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  NEW CLIENT INFORMATION 
 
Welcome. Thank you for choosing The Oaks Life Center Counseling.  The following information is needed in order to serve you 
properly.  All information is strictly confidential.  
 
Client’s Name:  _______________________________________ DOB:________________ Age:______  Gender:_______________ 
 
Parent/Legal Guardian: ____________________________________ Other Parent: ________________________________________ 
 
Address: ______________________________________ City: ____________________ State: _________ Zip: _________________ 
   
Primary Phone: _______________________ Secondary Phone: _______________________ OK to leave a message?  Yes___ No___ 
 
Email Address: ______________________________________________OK to send e-mails/ appointment reminders?  Yes___ No___ 
 
SSN:  _______________________ Marital Status:  Single ___ Divorced ___ Widowed ___ Married ___   Race: _________________ 
 
Employer/School:  ___________________________________________________ Grade: ___________________________________    
 
Current or previous Military Service?  ___Yes ___No    # of Years: ________ Dates: ______________________________________ 
 
Who referred you to counseling? _________________________________________________________________________________ 
 
Primary Care Physician: _____________________________________________ Phone:  __________________________________ 
 
Psychiatrist Name: _________________________________________________  Phone: ___________________________________ 
 
Emergency Contact: ____________________________________ Relationship: ___________________ Phone: _________________ 
 
Household information: (spouse, children, roommate, partner who may be living in the home) 
 
Name              Relationship               Date of Birth  
 
______________________________________    ___________________________________________   _______________________ 
 
______________________________________    ___________________________________________   _______________________ 
 
______________________________________    ___________________________________________   _______________________ 
 
______________________________________    ___________________________________________   _______________________ 
 
Minor Clients: 
 
Primary Custodial Parent? ____________________________________________________________________________________ 
 
With whom does the child reside? ______________________________________________________________________________ 
 
Non-custodial Parent?  ____________________________________________ Phone: ____________________________________ 
 
**PLEASE NOTE: A COPY OF A CURRENT CUSTODY AGREEMENT IS REQUIRED PRIOR TO YOUR FIRST 
SESSION.  
  



 
  

The Oaks Life Center 
6012 Reef Point Lane, Suite C Ft. Worth, TX  76135 (Phone) 682-312-8184 (Fax) 817-238-1232 

 

 2 

CLIENT NAME:_______________________________________________________ 
 

Briefly describe what brings you to counseling at this time: 
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________ 
 
What are your goals for counseling?  
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________ 
 
Previous Mental Health Treatment:     ____Check here if NONE 
 
Therapist Name: _______________________________________________ Dates: ________________________________________  
Presenting Issues: ______________________________________________Outcome: ______________________________________ 
 
Have you ever been hospitalized for psychiatric/mental health reasons? Yes ____ No ____ 
Date: _________________________ Hospital: ___________________________ Reason: ___________________________________ 
Date: _________________________ Hospital: ___________________________ Reason: ___________________________________ 
Date: _________________________ Hospital: ___________________________ Reason: ___________________________________ 
 
Medical History: 
Current Medical Conditions: ____________________________________________________________________________________ 
____________________________________________________________________________________________________________ 
 
Current Medications: 

Medication Dosage How Long?` Reason Doctor 
     
     
     
     
     

Medications taken in the past for mental health issues: ________________________________________________________________ 
____________________________________________________________________________________________________________ 
Medication Allergies:  _________________________________________________________________________________________ 
 
Past or present drug or alcohol use? ______________________________________________________________________________ 
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________ 
 
Other Concerns (Please indicate areas which are impacting you/your child, and/or family and provide a brief explanation)  
Financial Problems____________________________________________________________________________________________ 
Legal Problems_______________________________________________________________________________________________ 
Social Support________________________________________________________________________________________________ 
Physical Abuse (past or present)__________________________________________________________________________________ 
Sexual Abuse (past or present)___________________________________________________________________________________ 
Addiction____________________________________________________________________________________________________ 
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INSURANCE INFORMATION: Please complete form if you are using behavioral health benefits and provide your insurance card upon 
check-in. Thank you. 
 
