
Please provide the following information below.

Legal Name: _______________________ Preferred Name: _______________________________ 

DOB: ________/________/________  Age: ____________________

Address: ________________________________________________________________________ 

Phone Number: _________________ Email: ___________________________________________ 

OK to Email:               Yes               No         OK to Leave Message:               Yes               No 

Emergency Contact: ________________________ Phone Number: __________________

Email: ___________________________________ Relationship to Client: ___________________

Relationship Status (ex. Single, Married, Partnered, Separated etc.)

Self-Defined Questioning 

Relationship Orientation (ex.  Monogamous, Polyamorous, D/s or M/s, etc.)

Self-Defined Questioning 

Importance of this identity in your life:          Important          Somewhat Important        Not Important 

Feel free to share your thoughts about your relationship status and orientation: _____________ 

_________________________________________________________________________________ 

_________________________________________________________________________________

Integrative Empowerment Group, PLLC. 
Administration@integrativeempowerment.com

(734)945-6210

122 South Main St. 
Suites 200 & 240 

Ann Arbor, MI 48104 

Saniyah Center 
2488 Golfside Rd. 

Ypsilanti, MI 48197



Gender Identity (ex. Woman, Man, Genderqueer, Transgender, etc.)

Self-Defined Questioning 

Pronouns (ex. She/Hers, He/His, They/Theirs, Ze/Zir, etc.)

Self-Defined Questioning 

Importance of this identity in your life:  Important   Somewhat Important     Not Important 

Please share your thoughts on your gender identity and expression: _____________________ 

________________________________________________________________________________ 

________________________________________________________________________________

Sexual Orientation (ex. Pansexual, Heterosexual, Gay/Lesbian, Grey/Asexual, etc.)

Self-Defined Questioning 

Feel free to share your thoughts about your sexual orientation: _________________________

_______________________________________________________________________________

_______________________________________________________________________________

Racial and/or Ethnic background:__________________________________________________

Importance of this identity in your life:      Important        Somewhat Important          Not Important

Religious/Spiritual Preference: _____________________________________________________

Importance of this identity in your life:      Important        Somewhat Important          Not Important

Occupation: ____________________________________________________________________ 

Referred by (if any): ______________________________________________________________ 

What has led you to seek help at this time? __________________________________________ 

_______________________________________________________________________________ 

Have you already tried to resolve these concerns? If so, what did you do and how did it 

work? __________________________________________________________________________ 

________________________________________________________________________________

Importance of this identity in your life:          Important        Somewhat Important         Not Important



Who do you  go to  for  support? (ex. Family, Friends, Spirituality, etc.) ____________________

_________________________________________________________________________________

What might make it difficult for you to succeed in counseling? (ex. financial stress, lack of social 

or family support, etc.) _____________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________

What strengths or resources can you identify that help you in your life? (ex. commitment, social 

or family support, etc.) _____________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Have you or your community experienced discrimination or oppression based on your 

race, gender sexual orientation etc.?               Yes               No

If yes, please describe: _____________________________________________________________

_________________________________________________________________________________

How has this stress impacted your mental health? ______________________________________

_________________________________________________________________________________

Do you ever engage in behaviors to harm or injure yourself?               Yes               No

If yes, how long ago did you feel like harming yourself? _________________________________

Are you currently engaging in any self-injuring behaviors?               Yes               No

If yes, how? (ex: cutting, picking, hair pulling, etc.) _____________________________________

_________________________________________________________________________________

If no, what prevents you from harming yourself now? ___________________________________

_________________________________________________________________________________
Have you ever considered taking your own life?               Yes               No
If yes, when was the last time you considered this? _____________________________________

Do you currently have thoughts of suicide?               Yes               No     

Have you attempted suicide in the past?               Yes               No

If yes, how? ______________________________________________________________________

_________________________________________________________________________________



If you currently have thoughts of suicide, what prevents you from acting on these thoughts?

