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Please fill out this form prior to your first appointment. The highlighted portions are required to 
receive services. Thanks kindly. 

Client Information 

Full Name: ________________________________________________________________________________ 
Identified Gender: __________________________ Gender at Birth: __________________________________ 
Social Security Number (Required for Treatment to Begin, for Billing Purposes): _________________________ 
Date of Birth: ______________________________ 

Contact Information. 

Address: ___________________________________________________________________________________ 
Email: _____________________________________________________________________________________ 
Home Phone: _______________________________________________________________________________ 
Cell Phone: _________________________________________________________________________________ 
Work Phone: ________________________________________________________________________________ 

Emergency Contact 

Full Name: ________________________________________________________________________________ 
Phone: ___________________________________________________________________________________ 
Relationship: ______________________________________________________________________________ 

Responsible Party 

If client is a minor and parents are separated/divorced, parent bringing the child is considered the 
responsible party. If parent has custody of child, parent must provide copy to the clinician by the 2nd therapy 
session for counseling services to continue, by law. 
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Full Name of Responsible Party (Write Self or Other): ___________________________________________________ 
Date of Birth: ___________________________________________________________________________________ 
Social Security Number:  __________________________________________________________________________ 
Age: __________________________________________________________________________________________ 
Address: _______________________________________________________________________________________ 
Home Phone: ___________________________________________________________________________________ 
Cell Phone: _____________________________________________________________________________________ 
Work Phone: ____________________________________________________________________________________ 
Employer: ______________________________________________________________________________________ 
 

Name of Responsible Party: ___________________________________________ 

Signature of Responsible Party (Typed):  ______________________________________ 
Last 4 SSN of Responsible Party: _______ 

Telemedicine Health Informed Consent 

I hereby consent to engaging in 
telemedicine as part of my 
psychotherapy. I understand that 
“telemedicine” includes the practice 
of health care delivery, diagnosis, 
consultation, treatment, transfer of 
medical data, and education using 
interactive audio, video, or data 
communications. I understand that 
telemedicine also involves the 
communication of my medical/mental 
information, both orally and visually, 

to health care practitioners located in 
Ohio or outside of Ohio. 

I understand that I have the following 
rights with respect to telemedicine: 

(1) I have the right to withhold or 
withdraw consent at any time without 
affecting my right to future care or 
treatment nor risking the loss or 

withdrawal of any program benefits 
to which I would otherwise be 
entitled. 

(2) The laws that protect the 
confidentiality of my medical 
information also apply to 
telemedicine. As such, I understand 
that the information disclosed by me 
during the course of my therapy is 
generally confidential. However, 
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there are both mandatory and 
permissive exceptions to 
confidentiality, including, but not 
limited to reporting child, elder, and 
dependent adult abuse; expressed 
threats of violence towards an 
ascertainable victim; and where I 
make my mental or emotional state 
an issue in a legal proceeding. 

I also understand that the 
dissemination of any personally 
identifiable images or information 
from the telemedicine interaction to 
researchers or other entities shall not 
occur without my written consent. 

(3) I understand that there are risks 
and consequences from telemedicine, 
including, but not limited to, the 
possibility, despite reasonable efforts 
on the part of my psychotherapist, 
that: the transmission of my medical 

information could be disrupted or 
distorted by technical failures; the 
transmission of my medical 
information could be interrupted by 
unauthorized persons; and/or the 
electronic storage of my medical 
information could be accessed by 
unauthorized persons. 

In addition, I understand that 
telemedicine based services and care 
may not be as complete as face-to-
face services. I also understand that if 
my psychotherapist believes I would 
be better served by another form of 
psychotherapeutic services (e.g. face-
to-face services) I will be referred to a 
psychotherapist who can provide such 
services in my area. Finally, I 
understand that there are potential 
risks and benefits associated with any 
form of psychotherapy, and that 
despite my efforts and the efforts of 
my psychotherapist, my condition 

may not be improve, and in some 
cases may even get worse. 

(4) I understand that I may benefit 
from telemedicine, but that results 
cannot be guaranteed or assured. 

(5) I understand that I have a right to 
access my medical information and 
copies of medical records in 
accordance with Ohio law. 

