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Welcome,  

 

We are p leased to serve you.   Our goal is  to offer hope and heal ing to those who seek 

guidance and counsel.   Through the grace of  God, we bel ieve everyone may experience 

a more purposefu l ,  peace-f i l led l i fe.   Our services focus on the whole person by 

provid ing professional  counseling,  coaching ,  and mental  health therapy  to enhance 

indiv idual l ives ,  re lat ionships  with couples,  and parents needing assistance with their  

ch i ldren.   

 

Financia l  obl igat ions are based on insurance coverage or ut i l iz ing our d iscount ed fee 

schedule when paying out of  pocket .   I f  insurance is used,  we need copies of both s ides 

of your card prior to services being rendered.  

 

To serve you best ,  p lease complete the enclosed paperwork,  which is held in str ict  

conf idence.  

 

Hope, Peace,  & Joy ,         Updated for 2023 

 

 

 

Robert  Olsen ,  MS, LMHC, CTT+ , CPLP 

Owner & Cl in ical  Director  

  

mailto:admin@Success4Couples.com
http://www.success4couples.com/
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Client Information: (please print or type) 

For marriage, couples, and live-in partnerships, your spouse or significant other 

must complete their own disclosure form when both engage in counseling together. 

Ful l  Lega l  Name:  __________________ ____________________________   Today ’s  Date :  _____ ____________  

Bi r thdate:  _______ _____     Mobi le  Phone# :  _____ _____________    Emai l :  ________ ____________________  

Home Address :  ______________________________________________________ ______________________  

Liv ing Status :   S ing le   Marr ied   Widowed  D ivorced  Separated  Liv ing w/Partner   (c i rc l e  one )  

Number of  Prev ious Marr iages/Live - in  Partnersh ips :  _______  

Your  Ch i ldren ’s  Gender  a t  B i r th  –  Ma le  or  Female  –  and Age  (c i rc le  N  i f  no t  l iv i ng  w i th  you ) :   

___________   Age:  ____   N          ___________   Age :  ____   N       ___________   Age :  ____   N  

___________   Age:  ____   N          ___________   Age :  ____   N       ___________   Age :  ____   N  

___________   Age:  ____   N          ___________   Age :  ____   N       ___________   Age :  ____   N  

 

How did you  hear  about  our  serv ices?   F r iend   Family    On l ine  Search   O ther    (c i rc le  one )  

Have you received counsel ing  in  the past?  Yes   No  I f  Yes ,  where and when:  

Counselo r  /  Agency?   _______________ _________________________  Approx  End Date:  _______________  

Counselo r  /  Agency?   ______________________ __________________  Approx  End Date:  _______ ________  

Was  your  counsel ing exper ience a  posit ive  one?    Yes   No  

 

Are  you cur rent ly  taking  medicat ion(s)?   Yes    No     I f  Yes ,  l is t  a l l  medicat ion  and  condit ion below:  

Medicat ion :  ___ _______________________   Medical  Condit ion :  ___________________________________  

Medicat ion :  ___ _______________________   Medical  Condit ion :  ___________________________________  

Medicat ion :  ___ _______________________   Medical  Condit ion :  ___________________________________  

Medicat ion :  ___ _______________________   Medical  Condit ion :  ___________________________________  

Medicat ion :  ___ _______________________   Medical  Condit ion :  ___________________________________  

Are  you cur rent ly  in  P HY SICAL  PAIN  or have  unresolved  MAJ OR  medical  condit ions ?    Yes      No  

I f  Yes ,  expla in:  ____________________________________________________________________________ ___  

______________________________________________________________________________________________ 

Have you ever  been hosp ita l i zed  for  Behavio ra l/Menta l  Health rea sons?  Yes  No  

I f  Yes ,  expla in:  ____________________________________________________________________________ ___  

______________________________________________________________________________________________ 

 

What  is  your  occupat ion  (wheth er  empl oye d n ow  or  not ) ?  ______________________________________  

Employer :  _____________________ __________  Address:  _____ _______________________________________  

Work Phone  #:  ________________  Work Emai l :  ________________________________  

 

