your PHI. Even if you have signed an authorization to disclose your PHI, you may later 

revoke that authorization, in writing, to stop any future uses and disclosures (assuming that I haven't 

taken any action subsequent to the original authorization) of your PHI by me.

IV. WHAT RIGHTS YOU HAVE REGARDING YOUR PHI

These are your rights with respect to your PHI:

A. The Right to See and Get Copies of Your PHI. In general, you have the right to see your PHI that is in

my possession, or to get copies of it; however, you must request it in writing. If I do not have your PHI, 

but I know who does, I will advise you how you can get it. You will receive a response from me within 30

days of my receiving your written request. Under certain circumstances, I may feel I must deny your 

request, but if I do, I will give you, in writing, the reasons for the denial. I will also explain your right to

have my denial reviewed.

B. The Right to Request Limits on Uses and Disclosures of Your PHI. You have the right to ask that I limit

how I use and disclose your PHI. While I will consider your request, I am not legally bound to agree. If I 

do agree to your request, I will put those limits in writing and abide by them except in emergency 

situations. You do not have the right to limit the uses and disclosures that I am legally required or

permitted to make.

C. The Right to Choose How I Send Your PHI to You. It is your right to ask that your PHI be sent to you

at an alternate address (for example, sending information to your work address rather than your home

address) or by an alternate method (for example, via email instead of by regular mail). I am obliged to 

agree to your request providing that I can give you the PHI, in the format you requested, without undue 

inconvenience.

D. The Right to Get a List of the Disclosures I Have Made. You are entitled to a list of disclosures of your

PHI that I have made. The list will not include uses or disclosures to which you have already consented, i.

e., those for treatment, payment, or health care operations, sent directly to you, or to your family; 

neither will the list include disclosures made for national security purposes, to corrections or law 

enforcement personnel.  Disclosure records will be held for six years.

I will respond to your request for an accounting of disclosures within 60 days of receiving your request. 

The list I give you will include disclosures made in the previous six years unless you indicate a shorter 

period. The list will include the date of the disclosure, to whom PHI was disclosed (including their 

address, if known), a description of the information disclosed, and the reason for the disclosure. I will

provide the list to you at no cost, unless you make more than one request in the same year, in which

case I will charge you a reasonable sum based on a set fee for each additional request.

E. The Right to Amend Your PHI. If you believe that there is some error in your PHI or that important

information has been omitted, it is your right to request that I correct the existing information or add the 

missing information. Your request and the reason for the request must be made in writing. You will 

receive a response within 60 days of my receipt of your request. I may deny your request, in writing, if I

find that: the PHI is (a) correct and complete, (b) forbidden to be disclosed, (c) not part of my records, or 

(d) written by someone other than me. My denial must be in writing and must state the reasons for the

denial. It must also explain your right to file a written statement objecting to the denial. If you do not file a

written objection, you still have the right to ask that your request and my denial be attached to any 

future disclosures of your PHI. If I approve your request, I will make the change(s) to your PHI. 

Additionally, I will tell you that the changes have been made, and I will advise all others who need to

know about the change(s) to your PHI.

F. The Right to Get This Notice by Email You have the right to get this notice by email. You have the 

right to request a paper copy of it, as well.

V. HOW TO COMPLAIN ABOUT MY PRIVACY PRACTICES

If, in your opinion, I may have violated your privacy rights, or if you object to a decision I made about 

access to your PHI; you are entitled to file a complaint with the person listed in Section VI below. You

may also send a written complaint to the Secretary of the Department of Health and Human Services at 

200 Independence Avenue S.W. Washington, D.C. 20201. If you file a complaint about my privacy

practices, I will take no retaliatory action against you.

VI. PERSON TO CONTACT FOR INFORMATION ABOUT THIS NOTICE OR

TO COMPLAIN ABOUT MY PRIVACY PRACTICES

If you have any questions about this notice or any complaints about my privacy practices, or would like

to know how to file a complaint with the Secretary of the Department of Health and Human Services,

please contact me at: Lacey Horsman, MFT P.O. Box 27697,  Fresno CA 93729 or call me at (559) 824-8403 or e-mail me at laceyhorsman@gmail.com

VII. EFFECTIVE DATE OF THIS NOIICE

This notice takes effect as of April 14, 2003. 



