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WELCOME TO FAMILIES BY DESIGN 

Families by Design is a dynamic learning center where families communicate and connect with passion, creativity, 
intimacy and love.   Families by Design is dedicated to creating an interactive, experiential environment that empowers 
families in discovering and developing their highest potential with the purpose of designing their desired family life.   Our 
comprehensive therapeutic center features a dynamic team of dedicated professionals who will design a customized plan 
to help meet your individual and family needs. 
 
What to expect… At your initial consultation with a Families By Design therapist/coach, we will carefully create a plan 
to help develop the type of family life you desire.  You may choose your program at that time and begin setting goals.   
During the course of the program, your professional therapy partner or coach may be joined by other professional team 
members to make recommendations and evaluate your progress. 
 
While you are at the Families by Design Center… In order to maximize your experience, we have created a spa setting in 
our therapy center. Please make yourself comfortable in the waiting room and enjoy the relaxing atmosphere. Your 
therapist/coach will greet you at your scheduled time. Please refrain from using cell phones or wearing perfume or cologne in 
our office. Our restrooms are located in the hall and the keys are on the counter. 
 
You have our support 24/7… Once you become a client of Families by Design, you will have a partner on call 24 hours 
/7 days a week. If you need to speak with a therapist/coach at any time please call and leave a message in the mail box of 
your professional. You will receive a return call within the same business day. Please contact us 24 hours in advance if you 
need to reschedule or cancel an appointment in order avoid being billed for the session. If you have an emergency and 
need immediate attention or if you have reached out to us and not have heard from your therapist/coach for any reason, 
please call 911. 
 
Thank you for choosing to work with us. 
 
 
 
 
Sincerely, 
 
 
 
The Families by Design Staff 
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Directions to the Center 

Directions to 7900 Glades Road, Boca Raton, FL, 33434, Suite 350 
 
From the west heading east on Glades Road: 

Go past the Florida Turnpike entrance 

Turn right into City Fish Market entrance (after the Shell gas station) Follow the road around to number 7900 

 

From the east heading west on Glades Road: 

Heading west toward the Florida Turnpike. 

Turn left at the light before the Turnpike entrance. 

 

Landmarks: 

1) Corporate Centre sign on right 

2) Ahead of you on the left is a sign for the Hilton Hotel 

 

    Follow the road around to number 7900 
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HIPPA  
Part I Ð Informed Consent 

Outpatient Services Contract 
Welcome to the Families by Design practice. This document (agreement) contains important information about our 
professional services and business policies. It also contains summary information about the Health Insurance Portability 
and Accountability Act (HIPAA), a new federal law that provides new privacy protections and new patient rights with 
regard to the use and disclosure of your Protected Health Information (PHI) used for the purpose of treatment, payment, 
and health care operations.  HIPAA requires that you are provided with a Notice of Privacy Practices (the Notice) for use 
and disclosure of PHI for treatment, payment and health care operations. The Notice, which is attached to this 
Agreement, explains HIPPA and its application to your personal health information in greater detail. The law requires 
that your signature is obtained acknowledging that you have been provided with this information. Although these 
documents are long and sometimes complex, it is very important that you read them carefully before your next session. 
You may revoke this agreement in writing at any time. If you choose to revoke your consent, please make sure that you 
mail us such document revoking this agreement to our offices. That revocation will be binding unless we have taken action 
in reliance on it; if there are obligations imposed by your health insurer in order to process or substantiate claims made 
under your policy; or if you have not satisfied any financial obligations you have incurred.  Please read it carefully and 
write down any questions you might have so that we can discuss them at your next meeting. When you sign this 
document, it will represent an agreement between you, your therapist and our center. 
 
Psychological Services 
Psychotherapy is not easily described in general statements. It varies depending on the personalities of the therapist and 
client, and the particular problems you bring forward. There are many different methods used to deal with the problems 
that you hope to address. Psychotherapy is not like a medical doctor visit. Instead, it calls for a very active effort on your 
part. In order for the therapy to be most successful, you will have to work on things discussed both during your sessions 
and at home. 
 
