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This form will enable us to gain a quicker understanding of your child and it will become a part of their confidential file. Please answer each question as completely as possible.

Part I: Child
Child’s Name:






 Date:

             
            
  
Child Lives With:______________________________________________________________________________

Address:





 Phone (hm):







Street
School_____________________________________________Grade________________________________________
Child’s Birthdate:__________________________________Age_________________________Sex________________                 
Pediatrician/Primary Care Physician_________________________________________Phone___________________
Permission to Contact Doctor?
______Yes
______No

Current Medications______________________________________________________________________________

Person Completing This Form_____________________________________Relationship to Child_______________

At what number may we call to remind you of future appointments?____________________________________
Part II: Parents

Mother’s Name________________________________________________Birthdate__________________________

Address (if different from child)_____________________________________________________________________

Home Phone_______________________________________Cell Phone____________________________________

Employer__________________________________________Work Phone___________________________________

Father’s Name_________________________________________________Birthdate__________________________

Address (if different)______________________________________________________________________________

Home Phone_______________________________________Cell Phone____________________________________

Employer__________________________________________Work Phone___________________________________

Parent’s Marital Status: Married__________ Divorced___________ Separated__________ Never Married______

Remarried__________ How long?___________ Other_________

Who has legal custody? Mom_________ Dad_________ Joint________ Other________

Who has physical custody? Mom_______Dad_________Joint_________Other________

Was child adopted?_____________ If so, at what age?____________________________

Stepparent’s Name____________________________________________ Birthdate___________________________

Address______________________________________________________Home Phone________________________

Employer____________________________________________________Work Phone_________________________

Names of other children and ages___________________________________________________________________________________________

________________________________________________________________________________________________

Is your child currently receiving special education services?_____________________________________________

If yes, in what area_______________________________________________________________________________

How did you hear about our counseling center?






          


Has your child ever seen a counselor before?__________________________If yes, for how long?_____________

Outcome of the counseling?________________________________________________________________________

Are you a regular attender of Savannah Christian Church?

□ Yes

□ No

Do you attend church somewhere else?

□ Yes

□ No 

where:




Were there any complications during the pregnancy?_____________________________________________________________________________________

________________________________________________________________________________________________
In the first few months of life, please list any problems in the following areas:

Sleep Patterns or Problems_________________________________________________________________________

Personality______________________________________________________________________________________

Does your child have any speech, hearing, or language difficulties?______________________________________

List any major childhood illnesses, hospitalizations, medications, allergies, head trauma, important accidents 

and injuries, surgeries, convulsions/seizures and other medical conditions (Please list at what age the event 

occurred)________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

Please check any history of mental illness or addiction in the child’s immediate or extended family 

___Seizure Disorder

____ADD/ADHD

___Depression

___Anxiety

___Bi-Polar Disorder

____Learning Disability

___Suicide

___Autism

___Asperger’s Syndrome

____Obsessive/Compulsive Disorder




___Other (please explain)__________________________________________________________________________

Has your child experienced any significant loss? If yes, please explain.____________________________________

________________________________________________________________________________________________

Which adults are important in your child’s life?_______________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

Which children are important in your child’s life?_____________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

What responsibilities does your child have?__________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

How does your child handle school/day care?________________________________________________________

________________________________________________________________________________________________

How does your child get along with adults?__________________________________________________________

________________________________________________________________________________________________

How does your child get along with other children/siblings?____________________________________________

________________________________________________________________________________________________

Describe your child’s eating habits___________________________________________________________________
________________________________________________________________________________________________

Describe your child’s sleep habits___________________________________________________________________

________________________________________________________________________________________________

Is there anything else you would like us to know about your child that might be important? ________________________________________________________________________________________________
________________________________________________________________________________________________








Never
Sometimes
Often
Always

1. My child continually seeks attention.


0
1

2
3

2. I can see tension building up in my child.


0
1

2
3

3. My child explodes under stress.



0
1

2
3

4. My child cries easily.




0
1

2
3

5. My child is a worrier.




0
1

2
3

6. My child expresses many or unusual fears.

0
1

2
3

7. My child is angry.




0
1

2
3
8. My child becomes overexcited easily.


0
1

2
3

9. My child is hyperactive and restless.


0
1

2
3

10. My child becomes hysterical, upset, or angry

when things do not go his/her way.


0
1

2
3

11. My child seems sad.




0
1

2
3
12. My child has sleep problems.



0
1

2
3

13. My child has bad dreams.



0
1

2
3

14. My child has difficulty concentrating for any

length of time.





0
1

2
3

15. My child says people don’t like him/her.


0
1

2
3

16. My child is very shy.




0
1

2
3

17. My child is sensitive and has his/her feelings hurt easily.
0
1

2
3

18. My child has trouble making friends.


0
1

2
3

19. My child seems to have little self-confidence.

0
1

2
3

20. We have family problems.



0
1

2
3

21. There is a lot of arguing and fighting in our house.
0
1

2
3

22. My child does not get along with his/her siblings.

0
1

2
3

23. My child has been physically or sexually abused.

0
1

2
3

24. My child is a discipline problem at home.


0
1

2
3

25. My child is a discipline problem at school.

0
1

2
3

26. My child tells lies.




0
1

2
3

27. My child throws temper tantrums.


0
1

2
3

[image: image1.png]LitCHANGE

Chri'stian Counseling Center
a ministry of Savannah Christian Church





Therapy Agreement
I, 




, have applied for counseling services at LifeCHANGE Christian Counseling Center, for myself and the following person(s) for whom I am legally responsible.

