
 
 

Intake Packet for New and Returning Clients 

 
Marital status of client: Single/ Married/ Divorced/ Separated/ Partnered/ Widowed 

Name of Insurance Company: ________________________________________________________________________ 

Subscriber ID: _____________________________________________________________________________________ 

Policy Holder’s Name: _____________________________________ Date of Birth: _____________________________ 

Policy Holder’s relationship to client: Self __ Spouse __ Parent __ Guardian __ Other __ 

Please list any secondary insurance policies ____________________________________________________________ 

Briefly describe what you hope to accomplish through counseling: _________________________________________ 

___________________________________________________________________________________________________ 

___________________________________________________________________________________________________

___________________________________________________________________________________________________ 

 
If you wish to work with a specific therapist at SCC, list their name here:______________________________________ 

1 of 7 

Name of Client:  Parent/Guardian or Partner (Couples): 

Date of birth: _________________________________ 

__ Female __ Male __ Non-binary  Other:________ 

Address: ____________________________________ 

____________________________________________ 

Email: _______________________________________ 

Phone: ______________________________________ 

Okay to leave a message:  Y/ N 

Emergency Contact:____________________________ 

Emergency Contact Phone: ______________________ 

Are you a returning client?  Y/ N 

If yes, therapists name: _________________________ 

 

Date of birth: ________________________________ 

__ Female __ Male __ Non-binary  Other:_______ 

Address: ___________________________________ 

__________________________________________ 

Email: _____________________________________ 

Phone: ____________________________________ 

Okay to leave a message:  Y/ N 

Emergency Contact:__________________________ 

Emergency Contact Phone: ____________________ 

Are you a returning client?  Y/ N 

If yes, therapists name: _______________________ 



 
 
 
The following questions help us to better understand if we may be able to meet your specific needs and 
what therapist may be the best fit for you. Please complete all questions as accurately as possible. 

●​ Are you seeking help to get Disability, Financial Assistance, or for a Legal Case?  Y / N 

●​ Are you seeking help because the Court or Child Protective Services are involved? Y / N 

●​ Do you have a history of physical, sexual, or emotional abuse or neglect?  Y / N 

●​ Have you been to CPEP, in-patient psychiatric care, or rehab in the last 6 months?  Y / N 

Please circle all the concerns that relate to you: 
 

*Sadness/Grief/Loss    *Lack of Motivation    *Suicidal Thoughts/ Feelings/ Attempts 
*Depression    *Guilt    *Troubled Dreams    *Adolescent Behavior Problems    *Anxiety 

*Self-doubt    *Lack of self-respect    *Lack of self-esteem    *Domestic Violence   
*Religious doubts/concerns    *Fear    *Nervousness    *Self-harm   

*Relationships with parents    *Anger issues    *Gender identity    *Food related issues  *Relationship with Children  
*Illness    *Sexual issues    *Drug/Alcohol Issues  *Relationship with Spouse/Partner 

 

 

Medical concerns or conditions: __________________________________________________ 

Prescribed Mental Health medications: ____________________________________________ 

Physician: ___________________________ Circle: primary care, psychiatric, other _________ 

Have you been in therapy before? If so, list duration of treatment:_______________________ 

Please note there is  high demand for appointments after 3:00PM; evening appointment slots are limited and 
cannot be guaranteed. Weekend appointments are available upon request and cannot be guaranteed.  

 
Please indicate the days/times preferred: 

 
 9AM-2PM   __ Monday __Tuesday __ Wednesday __ Thursday __ Friday 
 3PM-8PM   __ Monday __ Tuesday __ Wednesday __ Thursday __ Friday 

 
Would you prefer to meet by __ Phone, __ Video, __ Face-to-face 
 
Are there any special needs for the appointment (such as handicap access)  Y / N 

 

●​ If you are looking for a specific type of treatment such as EMDR, AEDP, Mindfulness, 
Psychodynamic, Solution-focused, Family/Couples therapy, etc. Please list below: 
____________________________________________________ 

Please indicate your religious background: __Christian __Baptist __Catholic __Episcopal __Lutheran __Methodist 

__Presbyterian __Pagan __Jewish __Muslim __Buddhist __None __Other 

How were you referred to our office? ___ Friend/Family ___Clergy ___ Physician ___School ___Legal Services ___Social 

Services ___Insurance/EAP ___Ad/Internet/TV/Radio 
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Adult Symptom Screener 
This screening is optional for child clients. Your clinician will administer more specific questionnaires during your first session.  

Please answer ALL questions below: 

Over the past 2 weeks, how often have you been bothered by any of the following problems? 

  
Not at all 

Several 
days 

More than 
half the 

days 

Nearly everyday 

Feeling down, depressed, or hopeless     

Little interest or pleasure in doing things     

Feeling anxious, nervous, or on edge     

Not being able to stop or control worrying     

 

The following questions relate to your experiences over the last 6 months: 

 Yes No 

Have you had a spell or attack when all of a sudden you felt frightened, anxious, or very 
uneasy? 

  

Have you had a spell or attack where for no reason your heart suddenly began to race, you 
felt faint, or you couldn’t catch your breath? 

