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CEDAR TREE HEALING ARTS 
 

Client Information Form 
 
 
1. Name: ___________________________________________________________________ 

 
2. Preferred Name/Nickname: __________________________________________________ 
 
3. Address: _________________________________________________________________ 
 
4. Home Phone: ( ) ________________________         May I leave a message? □  Yes □  No 
 
5. Cell Phone: ( ) __________________________         May I leave a message? □  Yes □  No 
 
6. Which number shall I use to call you for our phone sessions? _______________________ 
 
7. E-mail____________________________________________________________________ 

May I email you?* □  Yes □  No 
*Please note: Email correspondence is not considered to be a confidential medium of 
communication. 
 

8. Date of birth:_______________________________  Age: __________________________ 
 
9. Gender Identity: ___________________________________________________________ 
 
10. Please circle or write in your preferred pronouns (she/her/hers, he/him/his, they/their/theirs, 

others):  
 

_________________________________________________________________________ 
 
11. Marital Status: 

□  Never Married □ Partnered □  Married □  Separated  □  Divorced □  Widowed 
 

12. If you are in an intimate relationship at this time, how is it going? What are the strengths of 
the relationship, and what are the weaknesses? 
 
_________________________________________________________________________ 
 
_________________________________________________________________________ 

 
_________________________________________________________________________ 
 
_________________________________________________________________________ 

 
_________________________________________________________________________ 
 
_________________________________________________________________________ 
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_________________________________________________________________________ 
 
 

13. Please list any children and their ages: _________________________________________ 
 
_________________________________________________________________________ 

 
 
14. Emergency contact name:____________________________________________________  

 
Phone(s):_________________________________________________________________ 

 
      Relationship to you:________________________________________________________ 

 
 

15. Please describe your current occupation and information about your work history (if a 
student, school and area of study). Note whether you enjoy your work, and/or if there is 
anything stressful about it: 
_________________________________________________________________________ 
 
_________________________________________________________________________ 

 
_________________________________________________________________________ 
 
_________________________________________________________________________ 

 
_________________________________________________________________________ 
 
_________________________________________________________________________ 

 
_________________________________________________________________________ 
 
 

16. How would you rate your current physical health? (please circle) 
 
Poor  Unsatisfactory   Satisfactory       Good   Very good 
 

17. Please list any specific health problems or medical conditions you are currently experiencing: 
 
________________________________________________________________________ 

  
     ________________________________________________________________________ 

 
 

18. Have you previously received any type of mental health services (psychotherapy, psychiatric 
services, etc.)? 
□  No 
□  Yes, previous therapist/practitioner: ___________________________________________ 
 

19. Are you currently taking any prescription medication? 
□  Yes 
□  No 
Please list: _______________________________________________________________ 
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________________________________________________________________________ 
 

20. Have you ever been prescribed psychiatric medication? 
□ Yes 
□  No 
Please list and provide dates: _________________________________________________ 
 
________________________________________________________________________ 
 
 

21. How would you rate your current sleeping habits? (please circle) 
 
Poor  Unsatisfactory   Satisfactory       Good   Very good 
 

22. Please list any specific sleep problems you are currently experiencing: 
 
________________________________________________________________________ 
 

23. How many times per week do you generally exercise? __________ 
 

24. What types of exercise do you do? ___________________________________________ 
 

________________________________________________________________________ 
 

25. Please list any difficulties you experience with your appetite or eating patterns: 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 

26. Are you currently experiencing overwhelming sadness, grief or depression? 
□ No 
□  Yes 
 
If yes, for approximately how long? ________________________ 

 
 
27. Do you consider yourself to be spiritual or religious? □ No □  Yes 

If yes, describe your faith, belief system, or spirituality. (I ask this question because I help 
clients  to draw on every means of support available to them, including their faith/spirituality. 
Of course you may choose not to answer this question if you prefer!): 

 
_________________________________________________________________________ 

 
_________________________________________________________________________ 

 
_________________________________________________________________________ 

 
 
