    Crossroads Center for Christian Ministries, Inc.    

5283 Bells Ferry Road Suite 300 Acworth, Ga 30102

   770 924-4384 office phone

New Client Form

Teen or Child’s Name 
______________________________

Address ___________________________________________                   ______________________________________________

Home Phone number _______________________________

Birth date: ​​​​​​​​​​​​​​​​​​​​​ ___________________________

Referred by:
________________________________

Mother’s Name ____________________________

Mother’s Cell number _______________________

Mother’s Email _________________________________

Father’s Name_________________________________

Father’s Cell Number ____________________________

Father’s Email________________________________

Doctor or therapist’s name:_________________________

Address
____________________________________

Phone number_____
_______________________________

Goals in counseling: ______________________________

Allergies: _______________________________________

Medications______________________________________

Mother’s Spiritual beliefs   __________________________

Father’s Spiritual beliefs   ___________________________

Child’s Spiritual beliefs   ____________________________






Signature
_______________________________

Date

_______________________________

Information Notice and Confidentiality Statement
METHODS

Information about our methods and techniques of counseling is available to those who wish to have it. Guidance in this office will never be contrary to foundational truths presented tin the Bible. Parents are encouraged to raise any questions you may have with the counselor working with your child. Parents are free to end counseling at any time but we do request a final session in person.

CONFIDENTIALITY STATEMENT
Communication between client and counselor is considered confidential except as required by law, i.e. where there is a threat of serious harm to self or others, as in the case of child abuse, bullying, elder abuse, suicide or homicide.

To aid in your child’s progress, you agree by signing this document that written records of counseling session may be read by the counselor’s supervisor, clinical consultant or other counselor. 

INFORMED CONSENT

I have read the preceding information, understand my minor child’s rights as a client, and give permission for the counselor to receive supervision regarding my child’s care if needed. I affirm that I am willing and legally able to give informed consent for counseling for my child. 
PARENT’S SIGNATURE



               DATE______________
CLIENT’S SIGNATURE                                             DATE______________ 
Permission to treat a minor child
Child’s Name: ____________________________________

Date of Birth:______________________________________

I understand the following modalities will be used to treat my child:

__ Play Therapy

__ Art Therapy

__ Cognitive Behavioral Therapy

__ Talk Therapy

Counseling sought at this time is for the relief of:

_______________________________________________________________
I have had the above modalities explained to me and understand the risks and benefits of mental health care. By signing this permission form, you affirm that you are the parent or legal guardian of this child and have the legal right to grant permission for counseling.
Parent’s signature _____________________________________

Today’s Date: ___________________________

Crossroads Center for Christian Ministries

5283 Bells Ferry Road Suite 300

Acworth, GA 30102

FINANCIAL AGREEMENT



Payment is due at the end of each session. Crossroads Center for 



Christian Counseling does not file insuoranc claims but will give 



you the 

necessary form for you to file for reimbursement.



Please be considerate of others and kindly give a 24-hour notice of 



cancellation. When you do not use the hour allotted for you, neither 



I nor 
anyone else can utilize that time.



For that reason, cancellations given less than 24 hours in advance



will incur a $50 charge. Missed appointment and no-shows will



incur the full charge of $100.00.



Signature _____________________________________________



Date_______________________________________ 

COURT APPEARANCES


 Crossroads Center for Christian Ministries requires that you review and

 Sign this separate financial agreement concerning court appearances. My

 role as your therapist or your child’s therapist is to maintain an atmosphere

 of trust and guidance. When I meet with you or your child, it is in the hope 
that my role will remain separate from your legal issues with a spouse, 
perpetrator, etc. Whenever litigation involves my 
testifying, our relation-


ship as client/counselor is compromised. There is a difference between

being the professional who assists the person to move forward in their life 

and does therapy, versus a professional who evaluates for forensic purposes.


Oftentimes there are unintended consequences to my testifying. Some of

what is said in session you might not want repeated and if I am under oath, 
with you the client or 
parent of the client having waived the client/therapy 
privilege, I would have no choice but to honestly answer any questions 
asked of me.

Having said that, there may be times when it is beneficial for me to testify


on your behalf. By signing this form, you acknowledge that there is a 
$1,000.00 fee per court appearance and you agree to pay said amount to 
Crossroads Center for Christian Ministries, Inc. before the court date. There


is also a $100.00 per hour travel fee for courts outside a 50 mile radius of 
Acworth, GA.
Signature of Client __________________________________________

Signature of Parent of Client___________________________________
Date:______________________________________
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