What  Fai th do you  pract ice?  None   Catho l ic    Chr ist ian   Jewish   Mus l im   Other :  _ _______________  

I  at tend  Church Serv ices :    Never     Occasiona l l y     Regu la r ly  

I f  at tend ing,  Church /Par ish/Synagogue  Name:  _________________________________________________  
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Do You...  (c i rc le  answ er)  

Wake up feel ing l i ke  you  never  s lept?  Yes  No  Fee l  sad  &  hope less?  Yes  No  

Fee l  l i ke  hurt ing yourse lf?  Yes  No  Stay  awake  over  24  hours f requent ly?  Yes  No  

Be l ieve your  depressed?  Yes  No  St ruggle  w ith  int imate re lat ionships?  Yes  No  

Fee l  joy/happiness/peace f requent ly ?  Yes  No  Th ink  others  take advantage of  you ?  Yes  No  

Dr ink a lcoho l  regu la r ly ?  Yes  No  Exper ience peace  and ca lm frequent ly ?  Yes  No  

Fee l  sel f - conf ident ?  Yes  No  Have uncont ro l led o r  rac ing  thoughts?  Yes  No  

Fee l  gui l ty  o r  ashamed?  Yes  No  Be l ieve yo u’ re  in -contro l  of  your  l i fe?  Yes  No  

Be l ieve l i fe  is  what  you  make i t ?   Yes  No  Th ink  you a re  a  successful  person?  Yes  No  

Use i l l ega l  d rugs  or  abuse 

pharmaceut icals ?  
Yes  No  

Fee l  uncomfortab le  answering these  

quest ions?  
Yes  No  

See  yoursel f  as  inte l l igent?  Yes  No  Fee l  st ressed & burdened frequent ly?  Yes  No  

Yel l  at  your  partner/ k ids/family ?  Yes  No  Be l ieve your  l i fe  wi l l  get  bet te r  soon?  Yes  No  

Fee l  joyous/hopefu l  f requent ly?  Yes  No  Fee l  l i ke  exp lod ing with anger ?  Yes  No  

Disappoint  yoursel f  o r  others  

frequent ly?  

Yes  No  Be l ieve in  a  h igher  power o r  a  

supernatura l  god?  

Yes  No  

Worry  a  lot  about  your  fu ture?  Yes  No  Obsess  over  l i t t le  matters  f requent ly?  Yes  No  

Over - th ink about  most  th ings?  Yes  No  Fee l  overwhelmed most  of  the  t ime?  Yes  No  

Fee l  conf ident  that  your  problems 

wi l l  be resolved?  

Yes  No  Be l ieve most  peop le  do  not  care  

whether  you  l ive  o r  d ie ?  

Yes  No  

Be l ieve opinions  o f  others  ha ve l i t t le  

to  no  value?  

Yes  No  Th ink  most  people  seek happiness ,  yet  

never  f ind i t?  

Yes  No  

Desi re  more soc ia l  inte ract ion?  Yes  No  Exper ience su ic idal  thoughts?  Yes  No  

Be l ieve over ly -emot ional  people  a re  

not  inte l l igent?  

Yes  No  See  yoursel f  as  t rustwor thy  and 

honest ?  

Yes  No  

Use Mar i juana in  any  form regula r ly?  Yes  No  Be l ieve others  a re  in -charge  o f  you?  Yes  No  

 

High  School  Graduate ,  GED,  o r  Equ ivalent?    Yes   No  Have you at tended Co l lege?    Yes    No  

I f  yes to  col lege ,  what  degree(s)?  ____________________________________________ 

OR- -  State  p r imary  subject s :  ______________________________________  

Be l ieve counsel ing/therapy  i s  the ‘ l ast  chance ’  to  resolve your  st rugg les?  Yes   No  

Please  exp la in  your  Yes  -or -  No  answer :  ________________________________________________________  

_______________________________________________________________________________________________ 

State  your  expectat ions  in  seeking  counsel ing/therapy  (be  speci f ic) :  ____________________________  

________________________________________________________________________ _______________________

_______________________________________________________________________________________________  

 

Cl ient  Name:  ______________________ _______________  Today’s  Date:  ________________  

Cl ient  Signature:  _______________________ ______________  

Pr int  Parent/Respons ible  Party  Name i f  C l ient  is  a  Minor :  _______________________________________  

Parent /Respons ib le  Part y  Signature :  ___________________________________  
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CONFIDENTIALITY STATEMENT 

 

A l l  counsel ing /therapy  sessions a re  considered h igh ly  conf ident ia l ,  w i th  no informat ion given to  
anyone  without  your  knowledge AND wri t ten  permission.  There a re  a  few  except ions ,  however.  
 