28.  What do you consider to be some of your strengths? 

 
_________________________________________________________________________ 
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_________________________________________________________________________ 
 

_________________________________________________________________________ 
 

29. What do you consider to be some of your weakness? 
 
_________________________________________________________________________ 

 
_________________________________________________________________________ 

 
_________________________________________________________________________ 
 

30. What are the primary reasons you have sought counseling at this time? What do you hope to 
accomplish in your time in therapy? (Feel free to continue your answer on the back of this 
page if you wish) 

 
_________________________________________________________________________ 

 
_________________________________________________________________________ 
 
_________________________________________________________________________ 

 
_________________________________________________________________________ 

 
_________________________________________________________________________ 

 
_________________________________________________________________________ 

 
_________________________________________________________________________ 

 
_________________________________________________________________________ 

 
 
31. When you are down/upset/overwhelmed, what helps you to feel better? Please list any and 

all coping strategies you use, whether you believe they are healthy or not. For example: 
exercise, smoking, drinking, spending time in nature, eating, watching TV, spending time 
with friends, spiritual practice, etc.: 

 
_________________________________________________________________________ 

 
_________________________________________________________________________ 
 
_________________________________________________________________________ 

 
_________________________________________________________________________ 

 
_________________________________________________________________________ 

 
_________________________________________________________________________ 

 
_________________________________________________________________________ 

 
_________________________________________________________________________ 
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32. Is there anything else you think it would be helpful for me to know about you/your 

background? (Feel free to continue on the back of this paper).  
 

_________________________________________________________________________ 
 

_________________________________________________________________________ 
 
_________________________________________________________________________ 

 
_________________________________________________________________________ 

 
_________________________________________________________________________ 

 
 
33. How did you find my name? __________________________________________________  
 
34. I send email updates to clients and colleagues once every 1-2 months. These include notices 

of new pieces of writing I have published, helpful links, and special offers. I never share your 
email information with any third parties. Would you like to receive these? 

 
 
Yes/No 
 
If Yes, please write in your email address here, if it is different from the one you provided above:  
 
__________________________________________________  
 
You may also follow Cedar Tree Healing Arts on Facebook here, by clicking “like”: 
www.facebook.com/cedartreehealingarts. 
 
 
By signing below, I attest that the above information is true: 
 
 
 
____________________________________________  _______________________ 
Client Signature       Date 
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CEDAR TREE HEALING ARTS 
 

Psychotherapy Client Policy Form 
 

Welcome to my practice! This document contains important information about my 
professional services and business practices. Please read this carefully; we can 
discuss any questions that you might have when we meet. This agreement will 
be in effect through the course of our time working together. 
 
1. Inclusivity: My practice is an inclusive practice. I welcome people of all ages, races 

and ethnicities, nationalities, sexualities, genders and gender identities, religious or 
spiritual backgrounds, economic circumstances, citizenships, education levels, 
physical abilities, and political views. I will strive to hear you, understand you, and 
support you to live your own unique, meaningful and joyful life.  
 

2. Evaluation period: It is important to know a few things about counseling. The initial 
2-4 sessions are an evaluation period, during which time we will determine if we are 
a good fit for each other. Counseling has both benefits and risks. Risks include 
experiencing uncomfortable feelings and memories. Benefits can include 
experiencing joy, empowerment, a sense of connection, purpose, and/or deeper 
knowledge about yourself, a deeper connection to others, relief, and liberation.   
 

3. Frequency: The frequency with which you choose to schedule sessions will likely 
depend on a mix of factors, including the intensity/depth of the issues you wish to 
work on, your commitment to seeing results and how fast you want to see those 
results, your schedule, your ability to continue the work in between sessions, and 
finances and budget priorities. Most clients who are dealing with significant 
challenges find that coming in once/week works best in terms of seeing results. 
When a person is in a period of serious challenge or crisis, s/he may choose to 
engage in intensive therapy (2-4 sessions/week) while the crisis lasts. Other clients 
choose to schedule once every two weeks. Based on what I have seen with my 
clients, in most circumstances, I do not recommend coming in less frequently than 
once every two weeks. My bottom line commitment is to you meeting your goals and 
living your best life – not fitting you into a rigid system. I’m happy to talk over the 
options with you to find the right fit for you and your goals.    

