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MINOR CLIENT INTAKE FORM
Please fill out this form before your first session.
Parent/Guardian Full Name
Address
State

City
Zip

Email

Phone: Home

Cell

Work

Preferred Method of Contact
Second Parent’s Name _
Marital status of parents? Single

Married Separated Divorced Widowed

-Do both parents maintain PHYSICAL custody of child?
-If no, do both parents maintain LEGAL custody of child?
-If no, please explain and/or provide Root To Grow Counseling with official documents outlining custodial
arrangements.
Stepparent’s Name (if applicable):
Minor Client’s Name
DOB

Age

Gender

______

Address (if different from above)
City

State

Zip

School Name

Grade

Child’s Physician

Phone

Physician’s Address
Past injuries or major illnesses
Please list all medications your child is currently taking

Would you like to sign a release of information for me to talk with your prescriber?
Has the child or any family members ever been diagnosed with a mental illness? Yes
Has the child or any family members ever attempted to take their own life? Yes
Has the child or any family members received previous counseling or psychotherapy?
Outpatient? Yes / No

Providers and dates:

Inpatient?

Providers and dates:

Yes / No

What would you and your child like to gain from counseling?

No
No
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What are the most significant stresses that the child is currently dealing with
Does the child have any history of abuse?

sexual?

physical?

verbal/emotional/mental?

Circle any of the following issues that are a current concern for the child or adolescent:
Anger

Depression

Loss of Job/Work

Substance Abuse

Self Esteem

Relationship with
Children

Conflict in Work
Relationships

Grief

Loss of Hope,
Meaning, or purpose

Suicidal Feelings

Identify
Sexual Problems
Relationships with
Significate other

Religious Doubts
Abuse

Guilt/Shame
Stress

Other
Is there anything else you would like me to know about the child or adolescent?

Anxiety
Loneliness
Trauma
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Severity Measure for Generalized Anxiety Disorder – Child Age 11-17
Instructions: The following questions ask about thoughts, feelings, and behaviors, often tied to concerns about family, health,
finances, school, and work. Client should respond to each item by marking (√ or X) one box per row. Clinician will tally final score.

During the past 7 days, I have…

Never

Occasionally

Half of
the Time

Most of
the Time

All of the
Time

1

felt moments of sudden terror, fear, or fright

 0

 1

 2

 3

 4

2

felt anxious, worried, or nervous
had thoughts of bad things happening, such as family
tragedy, ill health, loss of a job, or accidents
felt a racing heart, sweaty, trouble breathing, faint, or
shaky
felt tense muscles, felt on edge or restless, or had
trouble relaxing or trouble sleeping
avoided, or did not approach or enter, situations about
which I worry
left situations early or participated only minimally due to
worries
spent lots of time making decisions, putting off making
decisions, or preparing for situations, due to worries

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

sought reassurance from others due to worries
needed help to cope with anxiety (e.g., alcohol or
medication, superstitious objects, or other people)

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

3
4
5
6
7
8
9
10

Clinician
Use
Item
Score

Total Score
Level of Severity

Craske M, Wittchen U, Bogels S, Stein M, Andrews G, Lebeu R. Copyright © 2013 American Psychiatric Association. All rights reserved. This material can be reproduced
without permission by researchers and by clinicians for use with their patients.

Severity Measure for Depression – Child Age 11-17
Instructions: Over the last 7 days, how often have you been bothered by any of the following problems? (Use √ to indicate your
answer.) Clinician will tally final score.
Clinician
Use

Not at All

Several
Days

More than
Half the Days

Nearly
Every Day

1

Little interest or pleasure in doing things

 0

 1

 2

 3

2

Feeling down, depressed, irritable or hopeless

 0

 1

 2

 3

3

Trouble falling or staying asleep, or sleeping too much

 0

 1

 2

 3

4

Feeling tired or having little energy

 0

 1

 2

 3

5

Poor appetite, weight loss, or overeating

 0

 1

 2

 3

6

Feeling bad about yourself – or that you are a failure or
have let yourself or your family down

