
We are pleased that you have chosen us as your counselor and we are committed to giving you the best care 
possible. To acquaint you further with the procedures and policies of our practice, We are providing the following 
information: 

ABOUT COUNSELING: We use a variety of accepted counseling treatments depending on the nature of the presenting 
problem. Our primary objective is to use treatment approaches that have been shown to be effective. Our first goal in 
counseling is to hear where you are emotionally and to understand what you are experiencing. This may involve some 
assessments or self report inventories as a way of meeting your needs more fully. Counseling is best viewed as an 
individualized educational process. You and your counselor will work together to understand what brought you to this point 
in your life and to devise strategies that will allow you to change and grow. Like any educational process, your counselor 
will probably give you homework to work on between sessions. Counseling takes time, there are many factors that 
determine how much time counseling takes to be effective. You are likely to begin experiencing hope pretty quickly after 
counseling begins. However, be prepared that sometimes things will seem to get worse before they get better. Counseling 
is an overall positive experience for most of our clients. You may experience intense emotions and even distress while 
involved in the process of counseling. Though most people benefit from counseling, there is, unfortunately, no guarantee 
that this will be true for everyone.  

Appointments: We normally conduct an evaluation that will last from 1-2 sessions. During this time, we can both decide if 
we are the best individuals to provide the services you need in order to meet your treatment goals. If psychotherapy is 
begun, we will usually schedule one 50-minute session (one appointment hour of 50 minutes duration) per week at a time 
we agree on, although some sessions may be longer or more frequent. As a courtesy, we will contact you the business 
day prior to your appointment to remind you of the time. However, we are sometimes unable to contact or we are unable 
to reach you. YOU ARE STILL RESPONSIBLE FOR COMING TO YOUR APPOINTMENT OR CANCELING 24 HOURS 
IN ADVANCE FOR APPOINTMENTS SCHEDULED MONDAY - FRIDAY AND 48  HOURS IN ADVANCE FOR 
APPOINTMENTS SCHEDULED SATURDAY AND SUNDAY even if you do not receive a call, email or text. 

Professional Fees:  
Individual, Couples and Family Sessions………….$135.00 
Couples Co-Joint Therapy Session (2 Counselors)…..$200.00 
Individual Therapeutic Groups………………………$50.00 
Couples Therapeutic Groups……… ……………….$65.00 
Psychological Testing  / Assessment……….……… Cost Varies 

Reduced Fees:  Reduced fees for counseling services are available based financial needs and ability to pay. Inquire with 
your therapist for more information. 

Payment: You are fully responsible for all services rendered. In order to prevent any misunderstandings about payment 
for services, please be advised of the 
Following: 

(1) All services provided are billed directly to the client unless other arrangements have been made. (2) Clients are 
personally responsible for payment at time of service via cash, credit card, check.  (3) If payment is not received when 
services are rendered, payment plus a 4% fee may be applied to the credit/debit card on file if no other payment 
arrangements have been made.(6) If your credit card is invalid and you have made no other payment arrangements, your 
past due balance may be sent to an agency for collection 

Other Professional Services: In addition to weekly appointments, we charge this amount for other professional services 
you may need, though we will prorate the hourly cost if we work for periods of less than one hour. Other services include 
report or letter writing, telephone conversations lasting longer than five minutes, attendance at meetings with other 
professionals you have authorized, preparation of records or treatment summaries, and the time spent performing any 
other service you may request of us. If you become involved in legal proceedings that require our participation, you will be 
expected to pay for our professional time even if we are called to testify by another party. Because of the difficulty of legal 
involvement, we charge $300 per hour (minimum of 2 hours)  for preparation time and attendance at any legal 
proceedings.  

