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Adult Client Intake Form 

Demographics

Name: _______________________________________________________ Date: ___________________ 

Address:  _____________________________________________________________________________  

City: ____________________ State: _______ Zip: ___________ County: __________________________ 

It is customary practice to mail a letter of termination at the end of treatment. If the above is
not a safe or preferred mailing address for you to receive mail at, please provide an alternate 
mailing address here: 
______________________________________________________________________________ 

Phone: (H) _______________________ (C) _______________________  (W) ______________________ 

Email: _________________________________________ Method of contact: Phone or Email (circle one) 

Age: ________ Gender: ____________ DOB: ____________ Religious Affiliation: ___________________ 

Employer: ________________________________  Occupation: _________________________________ 

Marital Status:     Single     Married (______years married )     Divorced   Widowed      (circle one) 

Children: Name Age 

____________________________________ __________________ 

____________________________________ __________________ 

____________________________________ __________________ 

____________________________________ __________________ 

Referred by: _________________________________________________________________________ 

☐ Therapist  ☐ Church  ☐ Physician  ☐ Agency  ☐ Friend  ☐ Internet

Emergency Contact Name: ______________________________________________________________  

Relationship: _________________________________ Phone Number: __________________________ 

Previous Counseling 

Have you had any previous counseling?   ☐ Yes  ☐ No      

Name of therapist: ____________________________________ Date of counseling: _________________ 

Would you be willing to sign a release of information to talk with previous counselor?   ☐ Yes  ☐ No      
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Medical/Mental Health Information 

Physician: _________________________________________ Location: ___________________________  

Are you currently taking medication for a mental or emotional condition?   ☐ Yes  ☐ No      

Please list conditions and medications: _____________________________________________________ 

_____________________________________________________________________________________ 

Have you ever been hospitalized for a mental or emotional condition?   ☐ Yes  ☐ No      

If so, please list where and when: _________________________________________________________ 

_____________________________________________________________________________________ 

Current medical health problems and medications: ___________________________________________ 

_____________________________________________________________________________________ 

Are you on disability?   ☐ Yes  ☐ No  If yes, please describe: _________________________________ 

_____________________________________________________________________________________ 

Do you currently use:    ☐ Alcohol   or   ☐ Drugs 

Never Rarely Socially  Frequently Daily (circle one) 

Are you in treatment (such as outpatient) or utilizing support groups (such as AA)?   ☐ Yes  ☐ No      

If yes, please describe: __________________________________________________________________ 

What types of self-care practices have been helpful to you in the past when dealing with difficult 
situations?  

These may be things you learned from previous therapy or discovered on your own. Examples: journaling, 
exercising, workbooks, prayer, support groups 

_____________________________________________________________________________________ 

What are some of your hobbies/interests?__________________________________________________ 

Reasons for Seeking Counseling 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

In a few words, what do you think therapy is all about? ________________________________________ 

_____________________________________________________________________________________ 

How long do you think therapy should last? _________________________________________________  

How long are you able to commit to therapy? _______________________________________________ 

What personal qualities do you think the ideal therapist should possess? _________________________ 

_____________________________________________________________________________________ 

Client Signature: _______________________________________________ Date: ___________________ 
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Please Mark All That Apply 

1.  Depressed mood 
2.  Lost interest in most activities 
3. Increased appetite 
4. Decreased appetite 
5. Weight gain 
6. Weight loss 
7. Difficulty going to sleep 
8. Difficulty staying asleep 
9. Fatigue/ Loss of energy 
10. Feelings of worthlessness 
11. Inappropriate guilt 
12. Difficulty concentrating 
13. Preoccupation with death 
14. Suicidal thoughts 
15. Excessive or uncontrollable worry 
16. Restlessness 
17. Irritability 
18. Decreased need for sleep 
19. Increased talking 
20. Racing thoughts 
21. Distractibility 
22. Elevated mood 
23. Engaging in risky, pleasurable  

 activities 
24. Mood swings 
25. Feelings of panic 
26. Pounding heart/ Chest pains/  

 Shaking 

27. Shortness of breath/ Dizziness/  
 Sweating 

28. Recurrent undesirable thoughts 
29. Repetitive behaviors or mental acts 
30. Nausea or abdominal stress 
31. Fear of losing control 
32. Fear of dying 
33. Recurrent intrusive memories 
34. Flashbacks 
35. Efforts to avoid memories 
36. Fear of social situations 
37.  Alcohol problems 
38. Drug use problems 
39. Compulsive dieting 
40. Vomiting/ Use of laxatives 
41. Marital problems 
42. Sexual problems 
43. Impulsivity 
44. Feeling overwhelmed 
45. Anger 
46. Easily upset/ On edge 
47. Careless, forgetful, easily distracted 
48. Difficulty organizing/ Losing things 
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Social Media Policy 

This document outlines our policies related to the use of social media. As new technology develops and the internet changes, we will 
update this policy accordingly. 