 
4. Termination: You may terminate counseling whenever you wish. To ensure that you 

get maximum benefit and closure from our work together, I ask that you let me 
know your intentions at the beginning of the session prior to your final session (at 
least). This will give me time to prepare for your final session so that we can review 
your learning and accomplishments in our work together – an important closure 
process. 

 
5. Payment methods and cost: A session is 50 minutes long unless we make specific 

arrangements otherwise. My fee is $120 per session. Payment is due at the time of 
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service. You may use this link to make your payment: 
http://www.cedartreehealing.org/make-a-payment/distance-therapy-session. 
Alternatively, you are welcome to mail me a check, either every time you have a 
session or, to save time, by purchasing packages of sessions on a monthly basis. 
Simply count up the number of scheduled sessions for a given month and mail me a 
check for the total. Please make checks out to Kris Abrams and mail them to: Kris 
Abrams, P.O. Box 178, Mancos, CO 81328.  

 
6. Distance sessions/telecounseling logistics: I will call the number you designate, at 

our scheduled time. If you need to reach me, please contact me on my 
confidential business line at (970) 403-5018. (You may also text me at this 
number.)  

 
7. Extra Time: If the counseling session lasts 10 or more minutes beyond the scheduled 

amount of time, the extra time will be billed on a pro-rated basis. I will plan on 
ending the session on time unless you request additional time and my schedule 
permits it. You will never be billed more unless you specifically request extra time. 
Note that nature-based sessions often go longer than 50 minutes, but we will make 
every effort to keep to the allotted time, per your wishes.  

 
8. Cancellations: Due to scheduling considerations, I ask that you give me as much 

advance cancellation notice as possible, minimum 24 hours, by calling me 
at (970) 403-5018. If the minimum notice is not given, I will charge you a 
fee. The first time this happens, the fee is $60. The second time this happens and 
thereafter, the fee will be the full session fee of $120. In the event of a medical 
emergency or any other unforeseen emergency, please call me with as much notice 
as you can; of course I will not charge you in these unanticipated urgent cases.  
 

9. Urgent Phone Contact: During the course of counseling, additional contact may be 
necessary in between sessions. A few guidelines will facilitate this: 
• In the event of a life-threatening emergency, call 911 or visit an emergency room.  
• I make every effort to return phone calls within 24 to 48 hours Monday through 

Friday (holidays/vacations excepted).  
• Phone calls of 10 minutes or longer will be prorated at $120 per hour. 
• If at any time it is determined that you are in danger or at risk of harming 

yourself or others, I will contact your support system and/or the police. 
 

10. Nature Sessions: If at any time you choose to conduct therapy sessions in an 
outdoor setting, you are responsible for your own physical safety. This includes 
checking the weather and coming prepared to walk and sit in variable conditions, 
including offtrail walking. If the weather forecast is so poor that you decide you 
would prefer to switch your appointment to my office, please give me as much 
notice as possible, ideally 24 hours. Accidents can and do happen in the wilderness 
and injuries, such as sprained ankles, can result. By requesting outdoor sessions, 
you release Kris Abrams and Cedar Tree Healing Arts, LLC from all responsibility and 
liability for any such accidents, injuries or death.    

 
I sign that I have read and understand the above statements, agree to the above 
policies, and have received a copy of this document. 
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_________________________________________  ______________________ 
Client Signature      Date 
 
_________________________________________  ______________________ 
2nd Client or Parent Signature     Date 
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Disclosure	Form	
	

S.	Kris	Abrams	
Cedar	Tree	Healing	Arts,	LLC	

(970)	403-5018	
Mailing	Address:	P.O.	Box	178,	Mancos,	CO	81328	

Office	Address:	Heart	Path	House,	102	E.	North	St.,	Cortez	CO	81321	
	
Formal	Education:		