Insurance: In order for us to set realistic treatment goals and priorities, it is important to evaluate what resources you 
have available to pay for your treatment. If you have a health insurance policy, it will usually provide some coverage for 
mental health treatment. We are currently a participating provider for certain Blue Cross Blue Shield plans (not a 
provider for the EPS network of BCBS) . It is your responsibility to verify your benefits prior to your first session. 
Any insurance claim that is denied you are responsible for payment of the fees for the session. We do not refile insurance 
claims after the first denial. For other insurance plans if requested, we can provide you with a monthly statement for you to 
submit to your insurance company so they can reimburse you directly for all eligible fees. In all cases, you, not your 
insurance company, are responsible for full payment of my fees at each session (see “Billing and Payments” above). 



It is very important that you find out exactly what mental health services your insurance policy covers. You should carefully 
read the section in your insurance coverage booklet that describes mental health services. If you have questions about 
the coverage, call your plan administrator. You will want to ask, “What are my out of network, outpatient mental health 
services benefits?” 

You should also be aware that most insurance companies require you to authorize me to provide them with a clinical 
diagnosis. Sometimes I am asked to provide additional clinical information such as treatment plans or summaries, or 
copies of the entire record (in rare cases). This information will become part of the insurance company files and will 
probably be stored in a computer. Though all insurance companies claim to keep such information confidential, I have no 
control over what they do with it once it is in their hands. In some cases, they may share the information with a national 
medical information databank. I will provide you with a copy of any report I submit, if you request it. 

Once we have all of the information about your insurance coverage, we will discuss what we can expect to accomplish 
with the benefits that are available and what will happen if they run out before you feel ready to end our sessions. It is 
important to remember that you always have the right to pay for my services yourself to avoid the potential problems 
described above. 
  
Psychological Evaluations and Testing: A psychological evaluation is a formal examination of mental health. Our 
psychological evaluations include clinical interviews, standardized measures of intellectual ability, achievement, 
personality, adaptive behavior, and social, emotional, and behavioral functioning, as well as clinical observation, and a 
review of relevant documentation. Please understand this is a long process. The clinical interview(s), administered tests, 
and filling out of various measures may take anywhere from two to five hours. In addition, the scoring, interpretation, and 
report write-up make also take anywhere from two to five hours. The psychological evaluation may ultimately result in 
diagnosis, recommendations, and/or feedback. The reports will be drafted and completed as soon as possible, and we will 
make the best possible effort not to go beyond 14 days from the date of the psychological evaluation. The cost of the 
psychological test is a separate cost outside of the per session fee and most insurance plans do not cover the cost of the 
testing 

In Case of an Emergency:  Our office number is not an emergency number and Bevill and Associates does not offer 24-
hour crisis coverage. Therefore the following procedure is to be followed if you experience a crisis: 
Call 911 if your in immediate danger; or go to the nearest emergency room 
Call the local crisis center (205) 323-7777 

Email, Text Messaging and Cell Phones: Email, cell phones, and text messaging can be helpful and efficient ways to 
communicate between sessions. However it is important for you to be aware that there is always a certain degree of risk 
in breach of privacy when communicating this way. You may communicate with me via email/text to schedule or 
reschedule sessions. You may also email me between sessions – however please realize I will not address a new issue 
via email. I will wait until our next session to discuss anything sent in an email. Please note that any phone calls made 
between sessions that last more than 10 minutes will be charged at half of your hourly rate 
 MINORS: If you are under fourteen (14) years of age, please be aware that the law may provide your parents the right to 
examine your treatment records. It is my policy to request an agreement from parents that they agree to give up access to 
your records. If they agree, I will provide them only with general information about our work together, unless I feel there is 
a high risk that you will seriously harm yourself or someone else. In this case, I will notify them of my concern. I will also 
provide them with a summary of your treatment when it is complete. Before giving them any information, I will discuss the 
matter with you, if possible, and do my best to handle any objections you may have with what I am prepared to discuss. 

