


Fairbanks Therapy Associates Inc. 
helping navigate life's journey 

Hello 
We are pleased you have chosen to come to FTA Inc. Our staff looks forward to working with you. We 
strongly encourage you to take an active role in your counseling experience, and we're pleased to discuss 
any questions you may have. 

Prior to your first appointment, it is important that you discuss our fee with your insurance company and 
inquire as to whether they accept your counselor's credentials. Ultimately, you are responsible for the fees 
for services rendered. Thank you. 

Our office hours are Tuesday through Friday, 10:00 a.m. to 5:00 p.m. Our office is not open for clients on 
Monday. In case of an emergency after hours, call 911. After 5 p.m., the agency is officially closed, and 
clients attending after-hour appointments or groups must be picked up promptly. There is no childcare 
available at any time. 

FT A clinicians work to assist clients in resolving the challenges in their lives. We believe that as you and 
your counselor work together to address your concerns, you will develop a sense of self-awareness that 
will influence your behavior and feelings. As a therapy client, you may choose to end our professional 
relationship at any point. We will be supportive of that decision. We also have the option of ending our 
counseling association ifwe determine it is necessary. 

If counseling is successful, you will feel better able to face life's challenges in the future without our 
support or intervention. 

Therapy appointments last fifty (50) minutes (initial___). Everyone at our agency will respect the same 
level of confidentiality as outlined in our Notice of Privacy Practices (initial___), which is available 
from our Front Office staff. We will keep confidential anything you say to us, with the following 
exceptions: (1) you sign a release directing us to tell someone else; (2) we determine you are a danger to 
yourself or others; (3) suspicion of child abuse or elder abuse; and/or (4) we are ordered by a court to 
disclose information (initial __). 

FT A assures you that our services will be rendered in a professional manner consistent 
with accepted ethical standards. Please note that it is impossible to guarantee any specific results 
regarding your treatment goals. However, together we will work to achieve the best possible results for 
you. 

By signing this document you are giving your counselor consent to provide mental health services to the 
identified client. If the client is a minor, your signature confirms your legal authority to sign on behalf of 
the minor. If you have any questions, feel free to ask. Please sign and date this form. 

Client Signature Date 
---------------- ---------

Staff Signature Date 
---------------- ---------
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Billing Information 
FTA inc billing rate for an initial intake assessment session is $375.00. Sessions thereafter start at 
$250.00 per 50 minute session with our senior clinician or $180 for 50 minute session with a junior 
clinician. Our billing rate is based on the reasonable and customary charges billed by other counseling 
services in the Fairbanks area. Our goals are to (1) assure the highest quality of services and (2) ensure the 
provision of counseling services to all of those in need; 'FTA Inc. offers a number of options regarding the 
payment of your bill. Below is a list of third-party billers. If you are in need of special assistance 
regarding payment of services, please check with the appropriate program listed below directly. 
_ Self Pay: I will pay in full at time of service. 

Insurance: Please bill my insurance company( s ). (If my insurance company does not pay for the 
entire amount of the cost of services, I understand I am responsible for the remainder of the charge.) 

TriCare client: Dependents do not need pre-authorization; Active Duty Service Members require a 
referral from their PCM. 
_ Chief Andrew Isaac ,Center Referral: You must have an authorization voucher from TCC. (Jf you 
have insurance, your insurance company must be billed before CAIC is billed.) 
_ Office of Children's Services: A Purchase Authorization must be sent directly to Ff A from your case 
worker. Appointments will be canceled if a proper authorization is not received in time. 
_ Division of Vocational Rehabilitation: A Purchase Authorization must be sent directly to Ff A from 
your case worker. Appointments will be canceled if a proper authorization is not received in time. 
_ Fairbanks North Star Borough School District: A Purchase Authorization must be sent directly to 
FTA from your case worker. 

**Appointments will be canceled if a proper authorization is not received in time. 
_ Credit Card Payment: Please charge my credit card at the time of service. 

VISA MasterCard 
Acct.# ____________ Exp. Date: _____ 3 Digit Code: __ _ 
I authorize the release of relevant information to my insurance carrier or other provider as required to 
establish benefits, and I agree to assign those benefits to FT A Inc. This authorization is valid unless I 
revoke it in writing. It may be revoked or renewed as desired by both parties. 

