
Child and Family History 

  
Emergency contact person (not a parent):  
  
Relationship                                                                               Phone #                                                          
  

**********************************************************************************************************************************************  

Consent for Child Treatment  
  

I am the parent/legal guardian of                                                                              with full legal authority to 

consent to treatment. I give permission for Tara Jackson LPC, to provide treatment for this child which may 

include assessment, advocacy, referral and mental health counseling.   

Signature                                                                                                           Date                                                

Print name                                                                             Relationship to child                                   
  

Type(s) of service desired 
 
               {   } Child therapy        {   } Adolescent therapy        { } Family therapy/parent coaching  

 {   } Referral for medication evaluation  

Child's main struggle/ reason for seeking support at this time:                                                                   
                                                                                                                                                                                                 
                                                                                                                                                                                                
                                                                                                                                                                                                

How long has your child had these problems, symptoms, or issues?                                                                                                                                                                                               
                                                                                                                                                                                                

Has your child had treatment for these issues in the past?    {   } Yes        {   } No   

If yes, was the outcome helpful?    {   } Yes        {   } No 
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Has your child had inpatient mental health treatment?    {   } Yes        {   } No 

Briefly describe treatment including dates, name of facility/therapist, presenting issues and outcome:  

                                                                                                                                                                                                
                                                                                                                                                                                     
                                                                                                                                                                                                   
                                                                                                                                                                                                 
                                                                                                                                                                                            
 
                                                                                                                                                                                  

Describe any other behavioral or emotional problems your child is having:                                                                                                                                                                                                
                                                                                                                                                                                     
                                                                                                                                                                                                
                                                                                                                                                                                                
 
                                                                                                                                                                                  

Describe the impact of your child's problems on the family:                                                                                                                                                                                                
                                                                                                                                                                                                
                                                                                                                                                                                                
 
                                                                                                                                                                                  

Describe your child's strengths and unique qualities:                                                                                                                                                                                                
                                                                                                                                                                                     
                                                                                                                                                                                                
                                                                                                                                                                                                
                                                                                                                                                                                   

Does your child have any sensory, diet or sleep concerns?                                                                                                                                                                                                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Is your child currently under the care of a physician or psychiatrist?    {   } Yes        {   } No  

If yes, Doctor's Name                                                                 Phone                                                              

Treatment for:                                                                                                                                                        

Is your child currently taking any medications?    {   } Yes        {   } No   
 

If yes, include the following information:  

 
Does this child have a history of abuse or trauma (physical, sexual, emotional, neglect)?    
{   } Yes        {   } No  

If yes, please describe briefly, including dates, location, perpetrators, type of abuse and impact on child/family:  

                                                                                                                                                                                                                                                                                                                                                                                 
                                                                                                                                                                                                
                                                                                                                                                                                          
                                                                                                                                                                                          
 
Is there any other legal action that may have impacted your child? Please check all that apply:  

  

If yes, describe briefly:                                                                                                                                                                           

                                                                                                                                                                                       
                                                                                                                                                                                       
                                                                                                                                                                                                   
                                                                                                                                                                        

 Current Past  Current Past 

Custody   Visitation   

Adoption   Child Protective Services   

Probation   Other   
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Name of Medication Dosage Prescribed By

  

  

  



BEHAVIOR CHECKLIST   Please check any of the following behaviors that concern you:  

  