Psychotherapy can have benefits and risks. Since therapy often involves discussing unpleasant aspects of your life, you 
may experience uncomfortable feelings like sadness, guilt, anger, frustration, loneliness, and helplessness. On the other 
hand, psychotherapy has also been shown to have benefits for people who go through it. Therapy often leads to better 
relationships, solutions to specific problems, and significant reductions in feelings of distress. But there are no guarantees 
of what you will experience. 
 
Your first few sessions will involve an evaluation of your needs. We reserve the right to assign a certain evaluator or 
therapist to you for your evaluation or continuing therapy. By the end of the evaluation, we will be able to offer you some 
first impressions of what your work will include and a treatment plan to follow, if you decide to continue with therapy. 
You should evaluate this information along with your own opinions of whether you feel confortable with working with 
youÕre therapist. Therapy involves a large commitment of time, money, and energy, so you should be very careful about 
the therapist you select. If you have questions about procedures, you should discuss them whenever they arise. If your 
doubts persist, we will be happy to help you set up a meeting with another mental health professional for a second 
opinion. 
 
Coaching 
 
What is coaching? 
Coaching is partnering with clients in a thought-provoking and creative process that inspires them to maximize their 
personal and professional potential.  
Coaching honors the client as the expert in his/her life and work and believes that every client is creative, resourceful, and 
whole.  
 
What is a coach's responsibility in the client-coach partnership? 
A coach should:  
 

È Discover, clarify, and align with what the client wants to achieve; 

È Encourage client self-discovery; 

È Elicit client-generated solutions and strategies; and 

È Hold the client responsible and accountable. 
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Professional coaches provide an ongoing partnership designed to help clients produce fulfilling results in their personal and 
professional lives. Ultimately, coaches help people improve their performances and enhance the quality of their lives.  
Coaches are trained to listen, to observe and to customize their approach to individual client needs. They seek to elicit 
solutions and strategies from the client; they believe the client is naturally creative and resourceful. The coach's job is to 
provide support to enhance the skills, resources, and creativity that the client already has. 
 
What are the benefits of coaching?  
Individuals who engage in a coaching partnership can expect to experience fresh perspectives on personal challenges and 
opportunities, enhanced thinking and decision making skills, enhanced interpersonal effectiveness, and increased 
confidence in carrying out their chosen work and life roles. 
 
Consistent with a commitment to enhancing their personal effectiveness, they can also expect to see appreciable results in 
the areas of productivity, personal satisfaction with life and work, and the achievement of personally relevant goals. 
 
Sessions 
Normally your evaluation will last from 2 to 4 sessions. During this time, both parties decide if your therapist/coach is the 
best person to provide the services you need in order to meet your treatment goals. If psychotherapy/coaching is to begin, 
we will usually schedule one 45-minute session (one appointment hour of 45 minutes duration) per week at a time we 
agree on, although some sessions may be longer or more frequent. Once an appointment hour is scheduled, you will be 
required to pay for it unless you provide 24 hours advance notice of cancellation either via telephone, email or facsimile. If 
you fail to cancel youÕre appointment within the required specified time period you shall be responsible for the payment of 
the session in full.  
 
Professional Fees for therapist/psychologists 
In addition to weekly appointments, we charge for other professional services you may need, though we will break down 
the hourly cost if we work for periods of less than one hour. Other services include report writing, telephone conversations 
lasting longer than 15 minutes, attendance at meetings with other professionals you have authorized, preparation of 
records or treatment summaries, and the time spent performing any other service you may request of your professional. If 
you become involved in legal proceedings that require our participation, you will be required to pay for professional time 
even if we are called to testify by another party unless the party requesting our participation makes prior arrangements for 
payment of our time. Due to activities related to these other type of requests, we charge $300.00 per hour for preparation 
and attendance at any legal proceeding. If we are required to appear in court, our fee is $475.00 per hour, with a minimum 
of three hours including travel time.  
 
Billing And Payments 
We request payment agreements prior to the beginning of your working relationship with our staff, unless an alternative 
arrangement has been made. Payment schedules for other professional services will be agreed to when they are requested. 
In circumstances of unusual financial hardship, we may be willing to negotiate a fee adjustment or payment installment 
plan. 
 
