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Biographical Information – Intake Form  
Please fill out this biographical background form as completely as possible. It will help me in 

our work together. Information is confidential as outlined in the Office Policy form and the 

HIPAA Notice of Privacy Practices. If you do not desire to answer any question, merely write, 

"Do not care to answer." Please print or write clearly and bring it with you to the first session. 
 

NAME: _______________________________ MALE/FEMALE: ______ DATE: ___________ 

                

DATE OF BIRTH and PLACE OF BIRTH:  _________________________ AGE: _________ 

 

ADDRESS:   _________________________________________________________________ 

 

TELEPHONES: H: ______ Cell: _________ Work/Off: ________ Fax: ___________________ 

 

FOR ROUTINE MESSAGES: Phone #______________ Email: ________________________ 

 

FOR CONFIDENTIAL/PRIVATE MESSAGES: Phone #______ Email: ______ Text: _______ 

 

HIGHEST GRADE/DEGREE: ___________ TYPE OF DEGREE: _______________________ 

 

PERSON & PHONE NO. TO CONTACT IN EMERGENCY: ___________________________ 

 

REFERRAL SOURCE: __________________________________________________________ 

 

OCCUPATION (former, if retired): ________________________________________________ 

 

PRESENTING PROBLEM (be as specific as you can: when did it start, how does it affect you.): 

______________________________________________________________________________ 

______________________________________________________________________________ 

 

Estimate the severity of above problem: Mild ____ Moderate ____ Severe ___Very severe ____ 

 

CURRENT: Marital status: ____ Live with someone: ____ Name: ______________Years: ____ 
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PAST & PRESENT MARRIAGE/S (names, years together, and statement about the nature of 

the relationship(s), i.e., friendly, distant, physically/emotionally abusive, loving, hostile.):  

______________________________________________________________________________

______________________________________________________________________________ 

______________________________________________________________________________ 

PRESENT SPOUSE/PARTNER: Education: _________________________________________ 

Occupation: ___________________________________________________________________ 

 

CHILDREN/STEP/GRAND (names/ages & brief statement on your relationship with the 

person.)  

1. _________________________________________________________________________ 

2. _________________________________________________________________________ 

3. _________________________________________________________________________ 

 

PARENTS/STEPPARENTS (Name/age or year of death/cause of death, occupation, personality, 

how did s/he treat you, brief statement about the relationship.):  

 

Father:________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

Mother: _______________________________________________________________________ 

______________________________________________________________________________

______________________________________________________________________________ 

Stepparents:____________________________________________________________________

______________________________________________________________________________ 

______________________________________________________________________________  

 

SIBLINGS (name/age, if deceased: age and cause of death and brief statement about the 

relationship.):   

 1. _______________________________________________________________________  

 2. _______________________________________________________________________  

 3. _______________________________________________________________________  
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MEDICAL DOCTOR (S) (name/phone): ____________________________________________ 

______________________________________________________________________________

______________________________________________________________________________ 

PAST/PRESENT MEDICAL CARE (major medical problems, surgeries, accidents, falls, illness, 

etc.): 

______________________________________________________________________________

______________________________________________________________________________ 

______________________________________________________________________________ 

SPECIFY MEDICATION you are presently taking and for what. PRINT clearly: 

______________________________________________________________________________ 

______________________________________________________________________________ 

PAST/PRESENT DRUG/ALCOHOL USE/ABUSE (AA, NA, treatments):  

______________________________________________________________________________ 

______________________________________________________________________________ 

SUICIDE ATTEMPT/S or VIOLENT BEHAVIOR (describe: ages, reasons, circumstances, 

how, etc.)  

______________________________________________________________________________ 

______________________________________________________________________________ 

FAMILY MEDICAL HISTORY (Describe any illness that runs in the family: e.g., cancer, 

epilepsy, etc): 

______________________________________________________________________________ 

______________________________________________________________________________ 

FRIENDSHIPS, COMMUNITY, & SPIRITUALITY: 

______________________________________________________________________________ 

______________________________________________________________________________ 

PAST/PRESENT PSYCHOTHERAPY (specify: month year(s) (beginning—end), estimated no. 

of sessions, name, degree, phone & address, initial reason for therapy, Individual/Couple/Family, 

medication, brief description of the relationship and how helpful it was, and how/why it ended): 

1. ____________________________________________________________________________ 

______________________________________________________________________________ 

2. ____________________________________________________________________________ 

______________________________________________________________________________ 
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DESCRIBE YOUR CHILDHOOD, IN GENERAL (Relationships with parents, siblings, others, 

school, neighborhood, relocations, any school/behavioral/problems, abusive/alcoholic parent):  

______________________________________________________________________________

______________________________________________________________________________ 

IF PARENTS DIVORCED: Your age at the time: ______.  