I have read and understand the 
information provided above. I have 
discussed it with my psychotherapist, 
and all of my questions have been 
answered to my satisfaction. I 
acknowledge that my typed name will 
stand in for my electronic signature, 
when it is paired with the last four 
digits of my social security number.  

Name of Patient: _________________________________________ Date: ________________________ 
Signature of Patient: ______________________________________ Last 4 SSN: ____ 
Signature of Other Medical Decision Maker (where applicable): _______________________ Last 4 SSN: _____ 

Client Intake Form 
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Basic Introduction.  
Referral Source: ____________________________________________________________ 
Significant Changes in Last Year: _______________________________________________ 
__________________________________________________________________________ 
Current Supports Utilized: ____________________________________________________ 
__________________________________________________________________________ 
Treatment History 

Please indicate your history of mental health and psychiatric treatment below. For all instances, please 
indicate, (1) Name of Agency, (2) Name of Provider, (3) Dates Seen, (4) Treatment Response.  
____________________________________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
Please indicate below any history of thoughts or actions to harm in relation to self and others. If Current, 
please indicate with the letter “C”, if Past/Previous, please indicate with the letter “P”, if Not Applicable, 
please indicate with the letter “N”:  
______________  Cutting 
______________  Restrictive Eating 
______________  Self Harm 
______________  Suicidal Ideation 
______________  Homicidal Ideation 
______________  Hospitalization for Suicidality 
______________  Drug Use (Inclusive of Recreational Use)  
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Are you currently experiencing any symptoms of depression, anxiety, panic attacks or dissociation (severe 
disconnection)? If yes, please describe. ______________________________________________________ 
______________________________________________________________________________________ 
______________________________________________________________________________________ 

Please indicate below any family history of mental health and chemical dependency issues. This may include 
history of suicide or suicide attempts in the family. ______________________________________________ 

Preliminary Goals for Therapy 

What would you like to accomplish from your time 
in therapy? 

_______________________________ 
_______________________________

Notice of Privacy Practices 
THIS NOTICE 
DESCRIBES HOW 
CLINICAL 
INFORMATION ABOUT 
YOU MAY BE USED 
AND DISCLOSED AND 
HOW YOU CAN GET 
ACCESS TO THIS 
INFORMATION. 
PLEASE READ 
CAREFULLY! 

 

INTRODUCTION 

This notice describes the 
privacy practices of 
Counseling Care Circle. 
This notice applies to all 
of the health records that 
identify you and the care 
you receive from us. If 
you are under 18 years of 
age, your parents or 
guardian must sign for 
you and handle your 
privacy rights for you. 

PRIVACY AND THE LAW 

We are required to give you 
this Notice of Privacy Policy 

because of the federal law, 
the Health Insurance Porta-
bility and Accountability 
Acts of 1996 (HIPPA). We 
will follow the terms of this 
Notice while it is in effect 
and inform you of any 
changes. At CP we believe 
that your mental health 
information is personal. We 
keep records of the care 
and services that you 
receive from us. We are 
committed to keeping your 
mental health information 
private, and we are also 
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required by law to respect 
your confidentiality. 

WHO WILL FOLLOW THIS 
NOTICE 

Any health care professional 
authorized to enter 
information into your clinical 
record, all employees, staff, 
sub-contractors and other 
personnel at this practice 
who may need access to 
your information must abide 
by this Notice of Privacy 
Practices. All business 
associates may share 
information with each other 
for treatment, payment 
purposes or health care 
operations described in this 
Notice. Except where 
treatment is involved, only 
the minimum necessary 
information needed to 
accomplish the task will be 
shared. 

PROTECTED HEALTH 
INFORMATION (PHI) 

Any information we collect 
regarding your physical or 
mental health is called 
Protected Health 
Information (PHI). This may 
include the intake 

assessment, counseling 
sessions, psychological 
testing, records requested 
from other treating 
professionals and payment 
for your care. All of this 
information comprises your 
clinical record, which may 
be stored as paper charts 
and files, computer and 
electronic data. 

The clinical record is the 
property of Counseling Care 
Circle but the PHI in the 
clinical record belongs to 
you. 

USE AND DISCLOSURE 
OF PHI 

Use: This is when your 
information is read by your 
counselor or other approved 
Counseling Care Circle 
personnel for routine 
purpose. 