Printed Name _________ Signature ____________ Date ______ _

This Notice Describes Bow Treatment Information About You May Be Used And Disclosed And 
Bow You Can Get Access To This Information. Please Review It Carefully. 

When you receive treatment from the FfA Inc. we will obtain and/or create health information about you. 
Health information includes any information that relates to ( 1) your past, present, or future physical 
and/or mental health or condition; (2) the health care provided to you; and (3) the past, present, or future 
payment for your health care. 

The following notice tells you about our duty to protect your health information, your privacy rights, and 
how we may use or disclose your health information. 
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• To report suspected child abuse· or neglect;
• Federal and State laws prohibit re-disclosure of information about alcohol or drug abuse

treatment without your permission.
• Federal rules restrict any use of information about alcohol or drug abuse treatment to criminally

investigate or prosecute any alcohol or drug abuse patient.

I hereby acknowledge that I have received and have read a copy of FT A Inc. Notice of Privacy Practices. 
I understand that if I have any questions regarding the Notice or my privacy rights, I can contact FT A at 
907-452-2473.

Signature of Client 
------------

Witness 
----------------

11 

Date: 

Date: 

---------

---------
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Court/LEGAL FEE AGREEMENT 

• If you become involved in any litigation and an employee of LEAP, Alternatives to
Violence has to appear in Court, write a report, or give testimony telephonically, the
following will apply:

• There will be a fee of$350 per hour/per employee, with a 1 hour minimum.

• The fee will apply whether the employee testifies in person or telephonically.

• The hourly fee applies from the time the employee is subpoenaed to appear in court to
the time the court releases them.

• There is a fee of $17 5 per hour for any time required to produce a written report,
attorney contact, trial/hearing preparation, collateral contact, document review etc.

Clients are expected to pay a $350 deposit prior to the scheduled court date and pay any balance 
due within 10 days of the court appearance. If the court date is canceled less than 24 hours in 
advance a $50 fee will be charged. 

Client Name: 
--------------------------

Attorney: 
---------------------------

Client Signature: Date: 
---------------- ------

Witness: Date: 
----------------------' ·-------
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Adult Therapy Intake Form 

Last Name: First Name: Middle Name: 

□_Parent/Guardian of patient? Name/Relationship to Patient: ________________ _

Today's Date: ___ / ___ / ___ D Male D Female S.S.# ____________ _
Date of Birth: ___ / ___ / ___ Age: ___ _
Physical Address: ________________ Apt. ___ City: ________ _
State: __ Zip: ___ _
Billing Address: ________________ Apt. ___ City: ________ _
State: __ Zip: ___ _ 
Home Phone Work: Cell/ Alternate.: 

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

Fax:() E-mail: ___________________ _
Employer: ______________ Occupation: ____________ _ 
Employer Address: ________________ Telephone: () _______ _

EMERGENCY CONTACT 
Name: Relationship to you ---------------- -------------

Address: -----------------------------------

City: _______________________ State: ___ Zip: ______ _ 
Daytime Phone: Evening: Cell/ Alt: 

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

REFERRED BY: 

Where were you born? ---------------------------

What is your ethnic identity? __________________________ _ 
Religious preference: ----------------------------

Do you work at the present time? 
No 

----

____ Yes, Full or part time? ______ _ 
____ Student, Full or part time? 

Homemaker 
----

Retired 
----

____ Supported by savings, family, etc ... 
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If yes, please describe: 

Fairbanks Therapy Associates Inc. 
helping navigate life's journey 

Are you having any problems with your sleep habits? __ Yes ___ No 
(If yes, circle where applicable) 

Sleeping too little Sleeping too much Poor sleep Disturbing dreams Other 
Use this space to describe sleep issues: 

How many times a week do you exercise? ____ _ 
For about how long each time? ____________ _ 
What type of exercise do you do? 

Do you have any ongoing health issues? If so, what are they? 

Have you ever been hospitalized? If so when and for what? 

Are you having any difficult with appetite or eating habits? ___ Yes ___ No 
(I/yes, circle where applicable) 

Eating less Eating more Binging Restricting Significant weight change 

Do you have any problems or worries about sex? __ Yes __ No 

Lack of desire 
Other 

(If yes, circle where applicable) 
Performance Sexual Impulsiveness Maintaining arousal 

What activities do you enjoy doing in your free time? 

