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INFORMATION FOR CLIENTS / CONSENT TO TREATMENT / OFFICE POLICIES
Welcome to my practice. I appreciate your giving me the opportunity to be of help to you. This brochure answers
questions that clients often ask about therapy. I believe our work will be most helpful to you when you have a clear
idea of what we are trying to do.
This brochure talks about the following:
• What the risks and benefits of therapy are.
• What the goals of therapy are and what my methods of treatment are like.
• How long therapy might take.
• How much my services cost, and how I handle money matters.
• Other important areas of our relationship.
After you read this brochure, we can talk in person about how these issues apply to you.
Please print a copy to keep. Please read all of it. Mark any parts that are not clear to you. Write down any questions you
have, and we will discuss them at our next meeting. When you have read and fully understood this brochure, I will ask
you to sign an agreement form stating that you have done so. I will sign it as well and scan it into your record.
About Psychotherapy
I strongly believe you should feel comfortable with the therapist you choose, and hopeful about the therapy. When you
feel this way, therapy is more likely to be very helpful to you. Let me describe how I see therapy.
My primary orientation for therapy is Cognitive Behavioral (CBT). Consequently, my approach is directive, goal
oriented, and solution focused promoting rational thinking, healthy coping skills, positive self-esteem, and beneficial
behaviors. Using a collaborative approach, I hope to help you find and implement targeted solutions to your unique
challenges. In each case, we will work together to develop a treatment plan according to your individual needs. I look
forward to the opportunity of working with you to help you understand and utilize your unique strengths to overcome
your challenges.
By the end of our first or second session, I will tell you how I see your case at this point and how I think we should
proceed. I view therapy as a partnership between us. You define the problem areas to be worked on; I use some special
knowledge to help you make the changes you want to make. Psychotherapy is not like visiting a medical doctor. It
requires your very active involvement. It requires your best efforts to change thoughts, feelings, and behaviors. For
example, I want you to tell me about important experiences, what they mean to you, and what strong feelings are
involved. This is one of the ways you are an active partner in therapy. I usually take notes during our meetings. You
may find it useful to take your own notes, and also to take notes outside the office.
I expect us to plan our work together. In our treatment plan we will list the areas to work on, our goals, the methods we
will use, the time and money commitments we will make, and some other things. I expect us to agree on a plan that we
will both work hard to follow. From time to time, we will look together at our progress and goals. If we think we need
to, we can then change our treatment plan, its goals, or its methods.
An important part of your therapy will be practicing new skills that you will learn in our sessions. I will ask you to
practice outside our meetings, and we will work together to set up homework assignments for you. I might ask you to
do exercises, keep records, and read to deepen your learning. You will probably have to work on relationships in your
life and make long-term efforts to get the best results. These are important parts of personal change. Change will
sometimes be easy and quick, but more often it will be slow and frustrating, and you will need to keep trying. There are
no instant, painless cures and no “magic pills.” However, you can learn new ways of looking at your problems that will
be very helpful for changing your feelings and reactions.
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About Psychotherapy (Continued)
Most of my clients see me once a week for 2 to 4 months. After that, we meet less often for several more months if
necessary. Therapy then usually comes to an end. The process of ending therapy, called “termination,” can be a very
valuable part of our work. Stopping therapy should not be done casually, although either of us may decide to end it if
we believe it is in your best interest. If you wish to stop therapy at any time, I ask that you agree now to meet then for
at least one more session to review our work together. We will review our goals, the work we have done, any future
work that needs to be done, and our choices. If you would like to take a “time out” from therapy to try it on your own,
we should discuss this. We can often make such a “time out” be more helpful.
I will send you a brief set of questions about 6 months after our last session. These questions will ask you to look back
at our work together, and sending them to you is part of my duty as a therapist. I ask that you agree, as part of entering
therapy with me, to return this follow-up form and to be very honest about what you tell me then.
The Benefits and Risks of Therapy
As with any powerful treatment, there are some risks as well as many benefits with therapy. You should think about
both the benefits and risks when making any treatment decisions. For example, in therapy, there is a risk that clients
will, for a time, have uncomfortable levels of sadness, guilt, anxiety, anger, frustration, loneliness, helplessness, or other
negative feelings. Clients may recall unpleasant memories. These feelings or memories may bother a client at work or
in school. In addition, some people in the community may mistakenly view anyone in therapy as weak, or perhaps as
seriously disturbed or even dangerous. Also, clients in therapy may have problems with people important to them.
Family secrets may be told. Therapy may disrupt a marital relationship and sometimes may even lead to a divorce.
Sometimes, too, a client’s problems may temporarily worsen after the beginning of treatment. Most of these risks are to
be expected when people are making important changes in their lives. Finally, even with our best efforts, there is a risk
that therapy may not work out well for you.
While you consider these risks, you should know also that the benefits of therapy have been shown by scientists in
hundreds of well-designed research studies. People who are depressed may find their mood lifting. Others may no
longer feel afraid, angry, or anxious. In therapy, people have a chance to talk things out fully until their feelings are
relieved or the problems are solved. Clients’ relationships and coping skills may improve greatly. They may get more
satisfaction out of social and family relationships. Their personal goals and values may become clearer. They may grow
in many directions—as persons, in their close relationships, in their work or schooling, and in the ability to enjoy their