Behavior: Current Past Behavior: Current Past 

Crying, sadness, depression   Temper outbursts   

Loss of enjoyment of usual 
activities 

  Irritability, anger   

Expressing a wish to die   Argues a lot   

Bedtime fears, won't sleep   Disobedience   

Has threatened/attempted suicide   Does things that annoy others   

Worries more than others   Unusual fears or phobias   

Panics   Anxious, nervous   

Repeats unnecessary act over and 
over 

  Is overly concerned about things   

Has rituals, habits, superstitions   Twitches or unusual movements   

Eats very little/fasts to lose weight   Gorges or binge eats   

Sleepwalking   Blames others for own mistakes   

Withdrawn   Easily annoyed by others   

Nightmares, night terrors   Swears or uses obscene language   

Low self-esteem   Wanting to run away   

Wakes up very early, unable to go 
back to sleep 

  Sneaks out at night   

Tiredness, fatigue   Injures self   

Restless sleep, wakes frequently   Stealing   

Trouble going to sleep   Lying   

Sleeps too much   Hurts animals   

Poor appetite   Destroys property   

Under or overweight   Hurts people   

Over-activity   Drug use   

Frequently acts without thinking   Alcohol use   

Doesn't finish things   Cigarette use   

Disruptive   Sexual problems   

Short attention span   Problems with authority   

Daydreams, fantasizes   Problems with the law   

Easily distracted   Low motivation   

Hallucinations   Vomits intentionally   

Bedwetting/daytime wetting   Soiling (pooping) in pants   

Strange or unusual behavioral   Disorientation   
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Forms of discipline used in the home:           
 
{   } Time out        {   }  Loss of privileges         {   } Grounding  

{   } Rewards/incentives         {   } Extra chores         {   } Physical/corporal punishment  

{   } Other                                                                                                                                                                                                      

                                                                                                                                                                                      

Relationship Development  Check each item that describes your child:  

  

School  Check any area of concern:  

 
If your child has been suspended or expelled, please explain:                                                                                                                                                                          

                                                                                                                                                                                                                                                                                                                                                           

                                                                                                                                                                                                                                                                                                                                                           

                                                                                                                                                                                      

 Current Past  Current Past 

Prefers to be alone   Is demanding and bossy   

Is alone a lot, but dislikes this 
and feels lonely 

  Fights with others   

Is shy   Bullies others   

Has few friends   Teases a lot   

Has many friends   Plays with younger kids   

Plays with “problem kids”   Plays with older kids   

Is picked on a lot   Poor relationships with peers   

Is oversensitive   Conflict with parents/step-
parents 

  

Poor relationships with teachers   Has difficulty getting along with 
brothers and sisters 

  

 Current Past  Current Past 

Dislikes school   Missed many school days   

Works hard but does not do well   Repeated a grade   

Unmotivated, refuses to 
complete work 

  Discipline referrals, detentions   

Learning problems   Suspensions (how many?            )   

Expulsions (how many?           )   Attempts to avoid school   
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School Environment  Check all that apply:  

If other programs, please explain:                                                                                                                                                                         

                                                                                                                                                                                                                                                                                                                                                           

                                                                                                                                                                                                                                                                                                                                                           

                                                                                                                                                                                      

Family Stresses Check all that apply:  

  

If other stressors, please describe:                                                                                                                                                                         

                                                                                                                                                                                                                                                                                                                                                           

                                                                                                                                                                                                                                                                                                                                                           

                                                                                                                                                                                       

Developmental History  During pregnancy, did mother:   

{   } drink         {   } drugs         {   } illness         {   } accident         {   } stress   

{   } problems with pregnancy         {   } problems with labor         {   } problems with delivery  

Did you or your partner experience any postpartum struggles or depression?      {   }  yes         {   }  no 

How long did your child      {   } bottle feed or      {   }  nurse?                                                                              

If yes, please describe:                                                                                                                                                                           

                                                                                                                                                                                      

 Current Past  Current Past 

Resource classes/Special Edu.   Home School   

Gifted program   Home study   

Speech therapy   Independent study   

Other programs      

 Current Past  Current Past 

Marital problems   Housing problems   

Marital separation   Legal issues   

Divorce   Death of a friend   

Custody disputes   Death of a relative   

Financial problems   Death of a pet   

Job loss   Family illness   

Parents using alcohol/drugs   Other stressors:   
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Please check if child is/was delayed in any of the following areas:  

{   } holding head up         {   } turning over         {   } sitting up         {   } crawling          

{   } walking alone         {   } weaning         {   } feeding self         {   } toilet training          

{   } using single words         {   } using sentences         {   } dressing self         {   } sleeping through night  

Briefly explain any delays:                                                                                                                                                                          

                                                                                                                                                                                                                                                                                                                                             

                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                             

                                                                                                                                                                                                                                                                                                                                                                     

As a baby/toddler, was child: check all that apply  

{   } eating well         {   } colicky         {   } head banging         {   } performing rocking behavior   

{   } clumsy         {   } easy to regulate (sleeping/eating)         {   } wanting to be left alone   

{   } adaptable to transitions         {   } more interested in things than people          

{   } easy to soothe         {   } performing daredevil behavior         

{   } Away from parent for extended period of time - please describe:                                                                                                                                                                  