We ask that you verify your insurance benefits and complete the insurance form prior to your first session so you know what your financial 
responsibility is up front including behavioral health coverage, co-pay amount and deductible. Please note that mental health coverage and 
benefits may be different from medical benefits.    
 
We understand that insurance plans can be confusing.  If for any reason you are unable to verify your insurance benefits prior to your initial 
assessment or if you need help to perform this service we ask that you send your Client Registration Form at least 48 hours in advance. 
 
PLEASE NOTE:  We will make every attempt to verify your benefits for you however you are ultimately responsible for your insurance 
plan coverage, denied claims due to lack of coverage for behavioral health services or incorrect insurance information. 
 
PRIMARY INSURED INFORMATION (Person who carries the insurance plan) 
 
Insurance Plan Name: _______________________________________ID#_______________________________________________ 
 
Insurance Phone: __________________________________________Group# ____________________________________________ 
 
Primary Insured Name: ________________________________________________________________________________________ 
 
Primary Insured Relationship to Patient: ___________________________________________________________________________ 
 
____ Primary insured address is the same as client’s (if different, please list below) 
 
Primary Insured Address: ______________________________________________________________________________________ 
 
Primary Insured Date of Birth: __________________ Primary Insured SS# (must complete to file insurance): ___________________ 
 
Primary Insured Employer: _____________________________________________________________________________________ 
 
Do you have a deductible? __________________________How Much? _____________________Is It Met?  Yes ____No____ 
If your insurance deductible is not met at time of the first appointment or if your insurance has not been verified you will be required 
to pay the insurance rate for your plan for the first session until verified. 
 
Co-pay amount or % you have to pay? ____________________________________________________________________________ 
 
Do you need a pre-certification or authorization number? _________________________Number: _____________________________ 
 
If so please complete start date and total # of sessions authorized: _______________________________________________________ 
 
If authorization or pre-certification is required please call our office at 682-312-8184 to verify this information prior to your first 
session as some employee plans may not be accepted by The Oaks Life Center.  EAP authorization is required prior to your first visit. 

 
CONSENT TO BILL AND ASSIGNMENT OF BENEFITS 

 
I hereby authorize and direct payment to The Oaks Life Center/Debra Mattocks, LCSW for counseling benefits, if any, 
otherwise payable to me under terms of my insurance plan.  I hereby authorize The Oaks Life Center/Debra Mattocks, LCSW 
to release any required information regarding my treatment for billing purposes. I understand that this does not relieve me of 
my obligation to pay such bills if not paid by my insurance company and that I am financially responsible for charges incurred 
by myself and/or my dependents. I hereby authorize photocopies of this form to be as valid as the original. 
 
 
_______________________________________________________________  _______________________________ 
Client/Legal Guardian’s Signature      Date 
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CONSENT FOR SERVICES 

 
This form provides you with information that is additional to that detailed in the Notice of Privacy Practices Please read the following information 
carefully and discuss any questions you may have with your counselor. 
 
Counseling Process and Effects 
Services offered include, but are not limited to, individual, couples, group counseling, and play therapy with children.  While it may not be easy to 
seek help from a mental health professional, it is hoped that you will be better able to understand your situation and feelings and move toward 
resolving your difficulties.  The counselor, using her knowledge of human development and behavior, will make observations about situations as well 
as suggestions for new ways to approach them.  It will be important for you to explore your own feelings and thoughts and to try new approaches in 
order for change to occur.  Participation in therapy can result in a number of benefits to you, including improving interpersonal relationships and 
resolution of the specific concerns that led you to seek therapy.  Working toward these benefits, however, requires effort on your part.  Psychotherapy 
requires your very active involvement, honesty, and openness in order to change your thoughts, feelings and/or behavior.  Your counselor will ask for 
your feedback and views on your therapy, its progress, and other aspects of the therapy, and will expect you to respond openly and honestly.  
Sometimes more than one approach can be helpful in dealing with a certain situation.  During evaluation or therapy, remembering or talking about 
unpleasant events, feelings, or thoughts can result in your experiencing considerable discomfort or strong feelings of anger, sadness, worry, fear, etc. 
or experiencing anxiety, depression, insomnia, etc.  Your counselor may challenge some of your assumptions or perceptions or propose different 
ways of looking at, thinking about or handling situations that can cause you to feel very upset, angry, depressed, challenged or disappointed.  
Attempting to resolve issues that brought you to therapy in the first place, such as personal or interpersonal relationships, may result in changes that 
were not originally intended.  Sometimes a decision that is positive for one family member is viewed quite negatively by another family member.  
Change will sometimes be easy and swift, but more often it will be slow and even frustrating.  There is no guarantee that psychotherapy will yield 
positive or intended results.  During the course of therapy, your counselor is likely to draw on various psychological approaches according, in part, to 
the problem that is being treated and her assessment of what will best benefit you.  These approaches include behavioral, cognitive-behavioral, 
psychodynamic, existential, system/family, developmental (adult, child, family), or psychoeducational, art therapy and play therapy.  We will work 
together to achieve the best possible results for you. 
 
