
Counseling Center Adult Client Information 

Name: _____________________________________________________ Date of Birth: ____________ Age: _____ 

Address: _____________________________________________________________________________________ 

City: ____________________________________________ State: _____________________ Zip: ______________ 

Social Security #: ____________________________ Gender: _________ Race: __________ Ethnicity: __________ 

Home Phone: _____________________     Mobile: _____________________       Work: _____________________ 

Email: _______________________________________________________________________________________ 

Preferred method of contact:             Mobile            Home           Work  /        Voice             Text           Email  

Employer/School: _____________________________________________________________________________ 

Religion: ________________________ Church: _____________________________________________________ 

Marital Status:   Single  Live-In   Married  Divorced  Widowed 

Military Status:  Active  Veteran   Disabled   Retired   Dependent 

Spouse (if applicable): Name: ___________________________________________________________________  

Date of Birth: ______________ Age: _______ Social Security #: ________________________________________ 

Employer: ___________________________________________________________________________________ 

Emergency Contact Name: _____________________________________ Relation: ________________________ 

Home/Cell Phone: __________________________ Work Phone: _______________________________________ 

Address: ____________________________________________________________________________________ 

Financial and Insurance Information 

Primary Insurance: _______________________________ Policy/Member ID #: __________________________ 

Policy Holder’s Name: ____________________________ Policy Holder’s Social Security #: _________________ 

Policy Holder’s Date of Birth: _________________ Policy Holder’s Employer: ____________________________ 

Secondary Insurance: ____________________________ Policy/Member ID #: ___________________________ 

Policy Holder’s Name: ____________________________ Policy Holder’s Social Security #: _________________ 

Policy Holder’s Date of Birth: ___________________ Policy Holder’s Employer: __________________________ 

In order to file your insurance, we must have a copy of your insurance card(s). 

For Office Use Only: 
Date of Visit:___________ 
Patient #:______________ 
Clinician:______________ 
Payment Type:__________
OQ:__________________
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   Mental Health Information: 

What has happened to cause you to seek counseling? (continue on back if needed) 

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________ 

Have you received previous mental health care?         Yes           No      

If so, what dates did you receive treatment? 

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________ 

General Health Information: 

Are you presently under the care of a physician?          Yes            No 

Name of physician/psychiatrist:  ________________________________________________________________ 

Physician’s telephone number: _________________________________________________________________ 

Types and dates of surgeries: ___________________________________________________________________ 

___________________________________________________________________________________________ 

Do you drink alcohol?          Yes          No      If yes, how many drinks daily? ____________________________ 

List medication(s) taken regularly: _______________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________  _____________________________ 
Client Signature  Date 

SOCIAL MEDIA POLICY 
Pastoral Institute staff will not accept friend requests or contact requests from current or former clients on any 
social networking site; i.e., Facebook, LinkedIn, etc. Adding clients and/or family members as friends or contacts on 
these sites can compromise a client’s confidentiality and our mutual privacy. It may also blur the boundaries of the 
therapeutic relationship. If you have questions, please do not hesitate to discuss the issue with your clinician. 
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AUTHORIZATION TO RELEASE INFORMATION AND ASSIGNMENT OF BENEFITS  
I hereby authorize the Pastoral Institute or any member of its staff, to release to my insurance company or companies 
any information acquired in the course of my examination or treatment necessary for payment of insurance claim. The 
insurance company is hereby authorized to pay the Pastoral Institute, Inc., basic benefits and/or major medical benefits 
for medical and/or treatment expenses, or to include their name on the check payable to patient for medical and/or 
expenses.  
For Tricare Beneficiaries: I consent to the Pastoral Institute, as a Military Treatment Facility (MTF) to send a copy of 
my Protected Health Information (PHI) to referring MTFs for continuity of care.  

