
 

 
 

Welcome 

Kathleen Elmer, LCSWR 
Michael D McCrory, LMHC  

Behavioral Health Services 
Clifton-Fine Hospital Primary Care Clinic 

(315) 848-5404 

Beginning therapy means different things to different people, but it is often an action 
of courage, self- care, and hope. If this is your first experience with therapy, you might 
feel a bit nervous or apprehensive. This is normal. If you have prior experience with 
counseling, this may represent a chance to further grow your self- awareness. Either 
way – it is okay and we welcome you into this process. Therapeutic growth is a journey 
and counseling allows you the freedom and privacy to discuss issues that are often 
painful or difficult to discuss. It is within this space that you can begin to feel more at 
home within yourself and within your relationships. 
 

A few helpful suggestions 
 Before your scheduled appointment, consider writing down questions, topics, or 

issues you would like to focus on in your session. 
 Communicate your expectations so that we are working together toward your 

goals. 

 Provide ongoing feedback so we know how you’re doing, what is working, etc. 
 If you feel a need to increase or decrease the frequency of your sessions, or to 

end counseling, feel free to communicate that. This work should be done at 
your preferred pace. 

 It might be a good idea to bring a notebook or tablet with you to your counseling 
sessions to record notes and homework assignments; or to record questions for 
your counselor when between sessions. 

 If you have another professional involved in your care (e.g., family physician, 
psychiatrist, etc.), we would be happy to coordinate with him/her. (It is generally 
not advisable to have more than one mental health counselor involved in your 
treatment, at one time). 

 Try to make a commitment to yourself to remain in therapy and attend regular 
sessions, for as long as you feel necessary. If you wait until you have a crisis, it 
will be more difficult to build long- lasting coping skills. 

 If for any reason you would like to see a different therapist, please feel free to 
let us know. I can provide you with names of other therapists I would 
recommend to meet your needs. 

 If you experience thoughts of harming yourself or someone else, please say so. It 
is our responsibility to work with you to assess these thoughts and to develop a 
plan with you to maintain safety. Please also share if anyone is harming you so 
we can also work together on a plan to keep you safe. 

 
 

We look forward to working 
with you! 

 
 
 
 



       
Kathleen Elmer, LCSW-R  

Michael D McCrory, LMHC 
Behavioral Health Services 

Clifton-Fine Hospital Primary Care Clinic 
(315) 848-5404 

   Page 1 of 1 

 

Do I need a referral?  
No – anyone can schedule an appointment for counseling, at any time and for any reason. If 
you are unsure if counseling is right for you, please contact the clinic registration staff. 
They will connect you with a counselor to talk in more detail about the process of therapy.  
 

How do I make an appointment? 
Contact the Primary Care Clinic at (315) 848-5404 and ask to schedule a behavioral health 
appointment. 
 

What can I expect from my first session?  
During your first session, you and your counselor will meet privately to go over your mental 
health history and present concerns. There is plenty of time for questions, concerns and 
talking about the process. We know you might be nervous or uncomfortable, so we do our 
best to welcome you without judgment or expectations.  
 

Is what I say in counseling kept confidential?  
The basis of therapy relies heavily on trust and privacy. In counseling, you can rest assured 
that most everything discussed in session remains confidential. With that said, there are 
specific times when confidentiality is no longer legally protected. Counselors are legally-
mandated to report abuse and neglect of certain vulnerable populations and also to report 
life threatening self-harm and/or intent to harm others. The intent of this mandate is to 
help keep people safe. Counselors also must comply with court orders. 
 

How long will I be in counseling? 
Together, you and your therapist will determine the length of time most beneficial for you 
to be in counseling. Some people prefer only a few sessions, while others maintain a 
counseling relationship for many years. When you feel the time is right to end counseling, 
you and your counselor can create a plan for discharge. If the need arises again, you can 
always resume meeting or address frequency. You drive the pace and process of counseling.  
 

How should I make the most of my therapy experience? 
Sometimes it might not be clear where to start or what to talk about. Before starting 
therapy, you might have certain ideas or expectations for how to be in therapy, such as not 
disagreeing with the therapist or not asking many questions. Below are a few things that 
might be helpful to get the most out of your therapy: 

 Don’t pretend to be okay. It is okay to talk about things that feel embarrassing or 
scary. 