  

Did any of these spells or attacks ever happen in a situation when you were not in danger or 
not the center of attention? 

  

 

Over the past 7 days, how often did the following problems affect you: 

 Not at all A little 
bit 

Somewhat Very much 

Fear of embarrassment causes me to avoid doing things or 
speaking to people. 

    

I avoid activities in which I am the center of attention.     

Being embarrassed or looking stupid are among my worst 
fears. 
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Please answer each question to the best of your ability: 

 Yes No 

Have you experienced any of the following traumatic events: Natural Disasters, Fire, 
Explosion, or Industrial Accident, Physical Assault, Sexual Assault, Captivity or Exposure to 
a Warzone, Life-threatening Illness or Injury, Sudden or unexpected death or injury of a 
loved one, or Serious injury or death to someone else that you witnessed or caused? 

  

If you said yes to any of the previous events, has this event caused any significant 
problems or symptoms that lasted more than a month? 

  

 
Has there ever been a period of time when you were not your usual self and… 

 Yes No 

…you felt so good or so hyper that other people thought you were not your normal self or were you 
so hyper that you got into trouble? 

  

…you were so irritable that you shouted at people or started fights or arguments?   

…you felt much more self-confident than usual?   

…you got much less sleep than usual and found you didn’t really miss it?   

…you were much more talkative or spoke much faster than usual?   

…your thoughts raced through your head or you couldn’t slow your mind down?   

…you were so easily distracted by things around you that you had trouble concentrating or staying 
on track? 

  

…you had much more energy than normal?   

…you were much more social or outgoing than usual, for example, you telephoned friends in the 
middle of the night? 

  

…you were much more interested in sex than usual?   

…you did things that were unusual for you or that other people might have thought were 
excessive, foolish, or risky? 

  

…spending money got you or your family in trouble?   
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The following questions are related to your eating habits: 

 Yes No 

When you eat, do you make yourself sick because you feel uncomfortably full?   

Do you ever worry that you have lost control over how much you eat?   

Have you recently lost more than 14 pounds in a 3 month period?   

Do you believe yourself to be fat when others say you are too thin?   

Would you say that food dominates your life?   

 

 Yes No 

Have you ever been bothered by having to perform some ritual or act over and over that does 
not make sense? 

  

 

 

The following questions relate to your Alcohol and Substance Use: 

 Never Monthly 
or less 

2-4 times a 
month 

2-3 times a 
week 

4+ times a week 

How often do you have a drink of alcohol?      

 1-2 3-4 5-6 7-9 10+ 

How many drinks of alcohol do you have on a 
typical day? 

     

 Never Less than 
Monthly 

Monthly Weekly Daily or almost daily 

How often do you have 6 or more drinks on one 
occasion? 

     

 

 Yes No 

In the past year, have you used any illegal drugs or a prescription medication for non-medical 
reasons? 
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Please answer the following questions to the best of your ability, pertaining to the past 6 months: 

 Never Rarely Sometimes Often Very Often 

How often do you have trouble wrapping up a task or 
project? 

     

How often do you have difficulty getting things in order 
when you have to complete a task that requires 
organization? 

     

How often do you have a problem remembering 
appointments? 

     

When you have a task that requires a lot of thought, how 
often do you avoid or delay the task? 

     

How often do you fidget or squirm with your hands or feet 
when you have to sit for long periods of time? 

     

How often do you feel overly active and compelled to do 
things, like you were driven by a motor? 

     

 

The following questions are related to your thoughts and feelings: 

 Yes No 

Do you find that most people will take advantage of you if you let them know too much about you?   

Do you generally feel more nervous or anxious around people?   

Do you avoid situations where you have to meet new people?   

Do you avoid getting to know people because you’re worried that they may not like you?   

Has avoidance of getting to know people due to fear of being disliked affected the number of 
friends you have? 

  

Do you keep changing the way you present yourself to people because you don't know who you 
really are? 

  

Do you often feel like your beliefs change so much that you don’t know what you really believe 
anymore? 

  

Do you often get angry or irritated because people don’t recognize your special talents or 
achievements as much as they should? 

  

Have you had any unusual experiences, such as hearing voices, seeing visions, or having ideas 
you later found out were not true? 
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Please use this page to describe anything else you would like us to know about you.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Please return completed packet to: 

Samaritan Counseling Center of the Southern Tier, Inc.  

3001 E Main St. 

Endwell, NY 13760 
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AGREEMENT FOR PSYCHOTHERAPY 

 

The guidelines outlined below will help you and your clinician work together more effectively. 

 

Our Samaritan Approach: Samaritan clinicians provide holistic, mental health counseling/psychotherapy 

services regardless of age, race, gender, orientation, or religion. We consider counseling to be a healing and 

empowering process involving the whole person–body, mind, spirit, and community. Our clinicians are well 

practiced working within the belief system of clients to include their spiritual and religious beliefs as part of the 

therapeutic process. Our clinicians do not impose their personal beliefs upon our clients. 

