
Teen Client Information
All information will be kept confidential.

Today’s Date: _____________
Client (Teen) Name: ___________________________

Mailing Address: ___________________________________

City, State, Zip: ___________________________________

Can I send mail here if needed?  Y   N

Parent Information
Parent/Guardian Name(s): __________________________________________________
(May I leave a message at number?)
Home: ________________________ Y  N        Work: _________________________ Y  N

Cell: _________________________ Y  N         ____: __________________________Y  N

Email: __________________________________________________can I email you? Y  N

How do you prefer to be contacted? _________________________________________

Teen Information
Name: ___________________________________________ Birth date: ___________
(May I leave a message at number?)
Home: ________________________ Y  N        Work: _________________________ Y  N

Cell: _________________________ Y  N         ____: __________________________Y  N

Email: _________________________________________________ can I email you? Y  N

How do you prefer to be contacted? _________________________________________

Insurance Information

Client’s Relation to Insured?  Self   Spouse    Child    Other

Subscriber’s Name (if not self) _________________________________________

Subscriber’s Date of Birth:___________  Social Security #:__________________

Address (if different than above) _______________________________________

City, State, Zip: ______________________  Home Phone: __________________

Name of Insurance: ________________________

Policy #: ___________________________  Group #:________________  Co payment $______

Person to contact in case of emergency:

Emergency Contact: ______________________________ Phone: _______________________

Relationship to client: __________________________________________________________

Who referred you to this office? ___________________________________________________

May I call and thank them?  Y   N
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Client (Teen) Intake

Teen Name: ________________________________

Age: ___________ Birth Date: __________________ Birth Place: _________________________

School: __________________________________________________ Grade:________________

How are you doing in school? _______________________________________________________

Do you like school? _______________________________________________________________

Other activities involved in: ________________________________________________________

Current Living Situation (i.e. full time one home, one week with mom/one with dad, etc.)

____________________________________________________________________________________________________

Name of Primary Care Physician? ___________________________________________________

Have you (child/teen) ever been in counseling? Y  N        If Yes, when? _____________________

Counselor’s Name: _________________________________________________________

Reason: _________________________________________________________________

________________________________________________________________________

Was it helpful? ____________________________________________________________

Please list any medications (prescription or non-prescription) you are currently taking:

Name Dose Reason Length of
Time on

Siblings (if any):

First Name Age Gender Full/half/step sibling? Living with you?

Please list any important people (other than biological parents) in your life:

_______________________________________________________________________________

______________________________________________________________________________
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Parent Information

Why are you seeking help?

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

Feel free to write anything else you’d like me to know on an additional piece of paper, or on the

backside of this one.

Thank You.

Mother’s Name: ______________________________  Current Age: __________

Occupation: _____________________________ Education: ______________________________

Place of Birth: _____________________ Religious Affiliation (if any) _______________________

History of mental illness? Y  N ______________________________________________________

History of drug/alcohol abuse? Y  N __________________________________________________

Relationship Status: single    married   divorced    separated    in relationship   _______________

Who lives in this household? ________________________________________________________

How is relationship between you (teen) and your mom? __________________________________

_______________________________________________________________________________

Father’s Name: _______________________________ Current Age: __________

Occupation: _____________________________ Education: ______________________________

Place of Birth: _____________________ Religious Affiliation (if any) _______________________

History of mental illness? Y  N ______________________________________________________

History of drug/alcohol abuse? Y  N __________________________________________________

Relationship Status: single    married   divorced    separated    in relationship   _______________

Who lives in this household? ________________________________________________________

How is relationship between you (teen) and your dad? ____________________________________

_______________________________________________________________________________

Are you (parent/guardian) currently in counseling/therapy/psychotherapy? Y  N

Reason ________________________________________________________________________



Greetings. Please take a moment to read the next few pages, as they will give you more information about
me, the way I work, your (and/or your child’s) therapy and treatment, as well as your rights and
responsibilities as a client. If you have any questions or concerns about anything, please do not hesitate to
ask.