 ________________________________________________________________________________

 ________________________________________________________________________________

Have you ever tried to harm another/others?               Yes               No

If yes, how? ______________________________________________________________________

 ________________________________________________________________________________

If yes, how long ago did you feel like harming another/others? ___________________________

 ________________________________________________________________________________

If yes, did you attempt to harm another/others? Yes No

If yes, what prevents you harming another/others now? _________________________________ 

 ________________________________________________________________________________ 

Do you feel safe in your home?                Yes               No

Describe: ________________________________________________________________________ 

 ________________________________________________________________________________ 

Do you feel afraid of your partner(s)/family member(s)?               Yes               No

Describe: ________________________________________________________________________  

________________________________________________________________________________

Do you feel controlled or isolated?               Yes               No

If yes, by whom? _________________________________________________________________



Symptom Assessment 
Please give as accurate account as you can and if you have any questions or concerns, we invite you to discuss 
them with your therapist.

  If filling out digitally please type X to indicate your selection.

I  AM  EXPERIENCING… Never Seldom Often Always For how long? 

Frequent worry or tension 
Fear of many things 
Discomfort in social situations 
Feelings of guilt 
Phobias: unusual fears about specific things 
Panic Attacks: Sweating, trembling, shortness of 
breath, heart palpitations 
Recurring, distressing thoughts about a trauma 
“Flashbacks” as if reliving the traumatic event 
Avoiding people/places associated with trauma 
Nightmares about traumatic experience 

I  AM  FEELING… Never Seldom Often Always For how long? 

Decreased interest in pleasurable activities 
Social Isolation, Loneliness 
Suicidal Thoughts 
Bereavement or Feelings of Loss 
Changes in sleep (too much or not enough) 
Normal, daily tasks require more effort 
Sad, hopeless about future 
Excessive feelings of guilt 
Low self-esteem 

I  NOTICE... Never Seldom Often Always For how long? 

I am Angry, Irritable, hostile 
I feel euphoric, energized and highly optimistic 
I have racing thoughts 
I need less sleep than usual 
I am more talkative 
My moods fluctuate: go up and down 



I  HAVE… Never Seldom Often Always For how long? 

Memory problems or trouble concentrating 
Trouble explaining myself to others 
Problems understanding what others tell me 
Intrusive or strange thoughts 
Obsessive Thoughts 
Been hearing voices when alone 
Problems with my speech 

I  HAVE… Never Seldom Often Always For how long? 

Risk Taking behaviors 
Compulsive or repetitive behaviors 
Been acting without concern for consequence 
Been physically harming myself 
Been violent toward other(s) 

MY  EATING  INVOLVES… Never Seldom Often Always For how long? 

Restriction of food consumption 
Bingeing and Purging 
Binge Eating 
Weight loss or gain 

EMPLOYMENT & SELF-CARE Never Seldom Often Always For how long? 

I have problems getting/keeping a job 
I have problems paying for basic expenses 
I am afraid of becoming homeless 
I have problems accessing healthcare 

I  HAVE… Never Seldom Often Always For how long? 

Concern about my sexual function 
Discomfort engaging in sexual activity 
Questions about my sexual orientation 

Have you ever used laxatives, diuretics, and/or diet pills for weight loss:               Yes               No 

Please tell us more about your eating behaviors: __________________________________________ 

____________________________________________________________________________________

____________________________________________________________________________________

Please describe ways you engage in self-care: _____________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________



SUBSTANCE USE HISTORY 

Substance Type Current Use (last 6 months) Past Use 

Y N Frequency Amount Y N Frequency Amount 

Tobacco 

Caffeine 

Alcohol 

Marijuana 

Cocaine/crack 

Ecstasy 

Heroin 

Inhalants 

Methamphetamines 

Pain Killers 

PCP/LSD 

Steroids 

Tranquilizers 

 Yes  No  Have you had withdrawal symptoms when trying to stop using any substances? If yes, please 
describe: ___________________________________________________________________________ 

 Yes  No      Have you ever had problems with work, relationships, health, the law, etc. due to your 
substance use? If yes, please describe: _________________________________________________________ 

Therapist Notes: 

MEDICAL INFORMATION 

Have you experienced any of the following medical conditions during your lifetime? 
 Asthma  Headaches  Stomach aches   
 Surgery  Serious accident  Head injury 
 Meningitis  Seizures    Vision problems  
 Diabetes  Hearing problems  Miscarriage 

 Allergies  
 Chronic pain  
 Dizziness/fainting 
 High fevers  
 Sexually transmitted 

infection
  Autoimmune  Sleep disorder  Other: ___________________ 

Please list any CURRENT health concerns: ______________________________________________________ 

Current prescription medications:  None 

Medication Dosage Date First Prescribed Prescribed By 

Current over-the-counter medications (including vitamins, herbal remedies, etc.): ________________________ 
_________________________________________________________________________________________ 
Allergies and/or adverse reactions to medications:  None 
If yes, please list: ___________________________________________________________________________ 

Therapist Notes: 



 FAMILY AND DEVELOPMENTAL HISTORY 

Family Mental Health  Who? 