___________________________
Date  

________________________________________________
Client Initials

FINANCIAL POLICY AND AGREEMENT 

For those with health insurance, the Pastoral Institute will assist in filing claims and seeking reimbursement. The Pastoral 
Institute cannot guarantee insurance reimbursement. It is the responsibility of the patient to follow up with the 
insurance company to make sure they pay the claims correctly. If the insurance company does not pay within 90 days, 
the unpaid balance is due from the Guarantor. Some insurance coverage for mental health services requires pre-
authorization. The patient must call for authorization. The insurance company will not pay for services that have not 
been authorized. All fees charged are the direct responsibility of the client. Payment of any and all services rendered will 
be expected from the guardian that escorts the patient to his or her appointments. It is the policy of the Pastoral 
Institute to bill for any appointment cancelled without a 24-hour notice.  

Payment for co-pay or deductible is due at the time service is rendered. Accounts that become more than ninety (90) 
days past due may be forwarded to a collection agency. All returned checks are forwarded to Check Care for collection. 
Check Care adds an additional fee for collection.  

Financial Agreement: 
I understand the above financial arrangements. I also understand I will receive a statement each month if there is a 
balance due from me. I agree that the statements are correct unless questioned within thirty (30) days in writing or by 
telephone contact with the Pastoral Institute Business Office.  

___________________________
Date  

________________________________________________
Client Initials

PASTORAL INSTITUTE BROKEN APPOINTMENT POLICY 

Your appointment time has been reserved just for you. If you find it impossible to keep your appointment time, please 
call us at least 24 hours in advance. Failure to call our office and cancel your appointment 24 hours in advance will result 
in a charge of half of the standard session fee. We offer appointment reminder phone calls and/or texts 48 hours
prior to your appointment. However, this is a courtesy and you are still responsible for canceling your appointment at
least 24 hours in advance.  

_______________________________________
Client Initials

__________________________
Date  
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COUNSELING, CONFIDENTIALITY, PRIVACY PRACTICE AND NON-RECORDING AGREEMENT 
I understand that over the course of therapy, whatever assessments, tests or other clinical care that is recommended 
will be fully explained to me and that I have the option to accept or reject such care.  I understand that the PI is 
committed to quality care.  I may contact the Clinical Director regarding any questions about my therapist or concerns 
about quality of care.  I understand that the PI may call my home or other designated location and leave a message on 
voice mail or in person to assist the practice in carrying out health care operations, such as appointment reminders, 
insurance concerns, and any call pertaining to my clinical care.  I have read the above and give my consent to the 
counseling process of the PI.  I have also read and understand the Pastoral Institute’s statement regarding the limits of 
confidentiality.  In addition, I have had an opportunity to review the Pastoral Institute’s Notice of Privacy Practices and 
have had an opportunity to obtain a copy and ask questions to seek clarification I needed about these important 
materials.  

Recording may only take place with the knowledge and explicit consent of ALL (not just one) clients, therapists, and 
other persons present during a session or other interaction, whether face-to-face or taking place by live textual, audio, 
or video link. 

Consent for each recording must take the form of dated written signatures from all persons on a paper form available 
for that purpose, with a copy to each person recorded. Additionally, the recording itself must include the live consent of 
all persons present, with such consent stated at the start of the recording or when they join a session or interaction 
already in progress. 

_________________________________________________ 
Client Initials

___________________________
Date  

INFORMED CONSENT FOR COUNSELING SERVICES AGREEMENT 

It is important to Pastoral Institute’s leadership and staff that we are culturally competent and aware of needs of 
different population groups. We strive to be respectful and inclusive of spiritual beliefs and attitudes, healing 
practices, and cultural/linguistic diversities. We believe as PI practitioners that this brings about positive change as we 
understand differing cultures among various communities and are able to work with everyone within his/her context.  

I am aware that the practice of counseling is not an exact science, and I acknowledge that no guarantees have been 
made to me as to the results of treatment by the Pastoral Institute’s (PI) staff members.  I agree to collaborate with my 
therapist and other appropriate professional staff members of the PI for the purpose of assessment and evaluation of 
my current situation to work together to identify appropriate goals and methods of achieving them.  

