
Dr. Rikki H. Permenter Ph.D., MaMFC, Th.M.  
LPC-S, LMFT, NCC 

1706 Hwy 63 
Clinton, La 70722 

Intake Packet 
 

This information will be kept confidential after being given to Bent Tree 
Counseling. Please complete in full and return. Each item will be addressed in 

the intake session.  



INSURANCE INFORMATION  

Full Name:        Date of Birth:  

__________________________________________ _________________________ 

Name of Insured:       Blue Cross Policy Number:  

__________________________________________ _________________________ 
         3 letters  Numbers  
Address: 

__________________________________________ 

__________________________________________ 

__________________________________________ 

Phone Number: 

__________________________________________ 

Preferred Email: 

__________________________________________ 

How may I contact you? 

Home Phone:  Yes ___  No ___  (May I leave a message? Yes ___  No ___) 

Cell Phone:    Yes ___  No ___  (May I leave a message? Yes ___  No ___) 

Email:     Yes ___  No ___ Mail:  Yes ___  No ___ 
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Statement of Practice and Procedures 

Dr. Rikki Permenter, Ph.D., M.A., Th. M., LPC-S, LMFT 
1706 Highway 63 
Clinton, La 70722 
(225) 218 - 7920 

Qualifications: I have a Doctorate & a Master of Arts Degree from New Orleans Baptist Theological Seminary. I hold license 
#MFT1186 as a Licensed Marriage and Family Therapist and license #4802 as a Licensed Professional Counselor registered with the 
LA LPC Board of Examiners, 8631 Summa Ave., Baton Rouge, LA 70809, (225)-765-2515. 

Clients Served: I provide therapy for individuals, couples, and families. I work with children and adults.  

Areas of Focus: I specialize in the practice of marriage and family therapy and I focus on problems of childhood and parenthood, 
marital difficulties, and life difficulties that may relate to disturbances in family relationships.  

What to Expect From Therapy: I work form a ecosystemic perspective, which mean that I view clients’ immediate family relationships 
and larger social context as being important resources in solving life’s problems. Goals for therapy are also established through 
collaboration with the client(s). The overall objective for therapy is always the successful resolution of the problems that are deemed 
the most important through the collaborative process. I work from a structural / strategic orientation, which means that I assist 
couples and families in organizing their relationships so that resources can be brought to bear on the problems being presented. 
Techniques that I often employ are instructional and modeling of communication skills, family role-playing, and between session 
interactive assignments. This “homework” is necessary if the client is to get the most form the therapeutic experience.   

What I Expect From Clients: Clients must make their own decisions regarding such things as marriage, separation, divorce, 
reconciliation, and how to set up custody and visitation. That is, I will help you think through the possibilities and consequences of 
decisions, but my Code of Ethics does not allow me to advise you to make a specific decision. Appointments are usually scheduled 
one time a week for approximately one hour, with the initial session devoted to gathering necessary information. The entire therapy 
process may take on average eight to ten sessions.  

Code of Ethics: I am required to adhere to the Louisiana Code of Ethics for Licensed Marriage and Family Therapists and the Code 
of Conduct for Licensed Professional Counselors. A copy of these codes are available upon request.  

Privileged Communication: I am required to abide by the professional practice standards for Licensed Marriage and Family 
Therapists and Licensed Professional Counselors as stated in Louisiana law. I do not disclose client confidences and information to 
any third party, except for materials shared during supervision, without a client’s written consent or wavier except when mandated or 
permitted by law. Verbal authorization will not be sufficient except in emergency situations. State law mandates that I report to the 
proper authorities suspected cases of child abuse/ neglect, elder abuse/ neglect, disabled abuse/ neglect and instances of danger 
to self or others when reasonably necessary to protect the client or other parties form a clear and imminent threat of serious 
physical harm. Also not that certain types of litigation (such as child custody suits) may lead to court-ordered release of information 
without your consent.  

