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Client Intake Questionnaire

Please fill in the information below and bring it with you to your first session.
Please note: information provided on this form is protected as confidential information.

Personal Information

Name: ___________________________________________________________

Parent/Legal Guardian (if under 18): __________________________________

Address: _________________________________________________________

Home Phone: ____________________  May we leave a message?    Yes      No

Cell/Work/Other Phone: ___________ May we leave a message?    Yes      No

Email: __________________________  May we leave a message?    Yes      No

* Please note: Email correspondence is not considered to be a confidential medium of communication.

DOB: ___________________  Age: ______  Gender:______________________

Marital Status:     Never Married          Domestic Partnership          Married

                            Separated                 Divorced                              Widowed

Referred by (if any): _______________________________________________

History

Have you previously received any type of mental health services (psychotherapy, psychiatric 

services, etc.)?

    No     Yes, previous therapist/practitioner: ___________________________

Are you currently taking any prescription medication?         Yes          No

If yes, please list : ________________________________________________________________

_______________________________________________________________________________

Have you ever been prescribed psychiatric medication?      Yes          No

If yes, please list and provide dates: ________________________________________________

_______________________________________________________________________________
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General and Mental Health Information

How would you rate your current physical health? (Please select one)

      Poor           Unsatisfactory            Satisfactory            Good            Very Good

Please list any specific health problems you are currently experiencing: ______________________

__________________________________________________________________________________

How would you rate your current sleeping habits? (Please select one)

      Poor           Unsatisfactory            Satisfactory            Good            Very Good

Please list any specific sleep problems you are currently experiencing: _______________________

__________________________________________________________________________________

How many times per week do you generally exercise? _____________________________________

What types of exercise do you participate in? ____________________________________________

Please list any specific sleep problems you are currently experiencing: _______________________

__________________________________________________________________________________

Are you currently experiencing overwhelming sadness, grief or depression?          Yes          No

If yes, for approximately how long? _________________________________________________

Are you currently experiencing anxiety, panics attacks or have any phobias?    Yes          No

If yes, when did you begin experiencing this? _________________________________________

Are you currently experiencing any chronic pain?       Yes          No

If yes, please describe: ___________________________________________________________

Do you drink alcohol more than once a week?          Yes          No

How often do you engage in recreational drug use?

                  Daily           Weekly            Monthly            Infrequently           Never

Are you currently in a romantic relationship?           Yes          No

If yes, for how long?  _________________    On a scale of 1-10 (with 1 being poor and 10 being 

exceptional), how would you rate your relationship? ___________________________________

What significant life changes or stressful events have you experienced recently? 

_______________________________________________________________________________
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Family Mental Health History

In the section below, identify if there is a family history of any of the following. If yes, please 
indicate the family member ’s relationship to you in the space provided (e.g. father, grandmother, 
uncle, etc.)

Yes or No Family Member
Alcohol/Substance Abuse Anxiety
Depression
Domestic Violence
Eating Disorders
Obesity  
Obsessive Compulsive Behavior  Schizophrenia  
Suicide Attempts

Additional Information

Are you currently employed?              Yes          No

If yes, what is your current employment situation? ________________________________________

__________________________________________________________________________________

Do you enjoy your work? Is there anything stressful about your current work? _________________

__________________________________________________________________________________

Do you consider yourself to be spiritual or religious?           Yes          No

If yes, describe your faith or belief : _________________________________________________

_______________________________________________________________________________

What do you consider to be some of your strengths? ___________________________________

_______________________________________________________________________________

_______________________________________________________________________________

What do you consider to be some of your weaknesses? _________________________________

_______________________________________________________________________________

_______________________________________________________________________________

What would you like to accomplish out of your time in therapy? __________________________

________________________________________________________________________________

________________________________________________________________________________
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JJWOLFF COUNSELING SERVICES
Jennifer J. Wolff, LISW-CP(S) CTS Owner

Crisis Response, Clinical Supervisor, Trainer, Expert Witness

CLIENT SERVICES AGREEMENT/INFORMED CONSENT

You have the right to ask questions about anything related to your therapy at any time. I invite your questions and look 
forward to our work together.

