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Welcome and thank you for choosing The Murphy Wellness Retreat, PLLC. This document contains important 

information about the professional services and business policies. When you sign this document you are entering 

into an agreement with The Murphy Wellness Retreat, PLLC.  

Counseling Process: Counseling is a collaborative and interactive process between the client and the therapist. In 

order to get the most out of the experience we suggest being an active participant in your counseling process. You 

are an individual with unique characteristics that makes you who you are.  

Initially, counseling often results in the client experiencing uncomfortable feelings and thoughts. Because some 

things brought up in session may be painful or difficult to talk about or deal with you may feel as if things are 

getting worse before they appear to improve. In most cases attending counseling leads to better relationships, 

solutions to specific problems, and significant reductions in feelings of distress. Together, we will develop your 

goals for your counseling sessions. There is not a one size fits all approach to counseling some clients will need only 

a few counseling sessions to achieve their desired goals while other clients require months of counseling. As a 

client, you maintain control of yourself and you have the right to end the counseling relationship at any time. We 

simply ask that you provide at least two sessions prior to termination of sessions so that we can wrap up our time 

together.  

Contact, is limited to scheduled sessions. Therapist are unable to attend social gathering or relate to you in any way 

other than in the professional context of our counseling sessions. Our relationship must remain strictly professional 

and our sessions will concentrate exclusively on your concerns. Although you may learn about your therapist 

throughout the therapeutic process, you are experiencing my professional role.  

Fees: The initial session fee is $110.00. Follow up visits of 50 minutes are $110.00. If you choose to utilize 

insurance or Medicaid benefits, you will be responsible for any deductibles, copayments, coinsurance or any 

variation thereof dictated and or mandated by your insurance carrier.  

*Cash rates for LPCs are $110.00 per individual and $150.00 for marriage counseling. *Cash rates for LPC 

Associates are $50.00 for individual and $75.00 for marriage counseling. Professional services include, but not 

limited to office appointments, therapeutic phone calls, third party consultations, written and verbal correspondence, 

and reports.

*Phone consultations lasting longer than 20 minutes or more will result in a session fee.

Evaluations/ assessments are not covered by insurance plan; therefore, the entire cost will be due at the time of 

service. The full assessment fee is $750.00 and partial assessment fees are $600.00.  

Court cost require an initial payment of $500.00, then an additional $250.00 per hour for the time at court. 

*Failure to provide 24 hour notice of appointment cancellation will result in a $90.00 fee. Payment by cash, check,

or credit card are due at the time of service. All checks are made out to The Murphy Wellness Retreat, PLLC.

*Returned checks will be charged an additional $25.00 fee.
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Request for Records: Request for Records must be submitted in writing. Once the written request is received, 

acknowledgement will be given within 15 business days. The first 20 pages will incur a charge of $25.00. Each 

additional page is $0.50. Documents requiring a notary will incur an additional charge of $15.00.  

Cancellations: Please provide 24 hours notice for cancellation and or rescheduling of an appointment. Failure to 

provide notice will result in a charge of $90.00. This fee will be charged to the credit card on file with The Murphy 

Wellness Retreat, PLLC.  

Insurance 

If you are requesting The Murphy Wellness Retreat, PLLC bill your insurance, please fill out the Insurance 

Authorization and Release. You are responsible for all fees not covered or reimbursed by your insurance benefits, 

including but not limited to: deductibles, co payments, co insurance, missed appointments, late cancellations, 

correspondence/ reports or services nor approved by your plan. Any non covered fees will be charged to the credit 

card on file. (See Financial Policy and Agreement) If the provider is not a provider for your insurance plan, you may 

have out of network benefits through your insurance company. If you have such benefits, we can provide you with a 

receipt that you can submit to your insurance so you can request reimbursement. 

Contacting your therapist 

Although therapist are not often immediately available by telephone, we make effort to promptly respond to 

messages. Please leave an evening number since calls are often returned after hours. Because technical difficulties to 

sometimes occur, please call again if you have not received correspondence by the end of the next business day. You 

may also send an email  Info@themurphywellnessretreat.com to be contacted by your therapist.  

Emergency Care 

If you are experiencing an emergency and net to talk to someone immediately, call 911, the telephone crisis number 

800-273-8255 or text HOME to 741741.