If your account has not been paid for more than 60 days and arrangements for payment have not been agreed upon, we 
reserve the option of using legal means to obtain payment for services rendered. This can and may involve hiring a 
collection agency or referring to an attorney. If such legal action is necessary, you shall be responsible for all costs and fees 
associated with collections in addition to the outstanding balance owed. In most collection situations, the only information 
we release regarding a patientÕs treatment is his/her name, the nature of services provided, and the amount due. We will 
be complying strictly with all HIPPA provisions. Please understand that our goal is to provide you with the best care 
possible and we expect you to fulfill your commitment to us for prompt and responsible payment of our services. 
 
Insurance Reimbursement for therapy only 
In order for us to set realistic treatment goals and priorities, it is important to evaluate what resources you have available 
to pay for your treatment. If you have a health insurance policy, it will usually provide some coverage for mental health 
treatment. Your therapist will assist you with filling out forms and provide you with whatever assistance needed in helping 
you receive the benefits to which you are entitled; however, you (not your insurance company) are responsible for full 
payment of our fees. It is very important that you find out exactly what mental health services your insurance policy 
covers for out of network benefits. 
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You should carefully read the section in your insurance coverage booklet that describes mental health services for out of 
network benefits. If you have questions about the coverage, call your plan administrator. Of course we will provide you 
with whatever information we can based on our experience and will be happy to help you in understanding the 
information you receive from your insurance company. If it is necessary to clear confusion, we will do our best to assist 
you by calling the company on your behalf. 
 
You should also be aware that if you choose to bill your insurance company most insurance companies require a clinical 
diagnosis. Sometimes we have to provide additional clinical information such as treatment plans or summaries, or copies 
of the entire record (in rare cases). This information will become part of the insurance company files and will probably be 
stored in a computer. Though all insurance companies claim to keep such information confidential, we have no control 
over what they do with it once it is in their hands. In some cases, they may share the information with a national medical 
information databank. We will provide you with a copy of any report submitted, upon request. We will only forward this 
information to a third party once we have received a written request from you to release such information to that 
individual or party. Once we have forwarded the information that individual or party is solely responsible to you for the 
maintenance of that information. 
 
Contacting Your Therapist/Coach  
Your therapist is often not immediately available by telephone. While we are usually in the office we will not answer the 
phone when we are with a patient. When we are unavailable, the telephone is answered by voice mail that is monitored 24 
hours a day. Every effort will be made to return your call on the same day you make it, with the exception of weekends 
and holidays. If you are difficult to reach, please inform your therapist of some times when you will be available.  If you 
are unable to reach your therapist and feel that you canÕt wait for a return your call, contact your family physician or the 
nearest emergency room, you ask for the psychologist/psychiatrist on call. If youÕre therapist will be unavailable for an 
extended time, you will be provided with the name of a colleague to contact, if necessary. 
 
Professional Records for therapists/psychologists 
The laws and standards of our profession require that we keep Protected Health Information about you in your Clinical 
Record. You are entitled to receive a copy of the records, upon a written request, unless your therapist believes that seeing 
them would be emotionally damaging, in which case we will be happy to send them to a mental health professional of 
your choice. Because these are professional records, they can be misinterpreted and/or upsetting to untrained readers. We 
recommend that you review them in the presence of your therapist so that we can discuss the contents. Clients will be 
charged a reproduction fee for any time spent in preparing information requests. All requests shall be in writing to us and 
will be responded to in a timely fashion. If the records you are requesting are voluminous then additional time may be 
required to prepare them and we will contact you if that is the case.  
 
Minors & Parents  
Clients under eighteen years of age who are not emancipated from their parents should be aware that the law may allow 
parents the right to examine treatment records. Children between 13 and 17 may independently consent (and control 
access to the records) to diagnosis and treatment in a crisis situation. It is our policy to request an agreement from parents 
that they agree to give up access to your records. If they agree, we will provide them only with general information about 
our work together, unless we feel there is a high risk that you will seriously harm yourself or someone else. In this case, we 
will notify them of our concern. We will also provide them with a summary of your treatment when it is complete. Before 
giving them any information, we will discuss the matter with you, if possible, and do our best to handle any objections you 
may have with what we are prepared to discuss.  
 