Counseling Relationship 
Your relationship with the counselor is a professional and therapeutic relationship.  In order to preserve this relationship, it is imperative that the 
counselor not have any other type of relationship with you.  Personal and/or business relationships undermine the effectiveness of the therapeutic 
relationship.  The counselor cares about helping you but is not in a position to be your friend or have a social or personal relationship with you.  
Gifts, bartering, and trading services are not appropriate and should not be shared between you and the therapist. 
 
Licensed Therapists under Supervision 
Licensed Therapists under supervision at The Oaks Life Center have a Master’s Degree, hold a provisional license and must complete 3000 hours of 
counseling training as well as be supervised by an approved clinical supervisor in order to receive LCSW, LPC or LMFT status.  We are able to offer 
you counseling services by a licensed therapist under supervision at a reduced rate.  They are under the supervision of Debi Mattocks, LCSW-S, 
Andrea Lowe, LCSW-S or Tiffany Turner, LPC-S. 
 
Client Rights 
Some clients need only a few sessions to achieve their goals.  Others may require several months or even several years of counseling.  As a client, 
you are in complete control of how many sessions you want to have in counseling.  That means you can end our relationship at any time.  We do ask 
that you come to a termination session.  You have a right to refuse to do anything that makes you feel uncomfortable in a session.  It is important that 
our services are rendered in a professional and respectful manner.  If, at any time, you are dissatisfied with our services, please discuss any problem 
you have directly with us.  We will work with you respectfully to resolve any issue you bring to our attention.  If we are unable to resolve any issue, 
you may contact the Texas State Licensing Board for assistance at 1-800-942-5540. 
 
Fees 
The maximum fee for the initial session is $125.00.  Follow-up sessions are $125.00. There is also a sliding scale that can be discussed with therapist 
on an individual basis prior to your first session. Licensed therapists under supervision charge a reduced rate of $65.00 per session.  We charge a 
$75.00 fee for copies of records or summary of services if they are requested and the release of information has been signed. Payments are due at the 
time services are rendered.  Payment will be received at the beginning of each session and may be made by cash, check or credit card.   
 
Cancellations 
Please give at least 24-hour notice if you need to cancel or reschedule an appointment, otherwise you will be charged $100.00 for a late cancellation 
fee and $100.00 if you do not show up for your appointment.  You are responsible for calling to cancel or reschedule your appointment between 
normal business hours M-F 9:00 a.m. to 5:00p.m.  Please note that if a cancellation is made after 5:00 p.m. or on a weekend or holiday prior to 
your scheduled appointment day, it is considered a late cancel.  The reason for this is that when you make an appointment you are reserving a time.  
The therapist agrees not to utilize that time slot for any other purpose.  Please note: insurance companies do not pay for missed appointments.  
Therefore, you will be responsible for the fee for missed appointments and appointments canceled without 24-hour notice even if an insurance 
company or other third party normally covers all or part of the fee for counseling services. 
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Insurance 
As a courtesy, we will file your insurance claim for you if we are on that insurance panel.  However, you are responsible for any deductible or co-
payment at the time of session. It is recommended that you determine your co-payment before your first visit by calling your benefits office or 
insurance company. If you are going through your EAP, you are responsible for obtaining an authorization number from them prior to your first 
appointment and you must provide valid and current proof of all insurance/EAP coverage.  In the event the insurance company fails to reimburse for 
services for any reason you are responsible for the entire fee.  I understand that I am financially responsible to The Oaks Life Center for any charges 
incurred by myself and/or my dependents.  I also understand that each family member participating in counseling services will require an 
initial assessment and diagnosis (if applicable) that will be filed with my insurance company. 
 