 0

 1

 2

 3

7

Trouble concentrating on things like school work, reading,
or watching TV

 0

 1

 2

 3

8

Moving or speaking so slowly that other people could
have noticed? Or the opposite – being so fidgety or
restless that you have been moving around a lot more
than usual

 0

 1

 2

 3

9

Thoughts that you would be better off dead or of hurting
yourself in some way

 0

 1

 2

 3

Item Score

Total Score
Level of Severity
Adapted from Patient Health Questionnaire – 9 (PHQ-9) for research and evaluation purposes.
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PROFESSIONAL DISCLOSURE STATEMENT
Alisha Miller, MS LPCA NCC
Master of Science in Clinical Mental Health Counseling Licensed Professional
Counselor Associate, North Carolina 1107 W Market St, Greensboro, NC 27403 •
704-692-6934 • alisha@root2growcounseling.com
The purpose of this document is to make you, the client, aware of who I am as a
counselor and logistics of what you can expect from our time together. When
you sign this document, you are agreeing to the ter ms and consenting for
treatment with me.
My Qualifications and Counseling Background
My highest level of education is an MS in Clinical Mental Health Counseling
from the University of North Carolina at Greensboro. I am a Licensed
Professional Counselor Associate in North Carolina (A13345).
My education and training is in individual, group, couples, and family counseling with all
ages in the areas of behavioral-emotional, cognitive, anxiety, and depressive disorders,
along with identity issues,trauma and abuse. My education and training has provided me
with a diverse theoretical background, which includes adlerian therapy, cognitive
behavioral therapy, dialectical behavioral therapy, psycho-educational, and
interpersonal/relational therapy.
My career thus far and year-long internship experience has focused on evidence-based
practices in the area of client- centered therapy. My school also provided me with a year of
practicum experience with supervision from licensed counselors working in the Nicholas A
Vacc Clinic on campus with the UNCG student population.
I am Level 1 trained in Yoga for Trauma and Resiliency and look forward to continuing my
professional development through all three levels of the training along with various other
development opportunities.
Restricted Licensure
As a Licensed Professional Counselor Associate I can only provide mental health
services to individuals while under the supervision of a licesnsed supervisor, Anita
Faulkner. She can be reached at 336-899-8800 or at anita@famsolutions.org.
Acceptance and Closure
I recognize that every client is different and I feel comfortable tailoring my theoretical
approach to meet the needs of each individual client. If, for any
reason, I feel as though I do not have the proper training to meet the needs of any client, I will
provide at least three references of other professionals who have training to work effectively
with the client. If you decide to leave counseling at any point in time, for any reason, I will
respect your decision. I do invite you to have a conversation with me about any changes you
would like to make in your treatment.
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Length of Services
All therapy sessions are fifty (50) minutes unless otherwise agreed upon at the
beginning of treatment. To be considerate of your time, my time and the time of
my other clients, please arrive to your sessions on time. I will do the best to end
client’s sessions on time so that your session can begin on time.
Fees and Payment
My standard fee for a 50 minute session is $100 and payment is taken at the
beginning of each session. I currently accept cash, check, debit, or credit card
as forms of payment. Please make checks payable to Alisha Miller. I do reserve
a few slots for clients who need a reduced fee. In those cases, I used the sliding
scale that I can provide to you if needed. If you need a reduced fee, please
bring that to my attention when you first contact me and we will discuss the
details before or at your first session.
Cancellations
If I need to cancel your appointment for any reason, I will attempt to notify you
at least 24 hours in advance. If I cancel your appointment at any time, you are
not responsible for any fee. If you need to cancel an appointment for any
reason, please do so at least 24 hours in advance otherwise you will be
responsible the fee of the missed session. If you arrive late, we can finish the