Family Or Couple  
We normally conduct an evaluation that will last from 2 to 4 sessions. During this time, we will clarify goals of treatment, 
discuss the nature of treatment and go to great lengths to identify the primary client. Our obligation may be to an 
individual with other persons involved only to provide collateral support or a multi-person unit where our obligation is to 
the parties as a whole. Any Information shared with your therapist/coach by one party will only be revealed in a 
therapeutic manner to further the achievement of treatment goals. All other limits to confidentiality can be found under 
the Confidentiality section of this agreement.  It is not unusual for individuals who have sought couples or family therapy 
to become involved in litigation involving divorce. In such situations, we will clarify our role and treatment goals will be 
reviewed accordingly. 
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Groups 
We normally conduct an evaluation that will last from 2 to 4 sessions. During this time, we will clarify goals of treatment, 
discuss the nature of treatment and go to great lengths to identify the context of group work.  Our primary obligation is to 
the dynamics of the group. Your therapist will request and impress the importance of confidentiality and how it serves the 
space.  All participants will be asked to agree to the ground rules set by the group; however we cannot guarantee that all 
group members will maintain confidentiality of statements made during sessions. 
 
Assessment 
If at any point an assessment will further progress treatment by defining, revising, or clarifying goals, your therapist will 
discuss its nature, purpose, fees, confidentiality or involvement of third parties with you before requesting consent to its 
implementation. 
 
Termination  
Termination of therapy will be addressed at times when it becomes reasonably clear that you are no longer in need of 
service, it is not benefiting you, or it is harmful. Termination may also be based on reasonable professional judgment. 
Several sessions will be planned to transition you from our care to your life (pre-termination counseling).  In no way does 
this mean we are unavailable to you. If a need were to arise for further treatment, appointments would be available. 
Follow-up sessions will be scheduled at six months and one year following termination. Abrupt termination would follow 
any threat or endangerment of a therapist by you or anyone in relation with you; or two consecutively missed sessions 
without notification. When appropriate, we will provide referrals to alternate service providers. 
 
Confident iality  
In general, the privacy of all communications between a client and a therapist/psychologist is protected by law, and we 
can only release information about our work to others with your written permission. Please carefully review the exceptions 
below.  
 
In most legal proceedings, you have the right to prevent us from providing any information about your treatment. In some 
proceedings involving child custody and those in which your emotional condition is an important issue, a judge may order 
your therapist's testimony if he/she determines that the issues demand it. 
 
There are some situations in which we are legally obligated to take action to protect others from harm, even if we have to 
reveal some information about a patient’s treatment. For example, if we believe that a child, elderly person, or disabled 
person is being abused, we are required to file a report with the appropriate state agency. 
 
If our therapist believes that a client is threatening serious bodily harm to another, we are required to take protective 
actions. These actions may include notifying the potential victim, contacting the police, or seeking hospitalization for the 
patient. If the client threatens to harm himself/herself, we may be obligated to seek hospitalization for him/her or to 
contact family members or others who can help provide protection. 
 
These situations have rarely occurred in our practice. If a similar situation occurs, we will make every effort to fully 
discuss it with you before taking any action. 
 
Occasionally it may be helpful to consult other professionals about a case. During a consultation, we make every effort to 
avoid revealing the identity of a patient. The consultant is also legally bound to keep the information confidential. If you 
don’t object, you will not be told about these consultations unless your therapist feels that it is important to your work. 
 
While this written summary of exceptions to confidentiality should prove helpful in informing you about potential 
problems, it is important that we discuss any questions or concerns that you may have at our next meeting. Your therapist 
will be happy to discuss these issues with you if you need specific advice, but formal legal advice may be needed because 
the laws governing confidentiality are quite complex, and we are not attorneys. 
 
Your signature in the new client information packet, title HIPPA Signature Page, indicates that you have read the 
agreement in and agree to abide by its terms during our professional relationship. Your signature also indicates that you 
have received the HIPPA Notice form described above. 
 
