]n’cake

Name: Birthdate:
Address:
Te]ephone: E_mai]:

Flease indicate hcyou are comfortable with voice/text messages:

thsician: Medications:

Current concerns that you wish to address in therapyz

Your Perccption and %ope for Possible outcomes in tl‘xeraptj:

thsical [Health Concerns:

Mental }”lealtlﬂ Concerns (currcnt and Past):

Hes/no

Flease indicate if you have ever had a formal mental health diagnosis: yes,/no

A]cohol/Drug use (current and Past):

Spiritua] belier/Practices:

C!’xarmaine Husum, DKAT], KTC, CT

_ L
(Centre of the [eart Art Therapy Services

(+O§)~9ZZ~ZZ7Z www.centreoftheheart.com




]n’cake

Signhcicant SUPPor‘ts:

Frevious ounsellin [~ xperience:
SLxp

f’]ow did you hear about my services:

CONFIDENTIALITY:

The tl‘rcrapcutic rc]ationship is confidential with three exclusions rcquircd }33 law:
#child welfare concerns
*imminent medical emergency or risk of harm to self or other

*subpoena bg court order
Brief written records are kept of client sessions. | hese records are available to you
to see upon written request. ]n order to support the effectiveness of my Practicc ]

also consult Periodica”g with a suPervisor. The suPervisor adheres to the same ethical

guide!ines with regard to comciclentialitg‘

CONSENT FOR THERAFY:

Signatu re

Date

C!’xarmaine Husum, DKATI, RTC, CT
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(Centre of the [eart Art Thcrapy Services
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