Marian Camden, Psy.D., LLC

Licensed Psychologist

7500 E. Arapahoe Road, Suite 375

Centennial, CO 80112

720-493-4827

Child and Adolescent Registration and Disclosure
CLIENT INFORMATION:







 


Child’s Name:_________________________________________________Date of Birth_____________
School_________________________       Grade_______________Teacher___________________
Adolescent’s cell phone number, if applicable:____________________________________________________
Mother:______________________________________________________Date of Birth_______________
Street____________________________ City__________________________State____Zip Code__________   

Home number____________________   Work number___________________ Cell number______________

Employer____________________________  Position____________________________________________

Father:______________________________________________________Date of Birth_________________
Complete only if different:
Street____________________________ City__________________________State____Zip Code__________   

Home number____________________   Work number___________________ Cell number______________

Employer____________________________  Position____________________________________________
DISCLOSURE STATEMENT AND FINANCIAL POLICY AGREEMENT

Dr. Camden is a psychologist licensed in the state of Colorado since 1997.  She completed a master's degree in counseling and general psychology at the University of West Florida in 1991 and a doctorate in professional psychology at the University of Denver Graduate School of Professional Psychology in 1995.  Her training at the University of Denver was approved by the American Psychological Association as was her pre-doctoral internship site at Indiana University Counseling and Psychological Services.  Dr. Camden specializes in family systems and child and family therapy as well as trauma recovery.  She is trained in EMDR and pursues ongoing continuing education in a variety of areas, particularly in divorce-related matters and the neurobiology of psychotherapy.

The practice of licensed or registered persons in the field of psychotherapy is regulated by the Mental Health Licensing Section of the Division of Registrations. The Board of Psychologist Examiners can be reached at 1560 Broadway, Suite 1350, Denver, Colorado 80202, (303) 894-7800.  In a professional relationship, sexual intimacy is never appropriate and should be reported to the board that licenses, registers, or certifies the licensee, registrant or certificate holder.  As to the regulatory requirements applicable to mental health professionals: a Licensed Clinical Social Worker, a Licensed Marriage and Family Therapist, and a Licensed Professional Counselor must hold a masters degree in their profession and have two years of post-masters supervision. A Licensed Psychologist must hold a doctorate degree in psychology and have one year of post-doctoral supervision.  A Licensed Social Worker must hold a masters degree in social work. A Psychologist Candidate, a Marriage and Family Therapist Candidate, and a Licensed Professional Counselor Candidate must hold the necessary licensing degree and be in the process of completing the required supervision for licensure. A Certified Addiction Counselor I (CAC I) must be a high school graduate, and  complete required training hours and 1,000 hours of supervised experience. A CAC II must complete additional required training hours and 2,000 hours of supervised experience. A CAC III must have a bachelors degree in behavioral health, and complete additional required training hours and 2,000 hours of supervised experience. A Licensed Addiction Counselor must have a clinical masters degree and meet the CAC III requirements. A Registered Psychotherapist is registered with the State Board of Registered Psychotherapists, is not licensed or certified, and no degree, training or experience is required.  

You are entitled, to receive information from your therapist about the methods of therapy, the techniques used, the duration of your therapy, if known, and the fee structure.  You can seek a second opinion from another therapist or terminate therapy at any time. 

Generally speaking, the information provided by and to the client during therapy sessions is legally confidential and cannot be released without the client’s consent. There are exceptions to this confidentiality, some of which are listed in section 12-43-218 as well as other exceptions in Colorado and Federal law. For example, mental health professionals are required to report suspected child abuse or neglect to authorities.  If a legal exception arises during therapy, if feasible, you will be informed accordingly.  

I have read the preceding information;  it has also been provided verbally; and I understand my rights as a client or as the client’s responsible party. 

_______________________________________________

Print Client’s name

 _______________________________________________            
______________________

 Client’s or Responsible Party’s Signature


 
Date 

If signed by Responsible Party, please state relationship to client and authority to consent:

__________________________________________________________________

Financial Policy Agreement

Payment in full is required at the beginning of each session unless prior arrangements have been made.   Dr. Camden accepts checks, cash, and, if necessary, VISA and Mastercard charges.   Checks are preferred.  You are responsible for all charges for professional services rendered on behalf of the identified client, including psychotherapy, receipt of faxes, telephone or email contact with the client or professionals involved with the client, letters, or reports.   Any balance left unpaid for 30 days or more will accrue interest at the rate of 1.5 percent per month. 

Please note that Dr. Camden charges in proportions of tenths of the hour for telephone contact beyond simple appointment scheduling.

You will be charged the cost of a full session for appointments cancelled less than 24 hours in advance or for which you do not appear without notice.  Should your appointment be on a Monday, notice would need to be given the prior Friday by noon to avoid the late cancellation fee.  

Received faxes or printed emails are billed at the rate of .25 per page.

You are responsible for any collection or attorney fees or court costs associated with the use of outside agencies required for collection of your account.

You are welcome to ask questions about any of the above information as needed for clarification.  You may also speak with Ingrid, the office manager about any billing concerns throughout your treatment.  She is in the office on most Tuesdays.