________________________________________________
Client Initials

___________________________
 Date  

EMPLOYEE ASSISTANCE PROGRAM (EAP) OR COVENANT CONGREGATION PROGRAM (CCP) UTILIZATION

I would like to use Employee Assistance Program (EAP) or Covenant Congregation Program (CCP) benefit if I am eligible:         

Yes           No

________________________________________________
Client Initials

___________________________
 Date  

________________________________________________
Name of Company or Congregation

________________________________________________
Name Employee/Member

________________________________________________
Relationship to Employee/Member

________________________________________________
Department Name
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________________________________________________
Client Initials

____________________________________________
Date  

Consent for Adult Participation with OQ outcome measures 

The Pastoral Institute is committed to providing quality care to our clients. As a part of this commitment, we are 
implementing the use of outcome surveys to measure the effectiveness of treatment and the quality of the 
therapeutic relationship. All survey information will be maintained in a confidential, HIPAA-compliant web server and 
can only be accessed by your therapist. 

The process would involve your agreement to receive emails prior to an appointment which will ask you to rate your 
progress and then discuss the information with your clinician in session. The email will give you the unique log-in 
information you need to go to the OQ server and complete a short survey. We will request you to do the assigned 
survey 1-2 hours prior to your scheduled appointment.  

You are able to withdraw consent for participation at any time. 

_______ Yes, I wish to participate in the OQ outcome measures process and agree to receive emails. My 

email address is   ____________________________________. 

_______ No, I do not wish to participate in the OQ outcome measures process at this time. 

SECURE MESSAGING WITH THERAPIST CONFIDENTIALITY RELEASE AGREEMENT

_____________________________________________________________________________________________ 
E-mail Address

I agree to setting up a patient portal for email and record communication. I understand that confidentiality 
of e-mail communications with my therapist cannot be guaranteed. I further agree that I will not attempt to extend 
therapy via e-mails. I will handle any therapeutic issues during my face to face meeting or by telephone in case of 
emergency.

E-mail is not appropriate for urgent or emergency situations. Provider cannot guarantee that e-mail will be read or 
responded to within a  period of time.  Possible e-mail-related concerns can include, but are not limited to the following:

• E-mails go through several intermediate stations before reaching their destination. Someone at any point along the 
line could access the e-mail and even store the message contained within it.
• E-mails may remain stored in various places of a computer system and could surface at a later time.
• Computers, particularly those on DSL lines, are vulnerable to electronic eavesdropping.

Knowing the above information and considering other possibilities not yet known that could further jeopardize 
confidentiality, I give my permission to my therapist to respond to Pastoral Institute to set up a patient portal.  

___________________________  
Date  

_____________________________________________ 
Client Initials 
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INFORMED CONSENT FORM FOR TELEMENTAL HEALTH

This Informed Consent is an agreement, intended as a supplement to the general informed consent that we 
agreed to at the outset of our clinical work together, and does not amend any of the terms of that 
agreement.  Your signature below indicates agreement with these additional terms and conditions.  This 
document contains important information focusing on providing counseling/therapy via telecommunications 
– internet or phone.

We, the Pastoral Institute, offer counseling via traditional in person on-site sessions, video conferencing, 
and telephone formats. Telemental health is considered any of those methods other than on-site.  If your 
counseling needs are appropriate for telemental health, you may participate in counseling, either in person, 
through telemental health formats, or in any combination of services.

Client responsibilities for participation in telemental health counseling: 

The client should:
Verify with your insurance or EAP providers to make sure telemental health sessions are 
covered under your plan.  
Be in the state in which the clinician is licensed to practice.  Clinician will ask and notate your 
location.

Be in an area that is safe and provides privacy.

Be in an area that is appropriate for a video session, such as a home office.

Refrain from the use of alcohol, illicit drugs, or any mind-altering substances prior to session.

Dress appropriately as you would if you were attending a session in office. 

Do not have anyone else in the room unless you first discuss it with your clinician.

Do not record sessions without first obtaining your clinician’s agreement.

Do not conduct other activities, such as driving, while in session.

Do not bring weapons of any kind to session.