• Bachelor’s	of	Science,	Neuroscience,	Brown	University,	1998	
• Bachelor’s	of	Arts,	Philosophy	of	Science,	Brown	University,	1998	
• Master’s	of	Philosophy,	Economic	and	Social	History,	Oxford	University,	2000	
• Master’s	of	Science,	Mental	Health	Counseling,	Prescott	College,	2013	

	
Formal	Trainings	completed:	

• Peacemaker	Institute	of	Colorado’s	Certification	in	Peacemaking	
• Motivational	Interviewing	
• Collaborations	with	the	Natural	World:	Nature-Based	Wilderness	Therapy	Intensive	

Training	
• EMDR	Basic	Training	with	the	Maiberger	Institute,	an	EMDRIA	approved	provider	

of	EMDR	Trainings.	
	
State	Regulatory	Information	
The	practice	of	licensed	or	registered	persons	in	the	field	of	psychotherapy	is	regulated	by	the	
Mental	Health	Licensing	Section	of	the	Division	of	Professions	and	Occupations.	The	Board	of	
Registered	Psychotherapist	Examiners	can	be	reached	at	1560	Broadway,	Suite	1350,	Denver,	
Colorado	80202,	(303)	894-7800.	As	to	the	regulatory	requirements	applicable	to	mental	health	
professionals:	

• Registered	psychotherapist	is	a	psychotherapist	listed	in	the	State's	database	and	is	
authorized	by	law	to	practice	psychotherapy	in	Colorado	but	is	not	licensed	by	the	state	
and	is	not	required	to	satisfy	any	standardized	educational	or	testing	requirements	to	
obtain	a	registration	from	the	state.	

• Certified	Addiction	Counselor	I	(CAC	I)	must	be	a	high	school	graduate,	complete	
required	training	hours	and	1,000	hours	of	supervised	experience.	

• Certified	Addiction	Counselor	II	(CAC	II)	must	complete	additional	required	training	
hours	and	2,000	hours	of	supervised	experience.	

• Certified	Addiction	Counselor	III	(CAC	III)	must	have	a	bachelor’s	degree	in	behavioral	
health,	complete	additional	required	training	hours	and	2,000	hours	of	supervised	
experience.	

• Licensed	Addiction	Counselor	must	have	a	clinical	master’s	degree	and	meet	the	CAC	III	
requirements.	

• Licensed	Social	Worker	must	hold	a	master’s	degree	in	social	work.	
• Psychologist	Candidate,	a	Marriage	and	Family	Therapist	Candidate,	and	a	Licensed	

Professional	Counselor	Candidate	must	hold	the	necessary	licensing	degree	and	be	in	
the	process	of	completing	the	required	supervision	for	licensure.	

• Licensed	Clinical	Social	Worker,	a	Licensed	Marriage	and	Family	Therapist,	and	a	
Licensed	Professional	Counselor	must	hold	a	master’s	degree	in	their	profession	and	
have	two	years	of	post-masters	supervision.	
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• A	Licensed	Psychologist	must	hold	a	doctorate	degree	in	psychology	and	have	one	year	
of	post-	doctoral	supervision.	

	
Your	Rights	as	a	Client	
Confidentiality:	Generally	speaking,	the	information	provided	by	and	to	the	client	during	therapy	
sessions	is	legally	confidential	and	cannot	be	released	without	the	client’s	consent.	There	are	
key	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	Colorado	and	Federal	law.	For	
example,	mental	health	professionals	are	required	to	report	suspected	child	abuse	or	neglect	to	
authorities.	If	a	therapist	suspects	a	client	presents	a	physical	threat	to	themselves	or	another,	
the	therapist	is	required	to	report	it.	If	a	legal	exception	arises	during	therapy,	if	feasible,	you	
will	be	informed	accordingly.		
	
Professional	Consultation:	From	time	to	time,	I	consult	with	professional	colleagues	about	
certain	cases.	This	is	to	ensure	the	best	possible	care	for	every	client.		
	