Confidentiality: Your patient records are the property of Bevill and Associates and shall be treated as confidential. To 
insure quality record maintenance and patient confidentiality, Bevill and Associates will conduct routine patient record 
audits. To comply with State and Federal Laws regarding patient confidentiality, your records will not be released without 
the properly executed written consent. Everything about your care will be held in strictest confidence. There are some 
circumstances in which we are required by law to break confidentiality *If you choose to have Bevill and Associates keep a 
third party informed of your progress in counseling, it will be necessary to complete the following Release of Information 
form that will be kept on file. 

  

Consent of Minors 



Any minor who is 14 years of age or older, or has graduated from high school, or is married, or having been married is 
divorced, or is pregnant, may give effective consent to any legally authorized medical, health, or mental health services for 
himself or herself (Code of Alabama, Section 22-8-4).  

Any legally authorized medical, health, or mental health services may be rendered to minors of any age without the 
consent of a parent or legal guardian when, in the physician's judgment, an attempt to secure consent would result in 
delay of treatment which would increase the risk to the minor's life, health, or mental health (Code of Alabama, Section 
22-8-3).  

 Parental Notification. 

In cases involving minors who give legally valid consent to treatment and receive treatment without the knowledge of a 
parent or guardian, FAHC will obtain and document the minor's consent to notification before any  parental notification 
takes place. If the minor does not consent to the notification of his/her parents, the parents will not be notified. If there are 
compelling 

Therefore, as a general rule, all 14 year old minors MUST specify in WRITING that their parents may have access to their 
protected health information before it is given to them.  

In those cases in which the sole reason that parental consent was not obtained was because of a need to act 
quickly to save the minor's life, health, or mental health, and parental consent would have otherwise been necessary, it is 
appropriate to notify the parent that treatment has been provided 

If I should find myself in a social setting where you are present (e,g., grocery store, restaurant, social event), I will respect 
your privacy by not initiating contact or seeking to engage you in a conversation unless initiated by you. Should a 
colleague, friend, or family member accompany me, I will not introduce them to you. 

Under most circumstances, all communication between you and your therapist is confidential, unless permission is given 
by you to convey information to a third party outside of Bevill and Associates LLC.  

There are certain exceptions to this: 

• When there is a reasonable suspicion of child abuse, dependent-adult or elder abuse. 
• When a client threatens violence to an identifiable victim. 
• When a client presents a danger of violence to others. 
• When a client is likely to harm him/herself unless protective measures are taken. 
• Disclosure may also be required in certain legal proceedings. If you have concerns about the content of our sessions 

and any legal proceedings in which you are involved or expect to be involved (e.g., child custody cases, divorce or 
criminal cases), please let your therapist know. 

Before such disclosure is made, every reasonable effort will be made to appropriately resolve these issues or to notify the 
client. 

Termination:  Ending therapy may be initiated by you as the client, or as legal guardian of the client or myself as the 
therapist. In either event, a final session is strongly recommended to explore the ending process itself. This can be a 
useful conclusion to treatment. Referrals to other providers or other suggestions can be offered at that time. 

PRIVACY POLICY: I acknowledge having been offered Bevill and Associates “Notice of Privacy Policies” and their “Client 
Rights Statement” (below and on following pages). My rights include the right to see and copy my record, to limit 
disclosure of my health information, and to request an amendment to my record. These are explained in the Policy. My 
right to make a complaint and file a grievance has also been explained. I understand that I may revoke in writing my 
consent for release of my health care information except to the extent Bevill and Associates has already made disclosure 
with my prior consent.  
Initial Consent ► ( _____) 

PLEASE SIGN BELOW TO INDICATE THAT YOU HAVE READ AND UNDERSTAND THE ABOVE NOTIFICATIONS 

► ________________________________________________   Date _______________ 
 Parent of Guardian Signature  

Printed Name ________________________________________________________ 



ADOLESCENT - TEEN  INTAKE FORM        

As parent of Guardian please answer the following questions to the best of your abilities. These questions are to help the 
therapist with the therapy process. This information is held to the same standards of confidentiality as our therapy.  