Friending 
I do not accept friend requests from current or recent former clients on any social networking site. I believe that adding clients as 
friends on these sites and compromise client confidentiality and client’s respective privacy. It may also blur the boundaries of the 
therapeutic relationship. 

Fanning/ Liking 
The Refuge Center for Counseling keeps a Facebook Page to inform people of events and topics of concern in the Mental Health 
Field. However, I do not accept clients as Fans on my personal Facebook page. I believe having clients as Facebook Fans creates a 
greater likelihood of compromise client confidentiality and I feel it is best to be explicit to all who may view my list of Fans/Likes to 
know that they will not find client names on that list. Note: Anyone can view and Fan/Like The Refuge Center for Counseling 
Facebook page. However, The Refuge Center for Counseling Facebook page does not accept Friend Requests to protect the 
confidentiality of clients. Please note that The Refuge Center for Counseling Facebook page is viewed by the public and anything you 
should ‘comment’ or ‘like’ will have your name listed on the Facebook page. You are always free to view The Refuge Center for 
Counseling Facebook page without liking or commenting. 

Interacting 
Clients are not to use messaging on social media sites such as Facebook, Twitter, Instagram, or LinkedIn to contact me. These sites 
are not secure and I may not read these messages in a timely fashion. Do not use wall posts, @ replies, or other means of engaging 
with me in public online if we have an already established client/ therapist relationship. Engaging with me this way could 
compromise confidentiality. It may also create the possibility that these exchanges become a part of the client’s legal medical record 
and will need to be documented and archived in their chart. If clients need to contact me between sessions, the best way to do so is 
by phone or direct email. See the email section below for more information regarding email interactions. 

Use of Search Engines 
It is NOT a regular part of my practice to search for clients on Google, Facebook, or other search engines. Extremely rare exceptions 
maybe made during times of crisis. If I have reason to suspect that a client is in danger and I have not been able to connect with a 
client via our usual means (coming to appointments, phone, or email) there might be an instance in which using a search engine 
becomes necessary as part of ensuring client safety. These are unusual situations and if I ever resort to such means, I will fully 

document it and discuss it with my client when we next meet. 

Email 
Email is not completely secure or confidential. For those who choose to communicate with me by email. Be aware that all emails are 
retained in the logs of your and my Internet service providers. While it is unlikely that someone will be looking at these logs, they 
are, in theory, available to be read by the system administrator(s) of the Internet service provider. Emails I receive from clients and 
former clients along with any responses that are related to treatment and diagnosis may be printed out and kept in respective 
treatment records. The Refuge Center for Counseling does have a newsletter that goes out regularly and I often send out other 
information re: upcoming events, groups, etc. that may be of interest to my current and former clients in addition to the community 
at-large. Clients will be given a chance to opt-in to receive these emails. Anyone on this email list can always opt-out of receiving this 
information. Current and former client email information is always kept secure and not shared with any third parties. 

Conclusion 
Thank you for taking the time to review my Social Media Policy. If you have questions or concerns about any of these policies and 
procedures or regarding our potential interaction on the internet, please bring them to my attention so that we can discuss them. 

Client(s) Signature(s): _______________________________________________________ Date: ___________________ 
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I acknowledge I have received a copy of Rachel Bollinger Counseling 
Disclosure Statement and Practice Policies.

Client(s) Printed Name(s): ________________________________________________________ 

Client(s) Signature(s): ___________________________________________________________ 

Date: _______________________ 

FOR OFFICE USE ONLY 

I attempted to obtain written acknowledgement of receipt of my Disclosure Statement and
Practice Policies, but acknowledgement could not be obtained because: 

☐ Individual refused to sign

☐ Communication barriers prohibited obtaining acknowledgment

☐ An emergency situation prohibited obtaining acknowledgement

☐ Other (please specify): __________________________________
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DISCLOSURE STATEMENT/PRACTICE POLICIES 

Clinician Name: Rachel Bollinger, M.MFT,  MFTC #13726 

Business Address: 12050 N. Pecos St. Ste 170 Westminster, CO 80234 Phone: 720-648-8285 ext. 5 

The practice of both licensed and registered persons in the field of psychotherapy is regulated by the Mental Health 
Section of the Division of Registrations.  Questions and complaints may be directed to The Board of Licensed 
Marriage and Family Therapist Examiners, which can be reached at 1560 Broadway, Suite 1350, Denver, Colorado 
80202, (303) 894-7800. 