 Regularly attend your sessions and take an active part in them. 
 Work collaboratively with your counselor and be willing to explore new behaviors 

both within and outside the counseling sessions. 
 Be open and honest with your counselor about how the counseling sessions are going 

for you, particularly if you don’t think you are being helped. 
 Ask questions. If your therapist is talking about something you do not understand, or 

you feel uncertain about a particular suggestion – always ask questions. 
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Consent for Treatment 
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Behavioral Health Services 
Clifton-Fine Hospital Primary Care Clinic 

(315) 848-5404

We are treating you and we will do our best to accurately diagnose your condition and develop a plan of 

treatment that will help to foster your emotional health. This may include a recommendation for an 

evaluation to ascertain if medication therapy may be helpful for you.      

 _______(Initial) 

 

You are our patient and are entitled to confidentiality rights under state and federal law. Confidentiality, 

however, does not apply under certain situations. We are obligated by law to notify appropriate agencies 

with regards to any report of abuse or neglect of a minor, elderly person or disabled person; or any suspicion 

thereof. This includes physical or sexual abuse. Also, we have a duty to protect if we suspect anyone is in 

danger of seriously harming/killing themselves or has made threats to hurt someone else. Except in these 

rare situations, your child may have the right to keep particular topics confidential from even his/her 

guardian. Please respect this confidentiality. If there is any concern of harm, suicide or other dangerous 

behavior, you will be informed. 

                                                                                                                     _______(Initial) 
If a patient is a minor and parents are separated or divorced, the parent initiating treatment is responsible for 

notifying the other parent that counseling has been initiated and with providing counselor’s contact 

information.         

                                                                            _______(Initial) 

 

I,                               (patient), do hereby seek and consent to participate in counseling services 

provided by Clifton-Fine Hospital Clinic. If I am attending group counseling, I also understand and consent 

that confidentiality still applies, but that Clifton-Fine Hospital is not liable for group members breaking 

confidentiality. I understand that developing a treatment plan with this provider and regularly reviewing our 

work toward the treatment goals are in my best interest. I agree to play an active role in this process. I 

understand that no promises have been made to me as to the results of participating in counseling with this 

mental health professional.              

                                                                           ______(Initial)

    

I, ____________________(patient) understand that I may stop treatment with this mental health professional 

at any time. I am aware that I may lose other services or may encounter negative consequences if I stop 

treatment.                                                                          

           _______(Initial) 

 

I,____________________(patient) consent for my mental health professional to consult with my Primary 

Care Provider with regards to my mental health treatment. 

             _______(Initial) 

            

I,_____________________(patient) understand that I will be closed from current mental health services 

through Clifton-Fine Hospital if I miss two consecutive appointments or do not schedule a counseling 

session after four consecutive weeks. I, understand, however, that I can always re-establish counseling by 

calling to schedule another appointment. 

             ______(Initial) 

 

  

Patient Name (please print)   

 

Patient Signature ______________________________________________ Date ___/____/____ 
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Informed Consent for Tele-Mental Health Services 

 

Patient Name: ___________________________________   Patient Date of Birth: _____________________ 

 

I understand that telemedicine is the use of electronic information and communication 

technologies by a health care provider to deliver services to an individual when he/she is 

located at a different site than the provider; and hereby consent to the Clifton-Fine Primary 

Care Clinic Behavior Health providers, providing health care services to me via telemedicine.  

I understand that the laws that protect privacy and the confidentiality of medical information 

also apply to telemedicine. As always, your insurance carrier will have access to your medical 

records for quality review/audit.  

I understand that I will be responsible for any copayments or coinsurances that apply to my 

telemedicine visit.  

I understand that I have the right to withhold or withdraw my consent to the use of 

telemedicine in the course of my care at any time, without affecting my right to future care or 

treatment. I may revoke my consent orally or in writing at any time by contacting the Clifton-

Fine Hospital Primary Care Clinic at (315) 848-5404. As long as this consent is in force (has not 

been revoked) the Clifton-Fine Clinic Behavioral Health staff may provide health care services 

to me via telemedicine without the need for me to sign another consent form.  