lives. I do not take on clients I do not think I can help. Therefore, I will enter our relationship with optimism about our
progress.
Consultations
If you could benefit from a treatment I cannot provide, I will help you to get it. You have a right to ask me about such
other treatments, their risks, and their benefits. Based on what I learn about your problems, I may recommend a
medical exam or use of medication. If I do this, I will fully discuss my reasons with you, so that you can decide what is
best. If you are treated by another professional, I will coordinate my services with them and with your own medical
doctor.
If for some reason treatment is not going well, I might suggest you see another therapist or another professional for an
evaluation. As a responsible person and ethical therapist, I cannot continue to treat you if my treatment is not working
for you. If you wish for another professional’s opinion at any time, or wish to talk with another therapist, I will help you
find a qualified person and will provide him or her with the information needed.
What to Expect from Our Relationship
As a professional, I will use my best knowledge and skills to help you. This includes following the standards of the
American Psychological Association, or APA. In your best interests, the APA puts limits on the relationship between a
therapist and a client, and I will abide by these. Let me explain these limits, so you will not think they are personal
responses to you.
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What to Expect from Our Relationship (Continued)
First, I am licensed and trained to practice psychology—not law, medicine, finance, or any other profession. I am not
able to give you good advice from these other professional viewpoints.
Second, state laws and the rules of the APA require me to keep what you tell me confidential (that is, just between us).
You can trust me not to tell anyone else what you tell me, except in certain limited situations. I explain what those are
in the “About Confidentiality” section of this brochure. Here I want to explain that I try not to reveal who my clients are.
This is part of my effort to maintain your privacy. If we meet on the street or socially, I may not say hello or talk to you
very much. My behavior will not be a personal reaction to you, but a way to maintain the confidentiality of our
relationship.
Third, in your best interest, and following the APA’s standards, I can only be your therapist. I cannot have any other
role in your life. I cannot, now or ever, be a close friend to or socialize with any of my clients. I cannot be a therapist to
someone who is already a friend. I can never have a sexual or romantic relationship with any client during, or after, the
course of therapy. I cannot have a business relationship with any of my clients, other than the therapy relationship.
If you ever become involved in a divorce or custody dispute, I want you to understand and agree that I will not provide
evaluations or expert testimony in court. You should hire a different mental health professional for any evaluations or
testimony you require. This position is based on two reasons: (1) My statements will be seen as biased in your favor
because we have a therapy relationship; and (2) the testimony might affect our therapy relationship, and I must put
this relationship first.
Even though you might invite me, I will not attend your family gatherings, such as parties or weddings. As your
therapist, I will not celebrate holidays or give you gifts; I may not notice or recall your birthday; and may not receive
any of your gifts eagerly.
About Confidentiality
I will treat with great care all the information you share with me. It is your legal right that our sessions and my records
about you be kept private. That is why I ask you to sign a “release-of-information” form before I can talk about you or
send my records about you to anyone else. In general, I will tell no one what you tell me. I will not even reveal that you
are receiving treatment from me. In all but a few rare situations, your confidentiality (that is, our privacy) is protected
by federal and state laws and by the rules of my profession. Here are the most common cases in which confidentiality is
not protected:
1. If you were sent to me by a court or an employer for evaluation or treatment, the court or employer expects a report
from me. If this is your situation, please talk with me before you tell me anything you do not want the court or your
employer to know. You have a right to tell me only what you are comfortable with telling.
2. Are you suing someone or being sued? Are you being charged with a crime? If so, and you tell the court that you are
seeing me, I may then be ordered to show the court my records. Please consult your lawyer about these issues.
3. If you make a serious threat to harm yourself or another person, the law requires me to try to protect you or that
other person. This usually means telling others about the threat. I cannot promise never to tell others about threats you
make.
4. If I believe a child or elder has been or will be abused or neglected, I am legally required to report this to the
authorities.
5. When legal proceedings are required to settle this account, in which case some identifying information would be
released to a lawyer, collection agency, or small claims court.
6. Confidentiality of email, voice mail, and fax communication can be accessed by unauthorized people, compromising
the privacy and confidentiality of such communication. I do use an encrypted email for some communication. Please
notify me if you would like to avoid or limit use of any of these methods of communication.
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About Confidentiality (Continued)
There are two situations in which I might talk about part of your case with another therapist. I ask now for your
understanding and agreement to let me do so in these two situations.
First, when I am away from the office for a few days, I have a trusted fellow therapist “cover” for me. This therapist will
be available to you in emergencies. Therefore, he or she needs to know about you. Of course, this therapist is bound by
the same laws and rules as I am to protect your confidentiality.
Second, I sometimes consult other therapists or other professionals about my clients. This helps me in giving
high-quality treatment. These persons are also required to keep your information private. Your name will never be
given to them, some information will be changed or omitted, and they will be told only as much as they need to know to
understand your situation.
It may be beneficial for me to confer with your primary care physician with regard to your psychological treatment or
to discuss any medical problems for which you are receiving treatment. In addition, Medicare requires that I notify
your physician by telephone or in writing, concerning services that are being provided by me unless you request that
notification not be made.