Confidentiality: 
I understand that my records will be held in confidence as defined by the Colorado Mental Health Services 

pursuant to Colorado Revised Statutes  (CRS 27-65-101 et.seq. & Standard CF.1 et.seq.). Mental Health Providers are 
required by law to report suspected child abuse and elder abuse as well as if there is a threat of self-harm or harm to 
others. Additionally, should financial collection procedures be required, contact information as well as dates of unpaid 
services will be disclosed to the collection agency. 
     In communication, clients sometimes prefer to communicate via text message or email. I do accept this form of 
communication, however it is important for the client to understand that email is not a secure mode of 
communication. The correspondence is at risk of being intercepted, can be monitored by email providers, and human 
error could result in someone else receiving the email other than the intended therapist. It is also important to note that 
text messaging carries the same level of risk. Text messages can be intercepted, stored on a device and later read by 
others, read by phone providers, or sent to non-intended individuals. If the client chooses to correspond with me via 
text messaging or email, the messages and emails will be printed off and kept in the client’s file.  
     When working with minors, I will not share the content of sessions with parents/guardians, unless the content must 
be shared for safety reasons or if my therapist judgment warrants sharing content for the welfare and health of the 
minor.  I will discuss progress and treatment plan in general terms with parents/guardians.  Parents are encouraged to 
be a very active part of the counseling process; be prepared to be in session with your child at times and to have 
“homework assignments” for your family. Parents are required to remain in the building during their child’s (under 
age 16) appointments to be available for emergencies and to be involved in the therapeutic process. 

Rachel Bollinger Counseling provides services in accordance with the following rights and guidelines: 
• You are entitled to receive information about the methods of therapy, the techniques used, the duration of therapy

(if known) and the fee structure.
o Fees are $125 per session. Each session is 50 minutes. There will be a $125 fee for appointments

cancelled within 24 hours of the appointment time.
o If court services are required they will be billed at $250/hour. This includes testimony time,

commuting, records review, and affidavit writing. Testimony services are not guaranteed.
• In a professional relationship, sexual intimacy is never appropriate and is illegal in Colorado. It should be reported

to the Board that licences, registers, or certifies the licensee, registrant or certificate holder.
• Neither Rachel Bollinger, MFTC nor The Marriage and Family Clinic is an emergency service. In case of an

emergency, please dial 911 or go to an emergency room.
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• You have the right to refuse treatment and also to terminate at any time without the therapist’s consent (unless you
are court ordered). You may seek a second opinion from another mental health provider at any time.

• You have the right to complain about services at any time without retaliation.
• You have the right to inspect your records or have them shown to anyone designated by you in writing. If you are

denied access to records, to know why and how to appeal.
• Your records may be shared with the treatment team at The Marriage and Family Clinic for purposes of

consultation, collaboration and supervision. Any information shared will be held in strict confidence by the
treatment team.

• Treatment records are the property of Rachel Bollinger, MFTC. You may request copies in writing. Clinical
records will be destroyed after 7 years if no further treatment is rendered.

• As to the regulatory requirements applicable to mental health professionals: 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 masters 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 bachelors 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 masters degree and meet
the CAC III requirements. A Registered Psychotherapist is registered with the State Board of Registered
Psychotherapists, is not licensed or certified, and no degree, training or experience is required.

Do you have any questions about fees, confidentiality, or other matters?                                ☐ Yes  ☐ No
I understand my rights as a client. I agree to the terms above.                                      ☐ Yes  ☐ No
I give permission for the therapist to correspond with me via text messaging and/or email        ☐ Yes  ☐ No
     **Emails and texts related to the clinical process may be printed and become part of the client’s records. 

☐ email only   ☐ text only
I agree to the fee payment of $125 ☐ Yes  ☐ No

_________________________________________________________     ______________________________________________________ 
Client Signature      Date Client Signature  Date 

___________________________________________        ____________________________________________      
Client Signature         Date          Client Signature (Parent or Legal Guardian)         Date 




