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Date _____________________________ 
 

CLIENT INFORMATION FORM - ADULT INDIVIDUAL/COUPLES 
 

PLEASE PRINT AND COMPLETE ALL ITEMS ON FRONT AND BACK 
 
NAME ______________________________________________________________________________ 
  LAST   FIRST   MIDDLE MAIDEN/OTHER 
 
ADDRESS____________________________________________ HOME PHONE__________________ 
 
CITY ________________________________________________ STATE _____ ZIPCODE __________ 
 
AGE _____ BIRTHDATE _________________________ SEX M (   )  F(    ) SS#____________________ 
 
OCCUPATION________________________________________ WORK PHONE___________________ 
 
EMPLOYER_____________________________________ LENGTH OF TIME AT JOB______________ 
 
EMAIL ADDRESS ____________@______________________  

�  Yes, add me to Dr. Vaillancourt’s email newsletter, StressBytes    �  No, thanks 

 
MARITAL STATUS  SINGLE (   )   LIVING TOGETHER (   ) 
MARRIED (   ) DATE ____________________  DIVORCED (   ) DATE___________________ 
SEPARATED (   ) DATE _________________  WIDOWED (   ) DATE_____________________ 
 
SPOUSE/PARTNER'S NAME________________________________________ AGE _______________ 
 
NAMES AND AGES OF DEPENDENTS/CHILDREN__________________________________________ 
 
____________________________________________________________________________________ 
 
IN CASE OF EMERGENCY CONTACT: 
 
NAME __________________________________________ PHONE (       ) _______________________ 
 
RELATIONSHIP TO YOU? _____________________________________________________________ 
 
WHO REFERRED YOU TO DR. VAILLANCOURT? (    ) YELLOW PAGES    (     ) WEBPAGES 
 
(     )  OTHER (PLEASE SPECIFY)________________________________________________________ 
 
MAY WE CONTACT THEM AND THANK THEM FOR THE REFERRAL?  (     ) NO    (    ) YES 
IF YES, PLEASE GIVE ADDRESS AND/OR PHONE NUMBER _________________________________ 
 
____________________________________________________________________________________ 
 
CURRENT REASONS FOR SEEKING PSYCHOLOGICAL SERVICES. (CHECK ALL THAT APPLY). 

�  DEPRESSION  �  ANXIETY/PANIC  �  STRESS  

�  SUICIDAL THOUGHTS �  MARITAL PROBLEMS �  FAMILY PROBLEMS 

�  EATING DISORDER  �  ALCOHOL/DRUG  �  PHOBIAS/FEARS 

�  SEXUAL DYSFUNCTION �  CAREER/WORK ISSUES �  SLEEP PROBLEMS  

�  PHYSICAL/EMOTIONAL/SEXUAL ABUSE   �  RELATIONSHIP ISSUES 

�  HEALTH PROBLEMS (PLEASE DESCRIBE) _____________________________________________ 

�  OTHER ______________________________________________________________ 
 
WHEN DID YOU FIRST NOTICE THE PROBLEM? __________________________________________  
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Please complete the back of this form, then return to Dr. Vaillancourt 
WHAT DO YOU THINK CAUSED THESE DIFFICULTIES?_____________________________________ 
 
____________________________________________________________________________________ 

 
HOW WOULD YOU RATE YOUR CURRENT LEVEL OF DISTRESS? (CIRCLE ONE) 
1  2  3  4  5  6  7 
MILD         MODERATE         SEVERE  
 
DESCRIBE LIFE EVENTS OR CHANGES THAT HAVE OCCURRED IN THE PAST YEAR, I.E., JOB 
CHANGES, DEATH IN THE FAMILY, CHILD ENTERING/LEAVING SCHOOL, DIVORCE, SERIOUS 
ILLNESS, FINANCIAL PROBLEMS, ETC. __________________________________________________ 
 
____________________________________________________________________________________ 
 
LIST CURRENT MEDICATIONS AND DOSAGE _____________________________________________ 
   

FAMILY PHYSICIAN ________________________________________ PHONE____________________ 

May we have your permission to consult with your physician?  �  YES  �  No 
 
I understand that counseling is a confidential relationship and that my records cannot be disclosed without my written consent, as 
protected by law.  I understand that Dr. Vaillancourt is required by state and Federal law to notify proper authorities without my written 
consent in the case of a threat of suicide, a threat of homicide, suspected child abuse, and spousal abuse.  Further, I give my consent 
for Dr. Vaillancourt to contact the persons named herein, where I have indicated agreement. 