When working with couples, families, and/ or groups, I cannot disclose any information outside of the treatment context without a 
written authorization from all individuals competent to sign such an authorization. For example, I cannot release any information 
about either or both spouses I have seen for marital therapy to an attorney without signed authorizations from both spouses. When 
working with a family or couple, information shared by individuals in sessions where other family members are not present must be 
held in confidence (except for mandated exceptions noted above) unless all individuals involved sign written waivers at the outset 
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of therapy. Clients may refuse to sign such a waiver but should be advised that maintaining confidentiality during couple or family 
therapy could impede or even prevent a positive outcome to therapy. If an impasse results from such confidentiality, referral to 
another therapist might result. 

 After-Hours Emergencies: When Dr. Permenter is unavailable to answer calls or after normal office hours, you may leave a message 
on the answering machine and I will return your call as soon as possible. In an emergency situation when an immediate response is 
necessary, you may call The PHONE at 225-924-3900, which offers professional service 24 hours a day.  

Fees and Office Procedures:  

Appointments: Appointments are typically set by the client through the online scheduling portal. All available appointments 
can be seen in the online portal for the next 365 days. Appointments may be scheduled, rescheduled, or cancelled through the 
online scheduler. Failure to cancel any appointment on the online scheduler at least  24 hours in advance will result in a charge 
for the time reserved for you. 
Fees: The fee for individual therapy is $135.00 an hour and for couple and family therapy is $165.00. Payment for services 
rendered is due at the close of each session.  

Other Fees: Phone calls (initiated or accepted on your behalf) to lawyers, police, court appointed mediators, and any other third 
party are conducted at a flat rate of $135 a call.  

Letters: Dr. Permenter does not provide disability letters, pet companion letters, or letters regarding your ability to work. Letters 
are only provided to clients who have been seen for 8 sessions or longer. If you require any formal documentation for 
counseling, there is a $135 fee per request.  This documentation could include, but is not limited to: standard records request, 
confirmation of counseling, confirmation of diagnosis, any release to a lawyer, any release to a school, any documentation for 
ESA requests. 

Court Appearances: Clients are discouraged from having me subpoenaed. Though the client’s attorney, who initiates the 
subpoena request is responsible for the court appearance and testimony fees, it does not mean that my testimony will be solely 
in the clients favor. I will only testify to my personal opinion and to the facts of the case.  

The following fees apply for court appearances: 

 Preparation time (including submission of records)    $250 / hour  
 Phone calls         $135 flat rate  
 Depositions        $250 / hour 
 Email or Written Letters      $135 flat rate  
 Time required in giving Testimony      $250 / hour  
 Mileage         $0.54 / mile 
 Time away from office due to depositions or testimony    $250 / hour  
 Filing a document with the court      $250 (plus court fees) 
 The minimum charge for a court appearance     $1500 

 All legal fees and costs incurred by me as a result of legal action   PAID IN FULL 

PLEASE NOTE: A retainer of $1500 is due in advance. If a subpoena or notice to meet an attorney(s) is received without a 
minimum of 48-hour notice there will be an additional $250 “express” charge. If the case is reset or rescheduled with notice of 
less than 72 business-hours, the clients will be charged $500 (in addition to the retainer of $1500). All fees are doubled if I have 
to postpone or interrupt personal or professional plans.  
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Potential Risks of Therapy:  

A. Studies suggest that marital therapy involving only one spouse can lead to the dissolution of the marriage instead of 
improving it.  

B. Changes in relationship patterns that may result from family therapy may produce unpredicted and/ or possibly 
adverse responsibility from other people in the client’s social system.  

C. A result of family therapy may be a realization on the part of the client that there are issues that may not have surfaced 
prior to the onset of the therapeutic relationship.  

Consent for Teleconference Sessions: 

1. I understand that my counselor may wish me to engage in a teleconference consultation. 

2. My counselor has explained to me how the video conferencing technology will be used to affect such a consultation will not be 
the same as a direct patient/health care provider visit due to the fact that I will not be in the same room as my health care 
provider. 

3. I understand there are potential risks to this technology, including interruptions, unauthorized access and technical difficulties.  