I understand and agree to abide by the terms set forth above on behalf of this child.

_______________________________________________

Print Client’s name

_______________________________________________            
_______________

Responsible Party’s Signature


 
                           Date 

_______________________________________________            
_______________

Responsible Party’s Signature


 
                            Date 

Child Developmental History

Please feel free to write on the back of these pages or add additional pages of your own as needed.

I.  Child’s Physical  Health History:

Please describe any problems during prenatal period or during labor and delivery:
Any remaining problems related to the above:

Please describe your child’s health as a baby and toddler, noting any serious illnesses, injuries, and any hospitalizations:

Please describe your child’s health from preschool to the present, noting any serious illnesses, injuries, and any hospitalizations:

Any current health problems:

Any medications or treatments your child is currently taking:

II.  Mental, Emotional, and Social Development

Please describe any learning problems or disabilities your child has now or in the past.  Include any treatment or services and the name and telephone number of the professional involved:

Please describe any emotional problems your child has now or in the past.  Include any treatment or services for them and the name of the professional involved:

Has your child experienced abuse, any significant changes, moves, or anything you would consider traumatic?  Please describe, including child’s age at each event.

What are your child’s worries or fears?

Has your child ever talked about hurting self or others?  Ever made an attempt?

Do you have concerns about your child’s eating habits?

How does your child interact with adults (teachers, daycare providers, coaches, activity leaders, neighbors, friends of the family)?

How does your child interact with same-aged children?

With younger children?

With older children?

Is your child aggressive?                   If so, please describe:

Is your child shy or easily taken advantage of or bullied?                         If so, please describe:

Does your child prefer to join right in with groups or observe for a while first?

How does your child respond to transitions and changes?

How does your child respond to frustration or disappointment?

How would you describe your child’s problem-solving abilities?

Please list names and ages of child’s immediate family members, including stepparents and stepsiblings  Note length and quality of these relationships:

If child’s parents are separated or divorced, please list your child’s current parenting time schedule with each parent:

Do parents share legal decision-making or custody?

If not, who is the legal decision maker or custodian?

How old was your child at the time of separation?

What did or does your child experience related to the separation or divorce (e.g., parental fear, anger, sadness, or depression, threats, domestic violence, loud fights, tension in the home)?

III.  Day Care and Preschool Experiences

Please list any preschool or day care settings your child has been in and child’s age at the time:

Any concerns about child’s experiences in any of these settings?

IV. Formal Academic History:

Child’s current school:

Teacher/Grade:

General progress and adjustment at school:

Any concerns about child’s school experience at present:

Please list other schools your child has attended and ages of attendance

Any concerns about child’s experiences in any of these settings:

V.  Comments

Please add anything here that you think will help the evaluator understand your child better and how you are hoping counseling will help.
	1. 0 1 2 Disobedient at home

2. 0 1 2 Disobedient at school

3. 0 1 2 Denies problematic behavior

4. 0 1 2 Doesn’t like rules

5. 0 1 2 Trouble learning

6. 0 1 2 Clowns around a lot

7. 0 1 2 Lost in thoughts

8. 0 1 2 Can’t finish things

9. 0 1 2 Argues a lot

10. 0 1 2 Cheats in games

11. 0 1 2 Uses bad language

12. 0 1 2 Lies a lot

13. 0 1 2 Steals

14. 0 1 2 Destroys possessions

15. 0 1 2 Cruel to animals

16. 0 1 2 Drinks alcohol

17. 0 1 2 Uses drugs

18. 0 1 2 Lacks energy

19. 0 1 2 Sad and unhappy

20. 0 1 2 Irritable

21. 0 1 2 Moody

22. 0 1 2 Has thoughts of killing self

23. 0 1 2 Acts to get attention

24. 0 1 2 Difficulty with sleep: 

      Can’t get to sleep _____ 

      Can’t stay asleep _____ 

	25. 0 1 2 Fears /Phobias:   Of what? 

26. 0 1 2 Worries a lot.   What about?

27. 0 1 2 Acts first, thinks later

28. 0 1 2 Hyperactive

29. 0 1 2 Bosses or bullies others

30. 0 1 2 Aggressive with peers

31. 0 1 2 Few friends

32. 0 1 2 Feels inferior

33. 0 1 2 Clumsy

34. 0 1 2 Nervous habits

35. 0 1 2 Needs everything in its place

36. 0 1 2 Accident prone

37. 0 1 2 Has aches and pains

38. 0 1 2 Overly shy

39. 0 1 2 Too dependent on adults

40. 0 1 2 Jealous of siblings

41. 0 1 2 Whines

42. 0 1 2 Problems with speech

43. 0 1 2 Uses baby talk

44. 0 1 2 Eats too much

45. 0 1 2 Eats too little

46. 0 1 2 Wets the bed

47. 0 1 2 Wets during the day

48. 0 1 2 Soils him/herself

49.  0 1 2 Other problems:



CHILD PROBLEM CHECKLIST

Circle each item as 1, somewhat true; 2, mostly true; or 0, not true of your child in the past three months.
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