ADD/ADHD
Sexual Abuse
Depression 

Bipolar
Suicide 

Anxiety 

Panic Attacks 

Obsessive-Compulsive 

Anger/Abusive 

Schizophrenia 

Eating Disorder 

Substance Abuse

Other:

Please check if you have experienced any of the following types of trauma or loss: 

 Emotional/Verbal abuse  
 Sexual abuse 
 Physical abuse 
 Military related
 Identity based violence

 Neglect 
 Violence in the home  
 Crime victim  
 Parent illness 

Sexual/Physical Assault

Lived in a foster home  
Harassment/ Discrimination
Homelessness 
Loss of a loved one        
Financial difficulties  

Please feel free to elaborate or share more:

PREVIOUS MENTAL HEALTH TREATMENT 

Yes No  Type of Treatment  When?  Provider/Program  Reason for Treatment 

Outpatient Counseling 

Medication (mental health) 

Psychiatric Hospitalization 

Drug/Alcohol Treatment 

Self-help/Support Groups 

Therapist Notes: 

If you have been diagnosed with any mental health concerns, please list: _________________________________
___________________________________________________________________________________________              



Integrative Empowerment Group, PLLC

Welcome! The following guidelines should answer most of your questions about our policies and 
procedures. 

Consent to treatment:  All clients are here voluntarily for their mental health care.  The practice of therapy 
is not an exact science and no guarantees can be made as to the results of therapy.

Limits to Confidentiality:  Confidentiality is an increasingly complex issue.  In most situations, we can only 
release  information about your treatment to others if you sign a written Authorization form that meets 
certain legal requirements imposed by the Health Insurance Portability and Accountability Act (HIPAA), 
which went into effect on April 14, 2003.  However, some situations, described in the bullets below, 
require only that you provide written, advance consent.  Your signature on this Agreement provides 
consent for the following situations:

● I may occasionally find it helpful to consult other health and mental health professionals about a case.
During a consultation, I make every effort to avoid revealing your identity. The other professionals are
also legally bound to keep the information confidential. I will note all consultations in your Clinical
Record.

● If a government agency is requesting the information for health oversight activities, I may be required
to provide it for them.

● If you file a complaint or lawsuit against me, I may disclose relevant information about you in order to
defend myself.

● If I am being compensated for providing treatment to you as a result of your having filed a worker’s
compensation claim, I must, upon appropriate request, provide information necessary for utilization
review purposes.

In addition, your insurance company, if you use one, requires a  d iagnosis be given i n o rder to 
reimburse you for services rendered. They may also request additional information t o authorize mental 
health services, t o process insurance claims and facilitate payments for mental health services, and to 
conduct retrospective reviews for quality assurance purposes. This information will be provided as  
needed (see the section on Client Records below). Although all insurance companies claim to keep such 
information confidential, I have no control over what they do with it once it is in their hands. In some 
cases, they may share the information with a national medical information data bank. I will provide you 
with a copy of any report I submit, i f you request it. By signing this Agreement, you agree that I can 
provide requested information to your carrier. 

If you are involved in a court proceeding and a request is made f or information concerning your 
diagnosis and treatment, such information is protected by the therapist-client privilege law. I cannot 
provide any information without either your written authorization or a court order. If you are involved in or 
are contemplating litigation, you should consult with your attorney to determine whether a court would be 
likely to order me to disclose information.

If you ask me to  d isclose parts o f the Client Record to  a  third party to  support a  d isability c laim, a  c ivil 
lawsuit, divorce, or similar legal or quasi-legal pursuit, I will strongly advise you against doing so 
because of the potential harm to our therapeutic relationship. If, as you read this, you have in mind using 
any part of the Clinical Record for an upcoming legal or quasi-legal pursuit, please inform me immediately 
and I will be happy to provide referrals for a clinician who can perform such an evaluation.