Which of the following applies to you? 
I am D _ D Single D _□Married_ Partnered_ O Divorced_ O Widowed_ D Other 
__ I am in a serious relationship and we live together 

3 Fairbanks Therapy Associates Inc. 
PO Box 82842, Fairbanks, AK 99708 

907-452-2473 f: 452-6903
www.FairbanksTherapyAssociates.com 

FT A@FairbanksTherapyAssociates.com 





Hospitalizations 
Anxiet 
Depression 
Other mental illness 
Ulcers or colitis 
Asthma 
Serious physical illness 
Weight/ eating problems 
Anorexia 
Bulimia 
Insomnia 
Attempted/ completed 
Suicide 
Epilepsy 
Physical Abuse 
Sexual Abuse 
Injuries/disabilities 
Childhood 
Illnesses 
Frequent relocations 
Learning problems 
Deaths 
Divorce 
Financial 
Crisis/unemployment 
Legal problems 
Other 

Fairbanks Therapy Associates Inc. 
helping navigate life's journey 

Are your parents married or divorced? 
-------------------

If Divorced, are either of them re-married? 

Who are your main supports? 

What are your strengths? 
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Adverse Childhood Experience (A CE) Questionnaire 
Finding your ACE Score rahbr 102406 

While you were growing up, during your first 18 years of life: 

1. Did a parent or other adult in the household often ...
Swear at you, insult you, put you down, or humiliate you? 

or 
Act in a way that made you afraid that you might be physically hurt? 

Yes No If yes enter 1 

2. Did a parent or other adult in the household often ...
Push, grab, slap, or throw something at you? 

or 
Ever hit you so hard that you had marks or were injured? 

Yes No 

3. Did an adult or person at least 5 years older than you ever ...

If yes enter 1 

Touch or fondle you or have you touch their body in a sexual way? 
or 

Try to or actually have oral, anal, or vaginal sex with you? 
Yes No If yes enter 1 

4. Did you often feel that ...
No one in your family loved you or thought you were important or special? 

or 
Your family didn't look out for each other, feel close to each other, or support each other? 

Yes No If yes enter 1 

5. Did you often feel that ...
You didn't have enough to eat, had to wear dirty clothes, and had no one to protect you? 

or 
Your parents were too drunk or high to take care of you or take you to the doctor if you needed it? 

Tos� If���l 

6. Were your parents ever separated or divorced?
Yes No If yes enter 1 

7. Was your mother or stepmother:
Often pushed, grabbed, slapped, or had something thrown at her? 

or 
Sometimes or often kicked, bitten, hit with a fist, or hit with something hard? 

or 
Ever repeatedly hit over at least a few minutes or threatened with a gun or knife? 

Yes No If yes enter 1 

8. Did you live with anyone who was a problem drinker or alcoholic or who used street drugs?
Yes No If yes enter 1 

9. Was a household member depressed or mentally ill or did a household member attempt suicide?
Yes No If yes enter 1 

10. Did a household member go to prison?
Yes No 

Now add up your "Yes" answers: 

If yes enter 1 

This is your ACE Score 

or, check box

or, check box

or, check box

or, check box

or, check box

or, check box

or, check box

or, check box

or, check box

or, check box



ALASKA SCREENING TOOL 

Client Name: _________ ___________ Client Number: ______ _ _  _ 

Staff Name: Date: __ __ ________ _

Info received from: (include relationship to client) ____ _ _ _____________ __ _ 

Please answer these questions to make sure your needs are identified. Your answers are important to help us serve 
you better. If you are filling this out for someone else, please answer from their view. Parents or guardians usually 
complete the survey on behalf of children under age 13. 