remainder of the 50 minutes session; you are still responsible for the full fee of the
session.
Health Insurance and Receipts for Services
Your health insurance may cover your sessions with me as an out of system
provider, however I currently do not bill insurance directly as an in-network
provider. As a client, you are responsible for checking with your insurance
company about coverage and for filling out claim forms. I am happy to provide
receipts for sessions upon request.
Use of Diagnosis
Most insurance companies require a diagnosis in order to reimburse a client for services
received. Insurance companies also do not cover all diagnoses however, if yours is one that
is covered I will provide you with your diagnosis before any forms are submitted to the
insurance company. Your diagnosis will become a permanent part of your insurance record.
Typically insurance companies will want a receipt, which will include your name, your
diagnosis, the date of service, the type of service you received (group, individual, family
therapy, etc.), as well as my name and qualifications. This does mean that confidentiality will
not be at the same level as if you only paid out of pocket.
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Contacting Me
Please feel free to contact me at my phone number, 704-692-6934 or by email at
alisha@root2growcounseling.com. For various reasons, I cannot guarantee to be
available by phone at all times. If you are not experiencing an emergency, please
leave me a message and I will return your call as soon as I possibly can, however it may
take me up to two days to return your call. If I am going to be on vacation or away
from the practice for any extended period of time, I will infor m you of those dates in
advance and will give you references for other licensed professionals who are willing to
provide help if needed.
I do not handle emergencies by phone or email. If you believe that you are
having a mental health emergency or are unable to keep yourself safe, either
go to your local hospital emergency room or call 911 and ask to speak to a
mental health worker on call. We can work out the details of you returning for
services after you are physically safe.
Confidentiality
All of my services will be rendered with respect and empathy for the client as
well as in full compliance with all ethical standards and norms. I abide by the
ACA Code of Ethics, which can be found
at http://www.counseling.org/Resources/CodeOfEthics/TP/Home/CT2.aspx. My
record of our sessions and communication is available to you at any time upon
written request. I abide by all of the HIPPA regulations, however, I will only
disclose your records to family or other professionals if you have given me
express written and signed consent. As your therapist there are four
circumstances in which confidentiality cannot be maintained: First, when I have
reason to believe that you intend to harm another person or yourself; Second,
when I have reason to believe that a child, a person with a disability, or an
elderly person has been or is being abused or neglected; Third, if I am ordered
by state court of law to release information about your clinical record with me;
Finally, in consultation for supervision with other clinicians during which names
will not be used.
Complaints
If you have any concerns or complaints at any point in our time together, I am always
willing to discuss changes that need to be made however if you feel as though I have
violated your rights as a client you may file a complaint against me. If the complaint is for a
mental health diagnosis only please submit the complaint to the North Carolina Board of
Licensed Professional Counselors using the infor mation below.
North Carolina Board of Licensed Professional Counselors ͒PO Box 77819
Greensboro, NC 27417 ͒Phone: 844-622-3575 or 336-217-6007Fax: 336-217-9450 E-mail:
complaints@ncblpc.org
Complaint form
at: http://www.ncblpc.org/forms/10_Complaint_Form/Complaint_Form.pdf
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Acceptance of Terms
If you have any questions about the information contained in this document,
please discuss them with me. Please sign and date below to indicate that you
have read, understand and agree to the terms presented to you in this form.
This document will be kept in your confidential records.
By signing this document, you are agreeing that you read and understood this
professional disclosure statement and consent for treatment statements.

