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Nathan Swisher, PsyD, PLLC  
www.swishercounseling.com | 970.381.6093 

 

Client Intake Packet: Adult Psychological Testing & Evaluation 

 

1. Consent to Treatment (pages 2-5) - This form outlines my education, 
registration, your rights in treatment, and other office policies. Please take time to 
review it. Your signature is required on this form.  
 

2. Colorado Notice Form of HIPPAA Legislation (pages 6-9) - This notice describes 
how psychological and medical information about you may be used and disclosed and 
how you can access this information. Please review it carefully. Your signature is 
required to acknowledge your receipt of this privacy notice.  
 

3. Client Information (pages 10-13) - This includes basic contact information as well as 
brief background information on you and your situation. 
 

 

All sections do need to be completed and returned to me at our first session. We will 
review the packet and check to make sure no signatures were missed. I do suggest my 
clients keep a copy of their packet for their records. 
 

I look forward to working with you. 
 

Sincerely, 
 

Nathan Swisher 
Licensed Clinical Psychologist 
Colorado PSY.0003840 
 
 
 
 
 
 
 
 

 
Office Location: 

 
4657 W. 20th St., Unit C 

Greeley, CO 80634 
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Disclosure Statement and Consent to Treatment  
This is document contains the information necessary for you to understand and consent 

to before beginning psychological services. Please feel free to ask me for further 
clarification. 

 

Education and Degrees 

 

Doctor of Psychology in Clinical Psychology 

Rosemead School of Psychology, Biola University, La Mirada, CA, 2011 
 
Master of Arts in Clinical Psychology 
Rosemead School of Psychology, Biola University, La Mirada, CA, 2008 
 

Bachelor of Arts; Major: Biblical Studies, Concentration: Psychology 

Trinity Western University, Langley, British Columbia, Canada, 

2006 

 

Registration 

 

Colorado Licensed Psychologist: PSY.0003840 
 
Colorado Certified Addiction Counselor II: ACB.0007799 
 

The practice of licensed or registered persons in the field of psychotherapy is regulated by 

the Mental Health Licensing Section of the Division of Registrations. The Department of 

Regulatory Agencies, Psychologist Examiners Board can be reached at 1560 Broadway, 

Suite 1350, Denver, Colorado 80202, (303) 894-7800. As to the regulatory requirements 

applicable to mental health professionals: A Licensed Psychologist must hold a doctorate 

degree in psychology and have one year of post-doctoral supervision. 

 

Client’s Rights 

 

You are entitled to receive information from your therapist about the methods of 
testing and evaluation, the techniques used, the duration (if known), and the fee 
structure. You may view this information at my website, www.swishercounseling.com, 
and/or you are welcome to speak about it further with me in person. You can seek a 
second opinion from another clinician or terminate services at any time. 

 

Generally speaking, the information provided by and to the client during testing 
and evaluation is legally confidential and cannot be released without the client’s 
consent. Unless you grant permission to do so via a Release of Information, I will 
not inform anyone that you are receiving psychological services, nor disclose the 
content of information gathered. 
 

There are certain legal exceptions to this confidentiality, some of which are listed in 
section 12-43-218 of the Colorado Revised Statutes as well as other exceptions in 
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Colorado and Federal law. The following are conditions under which I may be legally 
required to break confidentiality: 
  

• If there is reasonable suspicion that you pose a serious physical danger to 
yourself or others.   

• If you disclose that you or another person has physically or sexually abused or 
molested a child or an incompetent or disabled person.   

• If you disclose that a child or an incompetent or disabled person is suffering 
because of neglect.  

• If there is reasonable suspicion of any incident of elder abuse or neglect.  
• If there is any suspected threat to national security.  

 

If a legal exception arises during therapy, if feasible, you will be informed accordingly. 
The Mental Health Practice Act (CRS 12-43-101, et seq.) is available at: 
http://www.dora.state.co.us/mental-health/Statute.pdf. 
 