                                                                                                                                                                                                                                                                                                                                   

 Medical History  Indicate if your child has had any of the following:  

  

Condition Yes No Age Details 

Serious Infection     

Convulsions/seizures     

Head injuries     

Toileting concerns     

Hospitalizations     

Surgeries     

Ear infections     

Poisonings     

Allergies     

Asthma     

Alcoholism     

Drug Use     

Sexual Problems     
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Does your child have any other medical conditions?    {   }  yes         {   }  no  

If yes, please describe:                                                                                                                                                                        

                                                                                                                                                                                                                                                                                                                                             

                                                                                                                                                                                      

Does your child frequently complain of bodily aches and pains?    {   }  yes         {   }  no 

If yes, please describe:                                                                                                                                                                        

                                                                                                                                                                                                                                                                                                                                             

                                                                                                                                                                                       

Does your child miss school because of their physical complaints?    {   }  yes         {   }  no 

If yes, please describe:                                                                                                                                                                        

                                                                                                                                                                                                                                                                                                                                             

                                                                                                                                                                                      

Does your child have any allergies to medications, drugs or foods?    {   }  yes         {   }  no 

If yes, please describe:                                                                                                                                                                       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Family Information 
List all of the people who currently live with the child. 

Indicate if any family members or relatives have the following:  

Name Age Relationship Occupation/School and Grade 

    

    

    

    

    

    

    

    

 Mother Father Brother Sister Other 

Now Past Now Past Now Past Now Past Now Past 

Problems with attention, 
activity or impulse control as 
a child  

          

Learning disabilities 
(dyslexia, ADHD, etc.) 

          

Did not graduate from high 
school 

          

Alcohol or drug abuse           

Relationship issues           

Problems with aggressive 
behavior as adult or child 

          

Antisocial behavior (arrests, 
jail, legal problems, 
probation, other 

          

Abuse victim           

Abusive to others           

Depression           

Nervous disorders           

Disconnected or estranged 
from family members

          

Serious illness or surgeries           

Physical handicaps           

Tics or unusual movements           

Other mental problems           
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What are your child’s favorite foods? Any eating concerns?                                                                                                                                                                     

                                                                                                                                                                                                                                                                                                                                             

                                                                                                                                                                                      

What are your child’s favorite activities, hobbies, interests, toys?                                                                                                                                                                     

                                                                                                                                                                                                                                                                                                                                             

                                                                                                                                                                                      

Please describe technology and media use and exposure (what shows, games, hours each day with a 

screen, etc) :                                                                                                                                                                                               

                                                                                                                                                                                                                                                                                                                                             

                                                                                                                                                                                                                                                                                                                                                     

                                                                                                                                                                                                                                                                                                                                             

                                                                                                                                                                                        

What are your family supports? (church, friends, clubs etc.)                                                                                                                                                                     

                                                                                                                                                                                                                                                                                                                                             

                                                                                                                                                                                        

What are your family strengths? Your parenting strengths?                                                                                                                                                                                                                             

                                                                                                                                                                                                                                                                                                                                             

                                                                                                                                                                                                                                                                                                                                                    

                                                                                                                                                                                                                                                                                                                                             

                                                                                                                                                                                       

Where are you struggling as a parent?                                                                                                                                                                     

                                                                                                                                                                                                                                                                                                                                             

                                                                                                                                                                                        

How often do you feel busy and rushed?                                                                                                                                                                      

                                                                                                                                                                                                                                                                                                                                             

                                                                                                                                                                                        

Additional comments:                                                                                                                                                                             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What is your goal for seeking therapeutic services for your child? 

                                                                                                                                                                                                                              
                                                                                                                                                                                                                                                                                                                                             

                                                                                                                                                                                                                                                                                                                                                      

                                                                                                                                                                                                                                                                                                                                             

                                                                                                                                                                                        

Please list any adults who are authorized to drop off or pick up your child from his/her therapy session in 

the event you or another legal guardian are unavailable:  

  

I authorize the above named person(s) to drop off or pick up my child from his/her therapy session. I 

agree that I, or any person named by me (listed above), will be available by phone for the duration of 

my child's therapy session.   