 
________________________________________________________ _________________________ 
Signature of client        Date 
   

PAST OUTPATIENT MENTAL HEALTH TREATMENT?  �  YES DATES_____________________ �  NO 

PAST INPATIENT PSYCHIATRIC HOSPITALIZATION?  �  YES DATES_____________________ �  NO 

PAST INPATIENT ALCOHOL/DRUG REHABILITATION? �  YES DATES____________________ �  NO 

FAMILY HISTORY OF ALCOHOL/DRUG PROBLEMS? �  NO   �  YES WHO? _____________________ 

FAMILY HISTORY OF MENTAL HEALTH PROBLEMS? ? �  NO  �  YES WHO?____________________ 

FAMILY HISTORY OR SUICIDE OR ATTEMPTED SUICIDE? �  NO �  YES WHO?_________________ 

WERE YOUR PARENTS DIVORCED? �  NO �  YES WHAT AGE WERE YOU? ____________________ 
WHAT DO YOU EXPECT TO GET OUT OF COUNSELING? ___________________________________ 
 
____________________________________________________________________________________ 
 
HOW WOULD YOU LIKE YOUR LIFE TO BE DIFFERENT? ___________________________________ 
 
____________________________________________________________________________________ 
 
PAYMENT INFORMATION:  FEE FOR SERVICES ARE DUE AT TIME OF TREATMENT, unless you are 
a BC/BS or Health Alliance PPO member.   Dr. Vaillancourt does not bill for services or extend credit, but 
accepts credit cards.  We will be happy to assist you in filing health insurance claims so you can get 
reimbursed in a timely fashion for your treatment. 
 
All clients are REQUIRED to have credit card information on file with Dr. Vaillancourt before starting 
treatment.   
 
CREDIT CARD INFORMATION:   (     ) MASTER CARD     (     ) VISA       (    )AMX (   )DISCOVER 
 
CREDIT CARD NUMBER ____________________________EXPIRATION DATE__________________ 
 
NAME ON CREDIT CARD___________________________________________________ CVS_______ 
 

AUTHORIZED SIGNATURE_____________________________________________________________ 
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Payment Policy 

Fees: 

We are committed to providing you with the best possible care at a reasonable cost.  Payments for 

services are due in full at the time of treatment, except for BC/BS of IL and Health Alliance HMO 

clients. Current fees for services are $153.00 per 50-minute individual session, $185 for a 50 minute 

couple’s session and $225 for a 75 – 80 minute extended session.  Fees are subject to a 10% 

increase every 6 months. Any additional charges will be discussed with you before an additional service 

is provided or any information is released.  

Payment Options: 

We accept cash, checks, MasterCard, Visa, Discover and AMX. All clients must have a valid 

credit card on file.  If you would like to pay by credit card, we will bill your credit card only for services 

rendered and missed appointments.  Dr. Vaillancourt does not bill on a monthly basis or extend credit.   

Missed Appointments and Cancellation Policy 

It is the policy of Dr. Vaillancourt to charge for missed appointments or appointments that are not 

canceled at least 24 hours in advance. The charge for such situations is 50% of the current session 

fee, unless you reschedule within the same calendar week. This fee cannot be charged to your 

insurance carrier. PLEASE cancel well in advance if you know that you will be unable to make your 

appointment.  

In addition, you must reschedule for the following week if you miss or cancel an appointment, as 

your appointment will not automatically be reschedule for you. If you fail to contact Dr. Vaillancourt 

within 3 weeks, you may lose your regular appointment time, as other clients will be given priority. Sorry, 

3 late cancellations or “no shows” will automatically terminate your active participation in 

therapy, as other clients are waiting for appointments. 

Policy on Insurance Reimbursements 

If you have medical/health insurance that provides coverage for mental health counseling, we are 

eager to help you receive your maximum benefits.  We do not accept assignment of benefits (get 

reimbursed from insurance companies), except in cases of demonstrated financial hardship, but we are 

happy to assist you in completing your claim form so that you might get reimbursed in a timely fashion.  

The only exceptions to this are Health Alliance HMO, Tricare, and Blue Cross/Blue Shield of IL 

PPO.  Because we accept credit cards you may wish to charge your counseling fees until your insurance 

starts to reimburse you. 

It is in your best interest to call your insurance carrier to inquire about benefits, deductibles, and 

providers. You should also inquire as to whether a referral from a physician is needed prior to 

counseling.  Additionally, if your health insurance is either a PPO or HMO, you need to inquire as to 

whether Dr. Vaillancourt is one of their providers or if they will cover benefits for out-of-network providers. 

Dr. Vaillancourt has limited her participation in HMO's and PPO in order to protect your confidentiality 

and minimize costs to you.  

Remember:  

Your insurance is a contract between you, your employer and the insurance company.  Dr. 

Vaillancourt is not a party to that contract. Our fees are generally considered to fall within the acceptable 

range by most insurance companies, called "Usual and Customary, and Reasonable (UCR)."  Some 

companies pay a percentage of the URC for a given area.  However, some companies reimburse based 

on an internal schedule of fees, which bear no relationship to the current standard and cost of care in this 

area. Not all services are a covered benefit in all contracts. Some insurance companies arbitrarily select 

certain services they will not cover. 

It is your responsibility to contact your company regarding the above to find out about their 

reimbursement policies. If you have any questions regarding this financial policy, please do not hesitate 

to ask.  We are here to help you.  Thank you. I have read the above policies and agree to the above 

provisions.  

__________________  ________________________________________________ 

Date     Signature of client or representative 