 

Disclosure: This is when 
your information is shared 
with or sent to others outside 
of Counseling Care Circle. 

Consent Form: By law, we 
may not treat you, unless 
you give us written 
authorization to use your 

PHI for the pur-poses of 
treatment, payment and 
healthcare operations. We 
may use and disclose this 
information without your 
specific consent. 

 

Treatment: We may use and 
disclose your PHI to provide, 
coordinate or manage your 
mental health care and rela-
ted services. For example, if 
we consult with other health 
care providers regarding 
your treatment with us, or if 
we refer you to another 
professional such as a 
physician or psychiatrist, for 
additional services. 

Payment: We may use and 
disclose your PHI to bill you, 
or others, to be paid for the 
treatment we provide you. 

We may also disclose 
limited PHI to consumer 
reporting agencies 
relating to collection of 
payments owed to us. 
Mental Health Care 
Operations: We may use 
and disclose your PHI for 
mental health care 
operations to ensure that 
you receive quality care. 
I.E., to review our 
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treatment and services 
and to evaluate the 
performance of our staff 
as it relates to your care. 

APPOINTMENT 
REMINDERS, TEST 
RESULTS AND 
TREATMENT 
INFORMATION 

Counseling Care Circle 
may contact you to provide 
appointment reminders, 
test results or to give you 
information about other 
treat-ments or health-
related services that may 
be of interest and benefit to 
you. Ways we may contact 
you include but are not 
limited to, voice mail 
messages, post cards, 
letters, email, text 
messages, emails, unless 
you direct us otherwise in 
writing. 

OTHER USES AND 
DISCLOSURES NOT 
REQUIRING CONSENT OR 
AUTHORIZATION 

The law lets us use and 
disclose some of your PHI 
without your consent or 

authorization. When required 
by law. 

There are some federal, state 
or local laws, which require 
us to disclose PHI. By law we 
are required to report: 

1. Suspected child and elder 
abuse or neglect. 

2. Abuse and neglect of an 
incompetent adult (such as 
a severely mentally 
retarded adult) 

3. Incidents of domestic 
violence 

4. When a patient indicates 
suicidality 

5. When a patient indicates 
homicidality 

 

If you are involved in a 
lawsuit or legal 
proceeding and we 
receive a subpoena, 
discovery request or other 
lawful process, we may 
have to release some of 
your PHI. We will only do 
so after attempting to 
inform you of the request, 
consulting your lawyer or 
trying to get a court order 
to protect the information 
requested. We have to 
release infor-mation to the 

government agencies 
which check on us to see 
that we are obeying the 
privacy laws. 
 

For law enforcement 
purposes: We may 
release PHI is asked to 
do so by a law 
enforcement official to 
investigate a crime or 
criminal. 
 

For public health activities: 
We may disclose PHI to 
agencies which investigate 
for the purposes related to 
preventing or controlling 
disease, injury or disability. 
 

Relating to descendants: 
We may disclose PHI to 
coroners, medical 
examiners or funeral 
directors and to organiza-
tions relating to organ, 
eye or tissue donations or 
transplants. 
 

For specific government 
functions: We may 
disclose PHI of military 
personnel and veterans to 
government benefit 
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programs relating to 
eligibility and enrollment, 
to worker's compensation 
programs, to correctional 
facilities if you are an 
inmate, and for national 
security reasons. 
 

To prevent a serious threat 
to health and safety: If we 
believe there is a serious 
threat to your health or 
safety, or that of another 
person, or the public, we 
can disclose some of your 
PHI. We will only do this to 
persons who can prevent 
the danger. 
 

USES AND DISCLOSURES 
TO WHICH YOU HAVE AN 
OPPORTUNITY TO 
OBJECT 

We may share your PHI 
with your family or others 
involved in your care such 
as close friends or clergy. 
You may inform us as to 
whom you wish us to 
contact and the limits of 
what we may share. We 
will honor your wishes as 
long as your request is not 

against the law. In an 
emergency we may share 
information if we believe it 
is what you would have 
wanted and is in your best 
interest. We will tell you as 
soon as possible of the 
action we have taken. We 
will discontinue such 
action at your request as 
long as it is not against the 
law. 