In	addition,	here	are	some	special	circumstances	that	may	impact	confidentiality:		

• Distance	Sessions:	If	for	any	reason,	you	are	not	able	to	meet	with	me	in	person	for	one	
or	more	sessions,	you	may	choose	to	participate	in	a	session	via	phone	or	Skype.	Note	
that	I	cannot	guarantee	your	confidentiality	in	these	cases,	due	to	threat	of	hacking	or	
surveillance.	Further,	I	do	not	consider	Skype,	phone,	or	other	tele-counseling	sessions	
to	be	appropriate	in	lieu	of	office	sessions.	Only	in	specific	circumstances	will	I	agree	to	
Skype	(Tele-counseling)	sessions.	Those	circumstances	remain	case	specific	and	to	be	
discussed	between	you	and	me.	By	signing	this	form	and	initialing	here,	you	
acknowledge	that	you	understand	and	accept	the	risks	of	tele-counseling	should	you	at	
any	time	choose	to	avail	yourself	of	this	service	with	me.	Please	initial	here:	_______		

• Group	Therapy:	I	prize	confidentiality	in	group	therapy,	and	strive	to	ensure	that	your	
confidentiality	is	respected	by	other	group	participants	by	establishing	clear	group	
agreements	and	group	norms.	However,	if	you	choose	to	participate	in	group	therapy	
with	me,	your	confidentiality	is	not	guaranteed.		Please	initial	here:	_______	

• Wilderness/nature-based	therapy	sessions	and	intensives:	Should	you	choose	to	engage	
in	nature-based	and/or	wilderness	therapy,	or	participate	in	any	portion	of	a	session	in	
the	out-of-doors,	I	cannot	guarantee	that	you	will	not	see	or	be	seen	by	someone	you	
know,	or	someone	I	know.	Please	initial	here:	_______	

	
The	Mental	Health	Practice	Act	(CRS	12-43-101,	et	seq.)	is	available	at:	
www.dora.colorado.gov/professions/registeredpsychotherapists	
	
Sexual	Intimacy:	In	a	professional	relationship,	sexual	intimacy	is	never	appropriate	and	should	
be	reported	to	the	board	that	licenses,	registers,	or	certifies	the	licensee,	registrant	or	certificate	
holder.		
	
Information	About	Methods:	You	are	entitled	to	receive	information	from	your	therapist	about	
the	methods	of	therapy,	the	techniques	used,	the	duration	of	your	therapy	(if	known),	and	the	
fees.	You	can	seek	a	second	opinion	from	another	therapist	or	terminate	therapy	at	any	time.		
	
If	you	have	any	questions	or	would	like	additional	information,	please	feel	free	to	ask.	
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I	have	read	the	preceding	information,	it	has	also	been	provided	verbally,		
and	I	understand	my	rights	as	a	client	or	as	the	client’s	responsible	party.	
	
	
__________________________________________________	 	 	
Print	Client’s	Name	 	 	 	 	 	
	
	
_______________________________________________________________________	
Client	or	Responsible	Party’s	Signature	 	 	 	 			Date	
	
If	signed	by	Responsible	Party,	please	state	relationship	to	client	and	authority	to	
consent:	
	
	
	
	
________________________________________________________________________	
Therapist	Signature	 	 	 	 	 	 			Date



 

	

								
	
	

	
	

Credit	Card	Authorization	for	Cedar	Tree	Healing	Arts,	LLC	
	
Dear	Client,	
	
As	outlined	in	the	Cedar	Tree	Healing	Arts	Policy	Form,	payments	are	due	by	check	or	
cash	at	the	time	of	your	session.	By	signing	this	form,	you	agree	that	any	balance	due	
will	be	charged	to	your	credit	card,	plus	a	$10	processing	fee.	It	is	my	hope	that	I	will	
never	need	to	charge	your	card.	This	form	provides	us	with	a	backup	plan	if	you	are	unable	
to	pay	your	balance	at	the	time	of	the	session	or	in	a	timely	fashion	thereafter.		
	