Confidentiality 
All information disclosed within sessions and the written records pertaining to those sessions are confidential and may not be revealed to anyone 
without your written permission, except where disclosure is required by law.  Some of the circumstances where disclosure is required by law are: 
when there is a reasonable suspicion of child, dependent or elder abuse or neglect; when a client presents a danger to self or to others, sexual 
exploitation, criminal prosecution, child custody cases, or where, in the therapist’s judgment, it is necessary to warn or disclose.  In couple or family 
therapy, or when different family members are seen individually, confidentiality and privilege do not apply between the couple or among family 
members.  Your counselor will use her clinical judgment when revealing information.  Your counselor will not release records to any outside party 
unless she is authorized to do so by all adult family members who are or were part of the treatment.  There are times when you may bump into 
someone you know in the waiting room or into your counselor out in the community.   If you and your therapist see each other in public, your 
confidentiality will be protected by acknowledging you only if you approach first.  By signing this consent form, you are giving your consent for me 
to share confidential information with all persons mandated by law and the managed health care company and/or insurance carrier responsible for 
providing mental health care services and payment for those services.  It is very important to be aware that e-mail and cell phone communication can 
be accessed relatively easily by unauthorized people; hence, the privacy and confidentiality of such communication can be compromised.  E-mails, in 
particular, are vulnerable to such unauthorized access due to the fact that servers have unlimited and direct access to e-mails that go through them.  
Faxes can easily be sent erroneously to the wrong address.  Please notify your counselor in writing at the beginning of treatment if you decide to 
avoid or limit in any way the use of any or all of the above-mentioned communication devices.  Please do not use e-mails or faxes for emergencies or 
to send sensitive communication with your therapist.  It is our policy NOT to release your client records directly to you or concerning a minor child.  
At any time you may request to review you file with your therapist including explanation of diagnosis and treatment plan.  If you request information 
approval of any actual report to be sent.  The fee for this service is $100.00 for a page written report. 
 
Duty to Warn 
In the event that the undersigned counselor reasonably believes that you are a danger, physically or emotionally, to yourself or another person, she 
has a duty to warn the person in danger and to contact your spouse, parent or emergency contact on your information form, in addition to medical and 
law enforcement personnel.  Please discuss this with your counselor if you have questions. 
 
Court/Litigation Limitation and Fees 
Due to the nature of the therapeutic process and the fact that it often involves making a full disclosure with regard to many matters which may be of a 
confidential nature, it is agreed that should there be legal proceedings (such as, but not limited to divorce and custody disputes, injuries, lawsuits, 
etc.) neither you nor your attorney, nor anyone else acting on your behalf will call on the undersigned therapist to testify in court or at any other 
proceeding, nor will a disclosure of the psychotherapy records be requested.  If, for some reason this agreement is disregarded and you subpoena a 
therapist working with The Oaks Life Center as a factual witness or involve them in any court related process, a non-refundable retainer fee of 
$1500.00 will be charged to your credit card on file and a fee of $250.00 will be charged for each additional hour we are involved in case 
preparation, reports, phone calls, travel, waiting in court to be called and actual witness time. 
 
After-Hours Emergencies 
You may reach your counselor outside of office hours by calling 972-975-7086 and leaving a message if there is no answer.  Calls are returned in a 
timely manner.  If you have an urgent or life-threatening emergency, you should dial 9-1-1 or go to the nearest hospital. You may also contact 
the Crisis Hotline at 817-335-3022 or 972-233-2233. 
 
Acknowledgement of Review of Notice of Privacy Practices 
I understand that I have a right to review Notice of Privacy Practices (HIPPA) prior to signing this document.  The notice of Privacy Practices 
describes the types of uses and disclosures of my Protected Health Information that will occur in my treatment, payment of my bills and the rights I 
have regarding my Protected Health Information.  I consent to the use or disclosure of my Protected Health Information for these purposes.  The 
Notice of Privacy Practices is provided upon request and is posted in the office and posted online for your review.   
 