SECTION I - Please estimate the number of days in the last 2 weeks 

(enter a number from 0-14 days): 0-14 days

1. Over the last two weeks, how many days have you felt little interest or pleasure in doing things? ..... __ 

2. How many days have you felt down, depressed or hopeless? .............................................................. __ 

3. Had trouble falling asleep or staying asleep or sleeping too much? ..................................................... __ 

4. Felt tired or had little energy? ............................................................................................................... __ 

5. Had a poor appetite or ate too much? .................................................................................................. __ 

6. Felt bad about yourself or that you were a failure or had let yourself or your family down? .............. __ 

7. Had trouble concentrating on things, such as reading the newspaper or watching TV? ...................... __ 

8. Moved or spoken so slowly that other people could have noticed? ..................................................... __ 

9. Been so fidgety or restless that you were moving around a lot more than usual? ............................... __ 

10. Remembered things that were extremely unpleasant? ........................................................................ __ 

11. Were barely able to control your anger? .............................................................................................. __ 

12. Felt numb, detached, or disconnected? .............................................................................................. .. 

13. Felt distant or cut off from other people? ............................................................................................ __ 

SECTION II - Please check the answer to the following questions based on your lifetime. 

14. I have lived where I often or very often felt like I didn't have enough to eat, had to
wear dirty clothes, or was not safe ................................................................................... 0 Yes O No 

15. I have lived with someone who was a problem drinker or alcoholic, or who used
street drugs ....................................................................................................................... 0 Yes O No 

16. I have lived with someone who was seriously depressed or seriously mentally ill ........... 0 Yes O No 

17. I have lived with someone who attempted suicide or completed suicide ........................ 0 Yes O No 

18. I have lived with someone who was sent to prison ........................................................... 0 Yes O No 

19. I, or a close family member, was placed in foster care ...................................................... 0 Yes O No 

20. I have lived with someone while they were physically mistreated or seriously
threatened ......................................................................................................................... 0 Yes O No 

21. I have been physically mistreated or seriously threatened ............................................... 0 Yes O No 

a. If you answered "Yes", did this involve your intimate partner (spouse, girlfriend,
or boyfriend)? ................................................................................................................ 0 Yes O No 
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ALASKA SCREENING TOOL 

SECTION Ill - Please answer the following questions based on your lifetime. (D/N = Don't Know) 

22. I have had a blow to the head that was severe enough to make me
lose consciousness ............................................................................................. 0 Yes 0 No 0 D/N

23. I have had a blow to the head that was severe enough to cause a concussion . 0 Yes 0 No 0 D/N

If you answered "Yes" to 22 or 23, please answer a-c:

a. Did you receive treatment for the head injury? ..................................... 0 Yes 0 No 

b. After the head injury, was there a permanent change in anything? ...... 0 Yes 0 No 0 D/N

C. Did you receive treatment for anything that changed? .......................... 0 Yes 0 No 

24. Did your mother ever consume alcohol? ........................................................... 0 Yes 0 No 0 D/N

a. If Yes, did she continue to drink during her pregnancy with you? ......... 0 Yes 0 No 0 D/N 

SECTION IV - Please answer the following questions based on the past 12 months. 

25. Have you had a major life change like death of a loved one, moving, or loss of a job? .... 0 Yes O No 

26. Do you sometimes feel afraid, panicky, nervous or scared? ............................................. 0 Yes O No 

27. Do you often find yourself in situations where your heart pounds and you feel
anxious and want to get away? ......................................................................................... 0 Yes O No 

28. Have you tried to hurt yourself or commit suicide? .......................................................... 0 Yes O No 

29. Have you destroyed property or set a fire that caused damage? ...................................... 0 Yes O No 

30. Have you physically harmed or threatened to harm an animal or person on purpose? ... 0 Yes O No

31. Do you ever hear voices or see things that other people tell you they don't see
or hear? ............................................................................................................................. 0 Yes O No 

32. Do you think people are out to get you and you have to watch your step? ...................... O Yes O No 

SECTION V - Please answer the following questions based on the past 12 months. 

33. Have you gotten into trouble at home, at school, or in the community, because of
using alcohol, drugs, or inhalants? .................................................................................... 0 Yes O No 

34. Have you missed school or work because of using alcohol, drugs, or inhalants? ............. 0 Yes O No 

35. In the past year have you ever had 6 or more drinks at any one time? ............................ 0 Yes O No 

36. Does it make you angry if someone tells you that you drink or use drugs, or
inhalants too much?: ......................................................................................................... 0 Yes O No 

37. Do you think you might have a problem with alcohol, drug or inhalant use? ................... O Yes O No 

THANK YOU for providing this information! Your answers are important to help us serve you better. 
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