Please write the name and phone number of your primary physician on the Patient Information Form.



On the signature page of this form please let me know if you authorize me to contact your primary care physician
or if you do not authorize me to contact your primary care physician.

Except for situations like those I have described above, my office staff and I will always maintain your privacy. I also
ask you not to disclose the name or identity of any other client being seen in this office. My office staff makes every
effort to keep the names and records of clients private. My staff and I will try never to use your name on the telephone,
if clients in the office can overhear it. All staff members who see your records have been trained in how to keep records
confidential.
If your records need to be seen by another professional, or anyone else, I will discuss it with you. If you agree to share
these records, you will need to sign an authorization form. This form states exactly what information is to be shared,
with whom, and why, and it also sets time limits. You may read this form at any time. If you have questions, please ask
me.
It is my office policy to destroy clients’ records 12 years after the end of our therapy. Until then, I will keep your case
records in a safe place. If I must discontinue our relationship because of illness, disability, or other presently
unforeseen circumstances, I ask you to agree to my transferring your records to another therapist who will assure their
confidentiality, preservation, and appropriate access.
As part of cost control efforts, an insurance company will sometimes ask for more information on symptoms,
diagnoses, and my treatment methods. It will become part of your permanent medical record. I will let you know if this
should occur and what the company has asked for. Please understand that I have no control over how these records are
handled at the insurance company. My policy is to provide only as much information as the insurance company will
need to pay your benefits.
You can review your own records in my files at any time. You may add to them or correct them, and you can have
copies of them. I ask you to understand and agree that you may not examine records created by anyone else and then
sent to me. In some very rare situations, I may temporarily remove parts of your records before you see them. This
would happen if I believe that the information will be harmful to you, but I will discuss this with you.
You have the right to ask that your information not be shared with family members or others, and I can agree to that
limitation. You can also tell me if you want me to send mail or phone you at a more private address or number than,
say, your home or workplace. If this is of concern to you, please tell me so that we can make arrangements.
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My Background
I am a licensed psychologist in the State of Idaho, License # Psy-202427. For a number of years, I have had my own
office here in Boise for the general practice of clinical psychology. I am trained and experienced in doing one-on-one,
group, and couple therapy with children, adolescents, and adults. I hold the following qualifications: I have a doctoral
degree in clinical psychology from the Argosy University Phoenix, whose program is approved by the American
Psychological Association (APA). I completed an internship in clinical psychology.
About Our Appointments
The very first time I meet with you, we will need to give each other much basic information. For this reason, I usually
schedule 1 hour for this first meeting. Following this, we will usually meet for a 45 minute session once or twice a
week, then less often. We can schedule meetings for both your and my convenience. I will tell you at least two weeks in
advance of my vacations or any other times we cannot meet. Please ask about my schedule in making your own plans.
An appointment is a commitment to our work. We agree to meet here and to be on time. If I am ever unable to start on
time, I ask your understanding. I also assure you that you will receive the full time agreed to. If you are late, we will
probably be unable to meet for the full time, because it is likely that I will have another appointment after yours. A
cancelled appointment delays our work. I will consider our meetings very important and ask you to do the same. I will
reserve a regular appointment time for you into the foreseeable future. I also do this for my other clients. Therefore, I
am rarely able to fill a cancelled session unless I have several days’ notice. You will be charged the $50.00 for sessions
cancelled with less than 48 hours’ notice, for other than the most serious reasons. Except for unpredictable
emergencies (or because of a situation that would be seen by both of us as an unpredictable emergency), I will charge
you $50.00 for any missed sessions. Your insurance will not cover this charge. Cancellations for a Monday appointment
should be made no later than Thursday morning.
I request that you do not bring children with you if they are young and need babysitting or supervision, which I cannot
provide. I do not have toys, but I can provide reading materials suitable for older children. You will be charged for any
damage to, or theft of, property in this office by you or anyone for whom you are legally responsible. I cannot be
responsible for any personal property or valuables you bring into this office.
Fees, Payments, and Billing
Payment for services is an important part of any professional relationship. This is even more true in therapy; one
treatment goal is to make relationships and the duties and obligations they involve clear. You are responsible for
seeing that my services are paid for. Meeting this responsibility shows your commitment and maturity.
My current regular fees are as follows. You will be given advance notice if my fees should change. Regular therapy
services: The fee for the initial session is $150.00 and for continuing sessions of 45 minutes, the fee is $125.00. Please
pay for each session at its beginning. I have found that this arrangement helps us stay focused on our goals, and so it
works best. It also allows me to keep my fees as low as possible, because it cuts down on my bookkeeping costs. I
suggest you make out your check before each session begins, so that our time will be used best. Other payment or fee
arrangements must be worked out before the end of our first meeting.
Telephone consultations: I believe that telephone consultations may be suitable or even needed at times in our therapy.
If so, I will charge you my regular fee, prorated over the time needed. If I need to have long telephone conferences with
other professionals as part of your treatment, you will be billed for these at the same rate as for regular therapy
services. If you are concerned about all this, please be sure to discuss it with me in advance so we can set a policy that
is comfortable for both of us. Of course, there is no charge for calls about appointments or similar business.
Extended sessions: Occasionally it may be better to go on with a session, rather than stop or postpone work on a
particular issue. When this extension is more than 10 minutes, I will tell you, because sessions that are extended
beyond 10 minutes will be charged on a prorated basis.
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Fees, Payments, and Billing (Continued)