INDIVIDUAL, COUPLE, OR FAMILY SESSIONS
Your therapy sessions will typically last about one hour. During your initial session, we can both decide if I am the 
appropriate therapist to provide the services you need in order to meet your treatment goals. If therapy is begun, 
we will schedule additional sessions at a time we both agree upon. Please remember that the hour of your 
appointment is reserved just for you. If you are unable to keep an appointment, please give 24 hours notice or a 
$20.00 fee will be charged for the missed session.
PROFESSIONAL FEES
JJWOLFF COUNSELING SERVICES is a sole proprietor self-pay business and is unable to receive health 
insurance for payment. The fee schedule for JJWOLFF COUNSELING SERVICES is posted on the website (www.
jjwolffcounselingservices.com) The fee for your initial assessment session with myself a clinical social worker (LISW-
CP) is $125.00. All additional sessions are $100.00. A sliding scale is offered as needed on a limited basis.

BILLING AND PAYMENTS
You are expected to pay for each session at the time it is held. If you have health insurance, I will be glad to file the 
claims for payment on your behalf. However, you are ultimately responsible for the payment of all professional fees 
incurred. If your account has not been paid for more than 30 days and arrangements for payment have not been 
agreed upon, I have the option of using legal means (a collection agency or small claims court) to secure payment. If 
such legal action is necessary, its costs will be included in the claim. In most collection situations, the only information 
we release regarding a patient’s treatment is his/her name, the nature of services provided, and the amount due. 
Methods of payment can be cash, check, Venmo, Zelle or PayPal.

MINORS
If you are under 18 years of age, the law may provide your parents the right to examine your treatment records. If you 
request, we will ask that your parents verbally agree to not access your records. If they agree to this arrangement, we 
will provide them with only general updates about your therapy. However, if at any time we feel there is a high risk 
that you will seriously harm yourself or someone else, we will notify your parents of our concern. Before giving your 
parents any information about your treatment, we will review that information with you and do our best to handle any 
objections you may have about its content.

YOUR RIGHTS UNDER HIPAA (Health Insurance Portability & Accountability Act):
• As a client, you have the right to see and/or receive a copy of your therapy file. Therapy notes are afforded 

special privacy protection under the HIPAA regulations and are excluded from this right. If copies of your file are 
requested, you will be required to pay a copying fee of twenty cents per page.

• As a client, you have the right to request amendments to your therapy file.
• As a client, you have the right to receive a history of all disclosures of protected health information.
• As a client, you have the right to restrict the use and disclosure of your protected health information for the 

purposes of treatment, payment, and operations. If you choose to release any protected health information, you 
will be required to sign a Release of Information form detailing exactly to whom and what information you wish 
disclosed.

• As a client, if you feel your rights, herein explained, have been violated, you have the right to register a com-
plaint with: SCDLLR - SC Board of Examiners in Social Work/Psychology - 110 Centerview Drive, Suite 306, 
Columbia, SC 29210



5

PROHIBITION OF REDISCLOSURE: Any information disclosed to JJ WOLFF COUNSELING SERVICES from records 
whose confidentiality is protected under HIPAA may not be re-disclosed unless the client provides specific written 
consent for the subsequent disclosure. Any violation of the client’s privacy is a violation of federal law.
200 Outlet Pointe Blvd.

CONFIDENTIALITY
In general, the privacy of all communication between a client and therapist is protected by law, and we will only re-
lease information to other parties with your written permission. However, there are exceptions to this rule of confiden-
tiality. If a client threatens to harm himself/herself, we are obligated to take steps to insure his/her safety. These steps 
may include contacting family members or others who can help provide protection, or in some cases, the necessary 
steps may include seeking hospitalization for the client. If we believe that a client is threatening serious bodily harm to 
another person, we are also required to take protective actions. These actions may include notifying the potential vic-
tim, contacting the police, and/or seeking hospitalization for the client. We will make every effort to fully discuss with 
the client any protective actions before they are taken. Additionally, if we suspect that a child or vulnerable adult (i.e. 
an elderly or disabled person) is being abused or neglected, we are legally obligated to file a report with the appro-
priate state agency. In most legal proceedings, you have the right to prevent us from providing any information about 
your treatment. However, in proceedings involving child custody and those in which your emotional condition is an 
important issue, a judge may order our testimony if he/she determines that the issues demand it.