4. I understand that my counselor or I can discontinue the teleconferencing consult/visit if it is felt that the videoconferencing 
connections are not adequate for the situation. 

5. I understand that my healthcare information may be shared with other individuals for scheduling and billing purposes. Others 
may also be present during the consultation other than my health care provider and consulting health care provider in order to 
operate the video equipment. The above mentioned people will all maintain confidentiality of the information obtained. I further 
understand that I will be informed of their presence in the consultation and thus will have the right to request the following: (1) 
omit specific details of my medical history/physical examination that are personally sensitive to me; (2) ask non-medical 
personnel to leave the telemedicine examination room: and or (3) terminate the consultation at any time. 

6. I have had the alternatives to a teleconferencing consultation explained to me, and in choosing to participate in a 
teleconferencing consultation. I understand that some parts of the exam involving physical tests may be conducted by 
individuals at my location at the direction of the consulting counselor. 

7. In an emergent consultation, I understand that the responsibility of the teleconferencing counselor is to advise my next of kin to 
bring me to the nearest emergency room and the counselor’s responsibility will conclude upon the termination of the video 
conference connection. 

8. I have had a direct conversation with my counselor, during which I had the opportunity to ask questions in regard to this 
procedure. My questions have been answered and the risks, benefits and any practical alternatives have been discussed with me 
in a language in which I understand. 
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I have read the statement of practice of Dr. Rikki Permenter, Ph.D., LPC-S, LMFT and my signature below indicates she has answered 
any questions and I give my full informed consent to all services provided by Dr. Rikki Permenter, Ph.D., LPC-S, LMFT. 

Client Signature       Date 

Client Signature       Date 

Parent/ Guardian Consent for Treatment of a Minor:  

______________________________________________, give my permission for Dr. Rikki Permenter, Ph.D., LPC-S, LMFT 
        (Name of parent or legal guardian) 

to conduct therapy with my  ________________________________, ___________________________________________. 
    (Relationship)    (Name of minor)  

Parent or Legal Guardian Signature      Date 
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DEMOGRAPHIC INFORMATION 

Name: ___________________________________________________  

Age:  _____               Gender:________________ Decline to Answer 

Marital Status:  Please check all applicable 

   ___ Never Married___ Partnered  ___ Married  ___ Separated  ___ Divorced  ___ Widowed ___ Engaged 

Ethnicity: (Please describe your ethnic background) _______________________________________________ 

Emergency Contact:  Name: _________________________________  Relationship: ___________________ 

Address: ____________________________________________________  Phone: (_____)_____-_________  

HEALTH INFORMATION 

How is your physical health at present?  

 __ poor      __ unsatisfactory      __ satisfactory      __ good      __ very good 

Explain your response to present health (why good, fair, poor, etc) ____________________________________ 

_________________________________________________________________________________________ 

Date of last physical examination:  ______/______/_________   

Have you ever been hospitalized for a physical illness?  ______  If yes, describe _________________________ 

_________________________________________________________________________________________ 

Are you now under a doctor’s care  _______   Psychiatrist?  ________   

Name of Medical Doctor ____________________________________ Phone ___________________________ 

Name of Psychiatrist _______________________________________ Phone ___________________________ 

Reason for care ____________________________________________________________________________ 

Are you taking any medications?  _____ If yes please list below.    

Name & Dosage     Reason 

_______________________________  _______________________________________ 
_______________________________  _______________________________________ 
_______________________________  _______________________________________ 
_______________________________  _______________________________________ 
_______________________________  _______________________________________ 
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Have you ever been hospitalized for a mental illness?  _____  If yes, describe _____________________ 

____________________________________________________________________________________ 

Any recent major illnesses or surgeries?  ___________________________________________________ 

Any recurrent or chronic conditions?  ______________________________________________________ 

Any previous therapy/counseling? ______ If yes, please specify when, where, how long, and what for 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