Please keep this document for your records and sign the HIPPA Signature page in this packet. 
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CLIENT 

Last Name: _____________________________________ 
 

First Name: _____________________________________ 
 

Middle Initial: ______________  
 

Date of Birth: ______________________________________________ 
 

Social Security #: __________________________________________________ 
 

Permanent Street Address: _________________________________________________________________________________________ 
 

Apt. #: ___________ 
 

City: __________________________________________________ 
 

State: _______________________________________________ 
 

Zip: ______________  
 

Race: _________________________________________________ 
 

Gender: _______________________ Religion: _______________________________  
 

Email Address: ____________________________________________________________________________ 
 

Newsletter:                Yes                       No 
 

Phone Home: ______________________________ 
 

Phone Work: ______________________________ 
 

Cell: ______________________________ 

Preferred Method of Communication:  Phone Home                        Phone Work                        Cell                        Email                        Text 
 

Marital Status: Married  Divorced  Single  Widowed  Separated         Other: ________________________ 
 

PatientÕs Employer: ________________________________________________ 
 

Occupation: __________________________________________________ 
 

Business Address: ________________________________________________ 
 

City: _______________ 
 

State: _______________ 
 

Zip: _______________ 
 

Business Telephone #: ____________________________________________________________________ 
 

Extension: ________________________________ 
 

If Client is a child please complete this section 

MotherÕs Name: ________________________________________________________________ 
 

Occupation: _________________________________________ 
 

Address (if different): ___________________________________________________________ 
 

City: ____________ 
 

State: ____________ 
 

Zip: ____________ 
 

Phone Home: ______________________________ 
 

Phone Work: ______________________________ 
 

Cell: ______________________________ 

Email Address: ____________________________________ 
 

Newsletter:                Yes                       No 
 

Date of Birth: ______________________________ 
 

FatherÕs Name: ________________________________________________________________ 
 

Occupation: _________________________________________ 
 

Address (if different): ___________________________________________________________ 
 

City: ____________ 
 

State: ____________ 
 

Zip: ____________ 
 

Phone Home: ______________________________ 
 

Phone Work: ______________________________ 
 

Cell: ______________________________ 

Email Address: ____________________________________ 
 

Newsletter:                Yes                       No 
 

Date of Birth: ______________________________ 
 

Referred By: ____________________________________________________________________ 
 

Company: __________________________________________ 
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CHILD BEHAVIORAL INTAKE FORM 

Date: __________________________________________________________________________ 
 
Child: _________________________________________________________________________ 
 
D.O.B.: _______________________________________________________________________ 
 
School: ________________________________________________________________________ 
 
 

Primary Reason For Treatment 
 
What is your primary concern at this time? _____________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
Have there been any significant changes in your child’s life since or before this behavior began? 
 
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
Is your child in any special education programs currently or in the past? ________ If yes, which ones? ____________________ 
 
___________________________________________________________________________________________________________ 
 
How are your child’s grades? _________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
Has your child failed any grades? _____________________________________________________________________________ 
 
___________________________________________________________________________________________________________  
 
What day/time is the behavior of concern most likely to occur? ___________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
Who does the child interact most appropriately with? ____________________________________________________________ 
 
___________________________________________________________________________________________________________ 

 
Background 

 
With whom does your child live? Please include names and ages of siblings. ________________________________________ 
 
___________________________________________________________________________________________________________ 
 
What do you enjoy most about your child? ______________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
What do you find most challenging about raising your child? _____________________________________________________ 
 
___________________________________________________________________________________________________________ 
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Who is mainly responsible for discipline/structure in the home ? __________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
Do both parents agree on disciplinary strategies? ________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
Please describe disciplinary techniques. Also please mention to which ones your child responds positively. 
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
Generally, how much time does your child spend with each parent daily? 
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 

 
Development and Medical History  

 
Was this a full term pregnancy? _______________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
Were there any complications during pregnancy or delivery? ______________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
Did your child require a longer stay in the hospital than customary? _______________________________________________ 
 