Information disclosed to a licensed psychologist, licensed social worker, licensed 
professional counselor, licensed marriage and family therapist, licensed or certified 
addiction counselor, or an unlicensed psychotherapist is privileged communication and 
cannot be disclosed in any court of competent jurisdiction in the State of Colorado 
without the consent of the person to whom the testimony sought relates. 
 

Colorado law requires that any individual seeking mental health services must be 
informed that sexual intimacy between a client and therapist is never appropriate and 
should be reported to the governing board immediately. 
 

Office Policies 
 
 
Contact and Messages  
The best number at which to reach me is (970) 381-6093. Please feel free to call me 
there regarding any questions you may have (i.e. billing, appointments, etc.). 
Sometimes though, I may not always be able to answer. After hours, leave a voicemail 
message with your contact information and you will be contacted the next business day. 
Please know however that I am not a 24 hour counseling center. In an emergency, 
please call 911. 
 
Sessions and Scheduling  
Separate sessions are typically scheduled for clinical interviewing, testing, and testing 
feedback. Typically, these services are scheduled weeks in advance. As this time is 
reserved exclusively for you, it is necessary to charge for appointments that are not 
canceled at least 48 hours in advance. In the event of an emergency, special 
consideration may be given regarding the cancellation policy. 
 
Fees and Payment  
I see clients on a fee-for-service basis only. The client/parent is responsible for payment 

in full at the time of each session. My hourly rate for formal psychological testing and 

evaluation is $180.00. Because testing and evaluation is a highly individualized service, 
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I will consult with you prior to beginning the service to provide a cost estimate. Payment 

can be made by credit card although cash or check is preferred. A $25 administrative 

fee will be charged on all checks that are returned for non-sufficient funds. 
 
Phone consultations are billed in 15-minute increments ($30.00 minimum). All calls 
over five minutes will be billed accordingly. Any additional work requested such as 
providing summary notes to a third party, will be billed at a prorated rate based on our 
current hourly rate.  
 
Insurance  
Many insurance plans reimburse for some portion of psychotherapy or other 
psychological services. While I am not currently paneled with any insurance providers, 
many of them may reimburse you for mental health services. At your request, I am 
happy to provide paperwork necessary for you to submit to your insurance requesting 
out-of-network reimbursement. Check with your carrier for specifics on your coverage. 
Please direct questions about reimbursement amounts and timeliness to your 
insurance company. 
 
 

Consent and Agreement to Psychological Testing and Evaluation 

 

I,___________________, agree to allow the evaluator named below to perform the 
following services: 
 
 Psychological testing, assessment, or evaluation  Report writing 
 Other 
(describe):____________________________________________________________ 
 
This agreement concerns  myself or  __________________________________ 
 
I understand that these services may include direct, face-to-face contact, interviewing, 
or testing. They may also include the evaluator’s time required for the reading of 
records, consultations with other psychologists and professionals, scoring, interpreting 
the results, and any other activities to support these services. HIPAA requires that we 
provide you with a Notice of Privacy Practices (the Notice) for use and disclosure of PHI 
for treatment, payment and health care operations. The Notice, which is attached to this 
Agreement, explains HIPAA and its application to your personal health information in 
greater detail.  
 
I understand that the fee for this (these) service(s) is at $180.00 per hour. Though my 
health insurance may repay me for some of these fees, I understand that I am fully 
responsible for payment of these services. 
 
I understand that this evaluation is to be done for the purpose(s) of: 
 
_____________________________________________________________________ 
 
_____________________________________________________________________ 
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I also understand the evaluator agrees to the following: 
 
1. The procedures for selecting, giving, and scoring the tests, interpreting and storing 
the results, and maintaining my privacy will be carried out in accord with the rules and 
guidelines of the American Psychological Association, the Health Insurance Portability 
and Accountability Act (HIPAA) and other professional organizations. 
 
