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Client Information 

Name (self or child): ___________________________________           Today’s Date: _____/_____/_____ 

Home address: ____________________________  City: _________________  State: _____  Zip: _______ 

DOB: ____/____/____  Sex: _____   Age: ______    Marital Status:  Single   Married   Separated   Divorced 

Phone number (home / cell / work): ______________________      Permission to leave voicemail:  Y      N   

Email address: ______________________________________________          Permission to email:   Y    N 

Occupation: ____________________________   Employer: ____________________________________   

Highest level of education: __________________________    Religious Preference: _________________ 

Importance of religion / spirituality in counseling: ____________________________________________ 

Emergency contact name: _________________________________       Relationship: ________________ 

Contact information: ___________________________________________________________________ 

For adult clients: Please list spouse/partner and/or children’s names and ages:  
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 

For child/adolescent clients (only to be completed for clients under 18 years of age): 

Siblings (names/ages): __________________________________________________________________ 

Parental marital status:    Single   Married   Separated   Divorced   Custody arrangement: _____________ 

 

Medical Information 

Primary Care Physician: __________________________    Phone number: ________________________ 

Psychiatrist: _________________________________     Phone number: __________________________ 
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Current medications / supplements: 
_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Relevant health history (hospitalizations, surgeries, brain injuries, major illnesses, or conditions):  

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Do you smoke?                           Y   N     If so, how much? ________________________________________     

Do you drink?                              Y   N     If so, how much? ________________________________________ 

Do you exercise?                         Y   N     If so, how much? _______________________________________     

Caffeine consumption?              Y   N     If so, how much? _______________________________________ 

Other chemical substances?     Y    N     If so, what / how much? _________________________________           

# hours of sleep/night: ______________________________ 

 

Counseling Information 

Who referred you? ____________________________    Have you ever sought counseling before?   Y    N  

With whom? __________________________________________________________________________   

When: _______________________________________________________________________________    

Was it helpful?  Y    N    Outcome and/or diagnosis: ___________________________________________ 

Have you ever considered suicide?            Yes     No          Have you ever attempted suicide?    Yes           No  

Do you have an addiction?                           Yes     No     Uncertain: ________________________________ 

Have you had any previous trauma?          Yes     No     Uncertain: ________________________________ 

___________________________________________________________________________________ 

What concern has caused you to seek counseling at this time? 

_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
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Please check any of the following that apply to you (or your child): 

___Sad/depressed              ___Sexual concerns             ___Marital problems               ___Overly aggressive               
___Crying spells                  ___Impulsive                         ___Irritable                               ___Mood swings        
___ Lying                              ___Low self-esteem             ___Body image concerns       ___Worried/anxious 
___Social withdrawal         ___ Anger                              ___ Alcohol/drug use              ___Guilt/shame 
___Job problems                 ___Food concerns               ___Relationship problems     ___ Suicidal thoughts 
___Spiritual concerns         ___Panic attacks                  ___Racing thoughts                 ___Hopelessness 
___Past or current abuse  ___Low energy                     ___Timid/non-assertive          ___Financial stress 
___Loneliness                      ___Self-harm                        ___Other problems (please list): _______________ 

_____________________________________________________________________________________ 

What has been done about your concern up to this point? 

_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 

Is there any family history of emotion problems, substance abuse, or mental illness? If so, please 
explain: 

_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 

Briefly describe what you hope to accomplish with counseling: 

_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
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Practice Policies 

Benefits and Risks of Counseling    

Research has shown that therapy is beneficial for a wide variety of problems. The majority of people 
who receive counseling make significant improvements. However, it should be understood that some 
people do not report themselves as significantly improved at the end of treatment and a small percent 
report that they feel worse after receiving treatment. In counseling we discuss both negative and 
positive experiences, but negative experiences may drudge up negative feelings, thoughts, or behaviors. 
These may play out in your life outside of therapy, such as in their relationships and behaviors towards 
other people. Therefore, as with any treatment, whether it is psychological or medical, therapy should 
only be entered with proper consideration. A client always has the right to inquire and choose treatment 
modalities as well as terminate counseling at any time. 

