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104 Jones Ferry Rd., Suite J
Carrboro, NC 27510

919-537-9208
www.kristinleonheart.com 
Date _______________ Name ________________________________________ Age _________

Address _________________________________________________City ______________ 

State______ Zip_________ Country ________ Cell # _______________ Alternate # ______________

Email address ___________________________________________  Date of Birth ______________ 
Employer _________________________________ Occupation(s) ___________________________ 

Sex ☐ Male   ☐ Female   ☐ Transmasculine   ☐ Transfeminine   ☐ Non-Binary  ☐ Intersex

Pronouns ___________________

☐ Single   ☐  Married   ☐  Living w/partner   ☐ Divorced/separated   ☐  Other (specify): _____
How/where/from whom did you hear about me? ________________________________________________________________________________
Are you currently taking any medication? Yes/No 
If yes, please specify the medication(s) and the reason you are taking it/them:

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Name/contact information for the doctor who prescribes your medication:
__________________________________________________________________________________
_______I give Kristin Leonheart, M.S., LMFT, permission to contact this person for the purposes of coordination of my care.

Medical conditions: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Name/contact information for the doctor who treats you for these conditions:

_______________________________________________________________________
_______I give Kristin Leonheart, M.S., LMFT permission to contact this person for the purposes of coordination of my care.
Have you seen a therapist before Yes/No?

If yes, please give the name of the therapist, a brief description of the problem and degree of resolution:

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_____ Have you been hospitalized.  When? ____________________________________



For what? ___________________________________________________

_____ Smoke cigarettes.  How many per day? __________ How long? ______________

_____ Drink alcoholic beverages.  How many? ________________day/week (circle one)
_____ Drink caffeinated beverages.  YES  NO   How many per day? ________________
_____ Other problem/concern? ______________________________________________

	Issue
	Current
	Past
	Issue
	Current
	Past

	Stress/trouble coping
	
	
	Suicidal thoughts
	
	

	Sleep problems
	
	
	Trauma history/symptoms
	
	

	Grief
	
	
	Dissociation
	
	

	Depression
	
	
	Mental confusion
	
	

	Anxiety
	
	
	Disordered eating
	
	

	Panic attacks
	
	
	Addictive behaviors
	
	

	Fear/phobias
	
	
	Alcohol concerns
	
	

	Sexual issues
	
	
	Drug concerns
	
	

	Sexuality or gender concerns
	
	
	Self-harm
	
	

	Other: (specify)
	
	
	Body Image Concerns
	
	


Have you ever received a formal diagnosis from a doctor for any of the above or for any other relevant issue?  Do you agree with the diagnosis? _________________________________________________ ____________________________________________________________________________________________________________________________________________________________________
Please list any significant adverse events you have experienced over the course of your life along with the age you were at the time of the event (this includes: motor vehicle accidents/other serious accidents, falls, concussions, significant illnesses/hospitalizations/high fevers/surgeries, physical/ sexual abuse/molestation/rape, near death experiences, premature birth/difficulties during birth, witnessing violence, natural disasters, adverse experiences related to immigration, war, unexpected death of a loved one, significant separations from parents, animal attacks, etc.) (*if it’s triggering to list these and you would rather tell me in person or over time, that’s OK too):
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What brings you to therapy at this time?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Is there anything else you feel would be helpful for me to know about you?

____________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________

In case of emergency, contact (name/phone#/relationship to you):

_______________________________________________________________________

_______I give Kristin Leonheart, M.S., LMFT, permission to contact this person in case of emergency 

Kristin Leonheart, M.S., LMFT
104 Jones Ferry Rd., Suite J
Carrboro, NC 27510
(919)537-9208
www.kristinleonheart.com
This document is a summary of my working arrangements with clients. It is intended to assist in clarifying the questions that commonly arise in a therapeutic context.
· Fee: The fee for a 45-50 minute session is $________.  This is payable at the time of our session, unless I am billing your insurance, in which case you must pay your copayment and/or deductible at the session.

· Length of Sessions: Sessions are 45-50 minutes long, unless otherwise specified.

· Cancellations: I request more than 24 hours notice to cancel a session without charge. If you cancel within 24 hours of our appointment time, 75% of the fee for the session will be charged. If no cancellation is received, the full fee for the session will be charged, except in cases of emergency. If you need to cancel, please call or text my cell phone: 919-810-3136. Insurance will not pay for missed sessions.
· Confidentiality: The normal confidential relationship between client and therapist does not cover disclosures of child or elder abuse or neglect, or intent to harm another or oneself. You may give me written permission to speak to significant others and/or other professionals involved in your care. I may consult with other professionals about you without your explicit permission so long as I do not give details that would reveal your identity. I may contact your designated emergency contact person in case of emergency, including situations in which I am unable to reach you and have justifiable concerns about your wellbeing. 