                                                                                                                                                                  
Child’s Name       Child’s Date of Birth 

                                                                                                                                                                  
Print Parent/Guardian Name    Relationship to Child 

                                                                                                                                                                  
Signature       Date 
  

Name / phone # Relationship to child 
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Client Information 

Referred by:                                                                    
 
Client’s Name:                                                                       Date of Birth:                              Age:                
 
Sex:             Male            Female           Other           Race/Ethnicity:                                                                                       
 
Address:                                                                                                                                                                      
              City                     State                     Zip Code 

Child’s Cell:                                                                       Email:                                    

If applicable, Child’s Employer Name & Number:                                               

OK to leave messages? (Check all that apply)              Home                 Cell                 Work                 Email 

Child’s Grade and School:                                                                                  Teacher:                                        
 
Child’s Primary Health Care Provider:                                    

Guardian Contact Information 

Guardian #1 Name:                                                                               Relationship:      

Address:                                                                                                                                                                      
              City                     State                     Zip Code 

Date of Birth:                                     Cell:                                     Email:                                  

Employer Name & Number:                 

OK to leave messages? (Check all that apply)              Home                 Cell                 Work                 Email 

Guardian #2 Name:                                                                               Relationship:      

Address:                                                                                                                                                                      
              City                     State                     Zip Code 

Date of Birth:                                     Cell:                                     Email:                                  

Employer Name & Number:                 

OK to leave messages? (Check all that apply)              Home                 Cell                 Work                 Email 

                                                  
Signature       Date 
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Mandatory Disclosure Statement  

As a counseling client, you are entitled to know your rights.  Tara Jackson is a Licensed 

and Insured Professional Counselor, Colorado License # LPC 0013435.  In addition to  earning a Master’s 

Degree in clinical counseling, Tara Jackson is certified in Synergetic Play Therapy and is a Certified Play 

Therapist candidate.   

The practice of licensed or registered persons in the field of psychotherapy is regulated by the Mental 

Health Licensing Section of the Division of Registrations.  The regulatory boards can be reached at 1560 

Broadway, Suite 1350, Denver, CO 80202, 303.894-7800.  The regulatory requirements for mental health 

professionals provide that a Licensed Clinical Social Worker, a Licensed Marriage and Family therapist, 

and a Licensed Professional Counselor must hold a masters degree in their profession and have two years 

of post-masters supervision.  A Licensed Psychologist must hold a doctorate degree in psychology and 

have one year of post-doctorial supervision.  A Licensed Social Worker must hold a master’s degree in 

social work.  A Psychologist Candidate, a Marriage and Family Therapist Candidate, and a Licensed 

Professional Counselor Candidate must hold the necessary licensing degree and be in the process of 

completing the required supervision for licensure.  A Certified Addiction Counselor I (CAC I) must be a high 

school graduate, and complete required training hours and 1000 hours of supervised experience.  A CAC II 

must complete additional required training hours and 2,000 hours of supervised experience.  A CAC III 

must have a bachelor’s degree in behavioral health, and complete additional required training hours and 

2,000 hours of supervised experience.  A Licensed Addiction Counselor must have a clinical master’s 

degree and meet the CAC III requirements.  A Registered Psychotherapist is listed in the State’s Database 

and is authorized by law to practice psychotherapy in Colorado, but is not licensed by the state and is not 

required to satisfy any standardized educational or testing requirements to obtain a registration from the 

state.   

CLIENT RIGHTS AND IMPORTANT INFORMATION 

a. You are entitled to receive information from me about my methods of therapy, the techniques I use, 

and the duration of your therapy, and my fee.   Please ask if you would like to receive this information.     

b. You can seek a second opinion from another therapist or terminate therapy at any time. A termination 

session is recommended.   

c. In a professional relationship (such as ours), sexual intimacy between a therapist and a client is never 

appropriate.  If sexual intimacy occurs, it should be reported to the Board that licenses, certifies or 

registers the therapist.  
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d. Generally speaking, information provided by and to a client in a professional relationship with a 

psychotherapist is legally confidential, and the therapist cannot disclose the information without the 

client’s consent.  There are several exceptions to confidentiality which include:  (1) I am required to 

report any suspected incident of child abuse or neglect to law enforcement; (2) I am required to report 

any threat of imminent physical harm by a client to law enforcement and to the person(s) threatened; 