YOUR PERSONAL HEALTH 
INFORMATION RIGHTS 

Right to Request 
Restrictions: You may 
submit a written request 
indicating the PHI you 
wish to restrict or limit 
being disclosed. We are 
not required to agree with 
your request. 
 

Right to an Accounting 
of Disclosures: When we 
disclose your PHI we 
keep records of to whom 
it was sent, when and 
what was sent. You may 
submit a written request 
for a list of these 
disclosures. You must 
state the time period of 
disclosures you are 
requesting that is not 

longer than 6 years from 
date of request. 

Right to Amend: You 
may request in writing 
an amendment to your 
PHI that is incorrect or 
incomplete indicating a 
reason that supports 
your request. If we deny 
your request you have 
the right to file a 
statement of 
disagreement with 
Counseling Care Circle. 
Such statements and 
our rebuttal will be kept 
on file and sent out with 
any future authorized 
requests for information 
pertaining to the 
appropriate portion of 
your record. 

 

Right to inspect and copy: 
You may make a written 
request to inspect and copy 
your PHI. We may deny 
your request in limited 
circumstances, including 
psychotherapy notes, 
information for use in civil, 
criminal and administrative 
action and PHI to which 
access is prohibited by law. 
If we deny access you may 
request the denial by 
reviewed by another 
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licensed mental health 
professional. Counseling 
Care Circle reserves the 
right to charge a fee for the 
costs of copying, mailing or 
other supplies associated 
with your request. 

 

Right to Request 
confidential communication: 
You may specify in writing 
how or where you wish to be 
contacted by Counseling 
Care Circle regarding the 
confidential communication 
of your PHI. You do not 
need to give us a reason for 
such a request. We will 
accommodate all 
reasonable requests, but 
reserve the right to deny 
those that impose an 
unreasonable burden on the 
practice. 

Right to a paper copy of this 
notice: If you have agreed to 

receive this Notice of our 
Privacy Practices electron-
ically, you may request a 
paper copy. 

USES AND DISCLOSURES 
WHICH YOU AUTHORIZE 

If you need more 
information or have 
questions about the privacy 
practices described in this 
brochure, please speak to 
the Privacy Officer whose 
name and telephone 
number appears below. If 
you have a problem with 
how your PHI has been 
handled or if you believe 
your privacy rights have 
been violated, contact the 
Privacy Officer. You have 
the right to file a complaint 
with Counseling Care Circle 
and with the Secretary of 
the Federal Department of 
Health and Human 

Services. We promise that 
we will not in any way limit 
your care here or take any 
actions against you if you 
complain. 

US Department of Health and 
Human Services 
233 N Michigan Avenue 
Suite 240 
Chicago, IL, 60601 
312-886-2359 

Office for Civil Rights 
Department of Health and 
Human Services 
Mail Stop Room 506F 
Hubert H Humphrey Building 
200 Independence Ave SW 
Washington, DC 20201 
202-205-8725 

Counseling Care Circle 
4449 Easton Way, Suite 200 
Columbus, Ohio 43219 
614-568-3233 

Edits Effective April 20, 2018 

INFORMED CONSENT NOTICE 
Welcome to Counseling 
Care Circle! Our goal is 
to provide you with 

quality mental health 
care. Before you begin 
counseling, there are 

some things you ought 
to know. Legally, this 
information is called 
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"Informed Consent". It 
will help you better 
understand what to 
expect from counseling 
and psychotherapy 
services with Counselor 
Park. 

THE NATURE OF 
COUNSELING 

Counseling is a 
collaborative process 
between you and your 
counselor for the 
purpose of addressing 
personal, relational, or 
mental health 
problems. At the 
beginning of your 
counseling work, I will 
create a treatment plan 
with you. We will 
discuss what you 
would like to change, 
how we can change it, 
and how long it will 
take. We will review the 
plan every 3-6 months 
to see if it needs to be 
updated, per 
healthcare law and 
best practices in 
standard care. 

Counseling Care Circle's 
counselors have 
competency in treating a 
wide range of issues. 
However, if I believe your 
case requires knowledge 
and training I do not 
have, I will refer you for 
consultation with 
someone with specialized 
training. I will discuss any 
such referral with you to 
help you create your best 
action plan and honor 
your decision there-forth. 

