Joanna C. Ioannides, LCSW
Child and Family Therapy Center at Lowry
495 Uinta Way Denver, CO 80230

(303)344-4100

CONFIDENTIAL INTAKE FORM

PLEASE NOTE:  This information is for my use only. It is confidential.  I will not release information to anyone, nor will I contact those listed below without your permission.

CONTACT INFORMATION
Client’s Full Name_____________________________ Birthdate____________________ M/F______
Address____________________________________City______________County________________Zip____________
Home Phone_________________________ Work Phone_______________________  Cell Phone_______________________
 

Biological Parents_____________________Home Phone__________________Cell Phone_____________________________
Address____________________________City___________________________County__________________Zip____________
Primary Care Physician__________________Telephone___________________Fax____________________________________
 
Hospitalization of Client, Medical and Psychiatric (please list dates and reason why):
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
 
Current Medications (please list medication and reason for being on medication):
_____________________________________________________________________________________________________
______________________________________________________________________________________________________ ______________________________________________________________________________________________________

Allergies:

_______________________________________________________________________________________________________ 
Current and or past substance abuse (include tobacco, illicit, prescribed and OTC substance):

___________________________________________________________________________________________________________________
FAMILY PSYCHIATRIC HISTORY
List family members, conditions, hospitalizations and diagnosis:

Family Members:







Diagnosis:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

EDUCATION AND OCCUPATION
Current Student? _____Y  ______N Current Occupation_________________________________________________________
Highest Degree or year of schooling obtained and major _________________________________________________ 
 
COUNSELING HISTORY
Have you ever consulted a therapist before? Yes_____ No______ If so, When?_________________ How long?________________
Briefly state the reasons you sought counseling?

____________________________________________________________________
What was helpful in your past counseling experiences?

_______________________________________________________________________________________________________
_______________________________________________________________________________________________________

Have you ever seriously considered or attempted suicide? Yes_______No________When?__________________________________

Describe why you are seeking counseling now. If more space is needed please use an additional sheet of paper or write on the back of this sheet. Please put some thought into your answer(s). Thank you.
_______________________________________________________________________________________________________
 
Joanna C. Ioannides, LCSW
Child and Family Therapy Center at Lowry
495 Uinta Way Denver, CO 80230

(303)344-4100

  
DISCLOSURE STATEMENT

Name: Joanna C. Ioannides, Masters of Social Work (MSW), Licensed Clinical Social Worker (LCSW).  Boston College Graduate School of Social Work 1995-1997.
Bachelor’s of Arts (BA) in English and Psychology:  University of Colorado Boulder 1994

The Colorado Department of Regulatory Agencies has the general responsibility of regulating the practice of licensed psychologists, licensed clinical social workers, licensed professional counselors, and unlicensed individuals that practice psychotherapy. The agency within the department that has specific responsibility for licensed and unlicensed Psychotherapists is the State Grievance Board, 1560 Broadway Ste 1370 Denver, CO 80202 (303)894-7766.

Clients Rights and Information

1). You are entitle to receive information from me about my methods of therapy, the techniques I use, the duration of your therapy (if I can determine it), and my fee structure. Please ask if you would like to receive this information.
2). You can seek a second opinion from another therapist or terminate therapy at any time. Please Note: if your situation is involved with the Department of Human Services, then your Social Case Worker may have expectations about your involvement in therapy. Please consult that individual if that is the case.
3). In a professional relationship, sexual intimacy between client and therapist is never appropriate. If sexual intimacy occurs, it should be reported to the State Grievance Board.
4). Generally speaking, the information provided by and to a client during therapy sessions is legally confidential if the therapist is a certified school psychologist, licensed clinical social worker, a licensed psychologist, a licensed marriage and family therapist, a licensed professional counselor, or an unlicensed psychotherapist practicing under the supervision of a licensed psychotherapist. If the information is legally confidential, the therapist cannot be forced to disclose the information without the client’s consent. 
There are exceptions to the general rule of legal confidentiality. These exceptions are listed in the Colorado statutes (see section 12-43-218, C.R.S., in particular). They include but are not limited to situations in which you or others are at serious risk; examples include risk to harm yourself (suicidality), harm to others (homicidality); reports of child abuse and/ or neglect, reports of domestic violence or grave disability. You should be aware that, except in the case of information given to a licensed psychologist, legal confidentiality does not apply in a criminal or delinquency proceeding. There are other exceptions that I will identify to you as the situations arise during therapy.
5). If you have any questions or would like additional information, please feel free to ask.
By initialing and signing below I indicate:
______that I have read the preceding information and understand my rights as a client and that I have asked all questions I have.
______that I have been offered a copy of the NOTICE OF PRIVACY RIGHTS and received a copy if I desire one; and
______ I have been informed of my clinician’s degrees, credentials and licenses.
 