Psychological testing services: $125.00 per hour. Psychological testing fees include the time spent with you, the time
needed for scoring and studying the test results, and the time needed to write a report on the findings. The amount of
time involved depends on the tests used and the questions the testing is intended to answer.
Other services: Charges for other services, if you become involved in legal proceedings that require my participation, you will
be expected to pay for all professional time, including preparation and transportation costs. Because of the difficulty of legal
involvement, I charge $250.00 per hour for preparation and attendance at any legal proceeding, with a minimum of one
half-day, which is equivalent to four hours. All services related to legal proceedings will require payment in advance.
I will assume that our agreed-upon fee-paying relationship will continue as long as I provide services to you. I will
assume this until you tell me in person, by telephone, or by certified mail that you wish to end it. You have a
responsibility to pay for any services you receive before you end the relationship.
Because I expect all payment at the time of our meetings, I usually do not send bills. However, if we have agreed that I
will bill you, I ask that the bill be paid within 5 days of when you get it. Fees that go unpaid after this will be turned
over to a collection service or small-claims court. Collection services or small-claims court will only be given the
information necessary to collect the amount owed. If such legal action is necessary, its costs will be included in the
claim.
A statement showing all of our meetings, the charges for each, how much has been paid, and how much (if any) is still
owed will be sent by mail as necessary and will be provided upon request. At the end of treatment, and when you have
paid for all sessions, you may also request a final statement for your tax records. Depending on your financial
circumstances and total medical costs for any year, psychotherapy may be a deductible expense; consult your tax
advisor.
If there is any problem with my charges, my billing, your insurance, or any other money-related point, please bring it to
my attention. I will do the same with you. Such problems can interfere greatly with our work. They must be worked out
openly and quickly.
Psychological therapy services may be partly paid for or partly reimbursable to you under many health insurance
plans. In most cases, as a courtesy, I will bill your insurance directly for the services rendered. Typically, the insurance
company will send the payment directly to me, although this is not always the case, and you are responsible for the
co-insurance payment and the deductible. If your insurance requires a referral form and/or co-payment, you are solely
responsible to have it with you on the day of your appointment. Insurance deductibles and co-insurance-payments are
also due at the time of service. I am not responsible to call your insurance to inquire about your referrals,
authorizations, benefits, and/or co-pays.; however, I can help you with this process. In order to process your insurance
claims, I request you bring in your insurance card and photo identification (such as your driver’s license) so that I may
make a copy of your cards. If your insurance has not paid within a timely manner, you will be responsible for payment
of all the charges incurred. Your insurance is a contract between you, your employer, and the insurance company. I am
not a party to that contract. Please read your plan’s booklet or logon to your insurance company’s website to read
about your insurance plan’s coverage for “Outpatient Psychotherapy” or mental health benefits. Or call the number on
your insurance card to request your mental health benefits and find out what you need to know. I must emphasize, that
if the insurance company denies payment for any reason, you will be responsible for covering these costs. Payments
may be made by cash, check, or credit card. If a check is returned for insufficient funds, a $20 returned check fee will be
charged to your account.
If You Need to Contact Me
I cannot promise that I will be available at all times. Although I am in the office Monday through Friday, from to 9 AM to
5 PM, I usually do not take phone calls when I am with a client. You can always leave a confidential voice message on
my answering machine, and I will return your call as soon as I can. Generally, I will return messages daily or within 48
hours except on Saturdays, Sundays, and holidays.
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If you have an emergency or crisis outside of regular business hours, please call 911, call your personal physician, or go
to the nearest emergency room. If you have a behavioral or emotional crisis and cannot reach me immediately by
telephone, you or your family members should call one of the following community emergency agencies: in life
threatening situations call 911 without delay, or call the county mental health office at, (208) 334-0808 (24 hr) Toll
Free: (800) 600-6474 (IDHW Children and Family / Mental Health Services Program - 24 hr Crisis Line), the Idaho
Suicide hotline at 1-800-564-2120, Idaho Suicide Prevention Hotline 1-800-273-8255, your personal physician, or go
to the hospital emergency room.
If I Need to Contact Someone about You
If there is an emergency during our work together, or I become concerned about your personal safety, I am required by
law and by the rules of my profession to contact someone close to you—perhaps a relative, spouse, or close friend. I am
also required to contact this person, or the authorities, if I become concerned about your harming someone else. Please
write down the name and information of your chosen contact person on the Patient Information Form.
Other Points
As a professional therapist, I naturally want to know more about how therapy helps people. To understand therapy
better, I must collect information about clients before, during, and after therapy. Therefore, I am asking you to help me
by filling out some questionnaires about different parts of your life-relationships, changes, concerns, attitudes, and
other areas. I ask your permission to take what you write on these questionnaires and what I have in my records and
use it in research or teaching that I may do in the future. If I ever use the information from your questionnaire, it will
always be included with information from many others. Also, your identity will be made completely anonymous. Your
name will never be mentioned, and all personal information will be disguised and changed. After the research,
teaching, or publishing project is completed all the data used will be destroyed.
If, as part of our therapy, you create and provide to me records, notes, artworks, or any other documents or materials, I
will return the originals to you at your written request but will retain copies.
Statement of Principles and Complaint Procedures
It is my intention to fully abide by all the rules of the American Psychological Association (APA) and by those of my
state license.
Problems can arise in our relationship, just as in any other relationship. If you are not satisfied with any area of our
work, please raise your concerns with me at once. Our work together will be slower and harder if your concerns with