IMPORTANT CRISIS NUMBERS 

Fresno County Mental Health Crisis Services:  1-800-654-3937 

Community Behavioral Health Center: 449-8000 

RCS Resource Center for Survivors of 

Sexual Assault and Family Violence: 497 -2900 

RCS Crisis Line: 222-7273 

Marjoree Mason Center Crisis Services:  233-HELP  

National Domestic Violence Hotline: 1−800−799−SAFE (7233) 

Suicide Prevention Resource Center: 1-877-438-7772 

National Suicide Prevention Lifeline: 1-800-273-TALK (8255) 

Fresno Alcoholics Anonymous: 221-6907 

Fresno Narcotics Anonymous: 224-4280 

Fresno Al-Anon/ Alateen: 265-3560 

Fresno County Child Protective Services Hotline: 255-8320 

Fresno County Adult Protective Services Hotline: 1 (800) 418-1426 or 255-3383 



Lacey Horsman, MFT 

Licensed Marriage & Family Therapist 

CONSENT OF TREATMENT 

I have read the above Information About Therapist & General Guidelines, Office Policies & General 

Information Agreement for Psychotherapy Services, Limits of Confidentiality, and Notice of Privacy Practices 

carefully (total 6 pages), understand them and agree to comply with them: 

I give consent for treatment to Lacey Horsman, MFT to care for myself, or I am duly authorized by the patient 

as his/her general agent to give consent for such treatment.  I understand that I am financially responsible to the 

above named provider for the services rendered. 

_________________________________________________________________________________________ 

Patient name (print) 

__________________________________________________________________________________________ 

Date 

__________________________________________________________________________________________ 

Signature 



ADULT INTAKE PACKET 

__________________________________________________________________________________________

Last Name First  Middle AKA 

__________________________________________________________________________________________ 

Address:  Street                 City     State            Zip 

(____) _______________________ (____)_________________________ (____)________________________ 

Home #                           Cell #                                                  Work # 

__________________________________________________________________________________________ 

If you would like to use e-mail as a form of communication, please list your e-mail address 

__________________________________________________________________________________________ 

Date of Birth     Age     Ethnicity      

__________________________________________________________________________________________ 

Religion       Education    Occupation 

__________________________________________________________________________________________ 

Employer Name       Address                   Phone No. 

Marital Status:  Gender: 

Insurance:  If applicable, do you wish to utilize insurance for your therapy services?    Yes  No 

Name of Policy Holder_________________________________________ Date of Birth_____________________________ 

Primary Insurance Co:________________________________________  Address:_________________________________ 

City:_______________________  Zip:_________________  Subscriber #:_______________________________________ 

Group #:________________________                                   Have you met your deductible?        Yes         No       Unknown 

If EAP-EAP Authorization #____________________________________________________________________________ 

Victims of Crime Claim# (If applicable) ____________________________Name of Victim: ________________________ 

Relationship to Victim: ________________________ Name of Victim Advocate: _________________________________ 



FAMILY DATA 

_________________________________________________________________________________________ 

Spouse’s Name                        Age                       Date of Birth     

_________________________________________________________________________________________ 

Present Address (Spouse) 

_________________(____)_________________(____)_________________(____)_______________________ 

Telephone (Spouse):  Home           Work        Cell 

__________________________________________________________________________________________ 

Occupation (Spouse)           Employer Name                Employer Address 

 Please list information for children under the age of 18: 

  Name  Date of Birth 

Number of adult children:_____________________ Grandchildren: Y N  If yes,  # of_____________

________________________________________________________________________________

Emergency Contact Home Number  Work Number           Relationship to You 

_____________________________________________________________________________________ 

Primary Care Physician   Address                  Telephone Number 

_____________________________________________________________________________________ 

Referral Source    Address                  Telephone Number 



HEALTH AND BACKGROUND QUESTIONNAIRE 

 Please list any stressors going on in your life at the present time: 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

What brought you to therapy at this time? 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

What do you hope to get out of coming to therapy?: 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Please describe your support system: 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Please list your strengths and what you like most about yourself: 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Have you had previous psychotherapy? If yes, please list therapist's name and approximate dates of treatment: 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Are you currently in a romantic relationship? If yes, please list how long you have been in relationship and rate 

quality of relationship on a scale of 1-10: 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 



Are you currently taking prescribed medication? If yes, please list names of medication, dosage,  purpose of 

medication, and name of physician that prescribed medication? 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