I acknowledge that I have read and understood this Consent for Services Form and have been given access to the HIPPA Notice of Privacy 
Practices, posted online, in office and available to take home.  I agree to all terms set forth in this document and understand that I have the 
right to revoke this consent, in writing, at any time. 
 
 
____________________________________    ________________________________________________          _________________________ 
Client’s Signature or Minor’s Name              Legal Guardian/Authorized Representative’s Signature       Date 
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Client’s Name: _____________________________________________________________ 
 
Please read and initial your understanding and consent below: 
 
______Confidentiality:  All information disclosed in sessions or in written records are confidential and will not be shared 
with anyone without your written permission, except where disclosure is required by law. (i.e. client may be a threat to 
self or others; suspected child or elder abuse will be reported). It is our policy NOT to release your client records directly 
to you or concerning a minor child.  At any time, you may request to review you file with your therapist including 
explanation of diagnosis and treatment plan.  If you request information to be sent to another party, a brief summary of 
attendance and treatment plan will be provided with a signed Consent to Release and your direct approval of any actual 
report to be sent.  The fee for this service is $75.00 for a page written report. 

______ Notice of Privacy Practices: We are required to provide you with a copy of our Notice of Privacy Practices 
which are available on our website at www.TheOaksLifeCenter.com and at check-in. This notice states how we may use 
and/or disclose your health information 

______ Cancellation & No-Show Policy: Please call at least 24 hours in advance if you need to cancel or reschedule an 
appointment for any reason otherwise, you will be charged $100.00 for a late cancellation fee. If you cancel the day of 
or simply do not show up for an appointment for any reason you will be charged $100.00.  

You are responsible for calling to cancel or reschedule your appointment between normal business hours M-F 8:30 
AM to 6:00 PM (excluding weekends and holidays). Please note if a cancellation is made after 6:00 PM or on a 
weekend/holiday prior to your scheduled appointment day it is considered a ‘late cancel’ and you will be charged a 
fee.  Email is not an acceptable form of contact for cancellations. 

______ Insurance: I understand that TOLC will file with my primary insurance plan however if the insurance claim is 
denied for any reason, I agree to pay for the services rendered to me. I understand an insurance plan is a contract 
between the insured party and the insurance company and is ultimately it is up to the client to verify behavior health 
coverage or to contact the insurance company directly if a claim has been denied, you have questions about your co-pay or 
deductible.  

______ Emergencies: Phone calls are returned during regular hour M-F 8:30 AM-6PM, However, if you have an urgent 
or life-threatening emergency please call 911.  You may also contact the following 24-hour crisis lines:  800-866-2465; 
800-273-TALK (8255) or the Texas Youth Hotline at 800-210-2278.  These crisis lines are free of charge.  

______ Legal Matters and Fees: If, for any reason, the agreement regarding legal matters discussed in your client 
consent form is disregarded and your therapist receives a subpoena as a factual witness or involves your therapist in a 
court related process, a non-refundable retainer fee of $1500.00 and a fee of $250 per additional hour will be 
charged.  You will need to make payment arrangements prior to any therapist involvement in your case.  The hourly 
charge includes case preparation, reports, phone calls, travel, waiting in court to be called and actual witness time. 
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                                                    CREDIT CARD AUTHORIZATION FORM 
 
You may choose to use your credit card for all payments or you may opt to pay by cash or check, however we require all 
clients to have a signed credit card authorization on file before beginning counseling services. The credit card on file may 
be used to pay for co-pays, unpaid balances due on your account and late cancellations fees. 
 
All appointments must be cancelled 24 hours in advance.  Cancellations without a 24-hour notice will incur a $100.00 
fee and failure to attend a scheduled appointment without cancellation (a “no-show”) will incur a $100.00 fee that 
will be automatically charged to your credit card listed below. Checks that are not honored by your bank for any 
reason will result in a $32.00 returned check fee. The credit card below will be charged in the amount of the returned 
check and the $32.00 returned check fee. Outstanding balances on your account due to co-insurance, deductible, or for 
any non-covered services (telephone consultations, court related expenses, denial of benefits) for more than 30 days will 
also be charged to the card listed below.  
 