me are not worked out. I will make every effort to hear any complaints you have and to seek solutions to them. If you
feel that I (or any other therapist) have treated you unfairly or have even broken a professional rule, please tell me. You
can also contact the state or local psychological association and speak to the chairperson of the ethics committee. He or
she can help clarify your concerns or tell you how to file a complaint. You may also contact the Idaho Board of
Psychologist Examiners, the organization that licenses those of us in the independent practice of psychology.
In my practice as a therapist, I do not discriminate against clients because of any of these factors: age, sex,
marital/family status, race, color, religious beliefs, ethnic origin, place of residence, veteran status, physical disability,
health status, sexual orientation, or criminal record unrelated to present dangerousness. This is a personal
commitment, as well as being required by federal, state, and local laws and regulations. I will always take steps to
advance and support the values of equal opportunity, human dignity, and racial/ethnic/cultural diversity. If you
believe you have been discriminated against, please bring this matter to my attention immediately.
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Notice of Privacy Practices, HIPAA (Brief Version)
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.
Our commitment to your privacy
Our practice is dedicated to maintaining the privacy of your personal health information as part of providing professional care. We are also
required by law to keep your information private. These laws are complicated, but we must give you this important information. This is a
shorter version of the attached, full, legally required notice of privacy practices. Please talk to our privacy officer (see the end of this form)
about any questions or problems.
How we use and disclose your protected health information with your consent
We will use the information we collect about you mainly to provide you with treatment, to arrange payment for our services, and for some
other business activities that are called, in the law, health care operations. After you have read this notice we will ask you to sign a consent
form to let us use and share your information in these ways. If you do not consent and sign this form, we cannot treat you. If we want to use
or send, share, or release your information for other purposes, we will discuss this with you and ask you to sign an authorization form to
allow this.
Disclosing your health information without your consent
There are some times when the laws require us to use or share your information. For example:
1. When there is a serious threat to your or another’s health and safety or to the public. We will only share information with persons who
are able to help prevent or reduce the threat.
2. When we are required to do so by lawsuits and other legal or court proceedings.
3. If a law enforcement official requires us to do so.
4. For workers’ compensation and similar benefit programs.
There are some other rare situations. They are described in the longer version of our notice of privacy practices.
Your rights regarding your health information
1. You can ask us to communicate with you in a particular way or at a certain place that is more private for you. For example, you can ask
us to call you at home, and not at work, to schedule or cancel an appointment. We will try our best to do as you ask.
2. You can ask us to limit what we tell people involved in your care or the payment for your care, such as family members and friends.
3. You have the right to look at the health information we have about you, such as your medical and billing records. You can get a copy of
these records, but we may charge you for it. Contact our privacy officer to arrange how to see your records. See below.
4. If you believe that the information in your records is incorrect or missing something important, you can ask us to make additions to your
records to correct the situation. You have to make this request in writing and send it to our privacy officer. You must also tell us the
reasons you want to make the changes.
5. You have the right to a copy of this notice. If we change this notice, we will post the new version in our waiting area, and you can always
get a copy of it from the privacy officer.
6. You have the right to file a complaint if you believe your privacy rights have been violated. You can file a complaint with our privacy
officer and with the Secretary of the U.S. Department of Health and Human Services. All complaints must be in writing. Filing a complaint
will not change the health care we provide to you in any way. Also, you may have other rights that are granted to you by the laws of our
state, and these may be the same as or different from the rights described above. We will be happy to discuss these situations with you
now or as they arise. If you have any questions regarding this notice or our health information privacy policies, please contact our privacy
officer, who is and can be reached by phone at (208) 577-6617 or by mail at 4696 W. Overland Rd. Suite 156, Boise, ID 83705.
The effective date of this notice is March 1, 2010.
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Michael Hillam, Psy.D.
Agreement/Consent Form
I, the client (or his or her parent or guardian), understand I have the right not to sign this form. My signature below indicates that I
have read and discussed the Information for Clients / Consent to Treatment / Office Policies form, and Notice of Privacy Practices
Form; it does not indicate that I am waiving any of my rights. I understand that any of the points mentioned in each form can be
discussed and may be open to change. If at any time during treatment I have questions about any of the subjects discussed, I can talk
with you about them, and you will do your best to answer them. I understand that after therapy begins I have the right to withdraw
my consent to therapy at any time, for any reason. However, I will make every effort to discuss my concerns about my progress with
you before ending therapy with you.
I understand that no specific promises have been made to me by this therapist about the results of treatment, the effectiveness of
the procedures used by this therapist, or the number of sessions necessary for therapy to be effective.
I herby authorize release of any information necessary to obtain proper reimbursement from my insurance company. I also
understand that I may choose not to have my insurance billed or provided any information, in which case I agree to pay in full at the
time of service
(initials)
Please check only ONE of the following:
❑ You are authorized to contact my primary care physician whose name and phone number is included on the Patient Information
form to discuss the treatment that I am receiving while under your care and to obtain information concerning my medical diagnosis
and treatment.
❑ I do not authorize you to contact my primary care physician with regard to the treatment that I am receiving while under your
care or to obtain information concerning my medical diagnosis and treatment. I am providing you with the name and phone number
of my primary care physician only for your records.
I have received the HIPAA notice form and I am aware that this form is also available on Dr. Hillam's website.