Privacy Rights 

Professional ethics and legal standards require that our conversation and the records of The Murphy Wellness 

Retreat, PLLC (even the fact that you are a client) be kept confidential. However, under the following 

circumstances, we are legally and ethically obligated to breach confidentiality: (a) if you present a serious imminent 

danger to yourself or others (b) in cases of apparent neglect of a child, an elderly person, or as disabled person (c) 

when required by legal proceedings. If we must breach confidentiality, the minimum amount of information will be 

revealed- only enough to protect you or others.  

If it is a minor that is participating in psychotherapy/play therapy, please understand that the specific content of the 

sessions will remain confidential. General reports of your child’s progress will be made to you and any information 

regarding danger to your child will be reported immediately.  

We are required to disclose confidential information if any of the following conditions exist: 

• You are a danger to yourself or others.

• You seek treatment to avoid detection or apprehension or enable anyone to commit a crime

• Your therapist was appointed by the courts to evaluate you

• Your contact with your therapist is for the purpose of determining sanity in a criminal proceeding

• You are under the age of 18 years and are the victim of a crime

• You are a minor and your psychotherapist reasonably suspects that you are the victim of child abuse

• You are a person over the age of 65 and your therapist believes that you are the victim of physical abuse.

Your therapist may disclose information if you are the victim of emotional abuse

• You expire and the communication is important to decide an issue concerning a deed, or conveyance, will

or other writing executed by affecting as interest in property

• You file suit against your therapist for breach of duty or your therapist files suit against you
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• You have filed suit against anyone and have claimed mental/emotional damages as part of the suit

• You waive your rights to privilege or give consent to limited disclosure by your therapist

• Your insurance company paying for services has the right to review all records,

If you have any questions about these limitations, please feel free to discuss them with your therapist 

Finally, if you want to consult with someone about the specifics of your case in order to better coordinate services 

(i.e a doctor, school, attorney, or spouse); We will request that you sign a release of information form. The signed 

release of information will be in effect from one year for the signature date unless otherwise noted. Please review 

the Policies and Practices to Protect the Privacy of Your Health Information for a more extensive explanation of 

your privacy rights.  

Complaints 

If you have concerns or complaints regarding your treatment, we ask that you contact The Murphy Wellness Retreat, 

PLLC first 713-637-4233 or by emailing The Murphy Wellness Retreat If a mutual agreeable resolution is not met, 

you may contact: Texas State Board of Examiners of Professional Counselors 1100 West 49th Street Austin, Texas 

78756-7111 or 512-458-7111 

By signing these policies I am acknowledging the following, 

1. Receipt of the Policies and Practices to Protect the Privacy of Your Health Information.

2. Understanding and agreement to the stated practice policies as listed above

3. Giving full consent for myself or my minor child___________________________________ to participate

in psychotherapy. I certify that I have the legal right to seek and authorize treatment for myself or my

minor child. I agree to provide written documentation pertaining to custody and inform any other guardians

of the child’s involvement in therapy.

_______________________________________                                                  ____________________________ 

Client/ Guardian Signature Date 

_______________________________________ 

Print Name  

_______________________________________ 

Minor Client’s Printed Name  

________________________________________ 

Legal Guardian’s Printed Name  

_________________________________________. ____________________________ 

Legal Guardian’s Signature  Date  
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    Client Registration Paperwork  

 

Name________________________________________________ Date of Birth_____________________________ 

 

Age__________________________________                                                     Gender: Male_____ Female_______ 

 

Address_______________________________________________________________________________________ 

 

City_____________________ State _________________ Zipcode________________________________________ 

 

Employer/ School________________________________ Email Address__________________________________ 

 

Home Phone___________________________Work Phone____________________Cell Phone_________________ 

 

Emergency Contact Name_____________________________ Emergency Contact Number____________________ 

 

Emergency Contact Address______________________________________________________________________ 

 

 

Individuals who live in the home: 

 

                           Name                             Age                                                        Relationship 

   

   

   

   

   

 

Health Information:  

 

Please list any medical conditions you feel the therapist should be aware: 

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 

 

Please list all medications you/client is currently taking, including the dosage:  

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 

 

Please list any known allergies:___________________________________________________________________ 

 

Name and phone number of Primary Care Physician:__________________________________________________ 

 

Permission to contact Physician? Yes _____________ No __________ 

 

Have you ever seen a mental health provider? Yes_______ No________ 

 

If yes, name of provider and last visit:______________________________________________________________ 

 

Current legal proceeding? Yes__________ No_________ 
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Insurance Authorization and Release 
I authorize the release of information including the diagnosis and the records of any treatment or examination rendered to me or 

my child during the period of such care to third party payers and/ or other health practitioners. I authorize and request my 

insurance company to pay directly to the therapist insurance benefits otherwise payable to me. I agree for payment of all services 

rendered on my behalf or my dependents.  