___________________________________________________________________________________________________________ 
 
 
Were any medications prescribed or taken during pregnancy? _____________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
 
Has your child had any accidents, surgeries, illnesses or hospitalizations? __________________________________________ 
 
___________________________________________________________________________________________________________ 
 
Does your child have a history of any form of abuse? _____________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
Did your child meet his/her  developmental milestones within normal limits ? (e.g., sitting, walking, talking)  
 
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
Does your child have any diagnosis? ___________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
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Does anyone in your family have similar symptoms to your child? __________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
How would you describe your childÕs temperament during the early months and toddler years, as well as preschool period? 
(i.e. easy, slow to warm up, difficult)  
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 

Behavioral History  
 
Do you have any concerns with your childÕs eating or sleeping? ___________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
How many hours a night does your child sleep? _________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
What is your childÕs bed time? ________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
 
Does your child have a history of night terrors or nightmares? ____________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
 
Describe your childÕs home life: 

Is this a single parent or blended family?  _____________________________________________________________________  
 
Does he/she share a room?  _______________________________________________________________________________ 

 
Does your child have access to a TV or video games in his/her room?  _________________________________________________ 

 
What kind of schedule is your child on each day?  _______________________________________________________________ 
 

What are your childÕs strengths? ______________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 

Friendship 
 
Please describe how well your child plays or relates to other children. _____________________________________________ 
 
___________________________________________________________________________________________________________ 
 
Does your child show resistance to being part of a social group or interacting in general? _____________________________ 
 
___________________________________________________________________________________________________________ 
 
What role does your child take in peer group games? (i.e. leader, aggressor, etc.) _______________________________________ 
 
___________________________________________________________________________________________________________ 
 
 



 

 
12 

NEW CLIENT PACKET - CHILD   

Does your child have a history of night terrors or nightmares? ____________________________________________________ 
 
___________________________________________________________________________________________________________ 
 

Recreations and Interests 
 
What activities does your child enjoy or participate in? __________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
Generally, how well does your child do in these activities? Are any of them particularly motivating or meaningful? 
  
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 

 
Educational History 

 
Please list the schools and dates your child has attended: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Has your child suffered from declining grades, specific learning difficulties, behavioral problems, motivation difficulties, 
or any other problems that have impaired his/her functioning at school? 
  
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
Has your child ever been tested for special education or gifted services? If so is your child on an IEP? ___________________ 
 
___________________________________________________________________________________________________________ 
 
Does your child show any particular strengths or difficulties in math, English, reading, writing, abstract thought/analysis, 
or spelling? 
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
Do you have concerns about your child’s current school placement? _______________________________________________ 
 
___________________________________________________________________________________________________________ 
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Check all that apply: 
 
Poor gross motor skills     
 
Poor fine motor skills           
 
Slow to react to and follow directions   
 
Performs inconsistently from day to day 
 
Impulsive-talks out-difficulty waiting turn 
 
Low frustration tolerance 
 
Poor judgment in social and interpersonal relations     
 
Misinterprets verbal question and directions   
 
Constantly seeks attention, especially from adults 
 
Appears inattentive, easily distracted      
 
Leads, or joins others, in inappropriate behavior 
 
Difficulty following directions       
 
Withdrawn  
 
Difficulty expressing ideas     
 
Short attention span, off-task 
 
Forgets things 
 
Makes inappropriate responses to conversation and questions   
 
Engages in destructive and/or aggressive behavior 
 
Obsessive/compulsive behaviors 

 
 
Other behaviors of concern: __________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 

Additional Comments 
 
How would you describe your child’s character? (i.e. capacity for compassion, empathy, commitment, honesty, etc.) 
 
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
Is there anything else you would like me to know about your child? ________________________________________________ 
 
___________________________________________________________________________________________________________ 
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________________________ _____________________________ ________________________ 
PatientÕs Printed Name PatientÕs Signature Date 

   
   
   

________________________ _____________________________ ________________________ 
Parent/Guardian Printed Name Parent/Guardian Signature Date 

Consent for Release of Confidential Information 

Many times, members of the same family will work with different therapists of the Families by Design team.  It is our policy that 

the therapists supervise and review family cases with each other so that, as therapists, we are working together to create the best 

results for your family.  Cases will be reviewed/consulted/supervised under Dr. Laurie M. Emery License #MH6296 and the 

rest of the FBD staff. 

