
J Today's Date: 

Ebony Counseling Consulting and Supervision 

REGISTRATION FORM 

4300 B Street Ste 301 
Anchorage, AK 

99503 

907-602-0305

CLIENT INFORMATION 

Client's last name: [Last First: [First ! Middle: I Marital status:Name) Name} / [Initial) 1 ··--- -===-::.::==::-::::-=--==:-::::::::::::-==---==:::=:=======-=--=--=--=--=--=-=-=�=:--==-:---:=::-::;:::======--===�=1
-,;-this your legal • 1f �ot,-�hat·i; your : 

·i • .F. 
i Former name: I Birth date: Age: name? legal name? I 

r::�
s 

�
No 

____ L __________ _l_ __ _ ____ _ __ ! ______ i __
ADDRESS 

! Home phone no.:
'; 

i 

Cell phone no.: 

Sex: 

SSN (Optional) 

Occupation: : Employer: Employer phone no.: 

Chose clinic because/referred to clinic by 

Other family members seen here: 
INSURANCE INFORMATION 

(Please Provide a Copy of Your Card)~ ..,. -·---------···-· 
Person responsible i B"rth d t for bill: : ' a e. 

··- i . - -�-----------1 

Is this person a 
client here? 

I 

i 
! (' Yes CNo 

I Address (if different): 

Is this client covered by 
insurance? 

Home phone no.: 

i 
i 

Cves C No 

...... - --- - ~-------)--�--- ·- ------------··-· -------- "f'---�----------1 

: Employer address: ! Employer phone no.:Occupation: / Employer: 

Please indicate primary insurance: 
�-.----,.,.,-----·· --�· • - --- ---

Subscriber's name: Subscriber's S.S. 
no.: Birth date: 1 Group no.: 

·--- - -

j Policy no.: Co
payment: 







Ebony McClain, PhD. LPC, LPC-S 

Ebony Counseling Consulting and Supervision 

4300 B Street Ste 301

Anchorage,AK,99503 

Phone: 907-602..0305 

Email: ebonycounseling@gmail.com 

Disclosure Information 

Background of Ebony McClain: 

Education and training: Ph.D. in Psychology. EMDR trained and hypnotherapy 
certified therapist 

Certification: Licensed Professional Counselor (LPC) and LPC Supervisor in the 
State of Alaska 

Professional Associations: American Psychological Association and Alaska 
Psychological Association 

Approach to therapy: Person Centered. I use an eclectic approach to include 
experiential therapy and cognitive behavioral therapy. 

Fees: 

Intake Session: $300.00 per hour 

Individual Therapy: $250.00 per hour 

Family Therapy: $250.00 per hour 

Group Therapy: $175.00 per hour 
*Fees are subject to change. You will receive notice of future changes

Cancellation Policy: You must cancel with 24 hour notice (see Informed Consent).
Failure to do so will result in the credit card on file being billed for the cost of the 
appointment. 

Business and Ethics Information: 

Ebony Counseling Consulting and Supervision (ECCS) is a licensed business with 
the state of Alaska 

Ebony McClain is the owner of ECCS and holds an LPC license in the state of 
Alaska. 

Ebony McClain adheres to the standards of the American Counseling Association. 
A copy of the Code of Ethics for counselors may be found by visiting the American 
Counseling Association's website. 

Reviewed and signed: Therapist _______ Date: __ _ 

Reviewed and signed Client: ________ Date: ___ _ 



Ebony Counseling Consulting and Supervision 

4300 B Ste 301

Anchorage, AK 99503

907 -602-0305 

Ebe>ny McClain, Ph.D, LPC, LPC-S. 

Mental Health Counseling 

INFORMED CONSENT 

Welcome, and thank you tor choosing to work with me. 

Before we begin, it is important that you read this document thoroughly. It contains important 

legal information, information about the counseling process, your rights, and my policies and 

procedures. Please read it carefully. 

PSYCHOTHERPIST-CLIENT SERVICES AGREEMENT 

This form has been developed to provide you with information about psychotherapy procedures and 

practices. It contains information about the Health Insurance Portability and Accountability Act (HIPAA), 

privacy rules and some professional ethical codes relevant to therapy. A separate notice has also been 

provided. You may choose to revoke this agreement at any time, which will mean you no longer consent 

to treatment; however some parts may still be enforced. Please be aware that you are not formally 

accepted as a client until expressly agreed upon by both parties (client and counselor) AFTER the Initial 

Intake Session. 