 

Signature of Patient (or person authorized to sign for patient):  

_________________________________________________________________________ Date: ______________ 

 

If authorized signer, relationship to patient:  

____________________________________________________________________________________________ 

Witness: _____________________________________________________________Date: _________________ 
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Patient History 

  ______________________________________________________________________________________________________________________________________ 

DEMOGRAPHICS                                     Date: ____ /____  / ____ 

Name ________________________________________________ Date of Birth _____ /_____ /_____      Age _____   

Street Address: _____________________________________________________________________  

City:  State:  Zip Code:    

Phone Number:      Gender  ☐ Female  ☐ Male  ☐ Other (Specify)__________________ 

Sexual Orientation     ☐Straight/ Heterosexual ☐Gay, Homosexual ☐Other (specify)_________________ 

              ☐ Lesbian, Bisexual      ☐Decline 

Describe Your Ethnicity:  ☐White/Caucasian ☐Asian ☐Black/African American 

       ☐Native Hawaiian/Pacific Islander 

                               ☐Alaska Native/ American Indian- Tribe 

                               ☐Other (specify) _______________________________________________ 

Form completed by (if someone other than client) __________________________________________________________ 

PRIMARY REASON(S) FOR SEEKING SERVICES:  
Please check any current behaviors and symptoms that occur more often than you would like them to:  

☐ Aggression/Anger ☐Depression ☐Memory Impairment ☐Irritability 

☐Anxiety/Panic Attacks ☐Binging/Purging Food ☐Sexual Concerns ☐Cyber Addiction 

☐Coping 

☐Distressing Thoughts 

☐Chest Pain/Heart 

Palpitations 

☐Sleeping Problems 

☐ Avoiding People 

☐Substance 

Abuse/Addictive              

Behaviors 

☐Antisocial Behavior ☐Fear/ Phobias ☐Distractibility ☐Elevated Mood 

☐Fatigue ☐Gambling ☐Hallucinations ☐Impulsivity 

☐Judgement Errors ☐Loneliness/Withdrawing ☐Mood Shift ☐ Alcohol Dependence 

☐Sick Often ☐Suicidal Thoughts ☐Trembling ☐Worrying/hopelessness 

 

Other Mental Health Concerns (Specify): 
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________ 
 
Briefly discuss how the above symptoms impair your ability to function effectively: 
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________ 

 
Are you currently on any medications to help with the above behaviors and symptoms? If so please list 
name, dosage, and directions of medication: 
______________________________________________________________________________________________________________
__________________________________________________________________________________________________________ 

 
What are your goals for therapy? 
____________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________ 
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Do you feel suicidal at this time? ☐Yes ☐No   

If Yes, Explain: 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

PAST MEDICAL HISTORY 
Please Check the boxes that apply to you.  

☐ADHD 

☐Adrenal Disorder 

☐A-Fib   

☐Anemia   

☐Arthritis  

☐Asthma   

☐Bleeding Disorder 

☐Blood Clot 

☐Cancer   

☐Celiac Disease 

☐Chicken Pox 

☐COPD 

☐Crohn's Disease  

☐Depression  

☐Diabetes 

 Type 1 or 2  

☐Diverticulosis  

☐Eczema   

☐Edema   

☐Epilepsy 

☐Fibromyalgia 

☐Gout   

☐Heart Attack  

☐Heart Disease/ CHF 

☐Heart Murmur 

☐Hemorrhoids 

☐Hepatitis 

☐Hernia   

☐High Blood Pressure 

☐High Cholesterol 

☐HIV/AIDS 

☐Kidney disease  

☐Kidney Stone 

☐Lung Disease  

☐Lyme disease 

☐Malaria   

☐Measles 

☐Migraines 

☐Multiple Sclerosis 

☐Mumps  

☐Neuropathy 

☐Osteoporosis 

☐Polio   

☐Psoriasis 

☐Reflux Disease/ GERD

  