2. Tests will be chosen that are suitable for the purposes described above. (In 
psychological terms, their reliability and validity for these purposes and population have 
been established.) These tests will be given and scored according to the instructions in 
the tests' manuals, so that valid scores will be obtained. These scores will be 
interpreted according to scientific findings and guidelines from the scientific and 
professional literature. 
 
3. Tests and test results will be kept in a safe place. 
 
I understand that a psychological evaluation is an interactive process between the client 
and evaluator. It is meant to promote understanding and treatment planning. 
Sometimes the process can be emotionally painful and other times it may be fulfilling. I 
have the right to choose my evaluator or to refuse services. If I choose to end services 
for any reason I understand Nathan Swisher, PsyD, PLLC will make a list of qualified 
evaluators available to me. I should question the rationale of treatment if it is unclear to 
me. While the evaluator has every expectation of helping, they cannot guarantee any 
specific outcome. 
 
I agree to help as much as I can, by supplying full answers, making an honest effort, 
and working as best I can to make sure that the findings are accurate. My signature 
below confirms that I have read the above and agree to its terms and also serves as an 
acknowledgement that I have received the HIPAA Notice Form described above. 
 
_____________________________________   _____________ 
Signature of client (or parent/guardian)     Date 
 
I, the evaluator, have discussed the issues above with the client (and/or his or her 
parent or guardian). My observations of this person's behavior and responses give me 
no reason, in my professional judgment, to believe that this person is not fully 
competent to give informed and willing consent. 
 
_____________________________________   _____________ 
Signature of evaluator       Date
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Colorado Notice Form of HIPAA Legislation  
This notice describes how psychological and medical information about you may be 

used and disclosed and how you can get access to this information. 
Please review it carefully. 

 

I. Uses and Disclosures for Treatment, Payment, and Health Care 
Operations 

 

I may use or disclose your protected health information (PHI), for treatment, payment, 
and health care operations purposes with your consent. To help clarify these terms, 
here are some definitions: 
 

“PHI” refers to information in your health record that could identify you. 
 

“Treatment, Payment, and Health Care Operations”  
– Treatment is when I provide, coordinate or manage your health care 
and other services related to your health care. An example of treatment 
would be when I consult with another health care provider, such as your 
family physician or another psychotherapist.   
– Payment is when I obtain reimbursement for your healthcare. Examples 
are when I disclose your PHI to your health insurer for reimbursement for 
health care or to determine eligibility or coverage.   
– Health Care Operations are activities that relate to the performance and 

operation of my practice. Examples of health care operations are quality 

assessment and improvement activities, business-related matters such as 

audits, administrative services, case management, and care coordination.  

 

“Use” applies only to activities within my [office, clinic, practice group, etc.] such 
as sharing, employing, applying, utilizing, examining, and analyzing information 
that identifies you. 

 

“Disclosure” applies to activities outside of my [office, clinic, practice group, 
etc.] such as releasing, transferring, or providing access to information about 
you to other parties. 

 

II. Uses and Disclosures Requiring Authorization 

 

I may use or disclose PHI for purposes outside of treatment, payment, or health care 
operations when your appropriate authorization is obtained. An “authorization” is 
written permission above and beyond the general consent that permits only specific 
disclosures. In those instances when I am asked for information for purposes outside of 
treatment, payment or health care operations, I will obtain an authorization from you 
before releasing this information. I will also need to obtain an authorization before 
releasing your Psychotherapy Notes. “Psychotherapy Notes” are notes I have made 
about our conversation during a private, group, joint, or family counseling session, 
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which I have kept separate from the rest of your medical record. These notes are given 
a greater degree of protection than PHI. 
 

You may revoke all such authorizations (of PHI or Psychotherapy Notes) at any time, 
provided each revocation is in writing. You may not revoke an authorization to the 
extent that (1) I have relied on that authorization; or (2) if the authorization was obtained 
as a condition of obtaining insurance coverage, law provides the in-surer the right to 
contest the claim under the policy. 
 