Except ions below are  most  reasons  a  counse lo r  ‘might ’  share in fo rmat ion  without  your  permission :   

1 .  A cl ient  considered gravely  disab led  &/or  unab le  to  care fo r  h is/her  basic  human needs.   

2 .  A cl ient  who is  suicida l  or  who is  going  to  harm him /hersel f  ser iously .   

3 .  A cl ient  who shows ser ious intent  in  harming  another  indiv idua l .   

4 .  A cl ient ,  or  other  person revealed ,  who  has a l ready abused/ser ious ly  harmed another  

indiv idua l .  

 
 
 
 
 
 
Cl ient  Name:  ___________________________________  Today’s  Date:  ________________  

Cl ient  S ignature:  ___________________________________  

Pr int  Parent/Respons ible  Party  Name i f  C l ient  is  a  Minor :  _______________________________________  

Parent /Respons ib le  Part y  Signature :  ___________________________________  
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BEHAVIORAL/MENTAL HEALTH CARE AUTHORIZATIONS & FINANCIAL AGREEMENT 

 

I  am request ing  and  author iz ing  behavio ra l/menta l  health  evaluat ion  and t reatment  for  myse l f  o r  
fo r  my minor  ch i ld.  I  have read and agree  to  the  fo l lowing :  
 

HEALTH CARE INFORMATION RELEASE:  

I  author i ze the re lease o f  any  behav iora l/mental  hea lth  informat ion to  other  care  p rov iders  to  
coordinate/ fac i l i t ate  m y  t reatment .  I  author ize  the re lease o f  a ny  informat ion  deemed appropr iate  
concern ing my  physica l  condit ion ,  t reatment ,  and serv ices  to  any  insurance  company ,  at to rney ,  or  
adjuste r  to  p rocess an y  cla im fo r  re imbursement  of  charges  incurred  b y  me at  Marr iage & Fami ly  
Li fe  (MFL).  
 
FINANCIAL RESPONSIBILITY &  GENERAL B ILLING POLICY:  

I  understand I  am personal ly  respons ib le  fo r  the  cost  o f  my evaluat ion ,  t reatment ,  and  
behavio ra l/mental  health  serv ices a t  MFL.  Payment  is  due at  the t ime of  serv ice s are  rendered.  
Ins urance wi l l  be  ver i f ied and bi l led as a  courtesy.   Bi l l ing and/or  admin ist rat ive  fees ma y app ly  
to  any  serv ice unpa id  at  the t ime  i t  is  rendered.   A l l  ba lances  bi l led  but  unpa id  may  be  subject  to  
a  reb i l l ing fee.   A  5%  fee  wi l l  be  appl ied  to  a l l  unpaid balances  a fte r  60  days  from date  o f  b i l l ing .   
A  $35  fee ,  o r  greate r  as  a l lowed by  la w ,  wi l l  be  appl ied to  any  Non-Suff ic ient  Funds (NSF)  check 
payment  o r  charge back.   Balances unpa id  by  insurance  companies ,  within 60 days ,  a re  the  cl ient ’s  
responsibi l i t y  and are  due immediate ly .   I  understand cont inued/futur e  serv ices by  MFL may  be 
l imited  o r  discont inued i f  f inancia l  obl igat ions a r e  unmet .   Upon discont inuat ion of  se rv ices ,  
outstanding ba lance s are  due  immediate ly .  
 
