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Karen Peninger, M.Ed., LPC-Intern
Supervised by Penny Haight, LPC-S
4545 Bellaire Dr. S. Ste 6
Fort Worth, TX 76109
(817) 657-1115
penny@counselingbypenny.com

INFORMED CONSENT – ADULT
TRAINING AND BACKGROUND
Karen Peninger, M.Ed., LPC-Intern is a Licensed Professional Counselor-Intern licensed by
the Texas State Board of Examiners of Professional Counselors under the supervision of Penny
Haight, LPC-S
I have worked with individuals of all ages, ethnicity, gender, religion, sexual orientation, and
socio-economic status. Karen Peninger, M.Ed., LPC-Intern under the supervision of Penny Haight,
LPC-S is trained in multiple methodologies including Applied Behavior Analysis (ABA), Solution
Focused Brief Therapy (SFBT), Cognitive Behavioral Therapy (CBT), Play Therapy, Art Therapy, and
Sand Tray Therapy. I am also a Certified School Counselor and Certified Positive Discipline Parent
Educator.
CONFIDENTIALITY AND HIPAA
I will treat all information you share with confidentiality according to HIPAA standards. It is your
right that sessions and records be kept private. Texas state law requires to inform you that in certain
cases your confidentiality is not protected, and your information may be disclosed to the appropriate
authorities/agencies. These cases are:
● If there is reason to believe that you may harm yourself or others.
● If there is reason to believe that you are involved in or have knowledge of abuser neglect of a
child; or abuse, neglect, or exploitation of a person who is elderly or has a disability.
● If I am ordered to disclose by state or federal courts.
The Texas State Board of Examiners for Licensed Professional Counselors requires to notify you
who would maintain records in the case of my death or disability. Loretta Smith is the Custodian of
Records and she has agreed to follow the guidelines set forth by the above-mentioned board.
Additionally, you may sign a release form granting permission to designated third parties to receive
and send information that you request. I will never disclose your information for any reason without
your knowing of her intent.
_______ Initials
THERAPEUTIC RELATIONSHIP
The relationship between therapist and client is the container through which change can take
place. As such, the relationship is often one in which close emotional bonds develop. It is also a
professional relationship, in which appropriate boundaries must be maintained. Because the therapist
client relationship is so important, I cannot be involved in a social relationship or friendship that exists
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outside of the therapy room. Limiting the relationship to the office keeps your therapeutic environment
safe, secure, and free of outside complications that could interfere with your therapy work.
Counseling can improve as well as upset the equilibrium in any person or family. Counseling is a
personal exploration and may lead to changes in your life perspectives and decisions. These changes
could be temporarily distressing. You may leave a message on a private,
confidential voice-mail (817-657-1115) at any time. However, this number is not an emergency phone
number. I do not provide 24-hour crisis counseling. Should you experience an emergency
necessitating immediate mental health attention call 9-1-1 or go to an emergency room for
assistance.
_______ Initials
FEES
The fee is $150.00 per 50-55 minute session. Payment in full is due at the time services are
rendered. Fees must be paid at the beginning of each session. When payments are collected at the
end
of a session, the momentum of the session can be de-railed.
Should I need to communicate with lawyers, communicate with insurance companies,
complete documentation for medical needs, complete documentation for psychological evaluations,
complete FMLA forms, complete ESA documentation, etc. I charge a fee is $80 per half-hour.
Should you request for me to complete any documentation or attend any meetings without 48 hours’
notice an additional expedited fee of $40 will be assessed. Should you subpoena me as a factual
case witness or involve her in any court-related processes, I charge a fee of $2,500.00 for legal
depositions, case preparation, travel, and witness time.
_______ Initials
SESSION GUIDELINES
Sessions are 50-55 minutes. Sessions begin on the hour and end at the scheduled time. Late
arrival on your part will not extend the scheduled ending time for a session. The frequency of
sessions and the length of the psychotherapy are aspects of the work that you and I will decide
together. Brief therapy is usually around 10 sessions. Some clients need additional sessions to reach
their treatment goals. If there is a set time and day that works best for your schedule (e.g., every
Monday at 5 PM) a recurring appointment may be arranged if that time and day is available.
However, after 2 cancellations that recurring spot will be forfeited.
You are in control of the counseling relationship and may choose at any time to end the
therapeutic relationship. If at any time you are dissatisfied with my services as a therapist, you have a
right to let me know. If you do not feel that I will resolve your complaint, you may file a formal
complaint through contact with the Texas Board of Examiners of Licensed Professional Counselors at
1-800-942-5540. You are responsible for any appointments that are not canceled at least 24 hours
prior to the appointment time with the EXCEPTION OF AN EMERGENCY. If you need to cancel an
appointment a 24 hours’ notice must be given otherwise a fee will be charged of $150 for the
missed appointment.
_______ Initials
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CONTACT INFORMATION
● Counseling by Penny staff may leave appointment reminders or contact me via
texting/calling this phone number
_________________________________________________________________________________
______
● Counseling by Penny staff may leave appointment reminders via email
_________________________________________________________________________________
______
● Counseling by Penny staff can call this emergency contact in the event I cannot be reached
__________________________________________________________________________
__________
I have read the information contained in this Informed Consent. I consent to treatment as
described in this form. I have read a copy of the Confidentiality/HIPAA Practices. I understand this
agreement.
Signature ____________________________________________________________ Date_________________
INSURANCE
Insurance card with this form to be photocopied
Name of Insured: _____________________________________________ SSN:
______________________________
Insured’s DOB: ____________________ Insurance Carrier: _______________________________________
Benefit/Eligibility Phone Number: (________) _________ - _______________________________
ID#: ______________________________ Group#: ______________________________________________
Deductible: ______________________________________________________________________________
Person responsible for bill: ____________________________________________________________
Address: ______________________________________ CITY: ___________________ ST:
_________
ZIP: ___________
Insured’s Employer: _____________________________
Address: ______________________________________ CITY: ___________________ ST:
__________
ZIP: ___________
I authorize the release of any medical or other information necessary to process this claim.
______ Parent Initials
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I authorize payment of medical benefits to the provider of services. I understand that I am responsible
for my bill, not my insurance company. I am aware that if my insurance company declines payment, I
am responsible for my bill.
Signature __________________________________________________________________ Date__________