Name:______________________________________________________________________________________ 
              (Last)                                       (First)                               (Middle Initial) 
 
Name of parent or guardian:_________________________________________________________________ 
                (Last)                                      (First)                             (Middle Initial) 

Birth date: ______/______/______  Age:________  Gender:  Male  Female 

Current Address: _____________________________________________________________________________ 
___________________________________________________________________________________________ 
                             
Home phone:______________________________ May we leave a message? Yes  No 
Cell/other: ________________________________ May we leave a message? Yes  No 
Email:____________________________________ May we email you?*  Yes  No 
*NOTE: Emails may not be confidential 

Referred by:__________________________________________________ 

II. Medical History: 

Name of Pediatrician or Family Doctor:          Date last seen:      

 
Please circle any of the following medical conditions for which your child was ever evaluated or diagnosed: 

Seizures    Asthmatic condition    Chronic Hearing Loss    Stomach Problems 

Weight Problems   Chronic Headaches     Suicidal Thoughts   Head Injury    

Depression    Heart Problems     Chronic Fatigue       

Surgeries:____________________________________ Other ________________________________________________________ 

Please explain any item that you circle and list any medication(s) that were previously prescribed. 

__________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________ 

Allergies (Please list all of your child’s allergies):  
__________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________ 

Current Medications (Please list all of your child’s current medications other than above): 

__________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________ 



I. Please describe, in detail, the present problem (including when the problem started, how often it occurs, what stressors may   
contribute to the problem, etc.) 

__________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________ 

Has your child received any previous treatment for the problem?    Yes   No          If  yes, explain: 

__________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________ 

II. School  History: 

Name of  Current School: 

______________________________________________________  Grade ________________  GPA:________ 

Past Schools Attended 
______________________________________________________    Grades Attended_________________ 

______________________________________________________    Grades Attended_________________ 

______________________________________________________    Grades Attended_________________ 

______________________________________________________    Grades Attended_________________ 

Please describe any academic or behavioral difficulties: 
__________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________ 

Has your child ever been: evaluated for a learning disability?   Yes   No  

Placed in Special Education Classes?      Yes   No  

Does your child have a current IEP (Individual Education Plan)?   Yes   No  

Does your child have a current 504 plan?        Yes   No 

III. Past Psychiatric/Psychological History: 

Has your child ever received psychiatric services or counseling?  Yes  No  

If yes, please explain and include dates of service, location, physician or counselor’s name. 

__________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________ 

List any psychiatric or mood medications that your child has been prescribed in the past (if more than 3 medications, use the back of 
this page): 

__________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________ 



Is your child having any problems with sleeping habits?    Yes    No 
If yes, circle those that apply: 

Sleep too much         Sleep too little         Poor quality         Disturbing dreams         Other:___________________ 

How many times per week does your child exercise?  ___________________ days  ___________________ minutes/
hours 

Are there any changes or difficulties with your child eating habits? Yes      No 
If yes, circle one:  

Eating less  Eating more  Bingeing  Restricting   

Has your child experienced a weight change in the last two months? Yes  No 

Currently or in the past consume alcohol?       Yes      No 

Currently or in the past engage in recreational drug use?    Daily          Weekly          Monthly          Rarely          Never 

Has your child felt depressed recently?      Yes    No 
If yes, for how long?__________________________________________________________________________ 

Has your child had any suicidal thoughts recently?        Yes     No 
If yes, how often?      Frequently       Sometimes        Rarely   

Has your child ever had suicidal thoughts in your past?   Yes    No  
If yes, how long ago?__________________________________________________________________________  
How often did your child have these thoughts?   Frequently     Sometimes       Rarely  