☐Rheumatic Fever 

☐Rheumatoid Arthritis 

☐Seizures 

☐Skin Disorder 

☐Stroke   

☐Thyroid: Hyper/Hypo 

☐Tuberculosis 

☐Ulcer  

☐Pacemaker 

☐Goiter 

 

Other (please specify): 

____________________________________________________________________________________________________________ 

 

FAMILY INFORMATION/PSYCHOSOCIAL HISTORY   
                                                                                             

                                                                                              Resides With You?           Alive?                                                                                 
Relationship 

 
Name Age Yes No    Yes No 

Mother __________________________________ ______ ☐ ☐    ☐ ☐ 

Father __________________________________ ______ ☐ ☐    ☐ ☐ 

Spouse __________________________________ ______ ☐ ☐     ☐ ☐ 

Children __________________________________ ______ ☐ ☐    ☐ ☐ 

Children __________________________________ ______ ☐ ☐    ☐ ☐ 

Significant others (e.g.), brothers, sisters, grandparents, step-relatives, half-relatives. (Please specify 
relationship.) 

Relationship 
 

Name Age Yes No    Yes No 

___________ __________________________________ ______ ☐ ☐    ☐ ☐ 
___________ __________________________________ ______ ☐ ☐    ☐ ☐ 
___________ __________________________________ ______ ☐ ☐    ☐ ☐ 
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Marital Status:  

☐Single Length of time ___________ ☐Legally Married Length of time ___________ 

☐Separated Length of time ___________ ☐Unmarried, Living 

Together 

Length of time ___________ 

☐Widowed Length of time ___________ ☐Divorced Length of time ___________ 

☐ Annulment Length of time ___________ ☐Divorce in process/ 

Anticipated Divorce 

Length of time ___________ 

Total number of marriages ________ Assessment of current relationship (if applicable): ☐Good☐Fair☐Poor 

 

Parental Information 
☐Parents legally married ☐Mother remarried  No. of times: _________ 

☐Parents have separated ☐Father remarried    No. of times: _________ 

☐Parents have divorced  

Special circumstances (e.g., raised by a person other than parents, information about spouse/children not 

living with you, etc: 

___________________________________________________________________________________________________________ 

DEVELOPMENT 

Are there special, unusual or traumatic circumstances that affected your development?  ☐Yes ☐No 

If yes, please describe: 

___________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

History of abuse? ☐Yes ☐No  

If yes, which type(s)? ☐Sexual ☐Physical ☐Verbal ☐Emotional 

If yes, was the abuse as a: ☐Victim  ☐Perpetrator 

Childhood Issues?  ☐Neglect ☐Inadequate nutrition ☐Other (specify): _________ 

In your life, have you ever had any experience that was so frightening, horrible, or upsetting that in the 
past month you:  
Had nightmares about it or thought about it when you did not want to? ☐Yes ☐No 

Tried hard not to think about it or went out of your way to avoid 
situations that reminded you of it?  

☐Yes ☐No 

Were constantly on guard, watchful, or easily startled? ☐Yes ☐No 

Felt numb or detached from others, activities or your surroundings?  ☐Yes ☐No 

 
Education 

Years of education: ______Currently enrolled in school?  ☐Yes     ☐NO      ☐High school graduate/G.E.D. 

☐Vocational No. of years: _________ Graduated: ☐Yes  ☐No Major___________________ 

☐College No. of years: _________ Graduated: ☐Yes  ☐No Major __________________ 

☐Graduate No. of years: _________ Graduated: ☐Yes  ☐No Major __________________ 

Other training: 

____________________________________________________________________________________________________________ 

Special circumstances (e.g., Learning disabilities, gifted): 

____________________________________________________________________________________________________________ 
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                                                              SOCIAL RELATIONSHIPS 

Check how you generally get along with other people: (Please check all that apply) 

☐Affectionate ☐Aggressive ☐Avoidant ☐Leader 

☐Follower ☐Friendly ☐Fight/argue often ☐Outgoing 

☐Shy/ Withdrawn ☐Submissive ☐Other (specify): ________________________________ 

Sexual Dysfunction: ☐Yes    ☐NO    

If yes, describe: ___________________________________________________________________________________________ 

CHEMICAL USE HISTORY 
Do you have any current/historical substance or alcohol use?  ☐Yes ☐No  

If yes:  
Have you ever felt you ought to cut down on your alcohol or substance use?  ☐Yes     ☐No 

Have people annoyed you by criticizing your alcohol or substance use?  ☐Yes     ☐No 

Have you ever felt bad or guilty about your alcohol or substance use?  ☐Yes     ☐No 

Have you ever used alcohol or substances first thing in the morning to steady your 
nerves or to get rid of a hangover?  