                            ________________________ 

Signature of client or Guardian Date 

Primary Insurance 

Name of Insured ____________________________________________ Insured’s Birthday____________________ 

Insured’s Address_______________________________________________________________________________

City, State, Zip_________________________________________________________________________________ 

Phone________________________________________ Relationship to client______________________________ 

Employer_____________________________________ 

Insurance Company_____________________________ ID & Group Number ______________________________ 

Insurance Company Phone Number ________________________________________________________________ 

Clients Info (if different from above)  

Client’s Name______________________________________ Client’s Birthday _____________________________ 

Financial Policy and Agreement 
Cancellation 

If cancellation is less than 24 hours in advance of your appointment, you will be charged a $90.00 late cancellation fee. I 

authorize The Murphy Wellness Retreat to charge my credit card listed below, which will be kept on file the cancellation fee. 

_________Initial Here 

Insurance  

Any fees not covered by the insurance company will be charged to your credit card on file. Fees include but are not limited to 

copayment and insurance deductibles.  

I authorize The Murphy Wellness Retreat to charge my credit card listed below, which I understand will be kept on file, any 

amounts not covered by my insurance company including but not limited to copayments and insurance deductibles. 

___________Initial Here 

By signing below, I acknowledge and agree to the Financial Policy and Agreement. I further instruct my credit card issuer to 

honor any charges subject to the Financial Policy and Agreement.  

______________________________________________.            ___________________ 

Signature of Client or Guardian  Date 

  Please provide the following information 

Name on Card________________________________________ Visa_____ Mastercard____ Discover___ Amex___ 

Credit Card Number____________________________________ Exp Date__________ Sec Code ______________ 

Billing Address _______________________________________ City__________ State_____ Zip______________ 
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   The Murphy Wellness Retreat, PLLC 

The Murphy Wellness Retreat, PLLC has established an email address for some forms of communication. For 

routine matters that not require immediate response, please feel free to email info@themurphywellnessretreat.com 

you may also email your therapist directly. Remember however, this form of communication:  

 Is not appropriate for use in an emergency

 Is a means of communication, but not a therapeutic venue

The turnaround time for routine client communication is 24 hours. The service provider may delay message 

delivery. Should you require urgent or immediate attention, this means of communication is not appropriate. 

When sending an email to info@hemurphywellnessretreat.com, please 

 Put your therapist’s name in the subject line so it can be processed efficiently

 Put your name and return telephone number in the body of the message

 Use the auto reply feature to acknowledge receipt of emails coming from this office

When sending an email directly to your therapist, please 

 Put the subject of your message in the subject line

 Put your name and return telephone number in the body of the email message

 Use the auto reply feature to acknowledge receipt of emails from your therapist

Communication relating to diagnosis and treatment will be filed in your chart 

Despite best efforts, due to the nature of email, third parties may have access to messages. All emails are maintained 

in the logs of your and our internet service providers. While under normal circumstances no one accesses these logs, 

they are, in theory, available to read by the system administrator(s) of the internet service provider. Additionally, 

when communication from work, please be aware that some companies consider email corporate property and your 

email messages may be monitored.  

I understand that The Murphy Wellness Retreat, PLLC and all Associates will not be responsible for information 

loss or delay or breaches in confidentiality that are due to technical factors beyond control. I understand and agree to 

the above email policy.  

By signing below, I am agreeing that The Murphy Wellness Retreat, PLLC and all associates may send 

correspondence to my via email, and may receive and respond to my emails via email.  

___________________________________________ _________________________ 

Signature of Client or Guardian Date 
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 2200 North Loop West #100 
Houston, Tx 77018 

713-283-4837 Phone
713-583-3330  Fax

www.themurphywellnessretreat.com 

Reciprocal Consent to Exchange Information & Records 

Clients Name________________________________Date of Birth___/___/___/ 

I______________________________________________, hereby give consent to the release of 
information and records, and waive the privilege of confidentiality afforded for medical and mental 
health care.  