Type of Credit Card: 
Visa    MasterCard    American Express    Discover 
 
Cardholder Name (as it appears on the card): _____________________________________________________________ 
 
Card Number: ____________________________________ Security Code: __________ Expiration Date: ____________ 
 
____ Check here if billing address and phone number is the same as client’s (if different, please list below) 
 
Billing Address: _________________________________________ Phone: ____________________________________ 
 
City_______________________________________   State_______________________   Zip______________________ 
 
Email Address where receipt may be sent:  _______________________________________________________________ 
 
 
 
By signing below, I certify that my above information is true, accurate and I am an authorized user on the account. 
I authorize and agree to have my above credit card information kept on file and charged for appointments not 
cancelled within 24 hours, no show appointments, and outstanding balances on my account. 
 
 
 _______________________________________   __________________________ 
Cardholder’s Signature      Date 
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                                                             Coordination of Care 
 
The Oaks Life Center wishes to coordinate care with your Primary Care Physician and Psychiatrist.  This may 
include diagnosis, lab work, medications and prognosis.  We do this to ensure you receive comprehensive and 
quality health care.  Please complete the information below so that we may have your authorization to 
coordinate care with your other providers. 
 
 I, _____________________________________________, born on _____________________________ 
                Patient Name      Date of Birth 
 

authorize The Oaks Life Center to coordinate care with the following providers.  I give my consent to 
release information. 
 
Primary Care Physician Name:________________________________________________________ 
 
Address:___________________________________________________________________________ 
 
___________________________________________________________________________________ 
 
Phone: _____________________________________Fax:___________________________________ 
 

  
 Psychiatrist Name: __________________________________________________________________ 
 

Address:___________________________________________________________________________ 
 
___________________________________________________________________________________ 
 

 Phone: __________________________________ Fax:______________________________________ 
 
 
 Other Medical Provider: _____________________________________________________________ 
 

Address:___________________________________________________________________________ 
 
___________________________________________________________________________________ 
 

 Phone: _________________________________ Fax:_______________________________________ 
 
 
 I, the undersigned, understand that I may revoke this consent at any time to the extent that action has been taken in  
                reliance upon it and that in any event this consent shall expire when I terminate services with The Oaks Life Center. 
 
 
 Patient Signature: __________________________________________ Date:_______________________________ 
 
 
 Witness: __________________________________________________ Date:_______________________________ 
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HIPAA 
PATIENT CONSENT FORM 

 
Our Notice of Privacy Practices provides information about how we may use and disclose protected health 
information about you.  The Notice contains a Patient Rights section describing your rights under law.  You 
have the right to review our Notice before signing this consent.  They are posted on our Website at 
www.theoakslifecenter.com and posted in the office waiting area.  The terms of our Notice may change, 
but if it is changed, you may obtain a revised copy by contacting our office. 
 
By signing this form, you consent to our use and disclosure of protected health information about you for 
treatment, payment and health care operations.  You have the right to revoke this consent, in writing, signed 
by you.  The Oaks Life Center provides this form to comply with the Health Insurance Portability and 
Accountability Act of 1996 (HIPAA). 
 
The patient understands that: 
 

• Protected health information may be disclosed or used for treatment, payment or health care 
operations. 

• The Oaks Life Center has Notice of Privacy Practices posted on their website at 
www.theoakslifecenter.com and in the office waiting area to ensure that each client has the 
opportunity to review this Notice. 

• The Oaks Life Center reserves the right to change the Notice of Privacy Practices. 
• The client has the right to request restrictions on certain uses of your information.  However, The 

Oaks Life Center does not have to agree to those restrictions when legally unable to do so. 
• The client may revoke this consent in writing at any time and all future disclosures will then cease 

unless required by law. 
• The Oaks Life Center may condition receipt of treatment upon the execution of this consent. 

 
 
This consent was signed by:____________________________________________________ 
    Printed Name-Client or Responsible Party 
 
    _____________________________________________________ 
    Client Signature or Responsible Party Date 
 
    _____________________________________________________ 
    Relationship to client 
 
Witness:   _____________________________________________________ 
    Printed Name-TOLC representative 
 
    _____________________________________________________ 
    Signature     Date 


