
CLIENT INTAKE FORM 

Please cancel or reschedule your appointment at least 24 hours before your scheduled time by calling (409) 
832-7771 or canceling online at www.beapearl.com when you receive your reminder notifications. Same-day 

cancellations and no-show/no-call appointments will be charged a $60.00 fee to the credit card on file. If no card is 
on file, the fee must be paid before another appointment can be scheduled. Two consecutive no-show/no-call 

appointments may result in removal from the clinic. 

DATE: __________________________                                             Y.S. Pearl Jessie, M.Ed., LPC 

PERSONAL INFORMATION 
 

Full Name:  Last Name                            First Name                            Middle Initial 
 
 
Street Address                                                                                                          Apartment / Unit # 
 
 
City                                                                    State                                                             Zip Code 
 
 
Home Phone                                                         Cell Phone                                        Alternate Phone 
 
 
Email Address 
 
 
Date of Birth (mm/dd/yyyy)                           Age                                 Social Security # 

          /          /                                            -         -       
INSURANCE INFORMATION: If using EAP or paying privately, please write N/A. 
Insurance Provider 
 
 
Policy # / Member ID #                                                                                    Group #                                                       
 
 
Insured Name (If NOT Self)             
 
 
Relationship to Insured 
□ Spouse             □ Child/Dependent             □ Self               □ Other  _________________________ 
Insured DOB (MM/DD/YYYY)                                                Insured Social Security # 

          /          /                                   -       -       

  CRISIS HOTLINE: 988 



EMPLOYMENT INFORMATION 
 
Employer Name 
 
 
Employer Address: Street Address    City         State                Employer Phone # 
 
 
Job Title 
 
 

 

EMERGENCY CONTACT INFORMATION 
 
Name:    Last                                                                   First                                                  
 
 
Home Phone                                                             Cell Phone                                        Alternate Phone 
Relationship to client: 
 

 

Please answer the following questions as completely and accurately as you can. Your 
responses help the counselor better understand your concerns and prepare for your 
care. 

1. What concerns or circumstances led you to contact Pearls of Wisdom Counseling 
Service? 
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________ 
2. What changes have you or your family noticed since these concerns began? When did 
these concerns first 
begin?                                                                                                                                                                          
                                                                                                                                                                                         
  
3. Have you received mental health counseling before? Yes / No.    If yes, please 
provide the counselor or agency name and the approximate dates of service. 
_______________________________ __________________________      
 

  



4. Are you currently prescribed any psychotropic medications?             Yes / No 

If so, please list? ______________________________________________________________ 

5. Do you currently use alcohol, marijuana, or other substances?               Yes / No 

6. Is this an Employee Assistance Program (EAP)      Yes / No  

If so, which one?________________________________________________________________ 

      Confirm/Authorization (Required)#_____________________________________ 

• Are you having suicidal thoughts or thoughts of SELF-HARM that require immediate 
attention?    Yes / No 

By signing below, you acknowledge that you have requested and received a copy of “Your Rights and 
Responsibilities.” You also authorize Pearls of Wisdom Counseling Service, PLLC, to use the information you 
provided for administrative and billing purposes. Your information will not be sold or disclosed to unaffiliated third 
parties except as permitted or required by law, including HIPAA regulations. You authorize the therapist to bill your 
insurance company for services and to release only the information necessary for billing. 

 

________________________________________________ ________________________________       
Printed Name                                                                    Date 
 

________________________________________________ 
Signature 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



 
YOUR RIGHTS AND RESPONSIBILITIES 

 
Clients of Pearls of Wisdom Counseling Service have the following rights: 

●     The right to be treated with dignity as a human being. 
●     The right to receive services without discrimination based on sex, age, race, religion, color, economic    
       status, or sexual orientation. 
●    The right to receive professional, respectful care. 
●    The right to confidentiality. Written consent is required before information is released, except when  
       disclosure is required by law, such as situations involving imminent risk of suicide, homicide, child abuse,  
       elder abuse, or other legally mandated reporting concerns. 
●     The right to know the assessment of the problem, the recommended treatment plan, and any resources  
       available to help improve the problem. 
●     The right to refuse treatment. If you choose not to follow recommended treatment, the counselor will  
       discuss possible consequences and may provide information about alternate treatment options when  
       appropriate. 
Client responsibilities include the following: 