IV. Legal / Juvenile Court / Alabama State Department of Human Resources (DHR): 

Has your child been: arrested?   Yes  No  

Assigned a probation officer?   Yes   No 

Jailed?       Yes   No 

Has your child ever appeared in juvenile court?    Yes   No  

Has any family member ever been reported to DHR?    Yes   No  

Has your child or family been assigned a DHR caseworker?  Yes   No  

If yes, their name: ___________________________________________ 

Has your child ever been a victim of child physical or sexual abuse?   Yes   No 

If you answered yes to any of these questions, please explain: 

___________________________________________________________________________________________________________ 



V. Social / Family History: 

Parents' current marital status:  Child’s Home Environment  

[  ] married to each other for  ______ years   [  ] outstanding home environment 

[  ] separated for ______ years  [  ] normal home environment

[  ] divorced for ______ years [  ] chaotic home environment

[  ] deceased for _____ years (which partner) _____________   Any Additional Explanation: ______________

[  ] never married ______________________________________

          __________________________ 

Describe parents:    Father Mother

full name 

occupation _________________________________ ________________________________________

education 

general health          _________________________________ _______________________________________        

physical/verbal/sexual abuse toward others                     [  ] witnessed  [  ] experienced  [  ] witnessed  [  ] experienced

Special circumstances in childhood: 

IMMEDIATE FAMILY

List all persons currently living in patient's household:

Name                                               Age Sex Relationship to patient

______________________________________________                _______          ____________         __________________________

______________________________________________                _______          ____________         __________________________

______________________________________________                _______          ____________         __________________________

List children not living in same household as client:

Name                                               Age Sex Relationship to patient

______________________________________________                _______          ____________         __________________________

______________________________________________                _______          ____________         __________________________

______________________________________________                _______          ____________         __________________________

Describe any past or current significant issues in other immediate family relationships: 

                



Family Mental Health History 

The following is to provide information about your family history. Please mark each as yes or no. If yes, please indicate 
the family member affected.  

Depression    Yes   No   ___________________________ 
Anxiety Disorders   Yes   No  ___________________________ 
Bipolar Disorder   Yes   No  ___________________________ 
Panic Attacks     Yes   No  ___________________________ 
Alcohol/Substance Abuse   Yes   No  ___________________________ 
Eating Disorder    Yes   No  ___________________________ 
Learning Disability    Yes   No  ___________________________ 
Trauma History    Yes   No  ___________________________ 
Domestic Violence    Yes   No  ___________________________ 
Obesity     Yes   No  ___________________________ 
Obsessive Compulsive Behavior   Yes   No  ___________________________ 
Schizophrenia     Yes   No  ___________________________ 
Impulsivity    Yes   No  ___________________________ 
Hyper Sexual / Pornography Issues  Yes   No  ___________________________ 

Religious/Spiritual Information 

Do you practice a religion?     Yes     No 
If yes, what is your faith? ________________________________________ 
If no, do you consider yourself to be spiritual?   Yes      No 



Consent of Minors: If your over 14 years old 

Confidentiality: Your patient records are the property of Bevill and Associates and shall be treated as confidential. To 
insure quality record maintenance and patient confidentiality, Bevill and Associates will conduct routine patient record 
audits. To comply with State and Federal Laws regarding patient confidentiality, your records will not be released without 
the properly executed written consent. Everything about your care will be held in strictest confidence. There are some 
circumstances in which we are required by law to break confidentiality *If you choose to have Bevill and Associates keep a 
third party informed of your progress in counseling, it will be necessary to complete the following Release of Information 
form that will be kept on file. 

In accordance with the Health Insurance Portability and Accountability Act (HIPAA); Army Regulation 40-3, the Alabama 
Code of 1975, the following applies regarding minors Bevill and Associates LLC: 

Any minor who is 14 years of age or older, or has graduated from high school, or is married, or having been 
married is divorced, or is pregnant, may give effective consent to any legally authorized medical, health, or 
mental health services for himself or herself (Code of Alabama, Section 22-8-4).  