Confidentiality    

 As a client or parent of a client of Rooted Counseling, LLC, you have certain rights regarding the 
confidentiality of the information you share and the information that is kept in your and/or your child’s 
record. Federal and state laws, along with professional ethical standards, prohibit the disclosure of any 
information you provide, unless I have your prior written consent. There are a few exceptions to these 
confidentiality laws and standards which include:  

• If I believe that you, your child, or someone else is in clear and imminent danger of harm, I am 
legally obligated to inform proper authorities and others in order to help prevent harm from 
occurring. 

• If you provide information indicating that someone under the age of 18 years old is being 
abused or neglected or information that any disabled adult or elderly person is being abused, 
neglected, or exploited, I am legally required to notify the proper authorities. 

• In very rare cases, a court order may compel me to disclose information about you or your child 
via a properly issued subpoena. 

• Additionally, you are protected under the provisions of the Federal Health Insurance Portability 
and Accountability Act (HIPAA). Under HIPAA, client and record information can be released 
under certain other circumstances, which are outlined in the HIPAA Notice of Privacy Practice 
document. You are allowed to revoke any written consent for release of information at any 
time, but this revocation must be done in writing.  

When working with minors, I generally will not share the content of sessions with parents/guardians, 
though I reserve the right to disclose information due to my clinical judgment, such as safety purposes 
or if therapeutic judgment warrants sharing content for the welfare and health of the minor.  

Fee, Credit Card, and Cancellation Policy    

All intakes are up to 75 minutes and cost $________. All other session are 45-50 minutes and cost 
$________. Other services such as court appearances, inpatient visits, or significant telephone 
counseling are subject to additional fees. Rooted Counseling accepts cash, checks, and credit cards as 
form of payment, due by the end of the day of the session. There will be a $20.00 fee for returned 
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checks. Clients will be charged in full for appointments not cancelled 24 hours prior to their 
appointment. 

Rooted Counseling keeps a credit card on file for each client in order to ensure on-time payment and 
payments for late cancels or missed sessions. 

Insurance   

I do not currently participate on insurance panels and am considered an "out-of-network" provider. Fees 
are paid at time services are rendered. I am happy to provide you with a billing statement that you may 
submit for “out-of-network” insurance reimbursement and/or for tax purposes. 

Professional Services    

I am available for counseling appointments at scheduled times throughout the week between the hours 
of 9am – 8pm (availability varies). If a client believes they are in crisis and feeling suicidal, overwhelmed, 
or unsafe, they should call the Crisis Help Line at (517) 337-1717, the EVE Domestic Violence Helpline at 
(517) 372-5572, or call 911/go to their nearest emergency room. 

Client Rights    

● To end counseling whenever you choose. Participation is voluntary. 
● Receive respectful services. 
● Receive treatment in a safe and confidential environment. 
● Refuse to answer any questions I don’t feel comfortable answering. 
● Report complaints about my therapist without fear of retaliation. 
● See my therapist's credentials and training at my request.  
● Have your privacy and confidentiality maintained. 
● Refuse any treatment offered. 

 
Privacy Notice   
Effective Date: July 1st, 2017  

By signing below, I acknowledge that my counselor reviewed all aspects of the privacy policy. I 
understand that I may ask questions at any time regarding any aspect of the privacy policy. I 
acknowledge an electronic copy of the privacy policy has been made available to me. 

Printed Name: _________________________________________ 

Client Signature: _______________________________________    Date: ___________ 

Legal Guardian Signature: ________________________________    Date: ___________ 
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Non-Secure Communication Policy 

Email Confidentiality Agreement    

When communicating via email, it is important to remember that confidentiality is limited. By signing 
below, the client is saying that they have considered and understand the limitation of confidentiality and 
agree that the client is responsible for keeping their email account private to the extent that they desire 
for it to be private. 

Text Messaging Confidentiality Agreement    

When communicating via email, it is important to remember that confidentiality is limited. Text 
messages are only to be used for scheduling reminders and questions. Any therapeutic processing 
should be reserved for sessions and/or phone consultation. By signing below, the client is agreeing that 
they have considered and understand the limits of confidentiality and agree that the client is responsible 
for keeping their text messages private to the extent that they desire them to be private. 