Education and Experience:
I am a Licensed Marriage and Family Therapist (License# LF60090906) in Washington State. I am an
Associate Member of the American Association of Marriage & Family Therapy, as well as a member of the
Washington State Association of Marriage and Family Therapy.

I have my MA degree in Psychology with a specialized concentration in Child, Couple and Family Therapy.
Prior to private practice, I worked in community mental health, where the majority of my time was spent
working with young children with behavioral issues. I have led groups for Parents of Explosive Children,
and co-led adult DBT (Dialectical Behavior Therapy) groups. Currently in my private practice I work with
children, teens, and adults.

Areas of Special Focus & Approach:
My areas of special focus include depression, anxiety, perfectionism, and angry/explosive children. I
believe that therapy is a collaborative process between client and therapist. Our work will help you and/or
your family process emotional and communication issues, to foster insight and growth. In my work with
children, I use play therapy, sand tray, and games to facilitate the therapy process. I work with a range of
emotional and behavioral issues. I also specialize in children with unique sensitivities and intuitive abilities.
My goal is to bring out strengths, teach skills when necessary, develop insight and help guide to a place of
healing and wholeness.

I cannot and do not prescribe medication. I prefer to attempt alternative methods before turning to
medication. I may have suggestions for supplements that may benefit your child. Please do your own
research, as I am not a naturopath or physician and would merely be offering a suggestion. If medication
seems appropriate, I would be happy to talk to your (and/or your child’s) primary care physician to
determine the next course of action. If you (and/or your child) are already on medication, please continue
taking them.

Fees and Payment:
I am a provider with Premera Blue Cross Insurance and will bill them for you. You will be required to pay
your co-pay at the time of services as well as any other services that your insurance does not cover. For all
other insurance carriers I am considered an out-of-network provider. Payment is due at the time of service
by cash/check/credit card. On the 5th of the following month you will receive an automatic statement via
email which you can submit to your insurance company. I cannot guarantee your insurance company will
reimburse you for counseling services.

Sessions are 50 minutes long. Please be on time to make the most of your session. If you are late, your
appointment will not extend beyond your scheduled time. Please provide at least 24 hours notice if you
need to cancel, or you will be billed at a full session rate (this applies even for a sick child).

Review of Records:
I keep a record of the services that I provide to you (and/or your child). It is your right as a client to see
and have a copy of your records at any time. You may also ask to correct that record. The request of a
copy of your records must be submitted in writing and I may charge a reasonable photocopying fee. As a
parent, in general, you are entitled to information about your child but this is different from a right to
access their records. If your child is under the age of 13, you have a right to see his/her records. If your
child is 13 or over, a signed release of information must be obtained from your child before his/her records
can be released.
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Confidentiality:
Confidentiality and trust are important to me. I am legally bound to keep information that the client may
tell me confidential. As a licensed therapist, I am also legally mandated to report (and break
confidentiality) if:

 The client communicates to me that they are going to harm or kill him/herself or someone else, or
that they have committed a serious crime; if the client is a minor (under 18) and communicates to
me that they were a victim or the subject of a crime; or if I suspect abuse/neglect of a child, an
elder, or a disabled person.

I must also release information:
 If I have the written consent of the client, or in the case of the client’s death, their personal

representative, other person authorized to sue, or the beneficiary of an insurance policy on the
person’s life, health, or physical condition; if the client waves the privilege of confidentiality by
bringing charges against the therapist; in response to a subpoena from a court of the law or the
secretary.

If you are seeking therapy for your child(ren): I want to help your family foster an environment that
promotes open communication. With that in mind please know that as a parent, if your child is under 13,
the child’s permission is not required for me to talk to you about their private session. However, your child
may need a place where they can express their feelings and thoughts without having them be reported to
their parents. If your child is 13 or over, their permission is required before I can communicate anything to
you that was said in their session. In Washington State, children 13 years and older are afforded the same
level of confidentiality that adults receive. In general, I will give you updates of how the treatment is going
but will not talk about the specifics of what your child has said to me. If you have any concerns about this,
please let me know.

In keeping with generally accepted standard of practice, I may periodically discuss your (or your child’s)
case with other therapists. This is done in a professional context with the best intentions for your therapy
and treatment to ensure quality care. Every effort is made to protect your identity.

