
 
 

Elder Client Intake & Consent Form 

Nursing Homes • Assisted Living • Long-Term Care 

 

CLIENT INFORMATION 

Client Name: ___________________________________________ 
 
Preferred Name: _________________________________________ 
 
Date of Birth: ___________________________________________ 
 
Care Facility / Residence: _________________________________ 
 
Room Number: ___________________________________________ 
 
Primary Language: _______________________________________ 
 
Telephone: _____________________________________________ 
 
Email: _________________________________________________ 
 
Please indicate if you are comfortable with: 
 
☐ Voice Messages    ☐ Text Messages    ☐ Email Communication 

 

MOBILITY & ACCESSIBILITY 

Does the client use any of the following? 
 
☐ Walker    ☐ Wheelchair    ☐ Cane    ☐ Hearing Aids 
☐ Glasses   ☐ Other: ____________________________ 
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Preferred Method of Communication: 
 
☐ Verbal    ☐ Written    ☐ Visual 
☐ Assisted Communication 
☐ Other: ______________________________________ 

 

POWER OF ATTORNEY / SUBSTITUTE DECISION MAKER 

Name: _________________________________________________ 
 
Relationship to Client: ___________________________________ 
 
Phone Number: __________________________________________ 
 
Email: _________________________________________________ 
 
Please indicate role: 
 
☐ Power of Attorney 
☐ Personal Directive 
☐ Guardian 
☐ Health Care Decision Maker 
☐ Other: ______________________________________ 

 

EMERGENCY CONTACT 

Name: _________________________________________________ 
 
Relationship: ___________________________________________ 
 
Phone Number: __________________________________________ 
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MEDICAL INFORMATION 

Primary Physician: _______________________________________ 
 
Primary Medical Concerns / Diagnoses: 
 
____________________________________________________________ 
 
____________________________________________________________ 
 
Neurological or Cognitive Concerns (if applicable): 
 
☐ Dementia    ☐ Alzheimer’s Disease 
☐ Parkinson’s Disease    ☐ Stroke History 
☐ Memory Changes    ☐ Brain Injury 
☐ Other: ______________________________________ 
 
Current Medications (if relevant): 
 
____________________________________________________________ 
 
Pain Concerns / Physical Limitations: 
 
____________________________________________________________ 

 

EMOTIONAL & MENTAL HEALTH 

Current emotional concerns or struggles: 
 
____________________________________________________________ 
 
Previous counselling, therapy, or mental health support: 
 
____________________________________________________________ 
 
Please indicate any known mental health diagnoses (if applicable): 
 
____________________________________________________________ 
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History of grief, trauma, major life transitions, or significant losses (optional): 
 
____________________________________________________________ 
 
Current supports, meaningful activities, or sources of comfort: 
 
____________________________________________________________ 

 

SPIRITUAL, CULTURAL & RELIGIOUS BACKGROUND 

At Centre of the HeArt, therapy may gently incorporate mindfulness, meditation, relaxation 
practices, creative expression, body awareness, or transpersonal approaches when appropriate 
and desired by the client. 
 
Please share any important spiritual, cultural, or religious beliefs, values, traditions, or practices 
that would be helpful for me to understand within therapy: 
 
____________________________________________________________ 
 
Are there any practices or approaches you would prefer NOT be included? 
 
____________________________________________________________ 

 

THERAPY GOALS & INTERESTS 

What are the hopes or goals for therapy? 
 
____________________________________________________________ 
 
Areas the client may wish support with: 
 
☐ Anxiety    ☐ Depression    ☐ Grief & Loss 
☐ Trauma Support    ☐ Emotional Expression 
☐ Loneliness / Isolation 
☐ Meaning & Life Reflection 
☐ Creativity & Self-Expression 



 

Centre of the Heart Art Therapy Services         Charmaine Husum RCAT, MTC, RCS, CT, DKATI 

www.centreoftheheart.com     email: centreoftheheart@gmail.com   TEL 403-922-2272 

☐ Relaxation & Mindfulness 
☐ Somatic / Body-Based Support 
☐ Spiritual Exploration 
☐ Other: ______________________________________ 

 

THERAPY DOG — JOJO 

Charmaine may occasionally bring her gentle therapy support dog, Jojo, a West Highland Terrier, 
to sessions when appropriate and beneficial. 
 