PSYCHOTHERAPIST-CLIENT RELATIONSHIP 

It is not appropriate for a Psychotherapist to engage in any relationship other than a Therapist-Client 

relationship with a client or former client and it is inappropriate to give or receive gifts. Any abusive 

behavior is inappropriate and will be grounds for termination of the therapeutic relationship. 

CONFIDENTIALITY 

Confidentiality is critical to your sense of safety and your ability to build a trusting relationship with me. 

You should know that I consult with other therapists on cases - I do not use names and I disguise 

identity of my clients, unless I have your written permission in advance. Consulting with others therapists 

allows me to give you a broader base of knowledge to drawn from in determining how best to serve you. 

There are a few situations in which confidentiality may be broken. They are as follows: 

1) If I determine that you are at clear and imminent risk to harm yourself or others.

2) As mandated by law, including, for example, if there is a vulnerable child or adult at risk. I am

mandated to report this to the appropriate authorities.

Ebony McClain, Ph.D.,LPC 1 









Ebony McClain, Ph.D.-------- 4300 B Street Ste 301 Anchorage AK, 9950:3 
Licensed Professional Counselor ebonycounseling@gmail.com 

r-C-REDI-T-CARD PREAUTHORIZATION FORM 

I authorize Ebony McClain, Ph.D.LPC to keep my signature on file and to charge fees, or partial fees, 
to my Credit Card account for services provided to 

(Print Patient or Client Name) 

for the balance of charges not paid by insurance and not to exceed the amount of the full fee as detailed in 
the "Agreement for Psychotherapeutic Services" and Dr. McClain "Disclosure Statement" for each 
appointment including any fees for missed appointments or cancellations without 24 hour notice. 

I agree that: 

• ifinsurance benefits are assigned to Dr. McClain, I am still responsible for the total charges
incurred regardless of any insurance denial or insurance partial payments unless
other arrangements regarding fees have been made. The responsibility will be limited by any
participating provider arrangements Dr. McClain may have with an insurance
company or network.

• this authorization is valid until canceled in writing.

• charges for ongoing services will be posted to my credit card account within a week of each service
date. Charges for completion of payment after a partial payment by my insurance company will be
posted within a month of Dr. McClain receiving an Explanation Of Benefits from my insurance
company. All charges will appear on my statement as "Ebony Counseling Consulting and
Supervision". The amount charged on my account will depend on use of services, insurance
arrangements, and agreement now in effect with Dr. McClain.

• if I have any problems or questions regarding charges to my account, I will contact Dr. McClain
for assistance. / agree that I will not llispute any charges with my credit card company unless I
have already attempted to rectify the situation directly with Dr. McClain

Cardholder Name (please print): ___________________________ _

Billing Address (where your card statements are mailed): _____________________ _

Cit • State: _____ Zip: __________ _ 

Card Type (circle one): Visa MasterCard Security Code: ______ _ 
Account#: __________________ _ Exp. Date: ________ _ 

Cardholder Signature: ______________ _ Date: ___________ _ 



Ebony Counseling Consulting and Supervision 
4300 B Street Suite 301 

Anchorage AK 99503 

Biographical Information - Intake Form 

Please fill out this biographical background form as completely as possible. It will help me in 
our work together. Information is confidential as outlined in the Informed Consent and the 
mp AA Notice of Privacy Practices. If you do not desire to answer any question, merely write, 
"Do not care to answer." Please print or write clearly and fax or email at a minimum of one 
week prior to the first session. 

NAME: MALE/FEMALE: DA TE: 
------------- --- -----

DA TE OF BIRTH and PLACE OF BIRTH: AGE: 

ADDRESS: 

----- - - - - -- - -- -

TELEPHONES: H: Cell: Work/Off: Fax: 
--- ---- --- --------

FOR ROUTINE MESSAGES: Phone# Email: 
------ -----------

FOR CONFIDENTIAL/PRIVATE MESSAGES: Phone# Email: Text: 
--- --- ---

HIGHEST GRADE/DEGREE: TYPE OF DEGREE: 
----- ----------

PERSON & PHONE NO. TO CONTACT IN EMERGENCY: 
-----------

REFERRAL SOURCE: 
-------------- ----------

OCCUPATION (former, if retired): 
--------------------

PRESENTING PROBLEM (be as specific as you can: when did it start, how does it affect you.): 

Estimate the severity of above problem: Mild __ Moderate __ Severe _Very severe __ 

CURRENT: Marital status: Live with someone: Name: Years: 
------