DIRECT PAYMENT  AUTHORIZATION & ASSIGNEMENT OF  BENEFITS:  

For  any  amount  owed fo r  se rv ice  rendered  to  me ,  I  author i ze  di rect  payment  to  MFL by  any  
insurance compan ies/ legal  repr esentat ives  pay ing for  se rv ices rendered by  MFL.   Regardless o f  
my  insurance/thi rd party  benef i t s ,  I  am personal l y  respons ib le  fo r  a l l  costs  re lated  to  serv ice s 
rendered.   I  am personal l y  responsible  for  an y  remain ing balance  owed af ter  th i rd part y  
processing.   I  author i ze  di rect  payment  to  MFL from my cur rent/ future  at torney  out  of  p roceeds of  
any  set t lement  fo r  any  case re lated to  my  behav iora l/mental  health  or  for  wh ich  I  have rece ived 
t reatment  serv ices.   Pay ment  of  my bi l l  is  not  dependent  on  the  outcome of  any  set t lement .   I  w i l l  
not  resc ind  these  d i rect  payment  inst ruct ions  fo r  any  cur rent / future  at torney ,  representat ive ,  o r  
insurance compan y.   I f  my  at to rney/ representat ive  does  not  agree to  uphold  th is  author i zat ion ,  I  
wi l l  be  immediate ly  respons ible  fo r  payment  in  fu l l .  
 

INSURANCE PROCESSING & INDIVIDUAL RESPONSIBIL ITY IN  EVE NT OF INSURANCE DENIAL:  

Attempts  in  determin ing  insurance e l ig ib i l i ty/benefi t s  a re  a  courtesy  and a re  not  a  gua rantee  of  
insurance coverage.   I  understand i t  is  my responsibi l i ty  to  conf i rm coverage before rece iv ing  
serv ices  f rom MFL .   I  understand my insurance  may deny  coverage/payments  even with  e f fo rts  
made  to  determine  benef i ts  pr ior  to  serv ices.   In  the event  o f  de lay  or  den ia l  f rom any  insurance 
company ,  i t  is  my responsib i l i ty  to  make appeals  and/or  othe rwise  inte rvene .   There may  be de lay  
in  dete rmining  residual  balances owing a fte r  th i rd  part y/ insurance  re imbursement  due to  
processing o r  other  unforeseen  de lays.   Once MFL determines  ba lances  owed  and b i l led to  me ,  I  
wi l l  make payment  according ly .   I  understand whatever  amount  MFL is  unable  to  co l lect  f rom 
insurance coverage ,  I  pe rsonal ly  owe.   Any  amount  not  paid by  insurance  60 days a fte r  in i t ia l  
b i l l ing  w i l l  be paid b y  me.   A ny  further  b i l l ing fo r  a l l  add it ional  amount s owed,  a fte r  60 days ,  is  
st r ict ly  as a  cou rtesy  and I  w i l l  make  personal  payment  to  MFL.   I  understand  insurance  
companies  ma y  uni late ra l ly  determine  serv ices  unnecessary  o r  charges to  be excess ive ,  however ,  
by  rece iv ing serv ices from MFL  I  am author i z ing such  serv ices  and I  wi l l  be  respons ible  fo r  
payment  o f  a l l  charges  incurred.   I  acknowledge MFL does not  b i l l  secondary/supplemental  
insurance.  
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LATE CANCELLATIONS & MISSED APPOINTMENTS:  

I  agree a  missed appointment  fee may be app l ied  to  cancel lat ions  with  less than  a  12-hour  
advance not ice  o r  i f  I  miss  a  scheduled appo intment .   Late  cancel lat ions with  less  than  a  12-hour  
advance not ice wi l l  be  cons idered  a  missed ap po intment .   Mult ip le  mis sed appo intments may  
cause  den ia l  o f  future  serv ices.  
 

COLLECTIONS:  

I  agree to  pay  a l l  re lated  at torney/col lect ion f ees  re lated  to  the co l lect ion  of  my outstanding  
account  ba lance s  i f  MFL must  employ  an  at to rney/co l lect ion  agency  to  secure outstanding  
balances.  I  agree the  legal  venue fo r  co l lect ion act iv i ty  wi l l  be in  P ie rce County  o r  as set  fo rth  by  
col lect ion  represe ntat ives o f  MFL.  
 