There are four additional situations in which I am legally obligated to take actions. I will make every effort 
to  fully d iscuss it with you before taking any action and I will limit my disclosure to what is necessary.

● If you have expressed ideation, intent and plan to take your life and cannot guarantee your safety I
will be required to get you connected to the nearest hospital for further assessment and to keep
you safe. I may need to coordinate and communicate with the hospital in such cases.

● If I have reasonable cause to suspect child abuse or neglect, the law requires that I file a report
with Child Protective Services. Once such a report is filed, I may be required to provide additional
information.

● If I have reasonable cause to suspect the “criminal abuse” of an adult, I must report it to the police.
Once such a report is filed, I may be required to provide additional information.

● If there is a threat of physical violence against a reasonably identifiable third person and I judge
you to have the apparent intent and ability to carry out that threat in the foreseeable future, I may
have to disclose in formation in order to take protective action. These actions may include
notifying the potential victim ( or, if the victim is a minor, their parents and the county Department of
Social Services) contacting the police, and/or seeking hospitalization for you.

The laws governing confidentiality can be quite complex, and I  am not an  attorney. In situations where 
specific advice is required, formal legal advice may be needed.

Supervision/Consultation: It is a continuing goal of Integrative Empowerment Group to provide the best 
possible service to clients. Accordingly, staff members receive and provide consultation and supervision 
to each other whenever appropriate. 

Record Keeping
You should be aware that, pursuant to HIPAA, I keep Protected Health Information about you in two 
sets of professional records:

One set constitutes your Clinical Record. It includes information about your reasons for seeking 
therapy, a description of the ways in which your problem impacts on your life, your diagnosis, the goals 
that we set for treatment, your progress towards those goals, your medical and social history, your 
treatment history, any past treatment records that I receive from other providers, reports of any 
professional consultations, your billing records, and any reports that have been sent to anyone, including 
reports to your insurance carrier. You have a  right to examine and/or receive a copy of your clinical 
record if you request it in writing, except in unusual circumstances, as follows:

● where disclosure would physically endanger you and/or others,

● when your record makes reference to another person (unless such other person is a health
care provider) and I believe that access is reasonably likely to cause substantial harm to such
other person,

● where others have supplied information to me confidentially.
Because these are professional records, they can be misinterpreted and thus upsetting 
to untrained readers. For this reason, I recommend that you initially review them in my 
presence, or have them forwarded to another mental health professional so you can discuss the 
contents. If I refuse your request for access to your Clinical Records, you have a formal right of 
review, which I will discuss with you upon request.

The second set of records is Psychotherapy Notes. These Notes are for my own use and are designed 
to assist me in providing you with the best treatment. While the contents of Psychotherapy 
Notes vary from client to client, they can include the contents of our conversations, my 
assessment of those conversations, and how these conversations affect your therapy. They also 
contain particularly sensitive information that you may reveal to me that is not required to be 
included in your Clinical Record. These Psychotherapy Notes are kept separate from your 
Clinical Record. Your Psychotherapy Notes are not available to you and cannot be sent to anyone 
else, including insurance companies without your written, signed Authorization. Insurance 
companies cannot require your authorization as a condition of coverage nor penalize you in any way 
for your refusal to provide it.



Client Rights:  HIPAA provides you with several new or expanded rights with regard to your Clinical Records 
and disclosures of protected health information. These rights include requesting that I amend your record; 
requesting restrictions on what information from your Clinical Records is disclosed to others; requesting an 
accounting of most disclosures of protected health information that you have neither consented to nor 
authorized; determining the location to which protected information disclosures are sent; having any 
complaints you make about my policies and procedures recorded in your records; and the right to a paper 
copy of this Agreement, the attached Notice form, and my privacy policies and procedures. I am happy to 
discuss any of these rights with you. 

Weapons Policy: No weapons or firearms of any kind are permitted on the premises.

Emergency Accessibility. A 24-hour voicemail is available for your non-urgent messages.  It is checked daily, 
Monday through Friday, and calls are typically returned by the next business day.  

In the event of an emergency, call your local crisis hot line or emergency care facility (911).  If you 
believe that you may require more extensive access to your therapist between sessions than what is 
described above, I am probably not the therapist for you. Please let me know and I will be happy to 
refer you to someone who provides this service. If you have questions about accessibility, please 
ask.