The Murphy Wellness Retreat PLLC 
2200 N. Loop West #100 
Houston, Tx 77018 

And 

Name:______________________________________________________________ 

Address:____________________________________________________________ 

Phone:_____________________________________________________________ 

Email:______________________________________________________________ 

To exchange reciprocal information and records for the purpose of clarifying and enhancing my care 
and treatment including but not limited to: 

___Evaluation/ Assessment       __Diagnosis, Treatment Plan, Progress Notes 

__Parent Consultation (if the client is a minor)       __Legal Proceedings 

__Schedule Appointments  

Expiration of Authorization: One year from date of signature or otherwise specified ___/__/__/ 
Therapist with The Murphy Wellness Retreat, PLLC, are hereby released from liability arising out of or 
in any way incidental to, producing records or providing information pursuant to this authorization.  

http://www.themurphywellnessretreat.com/


(A duplicate, photo copy, electronic copy, or facsimile reproduction of this authorization may be used 
in lieu of the original). This authorization is subject to revocation in writing only by the undersigned.  

Signature:_________________________________Print Name:________________________ 

Relationship to Client:__________________________ Date: ___/___/___/ 



Copyright © 2013 American Psychiatric Association. All Rights Reserved. 
This material can be reproduced without permission by researchers and by clinicians for use with their patients.

DSM-5 Self-Rated Level 1 Cross-Cutting Symptom Measure—Adult 

Name: ___________________________ Age: ____ Sex:   Male   Female      Date:________ 

If this questionnaire is completed by an informant, what is your relationship with the individual? ___________________ 
In a typical week, approximately how much time do you spend with the individual? ____________________ hours/week 

Instructions: The questions below ask about things that might have bothered you. For each question, circle the number that best 

describes how much (or how often) you have been bothered by each problem during the past TWO (2) WEEKS.  

During the past TWO (2) WEEKS, how much (or how often) have you been 
bothered by the following problems? 

None 
Not at 

all 

Slight 
Rare, less 
than a day 

or two 

Mild 
Several 

days 

Moderate 
More than 

half the 
days 

Severe 
Nearly 
every 
day 

Highest 
Domain 

Score 
(clinician) 

I. 1. Little interest or pleasure in doing things? 0 1 2 3 4 

2. Feeling down, depressed, or hopeless? 0 1 2 3 4 

II. 3. Feeling more irritated, grouchy, or angry than usual? 0 1 2 3 4 

III. 4. Sleeping less than usual, but still have a lot of energy? 0 1 2 3 4 

5. Starting lots more projects than usual or doing more risky things than
usual?

0 1 2 3 4 

IV. 6. Feeling nervous, anxious, frightened, worried, or on edge? 0 1 2 3 4 

7. Feeling panic or being frightened? 0 1 2 3 4 

8. Avoiding situations that make you anxious? 0 1 2 3 4 

V. 9. Unexplained aches and pains (e.g., head, back, joints, abdomen, legs)? 0 1 2 3 4 

10. Feeling that your illnesses are not being taken seriously enough? 0 1 2 3 4 

VI. 11. Thoughts of actually hurting yourself? 0 1 2 3 4 

VII. 12. Hearing things other people couldn’t hear, such as voices even when no
one was around?

0 1 2 3 4 

13. Feeling that someone could hear your thoughts, or that you could hear
what another person was thinking?

0 1 2 3 4 

VIII. 14. Problems with sleep that affected your sleep quality over all? 0 1 2 3 4 

IX. 15. Problems with memory (e.g., learning new information) or with location
(e.g., finding your way home)?

0 1 2 3 4 

X. 16. Unpleasant thoughts, urges, or images that repeatedly enter your mind? 0 1 2 3 4 

17. Feeling driven to perform certain behaviors or mental acts over and over
again?

0 1 2 3 4 

XI. 18. Feeling detached or distant from yourself, your body, your physical
surroundings, or your memories?

0 1 2 3 4 

XII. 19. Not knowing who you really are or what you want out of life? 0 1 2 3 4 

20. Not feeling close to other people or enjoying your relationships with them? 0 1 2 3 4 

XIII. 21. Drinking at least 4 drinks of any kind of alcohol in a single day? 0 1 2 3 4 

22. Smoking any cigarettes, a cigar, or pipe, or using snuff or chewing tobacco? 0 1 2 3 4 

23. Using any of the following medicines ON YOUR OWN, that is, without a
doctor’s prescription, in greater amounts or longer than prescribed [e.g.,
painkillers (like Vicodin), stimulants (like Ritalin or Adderall), sedatives or
tranquilizers (like sleeping pills or Valium), or drugs like marijuana, cocaine
or crack, club drugs (like ecstasy), hallucinogens (like LSD), heroin,
inhalants or solvents (like glue), or methamphetamine (like speed)]?