Describe how it affected you at the time 

______________________________________________________________________________ 

______________________________________________________________________________ 

 

ESTIMATE HOW MANY HOURS/DAY YOU SPEND ONLINE (Facebook, YouTube, 

internet gaming, texting, browsing, etc.): 

Facebook: ______ YouTube: ______ Gaming: ______ Texting: ______ Browsing: ______  

Work/School: ______ Other: ______   

 

DO YOU FEEL YOUR TECHNOLOGY USE IS BALANCED AND HEALTHY OR COULD 

IT USE IMPROVEMENT? Please explain: 

 

 

 

 

FAMILY HISTORY OF ALCOHOLISM, MENTAL ILLNESS, OR VIOLENCE (including 

suicide, depression, hospitalizations in mental institutions, abuse, etc.):  

______________________________________________________________________________

______________________________________________________________________________ 

ARE YOU INVOLVED IN ANY CURRENT OR PENDING CIVIL OR CRIMINAL 

LITIGATION/S, LAWSUIT/S OR DIVORCE OR CUSTODY DISPUTE/S? (if you answer 

Yes, please explain):  

______________________________________________________________________________

______________________________________________________________________________ 

What gives you the most joy or pleasure in your life? 

_____________________________________________________________________________

What are your main worries and fears?  

____________________________________________________________________________ 

What are your most important hopes or dreams? 

______________________________________________________________________________ 

Please add, on the other side of the page or on a separate page, any other information you would like me to know 

about you and your situation 
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AGREEMENT FOR PSYCHOTHERAPY SERVICES / CLIENT RIGHTS STATEMENT  

Welcome to Kett Counseling & Educational Services and congratulations on taking steps toward 

improvement. I understand that seeking help is not easy and I am committed to forthright, clinical 

collaboration with you in developing goals and making the life changes that you are seeking. This 

document contains important information about the professional services and business policies of this 

practice. Please read it carefully, and we can discuss any questions about these policies. 

THE PROCESS OF THERAPY/EVALUATION AND SCOPE OF PRACTICE: Participation in therapy can result 

in a number of benefits to you, including improving your interpersonal relationships and resolving the 

specific concerns that led you to seek therapy. Counseling requires your active involvement, honesty, 

and openness in order to change your thoughts, feelings, and/or behaviors.  I will ask for your views 

regarding your therapy, its progress, and other aspects of this experience as we go and I sincerely hope 

to receive your open and honest feedback. Attempting to resolve issues that brought you to therapy in 

the first place, may result in changes that you had not anticipated. The change will sometimes be easy 

and swift, but more often it will be slow and even frustrating. There is no guarantee that psychotherapy 

will yield positive or intended results, but you will be active in the process each step of the way. During 

the course of therapy, I will likely draw on various psychological approaches according, in part, to the 

problem that is being treated and my assessment of what will best benefit you. These approaches 

include, but are not limited to family systems, cognitive-behavioral, developmental (adult, child, family), 

humanistic and psycho-educational approaches. Kett Counseling & Educational Services provides neither 

custody evaluation recommendation nor medication or prescription recommendation nor legal advice, 

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

TREATMENT PLANS:  After assessment and the initiation of treatment, we will discuss my working 

understanding of the problem, treatment plan, therapeutic objectives, and my view of the possible 

outcomes of treatment. If you have any unanswered questions about any of the procedures used in the 

course of your therapy, please ask, and you will be answered fully. You also have the right to ask about 

other treatments for your condition and their risks and benefits.  

APPOINTMENTS: Appointments are scheduled at specific times, so you will not have to wait. This time is 

reserved for you. Sessions will last 50 minutes. Please regularly attend and on time.  

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.   

WHEN DISCLOSURE IS REQUIRED OR MAY BE REQUIRED BY LAW: Some of the circumstances where 

disclosure is required or may be required by law are: where there is a reasonable suspicion of child, 

dependent, or elder abuse or neglect; where a client presents a danger to self, to others, to property, or 

is gravely disabled; or when a client's family members communicate to me that the client presents a 

danger to others. Disclosure may also be required pursuant to a legal proceeding by or against you. If 

you place your mental status at issue in litigation initiated by you, the defendant may have the right to 

obtain the psychotherapy records and/or testimony by Kett Counseling & Educational Svs. In couple and 
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family therapy, or when different family members are seen individually, even over a period of time, 

confidentiality and privilege do not apply between the couple or among family members, unless 

otherwise agreed upon. I will use my clinical judgment when revealing such information. Kett Counseling 

& Educational Services will not release records to any outside party unless I am authorized to do so by 

all adult parties who were part of the family therapy, couple therapy or other treatment that involved 

more than one adult client.  

EMERGENCY: If there is an emergency during therapy, or in the future after termination, where I 

becomes concerned about your personal safety, the possibility of you injuring someone else, or about 

you receiving proper psychiatric care, 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. For this 

purpose, I may also contact the person whose name you have provided on the biographical sheet. 

CONSULTATION: I regularly consult with other professionals regarding my clients; however, each client's 

identity remains completely anonymous, and confidentiality is fully maintained. 

