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Family Therapy, LLC
Healing the Heart to Heart Connection

Tracey N. Turner-Keyser, MA, ADTR, LPC


 SEQ CHAPTER \h \r 1
WELCOME TO TURN-KEY FAMILY THERAPY

Thank you for your recent inquiry about services provided by Turn-Key Family Therapy.  We appreciate your interest in our center and hope this information will answer any questions you may have about our application and assessment process.  If it does not, please do not hesitate to ask us.


Enclosed you will find information about our agency, including financial information, a symptoms checklist, a client in-take form and a family intake form. 


It is very important that all requested written application materials be completed and returned to us as soon as possible, as scheduling a date for the assessment is contingent upon completion of our review of the materials. This information is reviewed extensively by us and is utilized to format the assessment and/or any additional treatment to fit the needs of your family.  Completed “Day in the Life of the Child” is required.  It is also important to include at the time of this submission any psycho-educational and/or psychological/psychiatric treatment summaries, social service reports, adoption information, etc.  We will contact you to schedule the assessment appointment when our review is complete. 


We subscribe to an integrated team approach with every client.  This means that we strive to either provide or refer clients for all services needed.  As well, team members (e.g. caregivers, family, siblings, case workers, teachers, etc.) may be asked to take part in some forms of treatment (e.g. education, support, possibly individual therapy, group therapy, and family therapy).  A team approach allows for the most efficient and loving progress possible for any child.


Materials submitted will be kept on file for six months.  If treatment is not pursued with Turn-Key Family Therapy, application material will be destroyed unless other arrangements have been made prior to the six-month expiration date. 


Again, we thank you for your inquiry and hope that we may be of service to you and your child.

Sincerely,

Tracey N. Turner-Keyser

MA, ADTR, LPC
TURN-KEY SERVICE AGREEMENT
Client’s Name: ____________



_________


Thank you for considering Turn-Key Family Therapy as your mental health care provider.  We are committed to providing professional, successful treatment.  The following is a statement of our services and fees, which we require that you read.  If you agree to the terms, then sign at the bottom.  Prior to treatment you must be in agreement with all of the terms outlined herein.  If you have any questions or hesitation we will arrange to meet with you in order to reach an agreement.

1. We cannot guarantee any level of success in dealing with a particular client.  Fees are therefore paid as consideration for the specialized therapeutic process and not for particular results for any client.

2. Full payment is due at the time services are rendered, unless otherwise arranged.

3. The only forms of payment which are accepted are cash and checks.  (Please let us know if credit card charges are preferred.)
4. If you have private insurance or Medicaid we will bill directly but client assumes all responsibilities for fair and just payment for services rendered.

5. Basic hourly fee is $125.

6. Some services (e.g. written reports, biofeedback, ceremony, camps, special groups, etc) may not be billed to insurances and will be the responsibility of the client.

7. The assessment visit will last approximately 2 hours and cost $175 (Written reports are an additional $200)
8. Follow-up therapy is an essential part of treatment and may be provided by Turn-Key Family Therapy or another qualified therapist. 

9. Family Therapy – Our philosophy is that we treat families, not simply clients or children.  It may be necessary to have individual and/or group sessions with caregivers, siblings, and extended family to ensure education and compliance of treatment plan and a team approach.

10. Unless cancelled at least 24 hours in advance, you may be charged for missed appointments at the cost of a full 1 ½ hour therapy session.

I/We have read and understand all of the above:





 


Date:  



Signature of Parent/Guardian








Date:  



Signature of Parent/Guardian


CONSENT TO PARTICIPATE IN CHILD/PARENT RELATIONSHIP THERAPY

I understand that therapy includes a variety of therapeutic techniques that will be used to facilitate attunement and relationship, resolve traumatic experiences and improve behavior.  These techniques may include but are not limited to trauma focused CBT, cognitive therapy, yoga, physical activity/exercise, simple age-appropriate chores, reflective therapy, cognitive restructuring, EMDR™, behavioral management, narrative therapy, healthy nurturing, meditation, biofeedback, energy work, spiritual counseling, expressive arts therapy, movement therapy, psychodrama, parent training and support, and psycho-educational activities.

Please read the following statements and initial next to each if you understand completely.  If you have questions please get your questions answered before initialing and signing this form:

______
Clients and witnesses may experience reactions to therapy that include a high level of emotional and/or physical sensations.