Dual Relationships    

For the purposes of professionalism and relational clarity, it is the policy of this practice to not accept 
gifts of any kind from the client (with notes/greeting cards being the only exceptions). As a matter of 
policy, if counselor and client see each other in a public setting, counselor will not acknowledge the 
client unless the client first does so. Client is solely responsible for all public interactions with the 
counselor and others in the public setting. I do not interact or engage with clients on any form of social 
media. 

 

I give permission for Rooted Counseling to correspond with me via text messaging and or email.  

Yes  ________   No ________   Email Only ________   Text Only ________ 

Signature: __________________________________        Date: _________ 

 

Informed Consent 

Annie Giupponi, LMSW 

Annie Giupponi has a Master’s of Social Work degree from University of South Carolina. She is a 
Licensed Clinical Social Worker in the state of Michigan (#6801100766). She works with clients from a 
strengths-based perspective, with a specialty in treating eating disorders and trauma-related issues. She 
takes a holistic approach to therapy, incorporating mindfulness, Cognitive Behavioral Therapy (CBT), 
Dialectical Behavior Therapy (DBT), Family-Based Treatment (FBT)/Maudsley and Acceptance and 
Commitment Therapy (ACT) into her practice to best meet the needs of each individual. She has 
extensive training in utilizing these methods to meet each client or family’s treatment needs.   
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Damaris Garcia, LLPC 
Damaris Garcia has a Master’s in Professional Counseling from Cornerstone University. She is a Limited 
License Professional Counselor in the State of Michigan (#6401016821). She specializes in working with 
adults and children with eating disorders, anxiety, depression, and intimacy concerns. As a person-
centered therapist, she views the therapeutic relationship as a place of growth and healing, primarily 
using CBT and Choice Theory in her clinical work. Damaris believes the therapeutic relationship is the 
most important aspect of successful therapy, and that the client is the professional with regard to their 
own story and experience.  
As a Limited License Professional Counselor, Damaris will be completing her 3000 hours of post-degree 
experience under the supervision of Rebecca Fitton, LPC (#6401015566). Damaris will meet on a regular 
basis with her supervisor to discuss cases in order to provide the utmost care for her clients. 
 
 
Goals for Treatment (The initial goals mutually agreed upon include the following): 

1.   
 

2.   
 

3.  

 

Do you have any questions about fees, confidentiality, or other matters?      Y   N  

Do you agree with the conditions and provisions of these Practice Policies?   Y   N 

Do you understand you can stop treatment at any time and/or revoke any consents signed above at 
any time?   Y    N 

 

By signing below, I acknowledge that my counselor reviewed all aspects of practice policies and 
informed consent, and initial goals have been created in collaboration with my counselor. I 
understand that I may ask questions at any time regarding any aspect of practice policies and 
informed consent and agree to abide by its terms during our professional relationship.  

Client Signature: _______________________________________    Date: ___________ 

Legal Guardian Signature: ________________________________    Date: ___________ 

 

I have discussed and explained the above information with the client.  

Counselor's Signature ________________________________________________   Date __________ 
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Authorization for Recurring Credit Card Payments 

Rooted Counseling keeps a credit card on file for each client in order to ensure on-time payment and 
payments for late cancels or missed sessions.  

Cancellation Policy 

Clients will be charged in-full for appointments not cancelled 24 hours prior to their appointment time. 

• If you are choosing to turn in receipts for insurance reimbursement, the missed/cancelled 
sessions will not be counted as a treatment session, so you will not be reimbursed for the 
session 

• All clients are required to keep a credit card on file to pay for those cancelled/missed sessions.  
• These sessions will be charged the day of the session using the credit card number provided 

below.  

Credit Card Policy  

In addition to payment in cash or check, clients may choose to keep a credit card on file to pay for 
sessions. 

 

Account Type:    Visa    MasterCard    AmericanExpress    Discover 

Name (as it appears on card): 
_____________________________________________________________ 

Account Number: 
_____________________________________________________________ 

Expiration Date: __________     CVC: _______   Billing Zip Code: _________ 

 

Email Address (for receipts): _______________________________________________ 

 

Would you like to use this credit card to pay for all sessions?    Y    N 

I authorize Rooted Counseling to make charges to my credit card for payment of counseling services 
when I do not provide cash or check for those sessions. I understand the cancellation policy and give 
Rooted Counseling Permission to charge any missed or cancelled session on the credit card listed 
above. 

 

Signature: _________________________________________      Date: ____________ 