· Phone calls: The above telephone number is my personal cell phone.  I check my voice mail regularly, and will return any messages as soon as possible.  Any telephone conversations, voicemails, email or text exchanges exceeding 5 minutes will be considered a therapy session and charged pro-rated based on our agreed fee. 
· Assessment Period: It is my ethical duty to provide therapy only when your issues are within the scope of my training, when I feel you are actively participating in treatment, and when I feel you are benefiting from the sessions. If you or I feel that you are not benefiting from our work together, we can discuss a potential transfer to someone who might be a better fit. 
· Insurance: I am in-network with most BCBS plans and will file for reimbursement for you.  Please contact your insurance company in advance of our session to find out your benefits. You may also file out-of-network benefits if you are insured by another insurance company.
· Email: I cannot guarantee that email correspondence will be confidential. My email account is password-protected, in accordance with privacy requirements, but the nature of the Internet makes it impossible for me to control what happens to information as it flows between computers. Please limit email correspondence to scheduling.  
· Emergencies: If there is a life-threatening emergency, please call 911 or go to your nearest emergency room.  In case of a mental health emergency, if you cannot reach me, please contact 911 or go to your nearest emergency room and ask for the on-call psychiatrist.

· Therapeutic relationship: It is important for therapists to have healthy boundaries in order to protect you. So please note that I cannot socialize, give gifts, or have any relationship with you other than the therapeutic relationship. I cannot accept friend requests via social media.
· Legal Requests: I do not provide expert witness testimony and I am not professionally trained to evaluate for an opinion in custody cases. I prefer not to participate in court related matters and I ask that all clients waive their right to subpoena my services or testimony. When my testimony is required, my fee is $600/hour. I charge $250/hour for any activities related to preparing for court, including special services such as record gathering and preparing reports.
· Community: If I see you in the community, I will respect your privacy by not acknowledging you. You are welcome to acknowledge me or greet me, if you would like to.
· Telehealth: Telehealth is the delivery of medical or counseling services via email, chat, telephone or synchronous video chat. The benefits of telehealth include increased access to services, convenience, cost savings, and barrier removal. Potential downsides are technological difficulties, and the therapist not being able to provide hands-on support for the processing of traumas. Feel free to ask me any questions you might have about using this vehicle for therapeutic services. 
· Time Away from the Office: As a dedicated meditation practitioner, I attend silent meditation retreats several times a year.  Due to the nature of these retreats, phone use is not allowed, and there will be 2-8 weeks per year when I am not reachable by phone. This means my clients must be able to manage their mental health independently during these times.  I will provide you with the name of a colleague you can contact if you need to meet with a therapist during a time I am unavailable, or need crisis support. 
· Feedback: I encourage my clients to give me feedback on a regular basis. If you are unhappy with something that happens in session, it’s important that we address this so that it doesn’t affect the therapeutic process.
· Tools: In my practice I emphasize going beyond control-based tools or techniques, so that my clients can learn to listen to their own system and let it begin to heal itself. At the same time, I recognize tools and techniques are often essential for the healing process and help us get to the point where we can go beyond them. I teach my clients some tools, just know it’s not my focus or emphasis. I encourage my clients to explore other possible tools on their own to supplement our work together. Examples include breathwork, EMDR, and tapping, but there are many, many more possibilities.
· Ending Therapy: You may end therapy at any time, but notice is requested for the sake of closure.
· Outside of Session Work: The time you spend in therapy is short compared to the time you spend outside of therapy.  Therapy is most effective when you employ time between session practicing the skills I teach you and building awareness of yourself and what works for you.
· Touch Consent (optional):  I sometimes incorporate non-sexual touch as part of psychotherapy. Sexual touch of clients by therapists is unethical and illegal. I will ask your permission before touching you, and you have the right to decline or refuse to be touched without any fear or concern about reprisal. Touch can be very beneficial but can also unexpectedly evoke emotions, thoughts, physical reactions or memories that may be upsetting, depressing, evoke anger, etc. Sharing and processing such feelings with the therapist, if they arise, may be a helpful part of therapy. You may request not to be touched at any time during therapy without needing to explain it, if you choose not to, and without fear of punishment.     ________ (initial)
I understand and consent to the above agreement: 
Printed name: _______________________________________________________________
Signature: ​​​​​​​​​​​​_________________________________________       Date: __________________
Signature of Parent/Guardian/Representative: ________________________________________      

Date: ___________________
Payment Information:

Payment: The fee for the initial individual or couples/family session is $110, payable by cash, check or credit/debit card.  You can file for out-of-network benefits.  I will give you receipts so you can do this.  I am in-network with most BCBS plans.
Online Therapy:

At this time I am only available for online appointments. Please download VSee, available at www.vsee.com, and look me up via my email address, kristinleonheart@gmail.com. I will call you at our agreed appointment time.
Please contact me as soon as possible if you need to cancel or reschedule. I must be given 24 hours notice, or you’ll be charged for the session. If you are running late, please call or text my cell phone, 919-537-9208.