(initials)

I have read, or have had read to me, the issues and points in the above noted forms. I have discussed those points I did not
understand, and have had my questions, if any, fully answered. I agree to act according to the points covered in this brochure. I
hereby agree to enter into therapy with this therapist (or to have the client enter therapy), and to cooperate fully and to the best of
my ability, as shown by my signature here.

____________________________________________
Signature of client (or person acting for client)

____________________________________________
Date

____________________________________________
Printed name
Relationship to client:
❑ Self ❑ Parent
❑ Legal guardian ❑ Health care custodial parent of a minor (less than 14 years of age)
person authorized to act on behalf of the client – specify:

❑ Other

I, the therapist, have met with this client (and/or his or her parent or guardian) for a suitable period of time, and have informed him
or her of the issues and points raised in this brochure. I have responded to all of his or her questions. I believe this person fully
understands the issues, and I find no reason to believe this person is not fully competent to give informed consent to treatment. I
agree to enter into therapy with the client, as shown by my signature here.

____________________________________________
Signature of therapist

____________________________________________
Date

I truly appreciate the chance you have given me to be of professional service to you, and look forward to a successful relationship
with you. If you are satisfied with my services as we proceed, I (like any professional) would appreciate your referring other people
to me who might also be able to make use of my services.
❑ Copy accepted by client
❑ The client is aware that this form as well as the HIPAA notice, and other forms are available to them at www.drmikehillam.com,

Michael Hillam Psy.D. PLLC
Licensed Psychologist

Case Number

4696 W. Overland Rd. Suite 156, Boise, ID 83705
Phone: (208) 286-5196 Fax: (208) 577-6617
www.drmikehillam.com

Adult Personal History Form
Clients name
Gender

M

Date
F

Date of Birth

Age

Form completed by (if someone other than the client)
Address
City

State

Phone (Home)

Zip

Cell

Work

Okay to leave a message at Home ❑ Cell ❑ Work ❑
If You Need Any More Space for Any of the Following Questions Please Use the Back of the Sheet
Primary reason(s) for seeking services:

PROBLEM INTENSITY: How would you rate the intensity of the problem or concern that brought you in?
(Click one)
1
2
3
4
5
6
Not Intense
Moderately Intense
Extremely Intense
PROBLEM DURATION: approximately how long have you had current problem?
PRECIPITATING EVENTS: Were there any precipitating events (e.g., Major family illness or death, divorce,
moving to a new residence, starting a new school, etc.)?
COPING ATTEMPTS: In what ways have you attempted to cope with this problem?