BENEFITS & RISKS OF 
COUNSELING 

Counseling is not always 
easy. Your treatment may 
involve discussing 
unpleasant aspects of 
your life, which may lead 
to feelings of sadness, 
guilt, anger, frustration, 
loneliness, anxiety, or 
grief. You also might 
experience increased 
conflict with friends, 
coworkers, or family 
members. On the other 
hand, counseling has 
been shown to have 
benefits. Treatment often 

leads to better 
relationships, solutions to 
problems, and reduced 
feelings of distress. Since 
your individual results will 
depend on a number of 
factors, we cannot 
guarantee a specific 
outcome. However, we will 
do our best to help you 
reach your goals. 

EMERGENCIES 

Counseling Care 
Circle is not a 24-
hour emergency 
facility. If a crisis 
situation should 
arise, please dial 
911, go to the 
nearest hospital 
emergency room, 
or contact one of 
the following 
Emergency 
Centers: 

1. Delaware-Morrow County 
help line, 800-684-2324  

2. Franklin County Netcare, 
614-276-2273 

3. OSU Medical Center, 614-
293-8333 

4. Suicide Prevention, 800-
273-8255 



 

 

Counseling Care Circle 
4449 Easton Way 
Suite 200 (2nd Floor) 
Columbus, Ohio 43219 
CounselingCareCircle.com 
614-568-3233 

 

 

Isaiah 40:1 

5. Nationwide Children's 
Hospital, 614-722-2000 

Please also call me and 
leave a detailed 
message to make me 
aware of your situation; 
I will work diligently to 
work for your safety and 
well-being. 

CONFIDENTIALITY 

All of our work together 
(our conversations, your 
records, and any 
information that you give 
us) is protected by 
something called 
"privilege". That means 
the law protects you from 
having information about 
you given to anyone 
without your permission. 
At times, you may choose 
to allow us to disclose 
privileged information. 
This permission will be 
given in writing and you 
will specify what can be 
shared with whom. I will 
honor your privilege 
except in cases where 
breaking confidentiality is 
a professional or legal 

mandate, including the 
following: 
 

1. If we believe there is a risk 
that you might harm yourself 
or someone else. If you are 
threatening to hurt yourself 
or someone else, I am 
obligated to do what I can to 
keep that from happening. 
This may include contacting 
a family member, civil 
authorities, or the intended 
victim to give them the 
opportunity to protect you or 
themselves. 
 

2. If we have cause to 
believe that you are 
abusing children, 
elderly, or disabled 
people. It is my duty to 
report actual or 
suspected child abuse 
and neglect. I am also 
obligated to notify the 
authorities in cases of 
abuse or neglect of 
vulnerable adults, 
including the elderly, 
infirm, or mentally or 
physically disabled. 
 

3. In cases of court 
order. If you become 
involved in any lawsuit 
in which your mental 
health is an issue, the 
court or lawyers may 
subpoena your 
information. Similarly, 
you would lose the 
protection of privilege if 
you file a lawsuit 
against me or 
Counselor Park, or if 
you file a complaint with 
the State of Ohio 
Counselor, Social 
Worker, and Marriage & 
Family Therapist Board 
(CSWMFT Board). In 
such cases, your 
information would be 
subject to review by the 
court or the board.  

4. When you want your 
insurance company to 
reimburse for counseling 
services. As in medical 
care, your insurance 
company may require you 
to provide clinical 
information, including, but 
not limited to, your 
diagnosis, symptoms, 
progress, and the time of 
your visits, to reimburse 
your out of network care 
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with Counseling Care 
Circle. In this event, I will 
inform you of the 
diagnosis I plan to use for 
your counseling care. Any 
diagnosis made will 
become part of your 
permanent  

insurance record. 
Please note that your 
insurance company is 
not under the same 
confidentiality 
obligations that I am 
under. 

OUR OFFICE POLICIES 

Counseling sessions are 
scheduled for 55 minutes, 
and we must end each 
session promptly. Future 
appointments are 
generally scheduled or 
confirmed at the end of 
each counseling session. 
Counseling Care Circle 
provides an online 
scheduling and billing 
service for clients for 
ease of use, and to 
maximize the clinical hour. 