Additional disclosures of protected health information not requiring your consent or authorization include:
1. uses and disclosures for health and oversight activities (for example, correcting records or correcting records 

already disclosed)
2. uses and disclosures for judicial and administrative proceedings (for example, a case where you are claiming 

malpractice or breech of ethics)
3. uses and disclosures for law enforcement purposes (for example, when you claim mental health issues as a de-

fense in a civil or criminal case)
4. uses and disclosures for research purposes (for example, using client information in research; always maintaining 

confidentiality)
5. uses and disclosures for Worker’s Compensation (for example, the basic information obtained in therapy as a 

result of your Worker’s Compensation claim)

If you have any questions or concerns about the issue of confidentiality, please do not hesitate to discuss them. How-
ever, laws governing confidentiality are complex and if you have specific questions that we are unable to address, I 
may recommend that you seek the advice of an attorney. Your signature below indicates that you have read all of the 
information on both pages of this Client Services Agreement/Informed Consent and will abide by its terms during our 
professional relationship.

Client Name: ___________________________________________

Date: _____________________________

Parent/Guardian: _______________________________________

Date: _________________________________________________
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JJWOLFF COUNSELING SERVICES
Jennifer J. Wolff, LISW-CP(S) CTS Owner

Crisis Response, Clinical Supervisor, Trainer, Expert Witness
info@jjwolffcounselingservices.com

“Meeting People Where They Are”

Acknowledgement of Receipt of Privacy Practices Notice
and Consent to Treatment

I hereby voluntarily enter into treatment or give my consent for myself, minor or person under legal guardianship to 
have treatment including traditional or Telemental Health services. I understand that I will abide by HIPAA compli-
ant services using telemental health services and understand the limitations that may present themselves using this 
service such as disruption due to technology, possible intervention by third parties. I will agree to show my driver’s 
license, verify my location and contract for safety in the event of an crisis using telemental health services.
I agree to play an active role in all parts of the treatment process. 
I understand that no promises have been made to me as to the results of treatment or any procedures provided by the 
clinician.
I understand that the therapy may be discontinued at any time by either party. If treatment is discontinued, I will be 
responsible forpayment for services already received. 
I understand that I may lose other services or may have to deal with other consequences if I stop treatment
(For example, if my treatment has been court ordered or is required by my employer, there may be consequences with 
regard to the court order or my employment. 
I also understand that my symptoms may worsen if I stop treatment prematurely and do not pursue other treatment.
The confidentiality of patient records maintained by JJWOLFF COUNSELING SERVICES is protected by Federal and/
or State law and regulations. Generally, the therapist may not acknowledge to a person other than those identified by 
written consent that the client is in treatment unless: 
1) the client consents in writing, 2) the disclosure is allowed by a court order, or 3) the disclosure is made to medical 
personnel in a medical emergency, or to qualified personnel for research, audit, or program evaluation.
Clinicians are required by state law and professional obligations to report allegations of abuse or neglect of children 
or vulnerable adults to the appropriate authorities.

I hereby consent to treatment and agree to abide by the above stated policies and agreements. I understand that 
JJWOLFF COUNSELING SERVICES has a right to amend these practices at any time. I may obtain a current copy by 
contacting JJWOLFF COUNSELING owner, Jennifer Wolff LISW-CP(S) CTS.