☐ I consent to Jojo being present during sessions. 
 
☐ I do not consent to Jojo being present during sessions. 
 
Allergies, fears, or concerns regarding dogs: 
 
____________________________________________________________ 

 

DIRECT BILLING & INSURANCE INFORMATION 

Direct billing to insurance providers may be available depending on your coverage plan. 
 
Insurance Provider: _________________________________________ 
 
Group Plan Number: _________________________________________ 
 
Member ID Number: _________________________________________ 
 
Name of Primary Insured Member: ______________________________ 
 
Birthdate of Primary Insured Member: ___________________________ 
 
Please note that clients and/or families remain responsible for any fees not covered by 
insurance plans. 
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CONSENT FOR COMMUNICATION 

I consent to communication, when therapeutically appropriate, between Charmaine Husum 
and: 
 
☐ Nursing Staff    ☐ Physician    ☐ Family / POA 
☐ Social Worker    ☐ Recreation Staff 
☐ Other: ______________________________________ 

 

FEES 

Professional Fee: 
$250 CAD + GST per 50-minute session 
 
The fee includes: 
• therapeutic services 
• preparation time 
• travel time to the facility 

 

CANCELLATION POLICY 

Please provide a minimum of 48 hours notice if you need to cancel or reschedule an 
appointment. 
 
Appointments cancelled with less than 48 hours notice, or missed appointments, will be charged 
the full session fee of $250. 
 
Exceptions may be made in situations involving medical emergencies, sudden health changes, or 
facility-related circumstances. 

 

INFORMED CONSENT 

Art Therapy and Somatic Counselling services are intended to support emotional wellbeing, 
nervous system regulation, creative expression, meaning-making, trauma-informed care, and 
psychological support. 
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Sessions may include: 
• Art Therapy 
• Somatic Counselling 
• Supportive Conversation 
• Mindfulness & Relaxation Practices 
• Guided Visualization 
• Creative Expression 
 
Participation is always voluntary. Clients may decline any activity at any time. 
 
Artistic skill or experience is never required. 
 
Some therapeutic conversations or experiences may bring forward emotional responses, 
memories, grief, or vulnerability. Therapy is offered within a compassionate, trauma-informed, 
and supportive framework. 

 

CONFIDENTIALITY 

The therapeutic relationship is confidential with the following legal and ethical limitations: 
 
• risk of harm to self or others 
• abuse or neglect concerns 
• medical emergencies 
• subpoena or court order 
 
Brief written records are maintained according to professional ethical standards and are 
available upon written request. 
 
In order to support ethical and effective practice, consultation with professional supervisors or 
consultants may occur periodically. All consultants adhere to the same standards of 
confidentiality. 

 

CONSENT & PARTICIPATION 

Whenever possible, the client’s comfort, preferences, dignity, and participation will be 
respected and prioritized throughout the therapeutic process. 
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For clients who may require support with decision-making, consent for services may be provided 
by a legally authorized Power of Attorney, Guardian, or Substitute Decision Maker. 
 
Even when consent is provided by a family member or decision maker, ongoing attention will be 
given to the client’s comfort level, willingness, and emotional wellbeing within sessions. 
 
Client participation may be expressed verbally, emotionally, behaviorally, or non-verbally. 

 

CONSENT FOR SERVICES 

I have read and understand the information above and consent to therapeutic services provided 
through Centre of the HeArt Art Therapy & Counselling. 
 
CLIENT 
 
Client Name: ______________________________________________ 
 
Signature (if able): _________________________________________ 
 
Date: ____________________________________________________ 
 
POWER OF ATTORNEY / SUBSTITUTE DECISION MAKER 
 
Name: ___________________________________________________ 
 
Relationship to Client: ______________________________________ 
 
Signature: ________________________________________________ 
 
Date: ____________________________________________________ 
 
THERAPIST 
 
Charmaine Husum, RCAT, DKATI, MTC, RCS, CT 
 
Signature: ________________________________________________ 
 
Date: ____________________________________________________ 