Payment is expected 
at the time of your 

appointment. I can 
accept cash or checks 
(made payable to 
your clinician, 
"Counselor Park" or 
"Ellice Park") in 
person, or credit/HSA 
cards fthrough the 
online portal, or your 
payment. 

The fee schedule for 
my services is as 
follows: $199  for the 
initial intake, $149 for 
each 55-minute 
session, and $225 for 
couples counseling 
for 115 minutes. 
Sliding scale fees, or 
Benevolence fees, 
are available on a 
limited basis, and 
require pre-approval. 
For your care, the 
cost will be full fee per 
each 55-minute 
session unless 
otherwise noted by 
your clinician and 
Counseling Care 
Circle. 

Our telephone is 
answered 24 hours 
a day by an 
electronic answering 
system. During 
office hours 7a-9am 
Monday, 7am-1pm, 
Tuesday through 
Friday, we check 
messages regularly, 
and we return phone 
calls the same day 
whenever it is 
possible. After my 
office hours, we 
check our and 
respond for 
messages regarding 
suicidality or patient-
specific clinically-
relevant 
emergencies only. If 
you cannot reach us, 
and you have an 
emergency outside 
of our normal office 
hours, please follow 
the instructions in 
the "emergencies" 
section of this form. 

Please provide me with 
24 hours' business-day 
(M-F) notice if it becomes 
necessary to reschedule 
an appointment. If you 
miss a scheduled 
appointment, it prevents 
other patients from using 
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that time, and the 
following policy will apply: 
First no show or less than 
24 hours notice: $35 fee. 
Second no show or less 
than 24 hours notice: $75 
fee. Third no show or less 
than 24 hours notice: 
$149 fee. Note that 
insurance does not pay 
for missed sessions. 
Returned check fee and 
faulty card fee is $35. 

In the event that you 
need to reschedule, 
you have provided 
sufficient notice, and if 
you have paid online -
- your prepayment will 
apply towards your 

next visit. All deposits 
are final and non-
refundable. 

If you have missed a 
scheduled 
appointment and you 
have no future 
scheduled visits, and 
you do not register 
for a future 
appointment within 
10 business days or 
2 full weeks, your 
counselor will accept 
that as notice that 
you have terminated 
this agreement and 
wish to discontinue 
counseling.  

If there is a problem 
collecting payment, you will 
remain responsible for 
payment of the full fee for 
each visit. If we have not 
received payment from 
you within 60 days of any 
counseling session, we 
may send delinquent bills 
to a collections agency for 
past and ongoing visits at 
the customary fee noted 
above. Patients are solely 
responsible for their fiscal 
duties, and Counseling Care 
Circle is not responsible for 
providing notice of sending a 
bill to collections or to a 
small claims court after the 
60-day grace period. 

FEE AGREEMENT 

Consultations: $40/30 minutes.  
Individual Coaching and Consultation: $80/55 minutes. 
Clinical Mental Health Assessment, Diagnostic Intake: $199/55 minutes. 
Clinical Psychotherapy for Individual Children and Adults: $149/55 minutes. 
Intensive Therapy for Individuals, Couples, Families: $225/120 minutes.  
Unlimited Message-Based Consultation Program with Optional Live-Session 
Add-Ons: $60-75/week auto-billing, (Optional Add-On of $40/30 minute live 
sessions). 
Returned Check, and Faulty Credit Card Fee: $35/instance. 
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Late Notice/No Notice Fee for Appointments: $35/1st instance, $70/2nd instance, 
$149/3rd instance onwards.  