Client sign: _________________________________________________

Date: ________

Client Printed Name: _______________________________________

Date: _______

Legal Guardian Sign: _______________________________________

Date: _______

Legal Guardian Print: _______________________________________

Date: _______

Counselor: _________________________________________________

Date: _______
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NOTICE OF PRIVACY PRACTICES – HIPPA
Please read this notice carefully because it is about your privacy regarding your healthcare
information. I take your privacy seriously and am required by the laws of the United States
and the state of North Carolina to keep your health information private. This notice is about
how your healthcare information may be used and/or disclosed and how you can obtain a
copy of your healthcare information. I am required by the laws of the United States and the
state of North Carolina to give you notice of my privacy practices and to abide by them.
This notice takes effect on January 1, 2019 and will be effective until I replace it. I am legally
allowed to change these practices as long as they are in accordance with what is permitted
and required by law. If I change these practices at any time, I will amend this notice and
give copies to all active clients.
Please ask any questions you have after reading this notice. I will make a copy of this notice
for you at no charge for your personal records.
Your Rights Regarding Your Healthcare Information
1. You have to right a copy of this notice.
2. With limited exception, you have a right to access your healthcare information that I
use and maintain for my records. If you would like a copy of your healthcare information,
please submit a written request and I will provide you with one copy of your healthcare
information free of charge. Any additional copies will require a fee of $.25 a page.
3. Upon inspection of your healthcare information, if you feel as though your information is
incorrect or incomplete, you have the right to request me to amend your information,
however, I am not required to agree to the amendment.
4. You have a right to request a limitation or restriction on how I use or disclose your
healthcare information for treatment, payment, or other health care operations. I am
not required to agree with the request.
5. You have a right to request a written accounting of all occasions that I have disclosed
or used your healthcare information for other than payment, treatment, or other
operations. I will provide you with one copy of this accounting free of charge every 12
months. If you request this accounting more than once in a 12 month period, I will
charge you a reasonable fee based on the cost of me tabulating these disclosures.
6. You have a right to requested that I communicated with you about your healthcare
information in a certain way or at a certain location.
Situations When Your Healthcare Information May be Shared
1. To consult with your other healthcare professionals like physicians or psychiatrists. I will
only do this with written authorization from you.
2. To anyone you give written authorization to have your healthcare information. You have
the right to revoke this authorization at any time however, it will only effect your
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healthcare information from that point on.
3. To any person who is required by federal, state or local law to have lawful access to
your healthcare information.
4. To a third party payer in order to receive payment for services I provide for you. This may
include your insurance company that I may be an out of system provider for. All claims
need to be filed by the client individually; if you need a receipt for services I provided
for you, please ask.
5. For my business practices which include but are not limited to the following: my
supervising staff, to improve the quality of my services, in connection with licensing,
credentialing, or certification activities or to evaluated the effectiveness of my services.
6. To a legal guardian, family member, person responsible for your care or a person
designated as your personal representative in the event of an emergency. It is my
responsibility to give you a chance to object to a disclosure of this kinds. If you object,
are not present, or are incapable of responding, I may use my professional judgment to
disclose your healthcare information in your best interest during an emergency. It is still
my responsibility to protect your healthcare information, so I will only use or disclose the
parts of your healthcare information that are necessary or crucial at the time of the
emergency.
When Your Healthcare Information can be Disclosed Without Your Authorization
There are four circumstances in which I cannot guarantee confidentiality, legally and/or
ethically:
1. When I believe that you plan and intend to harm yourself or another person.
2. When I believe that a child or elderly person has been or is in danger of being neglected
or abused.
3. When ordered by a judge to release information about your healthcare information
about your time with me.
4. Confidentiality is waved if I or any counselor is or becomes a party defendant to a
criminal, civil or disciplinary action arising from a complaint filed by the client.
Your healthcare information which I retain for my records will be held for a minimum of seven
years after your last session with me. When that 7 years has elapsed, your record will be
destroyed in a way that protects your privacy such as shredding or burning.
None of your healthcare information will be used by me for marketing, development, or any
other related activities without your written authorization. Without your written permission, I
cannot use, share, or disclose your healthcare information in any ways other than those
explained in this notice.
If at any point in time, you think your privacy and confidentiality rights have been violated by
me, or you would like to file a complaint about my privacy practices, you may write to the
North Carolina Board of Licensed Professional Counselors – PO Box 1369 Garner, NC 27529;
Phone: 919-661-0820; Fax 919-779-5642
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Consent to This Privacy Policy
Please print, sign and date below, acknowledging this form and consenting to this form as a
condition of receiving mental health services from Alisha Miller MS LCA NCC and Root to
Grow Counseling.

I was given a copy of this notice and an opportunity to ask questions I had. I understand the
terms of this notice and consent to them. I have the freedom to ask any questions I have at
any time.

Client Signature

Date

Client’s Printed Name

Date