Do you have any issues with sleeping? __ sleeping too little      __ poor quality sleep  __ disturbing dreams       
__ other _____________________________________________________________________________ 

How many times per week do you exercise?  ________  For about how long each time ________ 

Are you having any trouble with appetite or eating habits?  __ yes      __ no (if yes, check where applicable):   
__ eating less   __ eating more  __ binging __ restricting   __ significant weight change (over last 2 months) 
__ other _______________________________________________________________________________ 

Do you regularly use alcohol?  __ yes  __ no      If so, do you  or others consider your alcohol consumption a problem?  __ 
yes  __ no      __ unsure 
How often do you engage in recreational drug use?  __ daily  __ weekly  __ monthly  __ rarely __ never 
Do you consider this drug use a problem?  __ yes      __ no      __ unsure 

Do you have any problems or worries about sexual functioning?  __ yea  __ no (if yes, check where applicable):  __ lack 
of desire     __ performance problem  __ sexual impulsiveness     __ difficulties maintaining arousal  
__ worried about sexually transmitted disease      __ other _________________________________________ 

Have you ever experienced sexual assault, unwanted sex, or uncomfortable touching? 
__ frequently       __ a few times       __ once      __ never       __ uncertain 

Have you had suicidal thoughts recently?  __ frequently    __ sometimes    __ rarely    __ never 

Have you had suicidal thoughts in the past?  __ frequently    __ sometimes    __ rarely    __ never 

Have you ever intentionally inflicted harm upon yourself?  __ yes     __ no     __ unsure 

SOCIAL INFORMATION  

Approximately how many significant intimate relationships (e.g. lasting 6 months or more) have you been involved in?   
________  Are you in one now?  __ yes     __ no     __ I think so   __ It’s complicated 

Besides family members, approximately how many people can you really count on for friendship or emotional support?  
__________  
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List people (other than biological family) that you consider to be important to you and what they mean to you.   

Name      Significance/Importance 
_________________________________ _____________________________________________ 
_________________________________ _____________________________________________ 
_________________________________ _____________________________________________ 
_________________________________ _____________________________________________ 
_________________________________ _____________________________________________ 
_________________________________ _____________________________________________ 

Do you have any legal problems?       Yes          No 

EMPLOYMENT INFORMATION 

Occupation:  ______________________________________  How long?  ____________________ 

How many hours do you work per week? _________   Circle Shift: Nights/ Days/ Alternating Shifts  

How do you feel about your occupation (environment, pay, aspirations) ________________________________ 

_________________________________________________________________________________________ 

If presently unemployed, describe the situation  ___________________________________________________ 

_________________________________________________________________________________________ 

Hobbies/Avocations:  _______________________________________________________________________ 

FAMILY INFORMATION 

Spouse/ Partner: ______________________________________Date of Marriage/Dating:_________________ 

What do you enjoy about being with this person?  _________________________________________________ 

_________________________________________________________________________________________ 

What do you hope would improve in your relationship?  _____________________________________________ 

_________________________________________________________________________________________ 

________________________________________________________________________________________ 
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*List children by birth order with the oldest child first.   

Please check any past, present, or impending special problems in your family: ( place a “P” for past instances in the family 

you grew up in  and “C” for current issues with you, your children, or spouse) 

 __ deaths     __ physical/sexual abuse 

 __ divorce     __ financial crisis/unemployment 

 __ frequent relocations    __ legal problems 

 __ debilitating injuries/disabilities  __ attempted/completed suicide 

 __ alcohol/drug abuse    __ eating disorders 

 __ serious illness    __ other _________________________ 

 __ psychiatric disorder 

Please specify family member(s), with special problems, and when they where diagnosed (e.g. mother, serious illness, 

1998, etc.) __________________________________________________________________________ 

_________________________________________________________________________________________________

_________________________________________________________________________________ 

History of Past Relationships  

Name Age Gender Relationship (good, fair, distant, tense, etc.) 

