
EVOLVE Counseling and Wellness
Please fill out the fields on this form completely. Then you may print it and either mail it or bring it in personally to 
my office. Due to security risks inherent in email, please do not use e-mail to submit this, or any other form 
containing sensitive information
(social security number, credit card info, etc.)
The office of Karen Israel, M. Ed., LPC will not accept these forms via e-mail and further, assumes no responsibility if 
they are e-mailed.

PATIENT INFORMATION FORM
First Name:_______________________________________  Last Name:_________________________________________ MI:____
Address:
City:________________ State:________________ Zip Code:________________
Home Phone:______________________________________ Work Phone:________________________________________ 
Mobile Phone:_____________________________________
E-Mail Address:____________________________________
Major Credit Card:   MasterCard    Visa     American Express

Credit Card Number: _________________________________________________________  Expiration Date:  ______________    CVV Code: ______________  Zip: __________________
Date of Birth:_______________________ Marital Status: _________________________
Employer Name:_____________________________________________________
Referred by:_______________________________
Referrer Phone:___________________________
Emergency Notification:
Name: _______________________________________ Relationship:____________________________________ 
Phone:_______________________________________

EVOLVE  Counseling and Wellness

17760 Preston Rd.  Dallas, Texas 75252  972-567-5000  karen.israel@gmail.com     www.evolvecounseling.co/
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EVOLVE Counseling and Wellness
SESSION SCHEDULING POLICY

As a conscientious practitioner, I strive to offer you the most out of our time together.
Please read these policies carefully.
____________  When a session is scheduled, attendance is expected. Please arrive on time to your scheduled session.
____________  Initial, diagnostic sessions will last 60 minutes and regular weekly sessions will last 60 minutes unless 
otherwise planned.
____________  If an initial or weekly session is scheduled less than 24 hours ahead of the actual session time, a cancellation or
a no-show is subject to a Full Session Fee Charge.

LATE ARRIVAL POLICY
(Please initial each item bel0w)

____________  Please advise me, by telephone or e-mail, if you are going to be late for your scheduled session.
____________  If you are 15 minutes or later to your scheduled session, you run the risk of shortening your session if there is 
another patient scheduled directly after you.
____________  In the event that you are 15 minutes or later to your scheduled session and have not called ahead, another 
patient needing your session time will receive the time slot.
____________  In the event of a no-show or late arrival without notice, you will be charged the full session fee.
_____________   I agree to allow Karen Israel, M.Ed., LPC to charge my credit card 
for a no-show, late cancellation, and/or late fee.

CANCELLATION POLICY
 _____________  In the event that you may need to reschedule or cancel an appointment, I ask that you fulfill these criteria:
Submit your credit card information in full in the event that an appointment is missed or improperly cancelled.
______________  Please give at least 24 hours notice to avoid being charged for the full session fee.
______________  Please send in your payment within one week (7 days) of the missed appointment to avoid additional late fees
or having the bill sent to a collection agency.
______________  If the balance is not paid by one week after the missed appointment, there is a $25 charge per week that your 
payment is late.
______________  Sessions scheduled for Mondays must be cancelled the previous Friday by 5pm to avoid being charged for the
full session fee.
______________  If you are able to reschedule your appointment within the same calendar week (Monday-Friday), there will be
no charge for the late cancellation.
Thank you for your cooperation with my policies. As I respect your valuable time, I appreciate your respect of mine.

___________________________________________________________                                             ______________________________________________________
Name                                                  Date
____________________________________________________________
Signature
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