(3) I am required to initiate a mental health evaluation of a client who is imminently dangerous to self 

or to others, or who is gravely disabled, as a result of a mental disorder; (4) I am required to report any 

suspected threat to national security to federal officials; (5) I am required to report abuse of an elder, 

who is 70 years of age or older, and also abuse of an at-risk adult with an Intellectual Developmental 

Disability (IDD), which I believe has probably occurred, including institutional neglect, physical injury, 

financial exploitation, or unreasonable restraint; and (6) I may be required by Court Order to disclose 

treatment information.    

e. When I am concerned about a client’s safety, it is my policy to request a Welfare Check through local 

law enforcement.  In doing so, I may disclose to law enforcement officers information concerning my 

concerns.  By signing this Disclosure Statement and agreeing to treat with me, you consent to this 

practice, if it should become necessary.   

f. Under Colorado law, C.R.S. § 14-10-123.8, parents have the right to access mental health treatment 

information concerning their minor children, unless the court has restricted access to such 

information.  If you request treatment information from me, I may provide you with a treatment 

summary, in compliance with Colorado law and HIPAA Standards.   

g. I agree not to record or film our sessions without your written consent; and you agree not to audio 

or video record a session or a conversation with me without my written consent.   

DISCLOSURE REGARDING DIVORCE AND CUSTODY LITIGATION 

If you are involved in divorce or custody litigation, my role as a therapist is not to make 

recommendations to the court concerning custody or parenting issues.  By signing this Disclosure 

Statement, you agree not to subpoena me to court for testimony or for disclosure of treatment 

information in such litigation; and you agree not to request that I write any reports to the court or to 

your attorney, making recommendations concerning custody.    I make every attempt to invite both 

parents into the therapeutic process as I think this is in the best interest of the children, unless 

violence or abuse is present.  This may include soliciting intake paperwork from both, corresponding 

with both parents when appropriate information needs to be shared, etc.  If a parent chooses not to 

participate that is their right.  
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CLIENT RECORD RETENTION POLICY:    

My records regarding the treatment of adults will be kept for 7 years after treatment ends or following our 

last session, but I may not retain them after 7  years.  My records for treatment of minors will be kept for 7 

years, beginning on the last date of treatment or for 7 years beginning on the date when the minor turns 

18 years of age, whichever is later.  In no event am I required to keep these records longer than 12 years.     

ADDITIONAL POLICIES AND FEES FOR TARA JACKSON HOLISTIC FAMILY THERAPY:  

Emergencies:  Clients seen in outpatient psychotherapy are assumed to be responsible for their day to 

day functioning. With this philosophy in mind, I attempt to operate my practice in a way that is responsible 

to your needs, encouraging of your autonomy, and respectful to my limits. Therefore, I do not carry a 

pager and am not ordinarily available for crisis calls that occur outside of scheduled appointments. If you 

have a true emergency, call 911 or go to the nearest hospital. Locally in La Plata County, Axis Health 

System has a 24 hour hotline  970-247-5245. you can call for crisis support.  

However, exceptions to this policy will be made at my discretion as appropriate need arises. I check my 

text messages once per day during my business hours. Please leave your name and phone number and I 

will return your call as I am available.  

Grounds for dismissal/termination from services and treatment:  No contact between client and 

therapist for 8 weeks, treatment completed (goals met or patient/parent terminated), two or more no 

shows without a phone call, frequent cancellations (15% or more), unpaid balance for 30 days exceeding 

$150.  You will be notified by a letter mailed to your last known address on file.   
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Fee Schedule  

Original Intake                     $175 

(50 minutes face to face session plus paperwork review by therapist)  Billable to Insurance   

Individual Therapy                     $120 

(50 minute session)         Billable to Insurance  

Family Therapy                     $135 

(55 minute session)         Billable to Insurance  

Group Therapy                     $55            

Billable to Insurance  

Consultation                     $30 per 15 minutes 

(At no charge I will talk with school, PCP, etc. up to fifteen minutes at a time)  

Parent Coaching                    $120 

(50 minute session)  

Clinical Supervision                    $100 

(per every 55 minutes)  

Court Fees:                                                          $300/hr              

A retainer of $3000.00 must be provided at time of court appearance request/subpoena before I will talk 

to lawyers, write a report or do anything court related.   Fees include preparation time, all time therapist 

sits in court waiting to testify, time spent talking to lawyers and testimony.  PLEASE SEE DIVORCE 

CUSTODY DOCUMENT if relevant to your situation.  