Client printed name: ______________________________________________________

Date of birth: _______________________________

Signature of client or legal representative: __________________________________________________________

Today’s date: _______________________________
    If signed by Legal Representative, relative
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JJWOLFF COUNSELING SERVICES
Jennifer J. Wolff, LISW-CP(S) CTS Owner

Crisis Response, Clinical Supervisor, Trainer, Expert Witness

FEE AGREEMENT

Jennifer J. Wolff MSW, LISW-CP Supervisor Certified Traumatic Stress Specialist (CTTS) Licensed 
Independent Social Worker - Clinical Practice #4731
Office: 1809 Bull St. Columbia, SC 29201
Mail Checks to: 217 Park Springs Rd. Columbia, SC 29223 
Phone: 803.917.9948
Fax: 8032527049
Email: info@jjwolffcounselingservices.com 
Website: www.jjwolffcounselingservices.com 

Schedule of Fees/Fee Agreement

$125.00 - 400.00 hourly rate(negotiable) specialized Crisis Management Services (Non-Refundable) plus travel 
expenses: This includes but not limited to onsite services, telephonic support, Telemental Health (CIR) virtual, case 
management follow up (emails, reports)

$300.00 Expert Witness fee (hourly for court testimony: 1/2 of payment due prior to service)

$150.00 hourly Case Court Preparation

$75.00 Records fee (Court)

$100 - $400.00 hourly Webinars/Training/Presentation fee (negotiable at time of agreement for service)

$250 hourly Threat Assessments (Workplace Violence)

$.57 per mile outside midlands area for any and all travel expenses.
This fee includes all interviews, telephone consultations and the writing of the any required reports/emails.

_______________________________________________________________ 
Signature(s) of Business/Organization (Authorized)

___________________________________
Date

______________________________________________________________
Jennifer j. Wolff LISW-CP, CTTS Owner

__________________________________
Date
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JJWOLFF COUNSELING SERVICES
Jennifer J. Wolff, LISW-CP(S) CTS Owner

Crisis Response, Clinical Supervisor, Trainer, Expert Witness
info@jjwolffcounselingservices.com

803.917.9948

“Meeting People Where They Are”

CONSENT FOR TELEHEALTH CONSULTATION

1. I understand that I am agreeing to engage in telehealth services with Jennifer Wolff
2. Jennifer Wolff has explained to me how the video conferencing technology that will be used to affect such a 

consultation will not be the same as a direct client/health care provider visit due to the fact that I will not be in the 
same room as my provider.

3. I understand that a telehealth consultation has potential benefits including easier access to care and the 
convenience of meeting from a location of my choosing.

4. I understand there are potential risks to this technology, including interruptions, unauthorized access, and 
technical difficulties. I understand that Jennifer Wolff can discontinue the telehealth consult/visit if it is felt that the 
video conferencing connections are not adequate for the situation.

5. I have had a direct conversation with Jennifer Wolff , during which I had the opportunity to ask questions in regard 
to this procedure. My questions have been answered and the risks, benefits and any practical alternatives have 
been discussed with me in a language in which I understand.

CONSENT TO USE THE TELEHEALTH BY DOXY.ME

Telehealth by Doxy.me (or other similar platform) is the technology service we will use to conduct telehealth 
videoconferencing appointments. It is simple to use and there are no passwords required to log in.
By signing this document, I acknowledge:
1. Telehealth by Doxy.me is NOT an Emergency Service and in the event of an emergency, I will use a phone to call 

911.
2. Though Jennifer Wolff and I may be in direct, virtual contact through the Telehealth Service, neither Doxy.me 

nor the Telehealth Service provides any medical or healthcare services or advice including, but not limited to, 
emergency or urgent medical services.

3. The Telehealth by Doxy.me service facilitates video conferencing and is not responsible for the delivery of any 
healthcare, medical advice or care.

4. I do not assume that Jennifer Wolff has access to any or all of the technical information in the Telehealth by Doxy.
me Service – or that such information is current, accurate or up-to-date. I will not rely on Jennifer Wolff to have 
any of this information in the Telehealth by Doxy.me Service.

5. To maintain confidentiality, I will not share my telehealth appointment link with anyone unauthorized to attend the 
appointment.

_______________________________________________________________ 
Client Signature

___________________________________
Date
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