 

I, _______________________________________________________________ (Patient’s Name), understand and agree to the 

supervision/consultation of family cases by the professional therapists of Families by Design, Inc. I authorize the disclosure of 

information regarding myself and my family members, for the sole purpose of making professional assessments for my family. 

___________________(Initial)  

 

(Complete only if you want FBD staff to speak with an outside source) 

There are situations where Families by Design, Inc., may work in conjunction with an outside source, such as a patientÕs school 

or physician. The patient will be informed and asked permission before any information is released.  It is always and only in the 

interest of the patient, that information is shared.  

 

I, _______________________________________________________________ (Patient’s Name), understand and agree to Families 

by Design, Inc., disclosing information, with my permission, to _______________________________________ (outside source) 

for the sole purpose forwarding my therapeutic/personal development goals. 

 

I understand that my records are protected under federal and state confidentiality regulations and cannot be released without 

my expressed written consent unless otherwise provided for in the regulations.  I also understand that I may revoke this consent 

at any time, in writing, except to the extent that action has been taken in reliance on it (i.e. Probation, Parole) and that in any 

event this consent expires automatically as described below.  I understand that the person or agency requesting this information 

may not transfer any information it may receive without obtaining written permission to do so. 
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Billing / Payment Policy  

Types of payment accepted:  

Cash, Some Insurance and Credit Cards 

* personal checks are not accepted * 

 

(This information is required in order to make an appointment at our center.) 

 

Credit Card ______________________________________________________      exp date____________________________ 

 

Clients of Families by Design, Inc. are billed monthly for services rendered. It is our policy and a requirement for services to be 

given to you for us to keep a copy of a credit card on file and be authorized to charge the monthly total of unpaid balance. 

 

I  _______________________________________________________________, (print name) authorize Families by Design, Inc.  to 

charge my monthly balance to the credit card that I have provided. I understand that my balance will be billed monthly for any 

fees unpaid. 

 

I  _______________________________________________________________, (print name) also authorize Families by Design, 

Inc. to charge my credit card that I have provided to Families by Design, Inc. for sessions and serviced rendered to the 

following persons specified below: 

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________ 

 

I fully understand, acknowledge and agree that the balance due and owing to Families by Design, Inc. will be billed without 

interruption for any and all of sessions received by myself or anyone I have specified above and shall be unconditionally liable 

for the payment of those sessions, costs, expenses or fees that are due and owing or are unsettled. I also hereby agree to abide to 

all of the provisions of my credit card agreement in making such payments. If I choose to make any changes to the financial 

agreement I am agreeing to now, then I shall notify Families by Design, Inc., in writing via email or facsimile, 14 days prior to 

such change so that a new method of payment can be substituted or agreed to by me and Families by Design, Inc. I shall be 

solely responsible for any and all costs and fees associated with collections of any unpaid balance to Families by Design, Inc. 

Any disputes arising out of payments, cost and or fees associated with services rendered shall be resolved in Palm Beach 

County Florida and under the laws of the State of Florida.  

 

I have read and agree to the terms of the Billing and Payment Policy as described herein:  

 

(Responsible Party’s Signature) __________________________________________________ 
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Appointment Cancellation Policy 

Appointments must be cancelled 24 hours in advance in writing via email  or facsimile to avoid paying for the session.  If an 

appointment is missed, you will be billed for the appointment time, which was reserved. 

 

 

 

 

I have read and agree to the terms of the Appointment Cancellation Policy as described above. 

 

__________________________________________________(Responsible PartyÕs signature) 
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HIPPA SIGNATURE PAGE 

Your signature below indicates that you have read the agreement in and agree to abide by its terms during our professional 

relationship. Your signature below also indicates that you have received the HIPPA Notice form. 

 

 

___________________________________________    ________________________________________ 

                      Signature of Client                Date 

 

___________________________________________     

                            Print Name 