III. Uses and Disclosures with Neither Consent nor Authorization 

 

I may use or disclose PHI without your consent or authorization in the 
following circumstances: 
 

Child Abuse – If I have reasonable cause to know or suspect that a child 
has been subjected to abuse or neglect, I must immediately report this to 
the appropriate authorities. 

 

Adult and Domestic Abuse – If I have reasonable cause to believe that an at-
risk adult has been mistreated, self-neglected, or financially exploited and is at 
imminent risk of mistreatment, self-neglect, or financial exploitation, then I must 
report this belief to the appropriate authorities. 

 

Health Oversight Activities – I may be required to disclose information to the 
Department of Health and Human Services, if requested, to prove that I am 
complying with regulations that safeguard your health information. 

 

Judicial and Administrative Proceedings – If you are involved in a court 
proceeding and a request is made for information about your diagnosis and 
treatment or the records thereof, such information is privileged under state law, 
and I will not release information without your written authorization or a court 
order. The privileged does not apply when you are being evaluated or a third 
party or where the evaluation is court ordered. You will be informed in advance if 
this is the case. 

 

Serious Threat to Health or Safety – If you communicate to me a serious threat of 
imminent physical violence against a specific person or persons, I have a duty to 
notify any person or persons specifically threatened, as well as a duty to notify an 
appropriate law enforcement agency or by taking other appropriate action. If I 
believe that you are at imminent risk of inflicting serious harm on yourself, I may 
disclose information necessary to protect you. In either case, I may disclose 
information in order to initiate hospitalization. 

 

Worker’s Compensation – I may disclose PHI as authorized by and to the extent 

necessary to comply with laws relating to worker’s compensation or other similar 
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programs, established by law, that provided benefits for work-related injuries or 
illness without regard to fault. 

 

IV. Patient’s Rights and Psychotherapist’s Duties 

 

Patient’s Rights: 
 

Right to Request Restrictions – You have the right to request restrictions on 
certain uses and disclosures of protected health information regarding you. 
However, I am not required to agree to a restriction you request. 

 
Right to Receive Confidential Communications by Alternative Means and at 
Alternative Locations – You have the right to request and receive confidential 
communications of PHI by alternative means and at alternative locations. (For 
example, you may not want a family member to know that you are seeing me. On 
your request, I will send your bills to another address.) 

 

Right to Inspect and Copy – You have the right to inspect or obtain a copy (or 
both) of PHI in my mental health and billing records used to make decisions 
about you for as long as the PHI is maintained in the record. I may deny your 
access to PHI under certain circumstances, but in some cases you may have this 
decision reviewed. On your request, I will discuss with you the details of the 
request and denial process. 

 

Right to Amend – You have the right to request an amendment of PHI for as long 
as the PHI is maintained in the record. I may deny your request. On your request, 
I will discuss with you the details of the amendment process. 

 

Right to an Accounting – You generally have the right to receive an accounting 
of disclosures of PHI. On your request, I will discuss with you the details of the 
accounting process. 

 

Right to a Paper Copy – You have the right to obtain a paper copy of the notice 
from me upon request, even if you have agreed to receive the notice 
electronically. 

 

Psychotherapist’s Duties: 
 

I am required by law to maintain the privacy of PHI and to provide you with a 
notice of my legal duties and privacy practices with respect to PHI. 

 

I reserve the right to change the privacy policies and practices described in this 
notice. Unless I notify you of such changes, however, I am required to abide by 
the terms currently in effect. 

 

If I revise my policies and procedures, I will notify my client by mail. 
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V. Questions and Complaints 

 

If you have questions about this notice or have other concerns about your privacy rights, 
you may contact Nathan Swisher, PsyD, at 970-381-6093. 
 

You may also send a written complaint to the Secretary of the U.S. Department of 
Health and Human Services. The person listed above can provide you with the 
appropriate address upon request. 
 