●   To communicate openly and honestly with the counselor about your concerns. 
●   To ask questions when clarification is needed or when you do not understand something discussed in  
      session. 
●   For you to communicate any uncertainties or reservations about your treatment plan to the counselor. 
●   To follow the agreed-upon treatment plan. 
●   To report significant changes, concerns, or unexpected events related to your treatment to the counselor. 
●  To keep scheduled appointments. Please contact Pearls of Wisdom Counseling Service when you receive  
     your 24-hour appointment reminders if you need to cancel or reschedule. Missed appointments or late  
     cancellations may result in a non-refundable $60 no-show fee that cannot be billed to insurance. EAP  
     clients: missed appointments may affect the number of sessions allowed each year and may need to be  
     reported to the EAP. 
●   To recognize your role in your thoughts, feelings, actions, and personal growth while the counselor provides  
      support, guidance, and clinical assistance. 
 

Please sign below as recognition that you have read, that you understand, and accept 
the information provided in this document. 

_________________________________________        
Client Signature                                                    Date 
        
Print Name                                              Y.S. Pearl Jessie, M.Ed., LPC 
 
 
 
 



 
 

OFFICE POLICIES 

You may request a copy of this 
 

To prevent misunderstandings about office policies, please read the following: 

 
CONFIDENTIALITY: Information disclosed in sessions and related written records are confidential 
and will not be released without your written permission, except when disclosure is required by law 
or court order. Required disclosures may include suspected child abuse, elder abuse or neglect, 
danger to self or others, grave disability, significant impairment due to drug or alcohol use, or other 
legally mandated circumstances. In emergency situations, Y.S. Pearl Jessie, M.Ed., LPC will take 
appropriate action within the limits of the law to help protect safety and support appropriate care. 
 
If a judge orders records to be released in a legal proceeding, Y.S. Pearl Jessie, M.Ed., LPC is legally 
required to comply. She may also be ethically or legally required to take reasonable steps to protect 
safety, which may include reporting suspected abuse or neglect, notifying appropriate authorities, 
facilitating hospitalization, or contacting family or significant others when clinically and legally 
appropriate. Client case files are maintained for 7 years from the last session date. 
 
DUAL RELATIONSHIPS: To maintain professional boundaries and protect the therapeutic 
relationship, Mrs. Pearl Jessie cannot enter into dual relationships with clients. A dual relationship 
occurs when a therapist and client have more than one role or relationship with each other, such as a 
business, employment, legal, social, or personal relationship outside of therapy. 
 
TELEPHONE & EMERGENCY PROCEDURES: If you need to reach Mrs. Jessie, LPC between 
appointments, you may leave a voicemail at (409) 832-7771. Messages may be left 24 hours a 
day, 7 days a week. If the matter is urgent and Mrs. Jessie cannot respond immediately, please call 
911 or go to the nearest emergency room. For local emergency behavioral health services, Baptist 
Behavioral may be reached at (409) 212-5000. 
 
PAYMENTS: Payment for all fees due, including insurance co-pays, is expected before 

each session begins. 

 
Initial ____________:   LITIGATION LIMITATION: Because therapy often involves confidential 

disclosures, you agree that neither you, your attorneys, nor anyone acting on your behalf will request 
that your therapist testify or release psychotherapy records in legal proceedings, including but not 
limited to divorce, custody, injury, or lawsuit matters. If testimony, court preparation, or legal 
participation is required, the fee is $500 per hour or $3,000 per day, paid in full before appearance. 



Records preparation requires a $200.00 fee. Court-related fees are not reimbursable by insurance 

and are not refunded if court is cancelled. 