HEALTH INSURANCE PORTABIL ITY &  ACCOUNTABIL ITY ACT (HIPAA ):  

I  have rev iewed ,  or  had  the opportun ity  to  rev iew ,  the  HIPAA po l ic ies fo r  MFL.  
 
I  w i l l  not  resc ind th ese d i rect  payment  inst ruct ion s fo r  any  cur rent  o r  future  at to rney ,  
representat ive ,  o r  insurance company.   I  understand f inancia l  pol ic ies  may be changed by  MFL 
without  not ice.   I  agree to  these  te rms f o r  any  serv ices p rov ided  to  me  as  a  cl ient  at  MFL.   A  
pr inted  copy  or  e lect ron ic  document  o f  th is  s igned agreement  shal l  be considered  as  e ffect ive  and 
val id  as the or ig ina l .   I  conf i rm that  I  have p rov ided accurate  informat ion re lated to  my  hea lth  
histo ry ,  cur rent  health status ,  and  regard ing my  insurance  informat ion to  the best  o f  my  
knowledge.  
 
 
 
 
 
 
Cl ient  Name:  ___________________________________  Today’s  Date:  ________________  

Cl ient  Signature:  ___________________________________  

Pr int  Parent/Respons ible  Party  Name i f  C l ient  is  a  Minor :  _______________________________________  

Parent /Respons ib le  Part y  Signature :  ___________________________________  
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NON-COVERED SERVICES WAIVER 

 

I  understand propr ieta ry  3 r d  party  eva luat ion fees  charged to  MFL in  scor ing/ana lyzing  my 
behavio ra l/mental  he alth  evaluat ions a re  not  covered  by  insurance s .   I  agree  to  pay  MFL a l l  3 r d  
party  eva luat ion fees re lated  to  m y  eva luat io n serv ices at  MFL.  These  3 r d  party  charges  wi l l  be 
speci f ical ly  noted in  my bi l l ing  statements f rom MFL.  
 
On occasion ,  insurances  wi l l  deny  a  speci f ic  MFL charge  that  they  normal ly  cover/pay  for .   I  agree  
to  pay  for  insurance -den ied charge s.  
 
 
 
 
 

 

Cl ient  Name:  ___________________________________  Today’s  Date:  ________________  

Cl ient  Signature:  ___________________________________  

Pr int  Parent/Respons ible  Party  Name i f  C l ient  is  a  Minor :  _______________________________________  

Parent /Respons ib le  Part y  Signature :  ___________________________________  
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CONSENT TO RECEIVE TEXT, EMAIL, AND/OR VOICE MAIL NOTICES/REMINDERS 

 

Mar r iage  &  Family  Li fe  u t i l i zes  text ,  emai l ,  and/or  vo ice mai l  as  a  courtesy  to  cl ients .   Given these  
are  e lect ron ic  communicat ion s i t  i s  impossible  to  guarantee assurance against  r isks  o f  
corrupt ion,  inte rcept ion,  or  reaching  an un tended recipient .   We  st r ive  to  ensure a l l  texts ,  emai ls ,  
and vo ice mai l s  a re  sent  to  you,  the  intended c l ient .    
 
Check the appropr iate  agreement  statement :  
 

_____  I  agree  to  receive  text s ,  emai ls ,  and/or  voice mai l s  f rom Marr iage & Fami ly  Li fe  and  thei r  
Prov iders.  
 
_____  I  do  not  agree to  receive  text s ,  emai ls ,  and/or  voice  mai l s  f rom Marr iage  &  Family  L i fe  
and thei r  P rov iders.  
 

 
NOTE :   I f  you  ch eck  “ I  do  n ot  agre e …”  no  a ppo i ntm e nt  rem in der s  o r  cor re spo n de nce  wi l l  be  prov ide d by  

MFL exc e pt  whe n  a l lo we d by  HIP AA a nd/or  WA Sta t e  l aws/ po l ic i es/ r egula t io n s.  
 