Any legally authorized medical, health, or mental health services may be rendered to minors of any age without 
the consent of a parent or legal guardian when, in the physician's judgment, an attempt to secure consent would 
result in delay of treatment which would increase the risk to the minor's life, health, or mental health (Code of 
Alabama, Section 22-8-3).  

 Parental Notification. 

In cases involving minors who give legally valid consent to treatment and receive treatment without the 
knowledge of a parent or guardian, FAHC will obtain and document the minor's consent to notification before any  
parental notification takes place. If the minor does not consent to the notification of his/her parents, the parents 
will not be notified. If there are compelling 

Therefore, as a general rule, all 14 year old minors MUST specify in WRITING that their parents may have access 
to their protected health information before it is given to them.  

In those cases in which the sole reason that parental consent was not obtained was because of a need to act 
quickly to save the minor's life, health, or mental health, and parental consent would have otherwise been 
necessary, it is appropriate to notify the parent that treatment has been provided 

If I should find myself in a social setting where you are present (e,g., grocery store, restaurant, social event), I will respect 
your privacy by not initiating contact or seeking to engage you in a conversation unless initiated by you. Should a 
colleague, friend, or family member accompany me, I will not introduce them to you. 

Under most circumstances, all communication between you and your therapist is confidential, unless permission is given 
by you to convey information to a third party outside of Bevill and Associates LLC.  

There are certain exceptions to this: 

• When there is a reasonable suspicion of child abuse, dependent-adult or elder abuse. 
• When a client threatens violence to an identifiable victim. 
• When a client presents a danger of violence to others. 
• When a client is likely to harm him/herself unless protective measures are taken. 
• Disclosure may also be required in certain legal proceedings. If you have concerns about the content of our sessions 

and any legal proceedings in which you are involved or expect to be involved (e.g., child custody cases, divorce or 
criminal cases), please let your therapist know. 

Before such disclosure is made, every reasonable effort will be made to appropriately resolve these issues or to notify the 
client 

In Case of an Emergency:  Our office number is not an emergency number and Bevill and Associates does not offer 24-
hour crisis coverage. Therefore the following procedure is to be followed if you experience a crisis: 
Call 911 if your in immediate danger; or go to the nearest emergency room 
Call the local crisis center (205) 323-7777 



PRIVACY POLICY: I acknowledge having been offered the Bevill and Associates “Notice of Privacy Policies” and their 
“Client Rights Statement” (below and on following pages). My rights include the right to see and copy my record, to limit 
disclosure of my health information, and to request an amendment to my record. These are explained in the Policy. My 
right to make a complaint and file a grievance has also been explained. I understand that I may revoke in writing my 
consent for release of my health care information except to the extent Bevill and Associates has already made disclosure 
with my prior consent.  
Initial Consent ► ( _____) 

CONSENT FOR TREATMENT: I hereby consent to the treatment provided by Bevill and Associates LLC and its 
employees or designees. I authorize the services deemed necessary or advisable by my caregivers to address my needs.  
Initial Consent ► ( ______ ) 

AUTHORIZATION FOR RELEASE OF PERSONAL HEALTH INFORMATION: I authorize use and disclosure of my 
personal health information for the purposes of diagnosing or providing treatment to me, obtaining payment for my care, 
or for the purposes of conducting the healthcare operations of Bevill and Associates LLC. I authorize Bevill and Associates 
LLC to release any information required in the process of applications for financial coverage for the services rendered. 
This authorization provides that Bevill and Associates LLC may release objective clinical information related to my 
diagnoses and treatment, which may be requested by my insurance company or its designated agent.  
Initial Consent► ( ______ ) 

PLEASE SIGN BELOW TO INDICATE THAT YOU HAVE READ AND UNDERSTAND THE ABOVE NOTIFICATIONS AND 
THAT YOU ARE CONSENTING TO RECEIVE TREATMENT BY Bevill and Associates LLC: 

► ________________________________________________Date _______________ 
 Signature 

________________________________________________________ 
 Printed Name 