Are you currently or have you ever received psychological, psychiatric, drug or alcohol treatment, or
counseling services before? ❑ No ❑ Yes If yes, please indicate: When?
From whom?

For what?
With what results?

Are you currently or have you ever taken medications for psychiatric or emotional problems?
❑ No ❑ Yes If yes, please indicate: When? , From whom? , Which medications?, For what?, With what results?

Have you ever been hospitalized for psychiatric reasons? ❑ No ❑ Yes If yes, what hospital, date
begin/ended, precipitating event:
Have you noticed (or experienced) any of the following: yes\no (briefly describe)
Changes in amount of sleep (increase/decreased)
Difficulty falling or staying asleep

yes

no

Loss of interest or pleasure in activities

yes

Often feeling guilty or worthless

yes

no

Changes in energy level during the day

yes

Changes in concentration

yes

yes

no

no
no

no

Changes in appetite or weight-increase/decrease, how much?
Feeling physically slowed down or lethargic

yes

Feeling agitated, jumpy, or an unable to relax
Feeling that life is not worth living

yes

yes

no

no

Having episodes of sudden panic or intense fear
yes

no

no

Worrying excessively or without any apparent reason
Wanted to hurt someone

yes

yes

yes

no

no

no

Feeling in danger for no specific reason

yes

no

Hearing, seeing, or feeling things that others do not

yes

no

Getting special messages from the television, radio, magazines, etc.

yes

no

Acting out of character, or behaving in ways that are later regretted

yes

no

Feeling more energetic or needing much less sleep than usual

no

Talking a lot more, or more rapidly than usual

yes

Have you ever intentionally tried to harm yourself?

no

yes

Have you ever experience sexual assault or unwanted sex?
Have you ever had suicidal thoughts?

yes

Have you had suicidal thoughts recently?

yes

no
yes

no

no
yes

no

Have you ever intentionally inflicted harm upon yourself?

yes

no
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Family Information
Relationship
Mother

Name

Age

Living
Yes

No

Living with you
Yes
No

Father
Spouse
Children

Significant others (brother, sisters, grandparents, step-relatives, half relatives. Please specify relationship.)

Relationship

Name

Age

Living
Yes

No

Living with you
Yes
No

How much is your immediate family a source of emotional support for you? (Circle one):
None
Little
Somewhat
Substantial
Very Strong
Who in your family do you currently feel closest to?
Most distance from?
In most conflict with?
How much conflict in values do you currently experience with your parents/family? (Click one):
Very Little or None
Some
Moderate
Strong
Extreme
Marital Status (more than one answer may apply) ❑
❑Single

❑Divorce in Process
Length of time

❑Unmarried, living together
Length of time

❑Legally Married
Length of time

❑Separated
Length of time

❑Divorced
Length of time

❑Widowed
Length of time

❑Annulment
Length of time

Total Number of Marriages

Assessment of Current Relationship (if applicable) ❑ Good
Parental Information
❑ Parents Legally married
❑Parents have been separated
❑Parents have divorced

❑ Fair

❑ Poor

❑Mother remarried: Number of times
❑Father remarried: Number of times

Family information continues on to next page →
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Special circumstances (e.g., raised by person other than parents, information about spouse/children not living with you, etc.)

Please list any family members or close relatives with psychological problems, alcohol or drug abuse,
serious illness, attempted/completed suicide, eating disorders, or other concerns?

Development
Where were you born?
Raised?
Any complications during pregnancy or birth?
Any delays in development?
Are there special, unusual, or traumatic circumstances that affected your development: ❑yes ❑No
If yes, answer the following or describe below: Abuse? ❑ sexual ❑ physical ❑ verbal
Other childhood issues: ❑neglect ❑ inadequate nutrition ❑ other (specify)
Comments Re: childhood development:

In general, how happy or adjusted were you growing up?

Social Relationships
Check how you generally get along with other people: (Check all that apply)
❑ Affectionate ❑ Aggressive ❑ Avoidant
❑ Fight/Argue Often ❑ Follower
❑Friendly
❑ Leader
❑ Outgoing
❑ Shy/Withdrawn
❑ Submissive
❑Other (specify)
In the past, how would you rate the quality of your peer relationships? (Circle one)
Very poor
Unsatisfactory
About Average
Good
Excellent
Approximately how many significant intimate relationships (E. G., Lasting six months or more) have you
Are you in one now? ❑Yes ❑No
been involved in?
How would you rate the quality of your current peer relationships? (Circle one)
Very poor
Unsatisfactory
About Average
Good
Excellent
Besides family members, approximately how many people can you really count on right now for
friendship or emotional support?
Comments Re: social relationships:
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Leisure / Recreational
Describe special areas of interest or hobbies (e.g., art, books, crafts, physical fitness, sports, outdoor
activities, church activities, walking, exercising, diet/health, hunting, fishing, bowling, traveling, etc.)
Activity
How often now?
How often in the past?