Please describe your reason(s) for seeking treatment at this time (Include when the problem started):
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
How would you know you are doing better than before you started counseling?
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
Please list other health care professionals you currently see:
__________________________________________________
_________________________________________________________________________________________________________________________
Please list any other health problems:
____________________________________________________________________________
_________________________________________________________________________________________________________________________
Please list any current medications and dosage:
_________________________________________________________________
_________________________________________________________________________________________________________________________
Have you ever received counseling before? If yes, please indicate when, for how long, with whom,
and
reason(s) for treatment
__________________________________________________________________________________________
___
_________________________________________________________________________________________________________________________
Please list any relevant family history (family members, mental health diagnosis, abuse, divorce, etc.)
or
additional information related to your mental health:
__________________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________

Please indicate past or current struggles:
___Depression
___Family Conflict
___Chronic Illness
___Grief/Loss
___Relationship Issues
___Eating or Weight Problem
___Anxiety
___Behavioral Problems
___Obsessions/Compulsions
___Chronic Pain
___ADHD
___Sexuality/Sexual Issues
___Abuse/Victimization
___Stress
___Schizophrenia/Psychosis
___Loneliness/Isolation
___Drug/Alcohol

___Anger
___Domestic Violence
___Phobias/Fears

___Manic Episodes
___Trauma
___Legal Matters
___Suicidal Thoughts
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Other:
___________________________________________________________________________________________
___ (Please explain)
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