Additional $10 per appointment on all weekend appointments.         

I do hold a few sliding scale spaces.  Please inquire if needed.      
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Statement of Fee Policy  

Tara Jackson is a sole proprietor. My business provides psychotherapy, educational, and consultation 

services. As a private practitioner, I am entirely dependent on fees for services rendered to cover my 

expenses. I request that you read and sign this statement to acknowledge your understanding of my 

policy.  Your signature does not bind you to therapy; it does make you responsible for charges incurred. 

Insurance is billed at the contracted insurance rate per each payer.  

A session is generally 50-55 minutes per adult and 45 minutes per child with 10 minutes with parent(s) if 

needed.  

Payment or co-pay is due at time of service.  I accept cash, check, charge and can bill some insurance 

(BCBS, RMHP, CHP+).  Upon request, I can provide a Superbill for you to submit to your insurance for 

personal reimbursement. I do not negotiate or follow up with insurance companies after an initial 

submission. If they deny the claim, you must pay me in full before your next appointment.  

As is standard practice, 24 hour cancellation of an appointment is required or you will be billed the full 

amount of that scheduled time.  Tara Jackson will add 10% of total owed, every 60 days, to outstanding 

bills.  Unpaid bills will be sent to a collection agency.  

There is an additional 4% service charge on all credit cards.  

Please ask Tara Jackson for clarification on any of these policies.   

Please provide a copy of your insurance card, HSA card, and/or credit card at your first 

appointment.        
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Tara Jackson Holistic Family Therapy may utilize and disclose protected health 

information to carry out health care diagnosis, treatment, payment and 

consultations. Please see the notice of privacy policy practices for a more 

complete description of such uses and disclosures.  

With my consent, Tara Jackson Holistic Family Therapy may:           

            call my home           

            call my work           

            call my cell phone  

I understand that email and text are not secure forms of communication and there is a chance my 

information and correspondence may be intercepted by a third party.           

            communicate via email            

            communicate via text to my cell phone (limited to scheduling communication only)                                                                                                            

            mail my home/P.O. Box with appointment reminders            

            Is there anyone else that Tara Jackson is allowed to release your medical information to; for 

example, family members or other medical professionals? Please list below.  

By signing this form, I am consenting to Tara Jackson Holistic Family Therapy’s use and disclosure of my 

protect health information, I may revoke consent in writing except where the practice has already made 

disclosures in reliance with my prior consent. If I do not sign this consent form, Tara Jackson Holistic 

Family Therapy may decline to provide treatment to me or my child.    

I,                                                              , have read and understand Tara Jackson Holistic Family Therapy’s 

Notice of Privacy Practices.     

Signature                                Date         

PLEASE LIKE MY FACEBOOK PAGE  TARAJACKSONLLC  AND ALSO SIGN UP FOR MY 

NEWSLETTER VIA MY WEBSITE, TARAJACKSONCOUNSELING.COM  
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 Tara Jackson Holistic Family Therapy does not accept Health First Colorado or Medicaid.  

Tara Jackson cannot see or accept payment from patients who are on Health First 

Colorado or Medicaid. By signing below, I acknowledge that I am not on Health First 

Colorado or Medicaid and will inform Tara Jackson upon a change in my insurance status.   

               

Print Name         Signature                                             Date  

By initialing and signing the following, you indicate that you have read, understood and agree to the 

following policies for Tara Jackson LLC .   

{    } DISCLOSURE STATEMENT  

{    } POLICY AND FEE STATEMENT         

{    } RECORDING/TAPING STATEMENT                 

{    } CUSTODY/DIVORCE POLICIES   

{    } FEE SCHEDULE                    

Initial all that apply:  

{    }  I, the client or responsible party, agree to pay in full; via co-pay, insurance submission, cash, check, or 

charge at each session.  

{    } I need Tara Jackson to provide me with a Super Bill.  

{    } I agree to give 24 hour notice (text, call or email) when cancelling or changing an appointment, in 

order to have my fee waived.  

{    } If I change or cancel an appointment without 24 hours notice, I agree to make full payment before my 

next scheduled appointment.  