☐Yes     ☐No 

Do you smoke, vape, or chew? ☐Yes     ☐No 

Do you use pain medications?  ☐Yes     ☐No 

Do you believe that your alcohol or substance use has created problems in your life, job, 
and/or relationships?  
If yes, describe: 
_____________________________________________________________________________________ 

☐Yes     ☐No 

 

SPIRITUAL/RELIGIOUS 

How important to you are spiritual matters? ☐Not ☐Little ☐Somewhat ☐Very 

Are you affiliated with a spiritual/religious group? ☐Yes ☐No  

If yes, Describe: __________________________________________________________________________________________ 

Were you raised within a spiritual/religious group? ☐Yes ☐NO If yes, Describe: _________________________ 

Would you like your spiritual/religious beliefs incorporated into the counseling?  ☐Yes ☐No 

 

Are you experiencing any problems due to cultural or ethnic issues? ☐Yes ☐No   

If yes, describe: 

____________________________________________________________________________________________________________ 

LEGAL 

Are you involved in any active cases (traffic, civil, criminal?) ☐Yes ☐No 

If yes, please describe and indicate the court and hearing/trial dates and charges: 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________  

Are you presently on probation or parole? ☐Yes ☐No 

Past history:  Traffic Violations: ☐Yes ☐No       DWI, DUI, etc:  ☐Yes ☐No 

  Criminal involvement: ☐Yes ☐No  Civil Involvement: ☐Yes ☐No 



 
 

   Kathleen Elmer, LCSW-R  

      Michael D McCrory, LMHC  

Behavioral Health Services 

Clifton-Fine Hospital Primary Care Clinic 

(315) 848-5404 

 
 

Filed a Restraining order or subjected to one currently:  ☐Yes ☐No 

 

EMPLOYMENT 

Begin with most recent job, list job history:  

Employer Dates Title Reason you left How often 

did you miss 

work? 

________________________ ____________ _______________________ ________________________ ___________ 

________________________ ____________ _______________________ ________________________ ___________ 

________________________ ____________ _______________________ ________________________ ___________ 

Currently employed: ☐Fulltime ☐Part-time ☐Temporary ☐Laid off ☐Disabled ☐Retired ☐Unemployed 

LEISURE/RECREATIONAL 

Describe special areas of interest or hobbies(e.g., art, books, crafts, physical fitness, sports, outdoor 

activities, church activities, walking, exercising, diet/health, hunting, fishing, bowling, travel, etc.) 

 Activity               How Often?       How often in the past? 

__________________________  _______________________      ______________________________  

__________________________  _______________________      ______________________________  

__________________________  _______________________      ______________________________  

 

 

COUNSELING/PRIOR TREATMENT HISTORY 

    Yes No  When    Where 

Counseling/Psychiatric ☐ ☐ ______________________________     ________________________________ 

Your reaction to overall experience: _________________________________________________________________________ 

Suicidal thoughts/attempts ☐ ☐ ______________________________     ________________________________ 

Your reaction to overall experience: ________________________________________________________   _______________ 

Drug/alcohol treatment ☐ ☐ ______________________________     ________________________________ 

Your reaction to overall experience: _________________________________________________________________________ 

Hospitalizations           ☐ ☐ ______________________________     ________________________________ 

Your reaction to overall experience: _______________________________________    ________________________________ 

Involvement with self-help Groups (AA, AL-ANON, NA, OA) 

                                    ☐ ☐ ______________________________     ________________________________ 

Your reaction to overall experience: ______________________________    _________________________________________ 

 

 


