
Twin Brooks Intake 

Client Name D.O.B. Referral Source Today’s Date 

Address City State Zip 

Email Home Phone Work Phone Cell Phone 

Where Can I Contact You? 
 Email  Home Phone  Work Phone               

 Cell Phone - text                Cell Phone – Voice 

Where Can I Leave a Message? 
 Email  Home Phone  Work Phone               

 Cell Phone - text                Cell Phone – Voice 

Emergency Contact Relationship Phone Number(s) 

Reason for Seeking Help 

Services 
Deluxe Package Premium Package Hourly 

Organizing/ 
De-cluttering 

□ 15 pre-paid hours
$975 (cash/check) $1000 (credit)

□ 10 pre-paid hours
$700 (cash/check) $724 (credit)

□ $75/hour (cash/check)
$78 (credit)

Consulting 
□ 15 pre-paid hours

$1200 (cash/check) $1230
(credit)

□ 10 pre-paid hours $900
(cash/check) $925 (credit)

□ $100/hour
(cash/check) $103
(credit)

Insurance Rates Self-Pay 
Individual 
Psychotherapy □ $125*/hour billed to

insurance □ $80/hour self-pay *1st session is billed at
$150/hr 

Group 
Psychotherapy □ $50/group billed to

insurance □ $40/group self-pay

______ I have read, understand, and agree to comply with Twin Brooks Policies and Agreement for Services. I 
understand that these policies will always be available to me on the Twin Brooks website and that I can request a hard 
copy if desired. 

______ I understand that the Premium and Deluxe packages are not refundable even if I do not use all the hours 
purchased, and that they will only be refunded if Twin Brooks is unable to provide the services within five years of this 
agreement.  

I have received the HIPAA Privacy Notice and I know who to contact with questions. I understand that this will______  
always be available to me on the Twin Brooks website and that I can request a hard copy if desired. 

Signature of Client, Parent, or Legal Guardian Date Signature of Witness Date 

N o  J u d g m e n t .  J u s t  R e l i e f .  ℠ 

Twin Brooks | 614.795.0626 |  kkruzan@twinbrooks.us | www.twinbrooks.us 
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