How is your physical health at present?  Poor  Unsatisfactory Satisfactory  Good Very good 

Please describe any past or recent hospitalizations or surgeries: 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Please list any persistent physical symptoms or health concerns (e.g. chronic pain, headaches, hypertension, 

diabetes, etc.): 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Are you having any problems with your sleep habits? If yes, please describe: 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Are you having any difficulty with your appetite or eating habits? If yes, please describe: 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Have you experienced any weight changes within past 12 months? If yes, please describe: 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

How often do you exercise, please describe: 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Do you regularly use alcohol? If yes, please describe: 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 



Do you have a history of or currently engage in recreational drug use? If yes, please describe: 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Have you had past or current suicidal thoughts? If yes, please describe: 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Have you ever engaged in self-harming behaviors or attempted suicide? If yes, please describe: 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Have you ever been hospitalized (voluntarily or involuntarily) for a mental health issue? If yes, please 

describe:__________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Do you have a family history of alcohol/substance abuse or mental health disorders? If yes, please describe: 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Have you experienced any past or recent stressors or traumas? If yes, please describe: 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Please list any other information about yourself that you would like your therapist to know: 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 


	Patient name print: 
	Date: 
	Address Street: 
	City: 
	State: 
	Zip: 
	undefined: 
	undefined_2: 
	undefined_3: 
	undefined_4: 
	undefined_5: 
	undefined_6: 
	If you would like to use email as a form of communication please list your email address: 
	Date of Birth: 
	Age: 
	Ethnicity: 
	Social Security  for insurance billing: 
	Religion: 
	Education: 
	Occupation: 
	Employer Name: 
	Address: 
	Phone No: 
	Name of Policy Holder: 
	Date of Birth_2: 
	Primary Insurance Co: 
	Address_2: 
	City_2: 
	Zip_2: 
	Subscriber: 
	Group: 
	If EAPEAP Authorization: 
	Victims of Crime Claim If applicable: 
	Name of Victim: 
	Relationship to Victim: 
	Name of Victim Advocate: 
	Spouses Name: 
	Age_2: 
	Date of Birth_3: 
	Present Address Spouse: 
	Telephone Spouse Home: 
	undefined_7: 
	undefined_8: 
	undefined_9: 
	undefined_10: 
	undefined_11: 
	undefined_12: 
	Occupation Spouse: 
	Employer Name_2: 
	Employer Address: 
	Number of adult children: 
	Grandchildren Y or N If yes how many: 
	Primary Care Physician: 
	Address_3: 
	Referral Source: 
	Address_4: 
	Telephone Number_2: 
	Please list any stressors going on in your life at the present time 1: 
	What brought you to therapy at this time 1: 
	What do you hope to get out of coming to therapy 1: 
	Please describe your support system 1: 
	Please list your strengths and what you like most about yourself 1: 
	Have you had previous psychotherapy If yes please list therapists name and approximate dates of treatment 1: 
	quality of relationship on a scale of 110 1: 
	medication and name of physician that prescribed medication 1: 
	Please describe any past or recent hospitalizations or surgeries 1: 
	diabetes etc 1: 
	Are you having any problems with your sleep habits If yes please describe 1: 
	Are you having any difficulty with your appetite or eating habits If yes please describe 1: 
	Have you experienced any weight changes within past 12 months If yes please describe 1: 
	How often do you exercise please describe 1: 
	Do you regularly use alcohol If yes please describe 1: 
	Do you have a history of or currently engage in recreational drug use If yes please describe 1: 
	Have you had past or current suicidal thoughts If yes please describe 1: 
	Have you ever engaged in selfharming behaviors or attempted suicide If yes please describe 1: 
	describe 1: 
	Do you have a family history of alcoholsubstance abuse or mental health disorders If yes please describe 1: 
	Have you experienced any past or recent stressors or traumas If yes please describe 1: 
	Please list any other information about yourself that you would like your therapist to know 1: 
	Gender: [Male]
	Marital Status: [Married]
	No: Off
	Yes: Off
	Check Box5: Off
	No Met deductable: Off
	Unknow deductable: Off
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Check Box18: Off
	Check Box19: Off
	Telephone Number: 
	Emergency Contact: 
	Relationship to you: 
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Middle: 
	First Name: 
	Last Name: 


