
KENNETH A. DE LUCA, Ph.D. & ASSOCIATES, INC. 

CHILD AND ADOLESCENT REQUEST FOR SERVICES 
**The following is vital information in helping us to help you. Thank you!** 

DATE: 

CHILD'S NAME: 
{LAST) (FIRST) (Ml) 

BIRTHDATE: AGE: SEX: S.S.NO: 
ADDRESS: 

(STREET) (CITY) (ZIP CODE) 

BEST EMAIL: 

MOTHER'S NAME: S.S.NO: 
(LAST) (FIRST) (Ml) 

BIRTHDATE: AGE: PHONE: 
ADDRESS (if different from child): 

(STREET) (CITY) (ZIP CODE) 
OCCUPATION: EMPLOYER: 

BEST NUMBER TO REACH YOU AT 1. 2. 3. 

FATHER'S NAME: S.S.NO: 
(LAST) (FIRST) (MI) 

BIRTHDATE: AGE: PHONE: 
ADDRESS (if different from child): 

(STREET) (CITY) (ZIP CODE) 
OCCUPATION: EMPLOYER: 

BEST NUMBER TO REACH YOU AT 1. 2. 3. 

Please describe the reason for your child's visit: 

L" t II. IS a 1mme d" t f: ·1 1a e am11y an d . "fi t l ti h' s12m 1can re a ons 1ps no IS e a ove: tr t d b 
Name Relationship A2e&DOB Health Issues (specify) 

Parent/Guardian Marital Status (as applicable): 
Parents' Marital Status: 

D Never Married □ Married □ Separated D Divorced □ Widowed

If child's parents are married to each other, Years married: _ _ _ _ __ Child's age when divorce occurred: __ _ 
If child's parents are separated or divorced, Years Separated: Years divorced: _____ _ __ 
Who does child currently live with: __ _ _ _ ______________________ _
Who is the child's legal guardian? ___________________________ _ 
Describe the custody agreement: ____________________________ _
Location of noncustodial parent and extent of contact/visitation: __________________ _ 
Additional Information: 

------------- ---- ---------------



School: ______________ _ City: _________ _ Phone: 
------

Grade:_______ Teacher(s): ___________ _______________ _ 
Placement: D Mainstream D Special education (IEP) type: _____________ ___ _ 

D Gifted/Honors D Retention, what grade? D Other services: 
- -- -- --------

Describe strength and problem areas: _____________ _________________ _ 

Please list any stressors that your child or family has experienced recently (i.e. job change or loss, family illness or injury, 
accidents, death, moves, violence, crime victimization, etc.): _____________________ _ 

Please describe and PAST or PENDING legal matters including visitation/custody proceedings: 

Please list any mental health services or chemical dependency; including counseling, your child or a family member has . 
1 . d previous CY receive 

Name Provider/ Agency Dates Reason Outpatient/Inpatient 

CURRENT MEDICATIONS 
Name Dosage Purpose Prescribing Doctor Side Effects? 

❖ ALLERGIES TO MEDICATIONS: _________________ _____ _

❖ EMERGENCY CONTACT:
--------------------------------

(Name) (Phone) (Relationship) 
❖ REFERRAL SOURCE or why, how, did you select us: ____________________ _

❖ I understand that my records are protected by laws governing confidentiality and cannot be disclosed without my
written consent. I understand that I can revoke my consent at any time except when disclosure has already occurred.
This consent will automatically expire twelve months from the date signed.

❖ Please check one: ___ Please release any applicable information to our primary care/referring physician. 
_Do not release any information to our physician. ___ We do not have a primary care physician. 

❖ Primary Care Physician's Name, Address, & Telephone Number:

I agree and consent to the participation of my child in mental health services offered and provided by 
Kenneth A. De Luca, Ph.D. & Associates, Inc. I have reviewed a copy of the Ohio Notice Form: Notice of 
Psychologist. Counselor. and Social Worker Policies and Practice to Protect the Privacy of Your Health Information 
for the group of Kenneth A. De Luca, Ph.D. & Associates, Inc. 

❖ SIGNATURE of custodial parent: ____________ ________ ate: _________ _

CLINICIAN'S SIGNATURE: ____________ _____ Date: _______ _



KENNETH A. DE LUCA, Ph.D. & ASSOCIATES, INC. 

FINANCIAL POLICY FOR OUR SELF-PAY PATIENTS 

The associates and staff of Kenneth A. De Luca, Ph.D. & Associates, Inc., are pleased to have you as a 
patient and welcome you to their care. We believe it is important that you are aware of our payment 
policies prior to your treatment. This will avoid any future misunderstanding. 

Our Practice Administrator is Jo. All questions concerning billing or your account should be directed 
to her at the time of your appointment or via a telephone call. Jo is available Monday through 
Wednesday between the hours of 8 a.m., and 2 p.m. 

I UNDERSTAND AND AGREE TO THE FOLLOWING: 

Please Read and Initial Al!J 

� I understand that I am responsible for paying all charges in full at the time of service. 

Initial Session $190.00, Individual Session $160.00, Family Session $160.00, Testing 

Session $160.00. 

The custodial parent bringing a minor client for services is responsible for paying at the time of 
service. Unaccompanied minors shall come prepared to make payment. 

I understand that if I do not have payment in full at the time of service that my appointment 
will be rescheduled. 

__ I understand that for any Psychological Evaluation there is a $60 charge for the 

Comprehensive Report that must be paid in full at the first session before a full 

evaluation can be scheduled. 

I will give 24 hours notice if an appointment needs to be rescheduled or pay $50.00 for each 

missed appointment that another person in need could have had. 

__ I understand that a $30 fee will be charged/added to my account for a Return/ Non-Sufficient check. 

I understand and agree that if my therapist (or my minor child or dependent's therapist) is 

required to appear in court or a deposition to testify relating to my (or my minor child or 

dependent's) treatment, then I am responsible for paying the therapist's regular session rate for 
all time required in connection with such testimony, including preparation time, travel, and time 

spent in the courthouse. 

I understand that any type of electronic recording is strictly prohibited at any location within 
these offices. 

Signature of Patient or Responsible Person ate 















Parent/Guardian of Minor Patient: 

Please initial after each line and sign below, indicating your agreement to respect your child's privacy: 

I will refrain from requesting detailed information about individual therapy sessions with my child. I 
understand that I will be provided with periodic updates about general progress, and/or may be asked to 
participate in therapy sessions as needed. 

Initial 

I understand that I will be informed about situations that could endanger my child. I know this decision 
to breach confidentiality in these circumstances is up to the therapist's professional judgment, unless 
otherwise noted above. 

Initial 

Your signature below indicates that you have read the OUTPATIENT SERVICES CONTRACT

(MINOR) and agree to abide by its terms during our professional relationship. 

Parent/Guardian Signature �-------------Date _________ _ 

Parent/Guardian Signature ______________ Date _________ _ 
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