Name of Significant Other Type of Relationship (circle one) Date Began Date Ended

Dating / Married / Engaged

Dating / Married / Engaged

Dating / Married / Engaged

Dating / Married / Engaged
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Have you personally experienced significant family abuse? __ none   __ unsure   __ emotional   __ physical    __ sexual 

Have you personally experienced legal problems?  __ yes     __ no 

In general, how happy or adjusted were you growing up?    
__ poor     __ unsatisfactory     __ about average     __ substantial     __ completely 

How much is your immediate family a source of emotional support for you? 
__ none     __ little     __ somewhat     __ substantial     __ very strong 

Who were you closest to growing up? _______________________________________________________ 

Who were you most distant from growing up? _________________________________________________ 

How much conflict in values do you currently experience with your parents 
__ very little or none     __ some     __ moderate     __ strong     __ extreme 

Who in your family do you currently feel closet to? ________________________________________________ 

Currently most distant from?____________________Currently in most conflict with? _____________________ 

Family of Origin (Who lived in your house with you growing up - or currently if you’re a minor) 

Name Age Three words to describe
Father

Mother 

Step Father 

Step Mother 

Sibling

Sibling 

Sibling 

Sibling 

Other

Other

Other

Other
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SPIRITUAL HISTORY 

Religious upbringing _____________________________  Present Affiliation ____________________________ 

Who/What influences your religions decisions? ___________________________________________________ 

How much do your religious beliefs affect your daily life? ____________________________________________ 

How would you describe your relationship with God? _______________________________________________ 

Do you want your religious affiliation to be a part of your therapy _______ If so how would like it to be a part of therapy 

(e.g. prayer, scripture reading, etc) ______________________________________________________ 

PRESENT SITUATION 

Please state what motivated you to come for counseling/therapy? ____________________________________ 

_________________________________________________________________________________________ 

How would you rate the intensity of the problem or concern that brought you in? (circle the appropriate number) 

1  2  3  4  5  6 
    Not Intense              Moderately Intense            Extremely Intense 

What would you like to experience that is different from what you are experiencing now? __________________ 

_________________________________________________________________________________________ 

How long has this been a difficulty for you? ______________________________________________________ 

In what ways have you attempted to cope with this difficulty? ________________________________________ 

_________________________________________________________________________________________ 

What attempts have been somewhat successful for you? ___________________________________________ 

_________________________________________________________________________________________ 

How much has this difficulty affected your . . . (circle appropriate number, 1=not at all, 5=very much) 

 Family    1 2 3 4 5 
 Work performance  1 2 3 4 5 
 Work attendance  1 2 3 4 5 
 Friendships   1 2 3 4 5 
 Health    1 2 3 4 5 
 Worry level   1 2 3 4 5 
 Feelings   1 2 3 4 5 
 Eating habits   1 2 3 4 5 
 Sleep    1 2 3 4 5 
 Concentration/restlessness 1 2 3 4 5 
 Anger    1 2 3 4 5 
 Relationship w/ other sex 1 2 3 4 5 
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Please state your expectations and wishes for therapy_____________________________________________ 

________________________________________________________________________________

____________________________________________________________________ 

________________________________________________________________________________

____________________________________________________________________ 

Please state anything else that you feel I need to know to effectively serve in counseling. 

________________________________________________________________________________

____________________________________________________________________ 

________________________________________________________________________________

____________________________________________________________________ 

Staff Use 

Therapist’s signature/credentials: _____________________________________________________________ Date___________________ 

Physical exam:   ______ Required     ______Not required (make note in chart when client reports physical is completed)   
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P A T I E N T  H E A L T H  Q U E S T I O N N A I R E - 9   
( P H Q - 9 )  

Over the last 2 weeks, how often have you been bothered 
by any of the following problems? 
(Use “܃” to indicate your answer) Not at all 

