Cornerstone Psychological Center*
3300 Douglas Blvd., Ste. 240
Roseville, CA 95661 
Carol Karkazis, MA, LMFT (#83475)

Licensed Marriage and Family Therapist
Date: _____________






Name(s): ___________________________________________________________________ Address: ____________________________________________________________________

_____________________________________________________________________________Phone #’s: Cell:____________________________  Home:__________________________

Birthdate(s):_________________________________________________________________
Who to call in emergency: __________________________________________________
Marital Status: 
Please check all that apply: (  ) Married 1 2 3 4    (  ) Widowed 

(  ) Never Married     (  ) Separated    (  )Divorced    (  ) Living Together

Current Occupation: ___________________________________________________________________

Former Occupation: ____________________________________________________________________

Household Members: (include name, age and relationship)
_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________
Religious Preference: ___________________________________Church attending:____________________
Previous Therapy Experience:________________________________________________________________ __________________________________________________________________________________________________
Psychiatric Hospitalizations: ___________________________________________________________________

Suicide Risk: ___________________________________________________________________________________

Current Medical Doctor:________________________________________________________________________






Name





Phone #

Please list all the medications you are now taking: ________________________________________________

Prescription Pain meds: __________________________________________________________________________

Alcohol Use:   (  ) Seldom    (  ) Moderate    (  ) Heavy    Other _____________________________________

Goals for counseling: __________________________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Informed Consent
Conduct of Therapy:

Your privacy is respected and protected under guidelines of confidentiality. Everything you share in session will not be discussed with anyone without your permission unless the law requires it (e.g. elder abuse, child abuse, or you are a danger to yourself or to others, court subpeona). 

The client and the therapist are expected to begin and end appointments on time. Sessions last 50 55 minutes.
Cancellation Policy:

My policy is to charge for the session unless I receive at least 48 hours advance notice (exception of emergency). It usually takes this much time to correspond with those desiring to take that particular hour. When I am scheduling, I am reserving a time specifically for you, and it is very difficult to try and fill it on short notice. If the cancellation is made with shorter than 48 hours notice, I will try to fill it and sometimes this works. If I can fill it, you will not be charged for the time.
Telemedicine and Electronic Forms of Communication:

I understand there are risks to using electronic means of communication (i.e. texts, email, Facetime, Skype, etc.). Despite reasonable efforts of the psychotherapist to prevent risks or consequences, the risks may include, but are not limited to, a possibility of disruption or distortion by technical failures, interruption or access by unauthorized persons, and unauthorized access to email server which could causes confidentiality to be jeopardized. Additionally, I understand there may be limits to care and services, which would not present in face-to-face services. If my psychotherapist believes it would be in my best interest to have face-to-face or other forms of psychotherapy, I will be referred to such services.

If you have any special circumstances or reasons you may by unable to work within these parameters, please let me know in advance.

Fee:

My fee per session is $95. It is due at the time of service by cash, credit card or check made payable to “Carol Karkazis”. 

I have read the above statements and agree to these terms.

Client: _____________________________________ 


Date: ___________

Client: _____________________________________ 


Date: ___________

Parent or Legal Guardian Signature on behalf of a minor:____________________________________________

Date:___________

Parent or Legal Guardian Signature on behalf of a minor:____________________________________________

Date:___________
*The counselors working within this office are separate business entities who are engaged in an office sharing arrangement. No partnership, joint venture, or any other business association should be implied between the name of Cornerstone Psychological Center and any of the counselors sharing these premises.