Please	note,	your	credit	card	information	will	be	kept	confidential	and	secure,	and	this	
document	will	be	shredded	upon	formal	termination	of	our	work	together.	Charges	will	
appear	on	your	credit	card	statement	under	the	name	Cedar	Tree	Healing	Arts.	You	may	
request	a	receipt	for	services	at	the	time	of	payment.		
	
*	 	 	 *	 	 	 *	 	 	 *	 	 	 	
By	signing	the	form,	I	certify	that	this	is	my	credit	card	and	that	I	am	legally	authorized	to	
give	permission	for	its	use.	My	signature	further	authorizes	Cedar	Tree	Healing	Arts	to	
charge	my	credit	card	an	amount	not	to	exceed	the	agreed	upon	amounts	listed	in	the	Cedar	
Tree	Healing	Arts	fee	structure	provided	to	me	in	writing,	plus	a	$10	administrative	fee.	I	
understand	that	I	may	incur	additional	charges	if	my	card	is	declined.	I	will	notify	Kris	
Abrams	of	any	changes	to	my	account.		
	
This	authorization	will	remain	in	effect	for	the	duration	of	my	treatment	and	will	be	
adjusted	when	increases	in	fees	are	made	and	given	to	me	in	writing.	This	authorization	
may	be	cancelled	through	written	notice	to	Kris	Abrams.		
	
	
Cardholder’s	Signature:______________________________________		Date:_______________________	
	
	
  

Kris	Abrams,	M.A.,	M.S.	
Cedar	Tree	Healing	Arts	

613	Walnut	St.	
Boulder,	CO	80302	
303.518.3755	

kris@cedartreehealing.org	
	

Client’s	Printed	Name:	_______________________________	Date:	__________________	
	
Cardholder	Printed	Name	if	Other	than	Client:	____________________________________	
	
Cardholder	Billing	Address:	__________________________________________________	
	
City:	_______________________		State:	__________		Zip	Code:	___________________	
	

� Visa				
� Mastercard																	Exp.	Date:	_________/____________				Code:	____________	

	
Number:	________________________________________		Billing	Zip	Code:	_____________	
	
	
	



 

Kris Abrams 
Cedar Tree Healing Arts 
MA, MS    
 
Consent for Treatment - Tele-Counseling 
 
Introduction 
I am writing this consent for treatment in order to acquaint you with the limitations, risks and 
benefits of technology within a psychotherapeutic application. If this is the first time you have 
ever been in counseling, you may have some questions and concerns. After reading this 
statement please feel free to discuss any questions that you may still have which were not 
addressed sufficiently or at all.    
 
Privacy & Confidentiality in Tele-Counseling 
In the case of tele-counseling, Cedar Tree Healing Arts cannot guarantee nor ensure complete 
confidentiality. Further, I do not consider telephone sessions adequate and appropriate in lieu of 
in-person therapy. Only in specific circumstances will I agree to a Tele-counseling session.  Those 
circumstances remain case specific and to be discussed at length between you, the client, and 
myself. 
 
Please fill in the blanks with your name, and initial at the end of each paragraph 
below: 
 

1) Sessions conducted via Telecounseling or Interactive Audio-Visual Technology (IATV) 
follow guidelines as directed by The Colorado State Board of Licensed Professional 
Counselor Examiners.  _____ 

 
2) I, _______________________ agree to engage in tele-counseling with the full 

understanding that this modality of therapy follows all requirements set forth by The 
Colorado State Board of Licensed Professional Counselor Examiners.  However, due to 
unforeseen or external events at the location of the client, or breaches in cyber 
encryption and firewall confidentiality cannot be guaranteed.  I, ____________________ 
understand and agree to the limitations of such therapy such that guarantee of 
confidentiality is not guaranteed.______ 

 
3) Tele-video counseling is insufficient for crisis or life threatening situations.  ________ 

 
4) In the event of an emergency a contingency referral arrangement may be required by 

the clinician, Kris Abrams. _______ 
 
 
My initials above and my signature below indicate that I understand and agree with 
the terms set forth in this consent for treatment.   
 
 
Client Signature_______________________               Date __________________ 
 
 
Therapist Signature ____________________                Date __________________ 
 


