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Be sure to sign or initial all places in RED.  Thank you.

 Turning Point Counseling and Consulting
Bobby Scott, M.A.  L.M.F.T., C.C.A.P.
Patient Name         





Age      Sex      Grade    
Patient’s Date of Birth    /   /        



SS #      -    -     
Home Address:       
City       




State    
Zip        Phone:     -     -     
Credit Card Information:   FORMCHECKBOX 
Visa 
 FORMCHECKBOX 
 Mastercard

 FORMCHECKBOX 
Discover

Name on Card:       
Card No:       




Expiration Date:    /    /              
TERMS OF SERVICE
Payment Methods:  We accept Visa, Mastercard and Discover.  Credit Card information is collected and payment made prior to or at the beginning of each session.  

Rescheduling, Cancellations and Missed Appointments:  If you are unable to keep your scheduled appointment we require a 24 hour notice of cancellation.  For twenty four hour notification of missed appointments, no fee will be charged.  For rescheduled, cancelled or missed appointments without a twenty-four hour notice, your credit card will be billed for the full length of the session for $75.  

Rates:  Our coaching fees are $75 for a forty-five minute session.  

Confidentiality:    Although, this is not psychotherapy we do take every precaution to insure confidentiality.  However, if you choose to communicate through cell phone, email or internet, we cannot guarantee protection of you personal health information and sessions.  
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No     I have read and agree to the “Terms of Service” for Life Coaching with Turning Point Counseling & Consulting.  I also understand that “coaching” is not psychotherapy but skills training and assistance in identifying, setting and achieving the life goals which I have set with my coach.  

Signature___________________


_________Date_________________________


Turning Point Counseling and Consulting
Bobby Scott, M.A.  L.M.F.T.  C.C.A.P.
Correspondence Authorization

Name:        

I authorize Turning Point staff to utilize the following methods to contact me when needed:

Telephones:










May 













Leave













Message
______Home     -     -     
 Name          




 FORMCHECKBOX 
Y   FORMCHECKBOX 
N

______Cell        -     -     
Name 
     





 FORMCHECKBOX 
Y   FORMCHECKBOX 
N

______Cell        -     -     
Name          




 FORMCHECKBOX 
Y   FORMCHECKBOX 
N

______Work     -     -     
Name          




 FORMCHECKBOX 
Y   FORMCHECKBOX 
N

______Work     -     -     
Name          




 FORMCHECKBOX 
Y   FORMCHECKBOX 
N

______Other     -     -     
Name          




 FORMCHECKBOX 
Y   FORMCHECKBOX 
N

Email:

______Address 1:                                                                               @      

______Emergency Contact:        




Relation      

Phone 1:       -      -      


Phone 2:      -     -     
I understand that using email, online communications and cellular phones in my communication with my therapist may not be totally secure and thus could compromise confidentiality and privacy.  
Client Signature:_______________________________________________Date:__________

Guardian/Parent Signature:_____________________________________Date:___________
Initial______         5600 Goodman Road Suite B      Olive Branch, MS 38654         662-893-6556