 

Appointments: An intake session does not guarantee admission to the Center. The initial 1-2 sessions will be 

used to assess your needs and determine appropriate care. If it is determined that our clinicians are not best 

suited to meet your needs, you will be provided with appropriate referrals to alternative service providers. 

Therapy sessions are generally scheduled for 45-60 minutes, depending on your clinical needs. The frequency 

of sessions will be informed by your needs, your clinician’s availability and the modality of therapy being 

provided. If you are unable to keep a scheduled appointment, call the office as soon as possible. Samaritan 

Counseling Center is a Fee-For-Service organization. As such, Samaritan Counseling Center may charge a fee of 

$60 for no-shows or cancellations with less than 24 hours notice. Unforeseen emergency situations and illness 

will be taken into consideration.  

 

Fees and Payments: A standard fee is charged for each session and payment is expected at the time of 

service. A charge of $25 will be assessed for any returned check. If you have insurance, you must pay your 

copay and any insurance deductible. We encourage you to speak with your insurance company directly so that 

you understand how they will pay for these services. YOU MUST INFORM US IMMEDIATELY OF ANY 

INSURANCE CHANGES OR LOSS OF COVERAGE AND YOU ARE RESPONSIBLE FOR PAYING 

ALL CHARGES INCLUDING DEDUCTIBLES, COPAYS, AND RELATED CHARGES NOT 

COVERED BY YOUR INSURANCE. ACCOUNTS NOT PAID WITHIN 120 DAYS MAY GO TO 

COLLECTIONS AND A $25 FEE WILL BE ASSESSED. Regular payment on your part allows us to afford 

to provide consistent quality service. This fee can be adjusted where necessary and as our funding allows. If this 

is a concern for you, discuss this with your clinician. 

 

Confidentiality: Your relationship to your clinician and Samaritan Counseling Center is a personal and 

private matter. On occasion, your therapy may be enhanced by information from other professionals with 

whom you have had contact. No contact will be made with any outside person and/or agency without your 

written permission. However, contact with other persons or agencies will be made if the clinician considers you 

to be at serious personal risk. This could include concerns about suicide, homicide, child abuse, or child 

maltreatment.  

 

Electronic Communication: We strongly recommend that clients utilize the Patient Portal for confidential 

communication with their clinician. However, if you prefer to communicate by text or email, knowing that 

these methods of communication are NOT secure for maintaining client confidentiality, please initial your 

authorization here: ___________ 

_________________________________   ___________________________      ______________________ 
Signature (Adult client or guardian)​ Print Name ​ ​ ​ ​   Date                                                     

Updated 3/31/26 



 
Informed Consent for Teletherapy Services 

 

The guidelines outlined below will help you and your therapist work together more effectively. 

 

1.​ I understand that Teletherapy (audio and/or video) is the use of electronic information 

and communication technologies by a health care provider to deliver services to an 

individual when he/she is located at a different site than the provider. 

2.​ I understand that I may expect the benefits such as convenient access to care and more 

efficient use of teletherapy but that no result can be guaranteed or assured. 

3.​ I understand that the laws that protect privacy and confidentiality of medical 

information also apply to teletherapy. As always, my insurance carrier will have access to 

my medical records for quality review/audit. 

4.​ I understand that I have the right to access my medical information and copies of my 

medical records in accordance with the laws pertaining to New York State. 

5.​ Samaritan Counseling Center will bill my insurance for Teletherapy in accordance with 

my insurance plans. In the event that my insurance does not cover teletherapy services 

and I wish to pay out of pocket for these services, there will be a discounted fee of 

$60/session. If there is a technical issue that prevents us from completing a session, SCC 

will not bill me or my insurance for that session if it is under 16 minutes. 

6.​ I understand that I will be responsible for any copayments or coinsurance that apply to 

my Teletherapy session. I understand that my healthcare information may be shared 

with other individuals for scheduling or billing purposes. 

7.​ I understand that teletherapy sessions can only be conducted when the patient is 

physically located in New York State at the time of service (per providers’ state-specific 

licensure), unless the provider is otherwise licensed in the state where the patient is 

located.  

8.​ I understand that I have the right to withhold or withdraw my consent to the use of 

Teletherapy in the course of my care at any time, without affecting my right to future 

care or treatment. I may revoke my consent orally or in writing at any time by contacting 

my provider. As long as this consent is active, my provider may provide health care 

services to me via Teletherapy without the need for me to sign another consent form. 

9.​ I further understand that there are risks unique and specific to Teletherapy, including 

but not limited to, the possibility that my therapy sessions or other communications by 

my therapist could be disrupted or distorted by technical failures or could be interrupted 

or accessed by unauthorized persons.I understand that certain situations, including 

emergencies, are in appropriate for Teletherapy Services. If I am in crisis I should 

contact 911 immediately. 

10.​I have read this document carefully and understand the risks and benefits related to the 

use of Teletherapy. I hereby give my informed consent to participate in the use of 

Teletherapy services for treatment under the terms described herein. 

 

 

______________________________​________________________​ __________ 

Signature​ ​ ​ ​ ​  Print​ ​ ​ ​ ​ Date 

 