Fee agreement for (Patient’s Name, Typed): _____________________________ 

I acknowledge I am receiving services out-of-network, when I receive counseling 
services from Ellice Park, LPC. Patient and or Medical Decision Maker’s Initial Typed 
Here______ 

I authorize payment of services to Counseling Care Circle through my use of credit 
card, debit card, HAS, checks, cash, or debit card through Square, or online through a 
statement sent to me via email. Patient and or Medical Decision Maker’s Initial Typed 
Here______ 

I understand that a late notice to cancel/reschedule fee at graduated rates ($35 first 
occurrence, $70 second occurrence, $149 third occurrence onwards) will be charged 
per Counseling Care Circle’s appointment policy. I understand that I must pay all fees 
that I have incurred prior to rescheduling a counseling appointment. Medical Decision 
Maker’s Initial Typed Here______ 

I understand that a $35 fee will be charged if I use a card or submit a check, that are 
faulty and bounces, per Counseling Care Circle’s appointment policy. I understand that 
I must pay all fees that I have incurred prior to rescheduling a counseling appointment. 
Patient and or Medical Decision Maker’s Initial Typed Here______ 

I understand a fee also applies to writing letters, handling phone calls, or consulting 
with other professionals on my behalf. If my counselor is asked to appear in court on 
my behalf or regarding their professional assessment and opinion of me, I will be 
assessed a retainer fee (to reflect the estimated amount of time the counselor expects 
to spend in the courtroom and in preparation) to be paid in advance. I understand the 
counselor’s regular fee applies to this court-related activity regardless of the legal 
decision rendered. Patient and or Medical Decision Maker’s Initial Typed Here______ 
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I understand that if I leave any balances outstanding past 60 days of any counseling 
session/service rendered, Counseling Care Circle may send the billing statement to a 
collections agency with or without informing me additionally. Patient or Medical 
Decision Maker’s Initial Typed Here______ 

If this applies to me: I would like monthly superbills sent to me so that I may pursue 
reimbursement from my insurance. I acknowledge this superbill will be delivered 
through email. Patient and or Medical Decision Maker’s Initial Typed Here______ 

If this applies to me: I certify that I am a recipient of a temporary sliding scale 
scholarship, pre-arranged by referral through Coronavirus Online Therapy directory 
network, of 4 sessions, charged at $50/session. I understand and agree that after my 
4th session, I will be responsible for the customary fees and procedures to continue 
receiving mental health therapy or wellness consultation services per Counseling Care 
Circle’s programs of care. Patient or Medical Decision Maker’s Initial Typed 
Here______ 

CLINICIAN'S SCOPE OF PRACTICE 

Counseling Care Circle’s clinicians will 
provide patients with counseling and 
psychotherapy services only as it is 
within the respective clinician's scope 
of practice, and as far as their license 
will allow him or her to do. 

Clinicians of Counseling Care Circle are not 
forensic psychologists. This means the licensed 
professional counselors, licensed professional 
clinical counselors, licensed professional clinical 
counselor supervisors, do not have the training 
and scope of competency to write interpretations 
and testify in court for legal purposes. If 

Clinicians of Counseling Care Circle are called 
to court to testify on or against your behalf, the 
patient is fully financially responsible for the 
clinician’s time taken to prepare documents, 
provide witness statements, and travel to and 
from court.  

Clinicians of Counseling Care Circle have 
training and expertise in child therapy, art as 
therapies, gestalt therapy, family systems 
therapy, multicultural therapies, narrative 
therapy, dancing mindfulness, music as therapy, 
positive psychology, motivational interviewing, 
AOD therapy, cognitive behavioral therapy, to 
name a few. Clinicians of Counseling Care 
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Circle are trained and competent in forming 
diagnoses, treatment plans, and implementing 
care. Clinicians of Counseling Care Circle can 
provide counseling to children, individuals, 
couples, families, and some special populations 
including but not limited to persons of color, 
persons with disabilities, persons affected by the 

criminal justice system, persons struggling with 
chronic pain/illness. 

If Counseling Care Circle’s clinicians cannot 
provide care within scope of practice, we will 
provide referrals. 