_________________ __________________________________ _____________________
Print Client Name Client Signature Date
 
________ _________ ___________________________________ _____________________
Print Client Name Client Signature Date
Joanna C. Ioannides, LCSW

Child and Family Therapy Center at Lowry
495 Uinta Way Denver, CO 80230

(303)344-4100


PHILOSOPHY, FINANCIAL INFORMATION AND CON SENT TO TREAT

Philosophy
I view the counseling process as forming an alliance with you to explore the nature of your issue(s). In frequently using a Theistic foundation in my counseling, I encourage individuals to examine all aspects of their lives, including how their spiritual background plays into their presenting symptoms.   Children and adolescents are encouraged to meet individually and/ or with their parents to better understand the dynamics within their families and how these contribute to presenting issues.  Overall, I join with clients in encouraging them be who they are in relationships and other aspects of their lives, facilitating a healthy and whole approach to each individual.
Fees and Payment
The fee for counseling will by ___ per 45-50 minute session. The fee for marital (couples) counseling is $____ per 45-50 minute session. Appointments are generally made on a weekly basis.
 
Appointments
Appointment times are not automatically held open for you from week to week. It is your responsibility to reschedule at the end of a session.
Cancellations
If you are unable to keep an appointment please notify my office immediately. If you cancel or miss an appointment without 24 hours prior notice to your scheduled appointment (major emergencies exempted) you will be billed for the session. I do work hard to be flexible with my schedule for clients in crisis or need and thus, from time to time, may affect a set schedule.
Telephone Calls
If you need to speak with me between sessions, please call my office and I will return your call as soon as I can. I do not charge for brief conversation; however, any discussion that goes beyond ten minutes will be billed on a pro-rated basis.
Termination
You may end treatment whenever you choose and you may seek a second opinion if you wish to do so. While you may end treatment at any time, I request that you have at least one final face-t-face termination session with me rather than terminating by telephone or mail/ email.
 
CONSENT TO TREAT & Agreement to above-stated Information
I authorize counseling of the person(s) named below, I understand my legal rights and I agree to pay all fees and charges for such treatment. I agree t o pay all charges for myself and members of my family promptly upon the rendering of services, unless other arrangements are agreed upon in writing. Charges shown by statements, if statements are rendered, are agreed to be correct and reasonable unless protested in writing within (30) thirty days of statement date. I agree to be responsible for all fees not paid for by third party payers.
I attest that I have read this information form, that I understand the conditions as stated above, and that I consent to therapy, including evaluation, treatment and/ or referral.
 
 
______________ ____________________________ __________________
Print Client Name Client Signature Date
 
 
______________ ____________________________ ___________________
Print Client Name Client Signature Date
 
 
______________ ____________________________ ____________________ 
Print Client Name Client Signature Date
 
 
 




 
 
Joanna C. Ioannides, LCSW

Child and Family Therapy Center at Lowry
495 Uinta Way Denver, CO 80230

(303)344-4100
 

 
AUTHORIZATION TO RELEASE INFORMATION
Two-Way/ Reciprocal Consent Form
I (printed name of client (if age 15 or older) or legal guardian ________________________________ hereby authorize the following agencies to exchange release and receive information of the following nature:
__Treatment Plan/ Progress __ Clinical/ Psychosocial History __ Psychological/ Medical Tests/ 
Records 
__ Evaluation __ Educational, IEP and/ or Behavioral Reports __ Family Dynamics
__ Intake and/ or Discharge Summaries __ (specify): _______________________ 

 
 
PLEASE WRITE IN ALL CONTACT DETAILS so I may best assess, coordinate care for and serve the client(s). Thank you.
 
 
AGENCY NAME CONTACT PERSON(S) PHONE # AND EXT FAX #
Primary Care Physician
 
Psychiatrist
School District or Daycare Name
 
Name of School
Counseling Agency/ CPA
County Department of Human Services
 
 
 
______________________ _____________ _______________________ _________________
Print Client Name Client Signature Date
 
_______________________ ____________________________________ _________________
Print Client Name Client Signature Date
 
 
 
 