 
 
 
 
 
Cl ient  Name:  ___________________________________  Today’s  Date:  ________________  

Cl ient  Signature:  ___________________________________  

Pr int  Parent/Respons ible  Party  Name i f  C l ient  is  a  Minor :  _______________________________________  

Parent /Respons ib le  Part y  Signature :  ___________________________________  

  



M A R R I A G E  &  CO U P L E S  C O U N S E L I N G  –  I N D I V I D U A L  L I F E S P A N  I N T E G R A T I O N  &  C O G N I T I V E  R E F R A M I N G  T H E R A P Y  

M E N T A L -B E H A V I O R A L  H E A L T H  E V A L U A T I O N  –  M E D I A T I O N  &  CO N F L I C T  R E S O L U T I O N  C O U N S E L I N G  

S T A F F  RE T R E A T S  &  S E M I N A R S  –  LE A D E R S H I P  C O M P E T E N C Y  CO A C H I N G  

 

4901  CE N T E R  S T .  TA C O M A ,  WA  98409 

AUTHORIZATION TO RELEASE BEHAVIORAL/MENTAL HEALTH INFORMATION 

 

I  g rant/author ize my  ful l  consent  to  Marr iage & Family  Li fe  to  re leas e AND receive  health - re late d 
info rmat ion  f rom the  agencies / indiv idual s  l isted  below ensur ing  my health/wel l -be ing is  o f  the 
highest  regard.   I  g rant/ author ize my  fu l l  consent  to  re leas e ONLY  the in format ion  considered 
reasonab ly  necessary  fo r  the  best  poss ible  outcome in my  behav io ra l /mental  hea lth  
t reatment/evaluat ion/care at  MFL .   
 

Add Agency ’ s  Ful l  Name ( i f  ap p l i ca b l e)  and at  least  1  Indiv idua l ’s /Prov ider ’s  Ful l  Name & Ti t le .  

Phone  and Emai l  a re  Mandatory .  

 

1 .  Agency \  Ind iv idua l  Name:  ______________________________ _____________________________   

Address :  __________________________________________________________________   

Phone :  ________________________   Emai l :  _______________________________  

2.  Agency \  Ind iv idua l  Name:  ___________________________________________________________   

Address :  __________________________________________________________________   

Phone :  ________________________   Emai l :  _______________________________  

3.  Agency \  Ind iv idua l  Name:  ____________________ ____________________________________ ___   

Address :  __________________________________________________________________   

Phone :  ________________________   Emai l :  _______________________________  

4.  Agency \  Ind iv idua l  Name:  _______________________________ _________________________ ___   

Address :  __________________________________________________________________   

Phone :  ________________________   Emai l :  _______________________________   

 

I  fu l ly  understand I  am N OT  requi red to  s ign this  Release  &  Author izat ion  to  receive  serv ices  f rom 
Marr iage  &  Family  Li fe.  I  understand i t  is  my r ight  to  inspect /copy/  rece ive  in format ion to  be 
disc losed under  th is  s igned fo rm.   I  may revoke this  Release &  Author izat ion  a t  any  t ime,  in  
wr i t ing ,  by  sending such  to  Marr iage & Fami ly  L i fe :   4901 Center  St ,  Tacoma,  WA 98409  
 
I  fu l ly  understand when behavio ra l/ mental  health  in fo rmat ion is  disc losed to  a  perso n/agency ,  
those  part ies  may re -d isclose i t ,  which may mean your  p r ivacy  is  at  r isk .   P lease discuss th is  
s igned author izat ion  with agencies &/or  persons l isted  above .   Hea lth - re lated  agencies  may 
requi re  you  to  s ign  the i r  author izat ion re lease  fo rm,  which of fe rs  fu rther  informat ion -shar ing 
protect ion.  
 
 

Cl ient  Name:  ___________________________________  Today’s  Date:  ________________  

Cl ient  Signature:  ___________________________________  

Pr int  Parent/Respons ible  Party  Name i f  C l ient  is  a  Minor :  _______________________________________  

Parent /Respons ib le  Part y  Signature :  ___________________________________  

 

Release  &  Au thor iz at i on  e xpi re s  1  ye ar  af ter  th e  da t e  s i gne d  –  c ompl ies  w i th  R CW 70.0 2.03 0.  

 


