
Client Information 

 
 
Client’s Name:                                                                                                                                                      
  
 
   Last    First    Middle Initial 

Date of Birth:                                                 Age:                      Sex:             Male            Female         Other                                                                                                

Address:                                                                                                                                                                      
              City                     State                     Zip Code 

Home Phone:                                                        May we leave a message?    Yes  No 

Cell/Other Phone:                                                May we leave a message?  Yes  No 

Email:                                                                       May we email you?  Yes  No  
*Please note: Email correspondence is not considered to be a confidential medium of communication* 

Referred by:                              

Marital Status: 

  Never Married  Domestic Partnership Married Separated  

Divorced      Widowed 

Have you previously received any type of mental health services (psychotherapy, psychiatric 
services, etc.)?     

{   } Yes, previous practitioner and dates:                       

{   } No 
                                                                                                                                                                                               

Are you currently taking any prescription medication?   {   } Yes        {   } No 

Please list:               

                

Have you ever been prescribed psychiatric medication?  {   } Yes        {   } No 

Please list and provide dates:            
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General Health and Mental Health Information 

How would you describe your current physical health? 

Poor          Unsatisfactory          Satisfactory          Good          Very Good 

Please list any specific health problems you are currently experiencing:      

               

               

 
How would you rate your current sleeping habits? 

Poor          Unsatisfactory          Satisfactory          Good          Very Good 

Please list any specific sleep problems you are currently experiencing:       

               

               

 
How many times a week to you exercise?      

What types of exercise do you participate in?          

               

                

 
Please list any difficulties you experience with your appetite or eating patterns:     

               

               

 
Are you currently experiencing overwhelming sadness, grief, or depression? {   } Yes        {   } No 

If yes, for approximately how long?            

Are you currently experiencing anxiety, panic attacks or have any phobias? {   } Yes        {   } No 
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If yes, when did you begin experiencing this?                                                     

               

               

Are you currently experiencing any chronic pain?         {   } Yes        {   } No 

If yes, please describe:                                                        

                

Do you drink alcohol more than once a week? {   } Yes        {   } No 

How often do you engage in recreational drug use?  

Daily          Weekly          Monthly          Infrequently          Never 

Are you currently in a romantic relationship? {   } Yes        {   } No 

If yes, for how long?         

On a scale of 1 - 10, how would you rate your relationship?      

 
What significant life changes or stressful events have you experienced recently?     
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General Health and Mental Health Information  
In this section, please identify if there is a family history of any of the following. If yes, please 

indicate the family member’s relationship to you in the space provided (father, mother, aunt, etc.). 

Additional Information 

Are you currently employed? {   } Yes        {   } No 

If yes, what is your current employment situation?         

               

Do you enjoy your work? Is there anything stressful about your current work?      

               

               

Do you consider yourself to be spiritual or religious? {   } Yes        {   } No 

If yes, please describe your faith or belief:           

                

What do you consider to be some of your strengths?         
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 Yes No Family Member

Alcohol/Substance Abuse   

Anxiety   

Depression   

Domestic Violence

Eating Disorders

Obesity

Obsessive Compulsive Behavior

Schizophrenia

Suicide Attempts



What do you consider to be some of your weaknesses?        

              

               

               

                

What would you like to accomplish out of your time in therapy?        
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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-doctoral 

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.   
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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.  

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 
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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.  

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                                          