SERVICE FEES: Clients are expected to pay the standard fee of $125 per 50-minute session at the end of 

each session. Cash, check and credit cards are accepted. Telephone conversations beyond 15 minutes 

and consultation with other professionals beyond 30 minutes will be charged at the same rate unless 

indicated and agreed upon otherwise. Please notify me if any problems arise during the course of 

therapy regarding your ability to make timely payments. Clients who carry insurance should remember 

that professional services are rendered and charged to the clients and not to the insurance companies.  

Kett Counseling & Educational Services, LLC will provide you with a copy of your receipt upon each 

session, which you can then submit to your insurance company for reimbursement if you so choose. You 

must be aware that submitting a mental health invoice for reimbursement carries a certain amount of 

risk. Not all issues/conditions/problems, which are dealt with in psychotherapy, are reimbursed by 

insurance companies. It is your responsibility to verify the specifics of your coverage by inquiring about 

out-of-network mental health reimbursement policies. 

CANCELLATION: Since the scheduling of an appointment involves the reservation of time specifically for 

you, a minimum of 24 hours’ notice is required for canceling an appointment. Unless we reach a 

different agreement, a fee of $50 will be charged for sessions missed without such notification.  

TERMINATION: As set forth above, we will assess if this process can be of benefit to you. If not, I will 

assist in finding the appropriate treatment by offering trusted referral sources. If at any point during 

psychotherapy we find that the treatment is not effective in helping you reach the therapeutic goals, we 

will discuss  the termination of treatment and conduct pre-termination counseling.   You have the right to 

terminate therapy and communication at any time.  If you choose to do so, upon your request and if 

appropriate and possible, I am happy to provide you with names of other qualified professionals whose 

services you might prefer. 

 

 

 



Kett Counseling & Educational Services, LLC 
180 W. Park, Elmhurst IL            (312)800-9426              4300 Commerce Court, Lisle IL 

 
I have read the above Office Policies and General Information, Agreement for Psychotherapy 

Services/Clients Rights Statement; I understand them and agree to comply with them: 

 

 

 

Client's Name (print)  __________________________________________________________                                                             

 

  

Signature ______________________________________________ Date ___________________  

 

 

Client's Name (print) ___________________________________________________________ 

 

  

Signature ______________________________________________ Date ___________________  

 

 

Psychotherapist's Name (print) _________________________________________________  

 

Signature ______________________________________________ Date __________________ 
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Consent to Use and Disclose Your Health Information 
 (Compliance with Health Insurance Portability and Accountability Act of 1996) 

 

I, ______________________, (hereinafter "Client") hereby authorize Jeanne Kett, (hereinafter 

"Provider") to disclose mental health treatment information and records obtained in the course of 

psychotherapy treatment of Client, including, but not limited to, therapist's diagnosis of Client, 

to: others who provide treatment to Client, arrange payment for Client’s treatment or for other 

business or government functions.  

 

When Provider examines, tests, diagnoses or refers, Protected Healthcare Information (HPI) is 

collected. This information is used to decide what treatment is best and is used to provide 

treatment. By signing this form you are agreeing to let Provider use your information here and 

send it to others as stipulated in our “Notice of Privacy Practices.” The “Notice of Privacy 

Practices” explains in more detail your rights and how the Provider can use and share your 

information.  Please read the “Notice of Privacy Practices” before you sign this consent form.   

 

I understand that I have a right to receive a copy of this authorization. I understand that any 

cancellation or modification of this authorization must be in writing. I understand that I have the 

right to revoke this authorization at any time unless Provider has taken action in reliance upon it. 

And, I also understand that such revocation must be in writing and received by Provider at  

Kett Counseling & Educational Services PO Box 1464, Elmhurst IL 60126 to be effective. 

 

You have a right to refuse to sign this consent. If you do not sign this consent, Provider is unable 

to provide counseling services. If you are concerned about some of your information, you have 

the right to ask not to use or share some of your information for treatment, payment or 

administrative purposes. Although Provider will try to respect Client wishes, in rare situations 

and as bound by law, the Provider is not required to agree to these limitations. If however, the 

Provider agrees, every effort will be made to adhere to client wishes. If information had already 

been shared it is impossible to change what has already been disclosed. 

 

Client or representative signature: _________________________________  

Date: ___________________   Relationship to client: _______________________________ 

Provider signature: ____________________________________________ 
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Credit Card Payment Consent Form 
 

Client Name ________________________________________________________ 

  Print First          Middle Initial  Last 

 

Name on Card if different______________________________________________ 

 

I authorize__________________________________________, to charge my credit/debit 

card for professional services for the amount of $______________ 

 

Type of Card:   __Visa      __MasterCard      __Discover     __Amex 

 

Expiration Date_____________ 

 

Credit Card Number ______-______-______-______ CVV Security Code______ 

 

Card Holder’s Billing Address for Credit Card Statements 

 

Street     City   State   Zip 

 

Card Holder 

Signature_____________________________________________/Date___/___/___ 

 

 

 

 