You have specific rights under the Privacy Rule. I will not retaliate against you for 
exercising your right to file a complaint. 
 

VI. Effective Date, Restrictions, and Changes to Privacy Policy 

 

This notice will go into effect on January 1st, 2011. 
 

I reserve the right to change the terms of this notice and to make the new notice 
provisions effective for all PHI that I maintain. I will provide you with a revised notice by 

mail within ten business days prior to changes. 
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Client Information and Background  
Please take some time and fill this out as completely as possible. 

If you need more room, please feel free to attach a piece of paper. 
All of this is confidential. Your thoroughness is appreciated. 

 

Tell me about you 
 
Legal Name: ___________________________________ 
 
Preferred Name: _______________ Date of Birth: ___ / ___ / ______ 
 
Mailing Address: _______________________________________________________ 
 
Primary Phone: (         )  
 

This is my: mobile home work  
 
It is ok to leave: Voicemails Texts Neither  
 

Alternate Phone: (         )  
 

This is my: mobile home work  
 
It is ok to leave: Voicemails Texts Neither 

 
Email Address: ________________________________________ 
  
In case of an emergency, whom should I contact (name, relationship, and phone 
number)? 
 
______________________________________________________________________ 
 
How did you hear about me (please be as specific as possible)? 
 
______________________________________________________________________ 
 
Occupation (current or most recent):  
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
How many jobs have you had?  
 
______________________________________________________________________ 
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What is the longest employment position you have held?  
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
What are some reasons for leaving previous employment positions?  
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
Have there been any occupational tasks that have been difficult for you in the 
past?  
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
Highest Education Level completed:  
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
Any history of special education services?  
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
What kinds of grades did you typically receive in school? What were some of 
your areas of strengths or weaknesses?  
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
Describe your current relational status (how long, first names, significant events): 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
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Describe your current living situation (include first names/ages of all others living 
in the home): 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
Please briefly describe your family background (for example, where you were 
born, who raised you, childhood impressions, significant relationships, having 
children, etc.) 

 
______________________________________________________________________ 
 
______________________________________________________________________ 

 
______________________________________________________________________ 

 
______________________________________________________________________ 

 
______________________________________________________________________ 

 
______________________________________________________________________ 

 
______________________________________________________________________ 

 
 
Tell me about why you are coming in today. 
 
What are the biggest or most important problems that you are facing right now? 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
What goals do you have for psychological testing and evaluation? 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
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Tell me about your medical and mental health history 
 
Primary doctor? _____________________________________  
 

Phone: (         )  
 

Address: ________________________________________________________ 
 

Approximate date of last physical: _______________________ 
 
Please describe any past or current medical conditions/problems. 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
 
Please describe current sleep, diet, and exercise habits.  
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
To your knowledge, any complications with your mother’s pregnancy and/or 
delivery with you? 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
To your knowledge, any difficulty meeting developmental milestones on time (for 
example, walking, talking, etc.)?  
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
Any history of head injuries or loss of consciousness?   Yes    No 
 
______________________________________________________________________ 
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Any history of surgeries or medical hospitalizations?   Yes    No 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
Are you taking any prescription medications (if yes, please describe)?   Yes    No 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
Have you ever been hospitalized for mental health reasons?   Yes    No 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
Have you ever threatened or attempted suicide? Yes    No 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
Have you worked with a counselor or therapist previously?    Yes    No 
(if yes, please briefly outline approximate begin and end dates, goals, and 
outcomes of therapy) 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
Anything else I should know about your medical or mental health history?  
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
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Other Information  
 
List some positive words you would use to describe yourself. 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
What are some of your special interests/hobbies/talents? 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
Who would you identify as people or groups in your support system? 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
Please take the area below to tell me about anything else regarding you, your 
situation, your history, hopes, fears, etc. that would be good for me to know prior 
to beginning your testing and evaluation. 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
 

Thank you! 