Minors should have a parent or guardian with them at the location of the web-based session, 
unless otherwise agreed upon with their clinician.

2 0 2 2  1 5 T H  A V E N U E  •  C O L U M B U S ,  G E O R G I A  3 1 9 0 1
( 7 0 6 )  6 4 9 - 6 5 0 0  •  W W W. PA S T O R A L I N S T I T U T E . O R G

Client Name Date of Birth (mm/dd/yyyy)
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To prevent unnecessary hardship, if you are troubled by anything your clinician may have said during a video 
or phone based session, it is important to remember that clinicians of the Pastoral Institute are highly trained 
professionals who have only the highest positive regard for you and your concerns.  If you have any ill feelings 
or misunderstandings that may have arisen during your session, please make sure to discuss your concerns 
with your clinician as soon as possible.  

Confidentiality and Records:
All of your Protected Health Information (PHI) is retained, as it would be for any in person session.  The Notice 
of Privacy Practices (click here to view) that was given to you at intake provides detailed information on how 
private information about your health care is protected, and under what circumstances it may be shared. 
Although it is not guaranteed that these methods will prevent all possible confidentiality breaches, they are 
designed with the intention of protecting the privacy of your clinical record.  Your information is stored via 
Greenway Intergy Electronic Health Record Systems, (Intergy) (which is designed for healthcare providers) and 
includes a Business Associate Agreement for HIPAA compliance.  Intergy uses federally approved, point-to-
point encryption and will retain your records indefinitely. 

Risks / Client’s Responsibilities / Client’s Protection:
When using telecommunication technology, there is a risk that it may be forwarded, intercepted, circulated, 
stored, or even altered, and the security of the devices used may be compromised.   We take every reasonable 
precaution to protect the privacy and security of all electronic communication.  However, it is not possible to 
guarantee complete security of the information.  If you use any methods of electronic communication with 
your clinician, other than recommended secure messaging through the client portal, there is a chance that a 
third party may be able to intercept that communication.  

It is important to be aware that family, friends, co-workers, employers, and hackers may gain access to any 
technology, devices, or applications that you use.  We encourage you to communicate only through a 
computer, phone, or any other device that you know to be safe.  You are responsible for reviewing and 
maintaining the privacy and permission settings of any applications or technology you use. 

Possible Limitations of Telemental Health:
Telemental health should not be viewed as a substitute for in person counseling or medication management.  
It is an alternative form of counseling with possible benefits and limitations.
By signing this document, you agree that you understand that telemental health:

May lack visual and/or audio cues, which may cause misunderstanding.

May have disruptions in the service and quality of the technology used.

May not be appropriate if you are having suicidal or homicidal thoughts, acute psychosis, 
or another emotional crisis.

When using secure email through the portal, there might be a delay in your clinician receiving 
and responding to your message.  It is also possible that technical difficulties may prevent the 
message or response from being delivered. 

https://pastoralinstitute.org/file_download/6bde56af-aeb1-4a91-a4ef-2f41dad3e070
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Email:
We, the Pastoral Institute staff, strongly discourage the use of email because this format is not considered a 
secure form of communication and does not meet HIPPA compliancy standards.  However, you can use secure 
messaging with your clinician through the client portal for non-emergency issues.  These correspondences 
become part of your clinical record. You simply send a portal email to your clinician and within two business 
days you will receive a response.  Examples of appropriate use of the client portal include, but are not limited 
to, scheduling appointments or asking questions about mental health benefits.   

Texting:
To protect your privacy, we, the Pastoral Institute staff, DO NOT use SMS or MMS texting with clients.  

Cost of Sessions:
The same fee rates will apply for telemental health as apply for in-person therapy; however, insurance or other 
managed care companies may not cover sessions conducted via telecommunication.  If your insurance, HMO, 
managed care, EAP/CCP provider, or other third-party provider does not cover telemental health sessions, 
you will be solely responsible for the entire session fee.  It is strongly recommended that you contact your 
insurance company prior to engaging in telemental health sessions to determine whether these sessions are 
covered. 