I am responsible for any and all indebtedness incurred as a result of services by LifeCHANGE Christian Counseling Center rendered to me or those under my guardianship. 
LifeChange is a Christian ministry available to anyone seeking counseling assistance. We are comprised of a team of professional therapists who work from a Christian perspective and strive to integrate the Biblical truth and principles of psychology. We provide individual, couples, family, and group counseling. We are committed to respecting the values of each person and to give the client a safe place in which to seek growth.  
I understand that if, during the course of treatment, the counselor determines that a threat of physical harm (including child or elder abuse) to the client or to another person is imminent, the appropriate individuals and authorities will be notified.  By law, the appropriate authorities must be notified, in accordance with the following Georgia statutes: 19_7_5(c) (1), (g); § 16_12_100 (c), 30_5_8 + 31_8_80 thru 31_8_85, and the Georgia Composite Board of Professional Counselors, Social Workers, and Marriage and Family Therapists: 135-7-.03, § 4.

I further agree to indemnify and hold harmless LifeCHANGE Christian Counseling Center, Savannah Christian Church, it’s agents, servants, or employees from any claim for damages, of any nature arising out of, or allegedly due to, any counseling, instruction, or advice rendered by personnel of LifeCHANGE Christian Counseling Center, a ministry of Savannah Christian Church, or out of any activity related thereto.  I accept full responsibility for any decisions I make regarding my life. 

I understand that audio and/or video taping of a session will be strictly for the purposes of my therapist and will only be done upon my full knowledge and consent.

I understand that my therapist may consult with other professionals on staff at LifeCHANGE Christian Counseling Center, but in so doing, neither my identity nor my confidentiality will be compromised.
Important Information

· Sessions are approximately 50 minutes in length.

· Cancellation must be made at least 24 hours prior to a scheduled appointment.

· You will be billed for a full session fee if appropriate notification of cancellation is not given.  After the second occurrence of less than 24 hour notice for a cancellation, we will not be able to schedule you for any additional sessions at the counseling center. 

· It is customary to pay for services when rendered, unless other arrangements have been made in advance.  In cases of divorce or separation, the parent that brings the child for counseling is responsible for payment. 

· Our counselors seek to honor clients by maintaining strict confidentiality.  The few exceptions to this would include disclosures made with your permission or when the counselor is under legal obligation to contact appropriate authorities.  We are required by law to inform appropriate authorities or agencies when we obtain information that would indicate that someone is in danger of harm (i.e. if you threaten to harm/kill yourself or another person, or if you reveal information relative to child abuse/neglect or spouse abuse).  Any questions you may have concerning this policy can be discussed with your counselor.
· Couples please be advised that you may not schedule individual appointments for each other. Either of you may schedule a session for couples counseling.
I have read the above information carefully, understand its contents, and agree, under these conditions, to receive services for myself and/or anyone herein designated. Both parent signatures are required if therapy is for a minor.
Signature








Date

______________________________________________________________________________
Signature








Date
Print Name

LIfeCHANGE Christian Counseling Center has no provision for childcare.  If your children are not participating in the counseling, please make other arrangements for their care.
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785 W. King George Boulevard, Ste E.

Savannah, GA  31324

(912)920-5126

Payment Agreement
Client Responsibilities:

· Payment is due on the date service is rendered.  Please pay by cash, check, or credit card.  If paying by check, please make check out to LifeCHANGE Christian Counseling Center. 

· The fee is based on a sliding scale according to total family income for a 50 minute session, proof of income required.

Income




Fee

· 0-30K




$40
· 31-60K




$75
· 61-90K




$90
· 91K+




$105
· Cancellation of a session must be made at least 24 hours prior to the scheduled time or you will be billed for the scheduled session.  An invoice will be sent to your home for any outstanding balance.

· In the case of divorce/separation, the parent bringing the child to counseling is responsible for payment. 

· Lengthy phone consultations will be billed according to the LifeCHANGE sliding scale fee structure.

Insurance

· LifeCHANGE Christian Counseling Center does not bill third party providers.  

The undersigned certifies that he/she has read the above information carefully, understands its contents, and agrees to comply with the terms of payment.

Signature






Date

Print Name
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Parental Consent and Release

Minor’s Name: _______________________________

I, _________________________________________, parent/guardian of the above-named minor, hereby permit  LifeCHANGE Christian Counseling Center, a ministry of Savannah Christian Church, to counsel the above-named minor.  

I hereby release and discharge any and all individuals providing counsel to the above-named minor in connection with the LifeCHANGE Christian Counseling Center from any and all claims, demands, actions, damages, losses or liabilities of any kind which I now have or shall or may have by reason of the Counseling Center.

                                                                        ____________________________________







Signature







____________________________________







Date
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Date

I, 



, authorize LifeCHANGE Christian Counseling Center to charge sessions to the card listed below, at the rate of $

/ session in the event that I do not adhere to the cancellation policy of LifeCHANGE.  This authorization will expire upon my written request or one year from today’s date.  

□ Visa

□ Mastercard

□ AMEX
□ Discover
#: 





security code#:


Expiration date:



zipcode:



Printed name




Signature

Child Information Form


All Information is Strictly Confidential
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