0 1 2 3 4 



Copyright © 2013 American Psychiatric Association. All Rights Reserved. 
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DSM-5 Parent/Guardian-Rated Level 1 Cross-Cutting Symptom Measure—Child Age 6–17 

Child’s Name: _________________________________  Age: ____  Sex:   Male   Female    Date:___________ 

Relationship with the child: _________________________________________________________________ 

Instructions (to the parent or guardian of child): The questions below ask about things that might have bothered your child. For each 
question, circle the number that best describes how much (or how often) your child has been bothered by each problem during the 
past TWO (2) WEEKS. 

During the past TWO (2) WEEKS, how much (or how often) has your child… 

None 
Not at 

all 

Slight 
Rare, less 
than a day 

or two 

Mild 
Several 

days 

Moderate 
More than 

half the 
days 

Severe 
Nearly 
every 
day 

Highest 
Domain 

Score 
(clinician) 

I. 1. Complained of stomachaches, headaches, or other aches and pains? 0 1 2 3 4 

2. Said he/she was worried about his/her health or about getting sick? 0 1 2 3 4 

II. 
3. 

Had problems sleeping—that is, trouble falling asleep, staying asleep, or 
waking up too early? 

0 1 2 3 4 

III. 
4. 

Had problems paying attention when he/she was in class or doing his/her 
homework or reading a book or playing a game? 

0 1 2 3 4 

IV. 5. Had less fun doing things than he/she used to? 0 1 2 3 4 

6. Seemed sad or depressed for several hours? 0 1 2 3 4 

V. &

VI.

7. Seemed more irritated or easily annoyed than usual? 0 1 2 3 4 

8. Seemed angry or lost his/her temper? 0 1 2 3 4 

VII. 9. Started lots more projects than usual or did more risky things than usual? 0 1 2 3 4 

10. Slept less than usual for him/her, but still had lots of energy? 0 1 2 3 4 

VIII. 11. Said he/she felt nervous, anxious, or scared? 0 1 2 3 4 

12. Not been able to stop worrying? 0 1 2 3 4 

13. 
Said he/she couldn’t do things he/she wanted to or should have done, 
because they made him/her feel nervous? 

0 1 2 3 4 

IX. 
14. 

Said that he/she heard voices—when there was no one there—speaking 
about him/her or telling him/her what to do or saying bad things to him/her? 

0 1 2 3 4 

15. 
Said that he/she had a vision when he/she was completely awake—that is, 
saw something or someone that no one else could see? 

0 1 2 3 4 

X. 
16. 

Said that he/she had thoughts that kept coming into his/her mind that he/she 
would do something bad or that something bad would happen to him/her or 
to someone else? 

0 1 2 3 4 

17. 
Said he/she felt the need to check on certain things over and over again, like 
whether a door was locked or whether the stove was turned off? 

0 1 2 3 4 

18. 
Seemed to worry a lot about things he/she touched being dirty or having 
germs or being poisoned? 

0 1 2 3 4 

19. 
Said that he/she had to do things in a certain way, like counting or saying 
special things out loud, in order to keep something bad from happening? 

0 1 2 3 4 

In the past TWO (2) WEEKS, has your child … 

XI. 20. Had an alcoholic beverage (beer, wine, liquor, etc.)?  Yes  No  Don’t Know 

21. Smoked a cigarette, a cigar, or pipe, or used snuff or chewing tobacco?  Yes  No  Don’t Know 

22. 
Used drugs like marijuana, cocaine or crack, club drugs (like ecstasy), 
hallucinogens (like LSD), heroin, inhalants or solvents (like glue), or 
methamphetamine (like speed)? 

 Yes  No  Don’t Know 

23. 
Used any medicine without a doctor’s prescription (e.g., painkillers [like 
Vicodin], stimulants [like Ritalin or Adderall], sedatives or tranquilizers [like 
sleeping pills or Valium], or steroids)? 

 Yes  No  Don’t Know 

XII. 
24. 

In the past TWO (2) WEEKS, has he/she talked about wanting to kill 
himself/herself or about wanting to commit suicide? 

 Yes  No  Don’t Know 

25. Has he/she EVER tried to kill himself/herself?  Yes  No  Don’t Know 
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