{    } I will provide a copy of my, or my child’s, insurance card and a current credit card.  Tara Jackson will 

only use credit card if account is 30 days past due.                                           

                   

Signature                                                   Date  

Please return this signed form to Tara Jackson at your first appointment.  You can view 

this complete form at tarajacksoncounseling.com   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Tara Jackson LLC                                       
970-799-0765 

Licensed Professional Counselor 

Authorization to Release Confidential Records and Information 

Name:                                                                                                  DOB:                                                    

I hereby authorize Tara Jackson, LLC to release and/or receive confidential records and information 

regarding myself or the individual named above who I am guardian of, with the following person/agency: 

                                                                                                                                                                                         
name/phone/email 

This disclosure of information is required for the following purpose(s): 

          Continuity of Care              Service Planning 

          To obtain school records             At the Request of client 

          To obtain previous treatment records            To obtain collateral information 

This Disclosure shall be limited to requesting/releasing the following types of information: 

          Social History               Educational/School information 

          Financial Information              Psychiatric/Diagnostic Evaluation 

          Medical Labs, Medications, Assessments             History of Drug/Alcohol use 

          Other evaluations/assessments            Other                                                       

          Summary of Record 

Conditions of the Release: 

This consent may be revoked by the undersigned at any time except to the extent that action has already 

been taken.  Please alert Tara Jackson in writing.  

I understand : (1) I may receive a copy of this signed authorization; (2) I may review my treatment plan except where 

prohibited by law; (3) This release may result in disclosure of the fact that mental health, drug or alcohol service have 

been/are being provided; (4) Federal rules do restrict any use of the disclosed drug/alcohol information to criminally 

investigate or prosecute me or the individual named on this release. 

Signature                                                                                               Date                                           

Please revoke this ROI                         Date                                         
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Tara Jackson LLC                                       
970-799-0765 

Licensed Professional Counselor 

Authorization to Release Confidential Records and Information 

Name:                                                                                                  DOB:                                                    

I hereby authorize Tara Jackson, LLC to release and/or receive confidential records and information 

regarding myself or the individual named above who I am guardian of, with the following person/agency: 

                                                                                                                                                                                         
name/phone/email 

This disclosure of information is required for the following purpose(s): 

          Continuity of Care              Service Planning 

          To obtain school records             At the Request of client 

          To obtain previous treatment records            To obtain collateral information 

This Disclosure shall be limited to requesting/releasing the following types of information: 

          Social History               Educational/School information 

          Financial Information              Psychiatric/Diagnostic Evaluation 

          Medical Labs, Medications, Assessments             History of Drug/Alcohol use 

          Other evaluations/assessments            Other                                                       

          Summary of Record 

Conditions of the Release: 

This consent may be revoked by the undersigned at any time except to the extent that action has already 

been taken.  Please alert Tara Jackson in writing.  

I understand : (1) I may receive a copy of this signed authorization; (2) I may review my treatment plan except where 

prohibited by law; (3) This release may result in disclosure of the fact that mental health, drug or alcohol service have 

been/are being provided; (4) Federal rules do restrict any use of the disclosed drug/alcohol information to criminally 

investigate or prosecute me or the individual named on this release. 

Signature                                                                                               Date                                           

Please revoke this ROI                         Date          
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Parent Contract 

Thank you for considering hiring me to work with your child and your family. 

My philosophy is that a child’s dis-regulated behavior is a symptom of lack of skills to manage big feelings 
and sensations, coupled with a confused nervous system. I believe the child and the family are my clients. 

I am not a therapist where you drop your child off for them “to do their work” while you wait around to see 
results. I will give you, the parents, homework and meet with you frequently to coach you on supporting 
your child’s progress and goal towards more regulation. 

To further your child’s progress, I may ask you to: 
• read books or articles 
• come into sessions with or without your child 
• seek your own mental health counseling 
• obtain a listening partner to manage the big feelings of parenting a child with challenging behaviors 
• contract to have 20-30 minutes of Special Time with your child daily 
• consider adopting some lifestyle changes (regarding exercise, outside time, routines, screen time , etc.) 
• support you in coming up with a self-care plan of your own 
• practice brief (a couple minutes) mindfulness exercises daily or weekly with your child 
• etc. 

You too will be asked to explore and grow. 

It is our job as the caring adults to help the child compassionately learn skills they are missing. I look 
forward to starting on this journey with you and your child. 