 
Counselor Qualifications Informed Consent  
PHILOSOPHY 
 As a counselor licensed by the State of Ohio, I, Ellice Park, LPC agree to abide by and uphold the 
most responsible ethical and professional standards possible.  As a client, you are in control of the 
counseling relationship and may terminate the counseling relationship at any time. I ask, however, that if 
you are unhappy with the services provided, you communicate with me the source of your dissatisfaction, 
and your desire to terminate services.  I will do my best to help you locate a suitable referral or therapy 
resource. If you have any questions, please feel free to ask at anytime. Please sign and date this form, 
indicating that you have read and understand the information contained in the form. 
COUNSELOR QUALIFICATIONS 
 I am licensed by the State of Ohio as a Licensed Professional Counselor.  I have a Masters 
Degree in Pastoral Care and Clinical Counseling from Methodist Theological School in Ohio.  I have 
specialized training and certifications in laughter therapy, dance mindfulness, art as therapy, EMDR, and 
modules of gestalt therapy.  I have worked with children, juvenile delinquents, at-risk youth, students pre-
K through college, women in divorce care, incarcerated females, deaf and developmentally delayed 
persons, addiction, survivors of childhood sexual abuse, survivors of human trafficking, homeless 
women, victims of violence, to name a few.  
COUNSELOR EDUCATION, CERTIFICATIONS, LICENSES, ASSOCIATIONS 

C. 1500556, Licensed Professional Counselor, Ohio Counselor, Social Worker, 
Marriage & Family Therapist Board 

Certifications:  
EMDR Therapist, EMDRIA International 
PeaceLove Expressive Arts CREATOR, PeaceLove Studios 
Dancing Mindfulness Facilitator, Institute for Creative Mindfulness 
Laughter Leader, World Laughter Tour 
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Associations:  
EMDRIA International 
American Counseling Association 
PeaceLove 
World Laughter Tour 
Institute for Creative Mindfulness 
Education: 
Masters of Pastoral Care & Clinical Counseling, Methodist Theological School in Ohio 
Bachelors of Fine Arts - Studio Arts and Practice, Maryland Institute College of Art 
Bachelors of Arts - Art History, with Concentration in Curatorial Studies, Maryland Institute 
College of Art 
 
My current clinical supervisors currently include Stefanie J. Day, LPCC-S, whose extensive career and background 
of expertise include working in the prison system, jail system, community mental health, nonprofit sector, private 
practice, and higher education. She is ASL-fluent and an expert in deaf culture, as both a scholar and community 
advocate. She has experience in expressive arts, EMDR, trauma-based therapies and somatic therapies. I also consult 
with Sherry Howe, LPCC-S, regarding my use of EMDR in patient cases as is relevant for seeking her expertise. I 
keep in regular contact with the staff of PeaceLove Studios who created the PeaceLove expressive arts curriculum in 
regards to anonymous evaluations for quality control of my expressive arts interventions during therapies as 
appropriate. Depending on the elements of your care and diagnoses, I will work with my supervisors and consultants 
as appropriate to provide you quality care clinical interventions.  
 
Edits Effective 22 March 2020.  
 
I have read this informed consent notice, privacy practices, counselor 
qualifications informed consent notice, and fee agreement. I understand it and 
agree to the terms described. I also understand that I may request a copy of 
this agreement if I choose to do so.  

Client Name (Please Print): ____________________________________ 
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Client Signature (Typed): ______________________________________ 
Last 4 Digits of SSN: ______  Date: __________________ 

Parent/Responsible Party (Please Print): __________________________ 

Parent/Responsibe Party Signature (Typed): _______________________ 
Last 4 Digits of SSN: ______  Date: __________________ 

Counselor Signature (Typed): _________________________________ 
Counselor License Number: ___________. Date: _________________ 

CONSENT TO TREATMENT 

I, __________________________, HEREBY CONSENT TO RECEIVING 
COUNSELING AND PSYCHOTHERAPY SERVICES BY ELLICE PARK, 
LPC of COUNSELING CARE CIRCLE. IF APPLICABLE: I, ____________________,
HEREBY CONSENT/APPROVE FOR MY CHILD, OR LEGAL DEPENDENT, 
________________________, FOR WHOM I AM THE LEGAL MEDICAL DECISION MAKER, TO 
RECEIVE COUNSELING AND PSYCHOTHERAPY SERVICES BY ELLICE PARK, LPC of 
COUNSELING CARE CIRCLE.

SIGNATURE OF PARENT/GUARDIAN/SELF: E-Signature Name (Typed): ____________________ 

Last 4 Digits of SSN:  ___________________ Date: _______________ 

Upon completion of this new patient intake packet, please submit to 
CounselingCareCircle@Gmail.com. In the email subject line, write “Intake Form, First 

Appointment Schedule Request”. Thank you. 
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