You are responsible to pay any co-payment and/or deductible at the time of your session.  You are also 
responsible for any payments in which your insurance provider refuses to reimburse.  If you have insurance 
with a company in which your clinician is not paneled, an invoice and receipt can be provided to you to submit 
to your insurance company.

Cancellations and No Shows: 
Your appointment time has been reserved just for you.  If you find it impossible to keep your appointment 
time, please call us at least 24 hours in advance.  Failure to call our office and cancel your appointment 24 
hours in advance will result in a late cancelation fee, which is 50% of the standard session rate.  We offer 
appointment reminder phone calls 48 hours prior to your appointment; however, this is a courtesy and you are 
still responsible for canceling your appointment at least 24 hours in advance.  

If you do not initiate the meeting at your scheduled time, or contact your clinician within five (5) minutes 
of your session start time, it will be considered a no show and you will be charged for the session.  By not 
canceling your appointment as stated in the cancellation policy above, you are agreeing to pay the no show 
fee, which is 50% of the standard session fee.  Inform your clinician if you would like him/her to contact you in 
the event you do not initiate your session within the first five minutes of the start time of your session.   

Video conferencing counseling sessions are held via OTTO Health.   You will be sent an email one day prior 
to your session and thirty (30) minutes prior to session as reminders.  It is recommended that you sign on to 
your OTTO Health account initially at least twenty (20) minutes prior to your start time to complete a short 
questionnaire.   Subsequent appointments, please sign in at least five (5) minutes prior to your session start 
time.  You are responsible for initiating the connection with your clinician at the time of your session. Once you 
initiate the session, you will be placed in a virtual waiting room and the clinician will join you shortly.  

Privacy Protocol During Telemental Health Sessions:
Always use a private and safe environment for your sessions.  If someone enters your space during your session 
at your location, simply acknowledge their presence by saying hello and your clinician will automatically 
disconnect from the session.  This is to protect your privacy.  Inform your clinician if you would like to establish 
a different procedure for handling interruptions. 
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Verification of Identity:
If sessions are requested via phone, you will need to have a brief interaction either on-site, or via video 
conferencing in order to verify your identity by matching you with your picture ID.  During this initial 
verification, you will choose a phrase or number that you will use for all future sessions.  This process protects 
you from another person posing as you.  

Emergency Management for Telemental Health:
For your safety and in case of an emergency, the following points are important and necessary.  Therefore, by 
signing this agreement form you are acknowledging that you understand and agree to the following:

You, the client, will inform your clinician of the location where you will be consistently 
located during your sessions, and will inform your clinician if this location changes.

You, the client, will identify on your client information form the name of a person who your 
clinician is allowed to contact in the event that he/she believes you are at risk of harming 
yourself or others.  

Depending on your clinician’s assessment of risk, you, the client, or your clinician may be 
required to verify that your emergency contact person is able and willing to go to your 
location in the event of an emergency, and if your clinician deems necessary, call 911 and/
or transport you to a hospital.  In addition, your clinician may assess, and therefore require 
that you create a safe environment at your location during the entire time that you are in 
treatment with the Pastoral Institute.  

Backup Plan in Case of Technology Failure:
The most reliable backup is a telephone.  It is recommended that you always have a phone available and that 
your clinician knows the phone number you intend to use as a backup. 

If you get disconnected from a video session, you should end and attempt to restart the session.  If you are 
unable to reconnect within five minutes, call your clinician at the Pastoral Institute 706-649-6507, ext        .  

Unless you request otherwise, if your clinician does not hear from you within ten (10) minutes, he/she will call 
you at the number you provided on the client information form.  

If you are disconnected during a phone session, call your clinician back immediately.  If you and your clinician 
are unable to reconnect via the phone, your clinician will send you a message via the client portal. 

Client Full Name

I accept the terms of this agreement and I affirm that I, 
am responsible for executing this agreement on the date of 

Complete/signed forms may also be faxed to our secure fax at (706) 649-6521

Date (mm/dd/yyyy)

Full Name of Person Filling Out Form Relationship to Client
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