Termination.  I expect t hat you will provide advance, face-to-face notice of your intention to terminate 
therapy. Doing so allows us to address the inevitable issues that come up when ending an important 
relationship.  

If you cancel an appointment or fail to show up for an appointment and do not reschedule, I may not be 
able to hold that regular meeting time open for you. One month from the time of our last face-to-face 
contact, I will mail you a letter asking if you would like to schedule another appointment. If I receive no reply 
to this letter within two weeks of having sent it, I will take this as an indication that you want to end 
treatment. You are welcome to ask me for help in finding another therapist, and i f you decide subsequently 
that you want to begin treatment again, I will be happy to see you if there is an available regular 
appointment time.

Either one of us may decide at some point that our continued working together is not adequately meeting 
your needs. I am ethically bound not to continue work that is harmful to you or that is less effective than what 
you might receive from another provider. If this situation arises (or any other unforeseen impediment to our 
working together, e.g., my becoming ill), I will try to provide as much advance notice as I can and will 
provide you with appropriate referrals.

By signing below, you agree that you have read this agreement and consent to its terms.  It also serves as 
an acknowledgment that you have been offered the HIPAA Notice described above.

client signature date

signature of witness date



Fee and Payment Agreement

I,________________________________________________, hereby agree to pay Integrative 
Empowerment Group, PLLC a fee of_____ per session (50 minutes) for counseling/
psychotherapy services.  My co-pay is ______. I understand that payment of the agreed up on fee, or 
insurance co-payment, will be made following each appointment unless other arrangements are 
made. I further understand that I am responsible for paying all balances not paid by my insurance 
company, and I  hereby agree t o allow the release of basic information to a collection agency should I  
fail to pay any outstanding balances. I agree to pay any and all fees incurred by Integrative 
Empowerment Group, PLLC may be necessary to collect any unpaid balances after reasonable 
notification that I have an unpaid balance.

If I  am using insurance, I understand that it is my responsibility to verify coverage, learn what my co-
pay (if applicable) is , and find out what limitations of coverage exist (e.g., deductible, session limits, pre-
authorization requirements, etc.). I realize that some insurance companies contract out their mental 
health coverage to another company, e.g., Blue Cross Blue Shield may contract out their mental health 
coverage to Magellan. In such a case, I may be responsible for an out-of-network rate even 
though Integrative Empowerment Group, PLLC is in network for my main insurance.  If the 
insurance company does not pay for a service, I will pay for that service.

I further understand that I am required to give 24-hour notice in order to cancel my counseling 
appointment. I hereby agree to pay the full fee ($150) for any appointments that I fail to cancel 24 
hours in advance.  An exception to the requirement to give 24 hours notice will be made the first time it 
occurs.  All subsequent missed appointments without 24-hour notice or late cancellations will be 
charged the full fee regardless of the reason for the missed session or late cancellation. The 
missed appointment/late cancellation fee is due within seven days or at the next appointment, whichever 
is sooner. I  understand that my insurance company will not pay for missed appointment or late 
cancellation charges.

By signing below, you agree that you have read this agreement and consent to it's terms.

client signature(s) date

signature of witness date



Integrative Empowerment Group, PLLC

Authorization to RELEASE and RECEIVE Information
I,________________________________, hereby authorize Integrative Empowerment 
Group, PLLC to release information gained during assessment and/or psychotherapy 
with me, as well as any and all other pertinent information which may be in my record 
to:__________________________________________________________________

Purpose of Disclosure:________________________________________________

I understand that this authorization for confidential information applies only to the 
individual or agency named above and does not permit the release of information 
concerning me to any other agency or  individual. I  further understand that I may 
revoke this consent at any time, except for information that has already been 
released.

Signature:___________________________

Print Name:_________________________        DOB:_______________________

Witness:_____________________________      Date:_______________________ This 

authorization will expire after one year unless otherwise specified.

Release expiration:__________________________

I hereby wish to revoke the above consent:___________

122 South Main St. 
Suites 200 & 240 

Ann Arbor, MI 
48104

2488 Golfside Rd. 
Ypsilanti, MI 

48197
(734)945-6210
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