 
Initial ____________: CANCELLATIONS: Appointments cancelled less than 24 hours before the 
scheduled appointment time, including same-day cancellations, will be assessed a $60.00 fee. This 
fee will be charged to the credit card on file and cannot be billed to insurance. If no credit card is on 
file, the fee must be paid in full before another appointment can be scheduled. Clients are 
encouraged to use the phone, text, and email reminders from the client portal to cancel or reschedule 
within the required timeframe. Failure to cancel at least 24 hours in advance will result in the 
$60.00 fee. 
 
PROGRESS NOTES & DOCUMENT RELEASE: Requests for documents, progress notes, or 
records must be submitted in writing with a completed Release of Records form provided by this 
office. The requestor is responsible for all related fees, including $5.00 per printed page and, if 
mailing is required, prepaid certified-mail postage of $15.00. Records requested for legal matters 
require a flat $200.00 preparation fee paid in advance. 
 
TERMINATION: If the therapist determines that services are no longer effective in helping you 
reach your therapeutic goals, this will be discussed with you and referrals to other treatment providers 
may be provided. You may also end services at any time. If you choose to discontinue therapy, please 
inform Mrs. Jessie directly so your care can be properly closed. If you miss a scheduled appointment 
and there is no contact with Y.S. Pearl Jessie, M.Ed., LPC for 6 weeks, services will be considered 
terminated and your file will be closed. 
 
Current fees are as follows: 

• Initial Intake Appointment (60 minutes): $120.00 
• Sliding scale (30 minutes): $70.00 
• Subsequent (Follow-up) Therapy (50 minutes): $100.00 
• Couples Therapy or Family Therapy (50 minutes): $120.00 
• Couples Therapy or Family Therapy (90 minutes): $180.00 
• Couples Therapy or Family Therapy (120 minutes) : $240.00 
• Appointments cancelled within 24 hours (same day): $60.00 
• If you exceed your allotted appointment time, you will be charged the half-hour 

rate: $70.00 (especially evening appointments) 
 

SATURDAY AND 6:00 PM APPOINTMENTS: $150 

 
Initial ____________: If you use insurance, most insurance plans require a clinical diagnosis and 
may request additional clinical information, such as treatment plans or summaries, before benefits are 
paid. Please provide a copy of your insurance card and contact your insurance company directly with 



questions about confidentiality practices, deductible requirements, co-pay requirements, coverage, or 
denied claims. Clients are responsible for any rejected or denied claims in full. You may choose to 
pay privately for services at any time. This office does not bill insurance for couples or family 
counseling. 

 
Initial ____________: For your privacy, please do not video, audio, or digitally record your session. 
Please turn off all devices. 

Initial ____________: This office does not complete disability paperwork, including SSI, Workers’ 
Compensation, or similar forms, and does not participate in court cases or employment-related legal 
matters, including disputes involving spouses, child custody, workplace injuries, or lawsuits. This 
policy applies to all such requests. 

Initial ____________: FMLA paperwork is completed at the hourly rate of $120 and is not billed to 
insurance because it is administrative work and not part of the client’s behavioral health diagnosis or 
therapeutic treatment. 

Initial ____________: This office does not complete paperwork for an Emotional Support Animal 
(ESA) unless the client has participated in at least 6 counseling sessions. 

Initial ____________: This office does not complete leave-of-absence paperwork for employers. 
Clients who need documentation for work-related absences should contact the appropriate employer 
or benefits representative for guidance. 

Initial ____________: Because missed appointments affect scheduling availability, specially assigned 
appointment times, including 10:00 AM or 5:00 PM, may require advance payment through 
www.beapearl.com before the appointment is confirmed. If the client attends the scheduled session, 
payment will be refunded minus any applicable co-pay or deductible. If the client does not attend, the 
$60 no-show fee will apply. This policy supports consistent scheduling and adherence to the 24-hour 
cancellation policy. 
 

I have read and understand the Office Policies, and I agree to follow them. My 
signature below confirms that I am making an informed decision to consent to 
therapy and accept the terms of this agreement. 
 
 
Client Signature _________________________________ Date        
    

    Y.S. Pearl Jessie, M.Ed., LPC 