Concerns or Grievances:
Please know that I will make every effort for your (or your child’s) treatment to be beneficial and productive for
you/your child/your family. If at anytime you feel concerned about the course of therapy, please do not hesitate to talk
with me about it. If for some reason you feel that we just do not ‘click’ I would be happy to refer you to another
professional that may be a better match. It is every client’s right to terminate treatment at any time, with or without
notice to the therapist. If you do not feel these options are suitable or that they are in your best interest, and believe
you need to address your concern with a professional monitoring agency, please contact:

The Department of Health requires the following statement to appear:
Counselors practicing counseling for a fee must be registered or certified with the department of health for the
protection of the public health and safety. Registration of an individual with the department does not include a
recognition of any practice standards, nor necessarily implies the effectiveness of any treatment.

Contact Information:
You can reach me by telephone at (206) 851-8276 before 5:00 pm, Monday - Thursday. My voicemail is
confidential. You can also email me at robyn@thriving-child.com. Though I am the only person who will
view the email, I cannot guarantee confidentiality or security on information sent via email. On the days
when I am out of the office if you are in a crisis and need immediate help, please call the King
County Crisis Line at (206) 461-3222 or call 911.

The client(s) as evidenced by the signature below, has read and understands these statements. A copy of
this statement has been provided to the client.

Session Fee: $__________ per 50 minutes

_________________________________   ______________
Client Signature                                          Date

_________________________________    ______________
Parent/Guardian Signature                           Date

_________________________________    ______________
Robyn Howisey, MA, LMFT                            Date

Health Professions Quality Assurance
Customer Service Center
PO Box 47865
Olympia, WA 98504

Email: hpqa.csc@doh.wa.gov
Phone: 360.236.4700
Fax: 360.236.4818



Credit Card Payment Authorization

Please enter your credit/debit card information. Please complete this form even if you will be using
insurance. This card will be charged for co-pays (if you wish), no shows and late cancels, as well as
services not covered by insurance.

Client Name: _________________________________

Card Holder Information associated with credit/debit card:

Card Holder Name: __________________________________________________

Billing Address: _____________________________________________________

City, State, Zip: ____________________________________________________

Phone Number: _____________________________________________________

Email where you wish statements/receipts to be sent:

_______________________________________________________________

Credit/Debit Card Information:

Card Type:  Visa   MC   Discover

Card Number: _________________________________________________

Expiration Date: _____________

Signature: _______________________________________   Date: ___________

Please note the vendor will read “Therapy Partner” on your credit/debit card statements. Statements are
automatically emailed on the 5th of the following month from Therapy Partner and can be submitted to
your insurance if applicable.



Directions to Wallingford Office for Robyn Howisey, MA, LMFT

Wallingford Work Spaces
2319 N. 45th Street
#102
Seattle, WA 98103
206.851.8276

Driving Directions:
From I-5 North or South take the NE 45th Street Exit (Exit 169). Head West on 45th. After a
few blocks (past Dick’s burgers) turn left onto Sunnyside Ave N. Wallingford Work Spaces
are on Sunnyside, just behind the building on the corner of 45th and Sunnyside.

Parking:
There is 1 hour parking along 45th, and ample residential parking along Sunnyside, 44th

and throughout the neighborhood behind Wallingford Work Spaces. Please be aware
there is no parking on Sunnyside after 5pm – signs are posted.

Entering the Building:
Wallingford Work Spaces are just behind (south of) the Loski apartment building. From
Sunnyside, go up the stairs between the two brown buildings with red trim. To the left you
will see a sliding glass door and “Wallingford Workspace Waiting Room” sign.  Please
wait in the waiting room and I will come get you at the time of your session.

If your appointment is after 6 pm the building will be locked. You will need to use the
keypad at the exterior door on Sunnyside  - search Howisey. Please note, if you are more
than 10 minutes early for your session, I may still be in session and not able to buzz you
in immediately. Once buzzed in, go up the stairs to the first floor. The waiting room is
down the hall to the right.
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