Several 
days 

More 
than half 
the days 

Nearly 
every 
day 

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

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

3. Trouble falling or staying asleep, or sleeping too much 0 1 2 3 

4. Feeling tired or having little energy 0 1 2 3 

5. Poor appetite or overeating 0 1 2 3 

6. Feeling bad about yourself — or that you are a failure or 
have let yourself or your family down 0 1 2 3 

7. Trouble concentrating on things, such as reading the 
newspaper or watching television 0 1 2 3 

8. Moving or speaking so slowly that other people could have 
noticed?  Or the opposite — being so fidgety or restless 
that you have been moving around a lot more than usual 

0 1 2 3 

9. Thoughts that you would be better off dead or of hurting 
yourself in some way 0 1 2 3 

                                                                                                              FOR OFFICE CODING     0      + ______  +  ______  +  ______ 

=Total Score:  ______ 

 
     

If you checked off any problems, how difficult have these problems made it for you to do your 
work, take care of things at home, or get along with other people? 

Not difficult  
at all 
� 

Somewhat  
difficult 
� 

Very  
difficult 
� 

Extremely  
difficult 
� 

 
 
 
 

 
 
 
 
 

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant from 
Pfizer Inc.  No permission required to reproduce, translate, display or distribute. 
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Generalized�Anxiety�Disorder�7-item�(GAD-7)�scale�
�

Over�the�last�2�weeks,�how�often�have�you�been�
bothered�by�the�following�problems?��

Not�at�
all�sure��

Several�
days��

Over�half�
the�days��

Nearly�
every�day��

1.��Feeling�nervous,�anxious,�or�on�edge�� 0�� 1�� 2�� 3��

2.��Not�being�able�to�stop�or�control�worrying�� 0�� 1�� 2�� 3��

3.��Worrying�too�much�about�different�things�� 0�� 1�� 2�� 3��

4.��Trouble�relaxing�� 0�� 1�� 2�� 3��

5.��Being�so�restless�that�it's�hard�to�sit�still�� 0�� 1�� 2�� 3��

6.��Becoming�easily�annoyed�or�irritable�� 0�� 1�� 2�� 3��

7.��Feeling�afraid�as�if�something�awful�might�
happen��

0�� 1�� 2�� 3��

Add�the�score�for�each�column� �+� +� +� ��

Total�Score�(add�your�column�scores)�=� �� �� �� ��

�
If�you�checked�off�any�problems,�how�difficult�have�these�made�it�for�you�to�do�your�work,�take�
care�of�things�at�home,�or�get�along�with�other�people?�
�
Not�difficult�at�all�__________�
Somewhat�difficult�_________�
Very�difficult�_____________�
Extremely�difficult�_________�
�
�
Source:�Spitzer�RL,�Kroenke�K,�Williams�JBW,�Lowe�B.�A�brief�measure�for�assessing�generalized�anxiety�
disorder.�Arch�Inern�Med.�2006;166:1092-1097.�

�
�



 
1706 HIGHWAY 63 

CLINTON, LA 70722 

CREDIT CARD AUTHORIZATION FORM  

I,  _________________________________ AUTHORIZE BENT TREE COUNSELING, LLC TO CHARGE 
AGAINST MY CREDIT CARD STANDARD FEES AS PAYMENT FOR COUNSELING SERVICES. THEY 
CAN CHARGE THIS FEE AT MY DISCRETION FOR SESSIONS RENDERED, IF I “NO SHOW” FOR 
AN APPOINTMENT,  IF I CANCEL AN APPOINTMENT WITHOUT GIVING 24-HOUR NOTICE, OR 
IF I HAVE AN OUTSTANDING BALANCE MORE THAN 15 BUSINESS DAYS.  

PRINT NAME AS APPEARS ON CARD: _______________________________________ 
SIGNATURE: _______________________________________ 

DATE: _______________________________________

CARD HOLDER INFORMATION 

NAME: 

BILLING ADDRESS: 

CITY:                                                              STATE:                                               ZIP: 

EMAIL ADDRESS: 

PAYMENT AUTHORIZATION 

CARD NUMBER:                                                              EXPIRATION DATE:

CARD IDENTIFICATION NUMBER CVV: 

CARD TYPE:   VISA       MASTERCARD      DISCOVER       AMEX 
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