Educational
Highest grade completed / Average grades in school
❑ High School / GED Graduate ❑ College Graduate ❑ Other
Other training / Special circumstances (e.g., learning disability, gifted, etc.)
Employment
Begin with most recent job history
Employer

Dates

Title

Reason left the job

How often missed work?

Currently ❑Full time ❑Part time ❑Temp ❑Laid off ❑Disabled ❑Retired ❑Social Security ❑Student

Military
Military Experience? ❑yes ❑No Combat Experience? ❑yes ❑No Where?
Branch
Discharge date
Years of service
Type of Discharge
Rank
Medical /Physical / Health
How is your physical health at present? (click one)

Poor

Unsatisfactory

Good

Very Good

Please list any health concerns or persistent physical symptoms (e.g., chronic pain, headaches,
hypertension, diabetes, etc.):
List any recent health or physical changes:
Current prescribed medications

Dose

Dates

Purpose

Side effects

Also list any over-the-counter medications. Use the back of this form if you need more room.
Medical /Physical/Health continues on to next page →
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Last physical exam
Last doctors visit
Hospitalization/ ER visit
Most recent surgery
Other surgery
Upcoming surgery

Date

Reason

Results

Are you having any problems with your sleep habits? ❑yes ❑No (If yes, click all that apply)
Sleeping too little Sleeping too much Poor quality sleep Disturbing dreams Other:
Describe:
Are you having any difficulty with appetite or eating habits? ❑yes ❑No (If yes, click all that apply)
Eating less
Eating more
Binging
Restricting
Significant weight change (last two months)
Describe:
Meal
Breakfast
Lunch
Dinner
Snacks

How often

(times per week)

Typical foods eaten

/Weeks
/Weeks
/Weeks
/Weeks

Typical amount eaten

Comments

❑No ❑low ❑med ❑high
❑No ❑low ❑med ❑high
❑No ❑low ❑med ❑high
❑No ❑low ❑med ❑high

I drink ____ cups of coffee or tea daily. I drink ___ cans or bottles of soda or other sources of caffeine
daily.
How many times per week do you exercise?
What types of exercise do you engage in?

For about how long?

Do you have any problems or worries about sexual functioning? ❑No ❑Yes (click all that apply)
Lack of desire
Performance problem Sexual impulsiveness
Difficulties maintaining arousal
Worried about sexually transmitted disease
Other:
Culture /Ethnic
From which cultural or ethnic group, if any, do you belong?
Are you experiencing any problems due to cultural or ethnic issues? ❑No ❑Yes (described)

Other cultural/ethnic information:
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Spiritual / Religious
Spiritual / Religious preference:
Are you currently active in your religion?
❑Yes
❑Somewhat ❑No
Were you raised within the spiritual or religious group? ❑ Yes ❑No (describe)
Other spiritual / Religious Information:

Legal
Are you currently involved in any active cases (traffic DUI, civil, criminal, probation/parole)? ❑No ❑Yes
If yes, please describe and indicate the court and hearing/trial dates and charges
In the past have you been involved with any of the above ❑No ❑Yes If yes, please describe the
charges, date, where, results:

Chemical Use
❑ I smoke ❑ chew❑ Other tobacco (what?) _______________How much? _______________
How often? _______________
I describe myself as a ❑ social drinker ❑ heavy drinker ❑ alcoholic ❑ a person with a drinking problem
I drink alcohol (how much?) ____________________________ (how often?) _______________
Daily
Weekly Monthly
How often do you engage in recreational drug use? Never Rarely
Do you consider your recreational drug use to be a problem? ❑Yes ❑No (please describe you use in
the table below)
Have you ever taken your prescription medications for reasons other than what the doctor prescribed
them for? ❑Yes ❑No (please describe you use in the table below)
How often do you take more medication than you are suppose to? (Click one)
Never Rarely
Daily
Weekly Monthly Describe

Substance/Drug

Methods of use and amount

Frequency
of use

Age of
use

Age of
last
use

Used in last 48
hours
Yes
No

Used in last
30 days
Yes
No
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Briefly discuss how your primary reasons for seeking services impair your ability to function effectively:

Any additional information that would assist me in understanding your concerns or problems:

What are your goals for therapy?

Other - comments pertaining to any category or part of this questionnaire.

Thank you, for taking the time to complete this form
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