Excitedly, 

Tara Jackson LPC, Synergetic Play Therapist 

By signing, you indicate that you have read, understood and agree to 
the above stated activities for furthering your child’s emotional development. 

                                                  
Signature       Date      
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Parent Intake Appointment 
 
 

Orientation to space - waiting area: 

• Restroom - please knock & wait for Tara to open door 

• Beverages - help yourself 

• Lending Library - Please fill out the sheet on the beverage shelf and return book to me 
personally within 3 weeks.  (Please do not put back on shelf) 

• No need to knock even if I am running late. Knock only if you need the bathroom ASAP. 

• Invitation to slow down and take a “Moment to Pause” while waiting. 

• Invitation to connect with your child while waiting.  Perhaps come early or linger after a bit -
read a story, do a puzzle, hula hoop, blow bubbles, chalk drawing, play in the mini sand tray. 

 
Finances: 

• I will bill BCBS, RMHP/CHP+ (requires pre-authorization), Aetna, Tricare (requires pre-
authorization) 

• I will provide a Superbill for all others so you can submit towards deductible or possible 
reimbursement. 

• Co-Pays are due at time of appointment.  Please put checks or cash in an envelope with 
patient name on it (in side table next to sofa)  in my locked mailbox outside.  I will check this 
each evening.  If you prefer to use the credit card or HSA card on file, I will run these 
approximately every 3-4 weeks. 

• All clients must provide a copy of a credit card for copays, missed appointments or 
outstanding balances.  An email receipt will be sent to you. 

 
Policies and Procedures: 

• Sick Policy - same as schools.  Please do not bring child if fever, vomit, diarrhea, cough, etc. 
are present. It is a small space and I am sitting close to your child for approximately 45 
minutes. Consider using the appointment time for a parent session instead.  

• Standard 24 Hour cancellation policy.  Please text as soon as you know your child can not 
make their appointment. If you do not call, you will be charged the full rate for your 
scheduled session.   

• I am in progress of making my website a one stop tool for my practice.  You will find a link to 
my schedule, topic specific resources, paperwork and upcoming events posted here. 

• Sign up for my monthly newsletter. 

• Text is my preferred form of communication, followed my email for lengthier 
communications, and Voicemail as a last option.  Although less personal, it is much easier to 
glance at texts between appointments. 

• No filming or recording without written consent from Tara Jackson & patient.  
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Sessions and Treatment: 

• Appointments are generally scheduled for 50-55 minutes (for smaller children 30-45 
minutes alone with Tara and the remainder time for Tara and Parent to meet if possible.) 

• The first 1-5 sessions are for information gathering, diagnosing, treatment/goal planning and 
building safety and trust in the therapeutic relationship.  Research shows repeatedly that the 
relationship between client and provider is THE most important factor in the healing 
process.  This relationship far exceeds a provider’s skill set, modalities or education as a 
determination of change. 

• If I am billing your insurance, an accurate diagnosis must be attached.  If we are not billing 
insurance, we can code as “coaching” without a diagnosis. 

• I am supposed to inform all Primary Care Physicians when I begin and terminate treatment 
with one of their patients.   Please sign a Release of Information (ROI) for patient PCP. 

• Treatment phase may include individual and family work as determined meaningful to reach 
intended goals.  It is very difficult to offer an estimate on length of treatment.  Many factors 
determine the progress of treatment.  These include, but are not limited to, the age when 
the disruption in mood or behavior was first noted, willingness of family system to change 
and work, frequency of appointments, physical factors/wellness, current age and 
temperament of patient, trauma history, whether client is still in a challenging/triggering 
environment or not, etc. 

• Termination or change of treatment will be decided as a collective of practitioner, patient 
and family input unless Tara initiates termination for the following reasons: outstanding 
financial balance as indicated in HIPPA form, lack of therapeutic progress made and an 
ethical referral is initiated by either parents or patient or Tara, lack of follow through with 
providers recommendations leading to stalled progress (perhaps a break is recommended 
until higher level of commitment can be made). 

• A termination appointment is always recommended. 

 
What are your questions? 

 

 
By signing below, I attest that Tara Jackson and I have reviewed these policies and procedures 
for engaging in treatment with Tara Jackson Holistic Family Therapy. 

              
Patient or Guardian        Date 

               
Tara Jackson, LPC        Date
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