______
Unresolved traumas/distressful experiences may surface during therapy.

______
Parental/caregiver involvement is essential and the parent/caregiver will be highly encouraged to participate in all therapy sessions either through direct participation, viewing through audio-visual equipment, or both.

______
Clients and/or guardians may choose to discontinue services at any time and seek other methods of treatment.  If you choose to do this you have the right to a referral.

______
I have considered the information provided above and have obtained all the professional advice that I feel is necessary to provide informed consent to participate in therapy.

Client’s Name: 






Age: 

 










Date:



Signature of Parent/Legal Guardian














Date:



Signature of Parent/Legal Guardian














Date:



Witness








Physical Examination
Dear Parent/Caregiver:


Prior to your child’s participation in treatment in this office we are requesting to review a recent physical completed within the past year by your family physician or pediatrician.  This physical should approximate one that is given for sports activities.  A physician statement is required indicating that the child is free from any medical condition that would preclude his or her participation in physical exercises that may be rigorous.  While this may seem somewhat confusing, we do require some individuals to do calisthenics, yoga, exercise, jogging, and/or walking.  This is not done for extended periods of time.  Such activities serve to increase the blood flow to the brain, lessen nervous energy, and promote physical health.


If you do not have a recent physical on file please arrange to have one.  In addition, please use the “medications” document to list your child’s current medications.  If there are any medication changes during the time that your child is completing treatment with Turn-Key, please let the staff members know.  This information will be helpful to this office to track your child’s progress.


Please share this letter with your physician and if there are any questions, encourage your physician to contact us.  The results of the physical and medical clearance statement must be received in this office prior to the initiation of treatment.

Sincerely,
Tracey N. Turner, MA, ADTR, LPC
Client Disclosure Statement

I am pleased you have chosen Turn-Key Family Therapy. This document is designed to inform you of my professional background and to ensure that you understand our professional relationship. Turn-Key Family Therapy offers consultation, assessments, intensive therapy, family therapy, biofeedback, basic neuro-assessments, parenting classes and support for families, foster care parents and agencies, with children suffering with mal-attachment problems. Turn-Key Family Therapy works in collaboration with other agencies as well as other contract personnel for specialty services.


I am a Licensed Professional Counselor in North Carolina.  I have been a professional psychotherapist with children, adolescents, and families suffering from symptoms related to mal-attachment since 1986.  I am a member of the Association for the Treatment and Training in the Attachment of Children (ATTACh) I hold a Master’s degree in Psychology/Dance Movement Therapy from Antioch New England Graduate School in Keene, NH (1991). I am a registered ADTR (American Dance Movement Therapist Registered) since 1993.  I am published in the field of female sexual offenders with Safer Society Press VT. 1994.  In 2000, I completed a year long intensive specialized training program in attachment and bonding therapy through William N. Goble, Ph.D. at the Resource Center in Newland, North Carolina.   I worked and trained under Gregory Keck, Ph.D., JoAnne May, Ph.D., Daniel Hughes, Ph.D., Neil Feinberg, LCSW, and Nancy Thomas, a Therapeutic Foster Parent Specialist. I have also received training in Parenting with Love and Logic from Kathleen Moss, LISW.  In addition to traditional treatment modalities, I have received training in Eye Movement Desensitization and Reprocessing (EMDR) levels I and II as well as Psychodrama and Role -Play with John Bergman, MA.


I have been invited to speak and conduct trainings, seminars, and workshops for parents/caregivers, social workers, mental health professionals, and various agencies around the nation.  Additionally, I have augmented my formal education and training with an on-going apprenticeship with a Native American Shaman.  This experience and practice has helped me tremendously in my professional endeavors.
Therapy Services Offered/Theoretical Approaches:

As a therapist I have studied the works of John Bowlby, V. Bordy, F. Cline, E. Erickson, M Erickson, M. Mahler, A. Miller, C. Jung, S. and A. Freud, D. W. Winngott, J. Bowlby, P. Fonagy, B. Vanderkolk, A. Score, and J. Haley, as well an many other widely recognized professionals in the field.  In addition to the people who have influenced the work I do, I attribute the success I have as a therapist to an ability to help clients recognize and feel empowered to choose new options for the ways they have struggled in the past.  Another component critical to “success” in therapy involves the client taking responsibility for their own actions and reactions and understanding that they can create whatever outcome they want; They no longer need to be victims.



The treatment program at Turn-Key Family Therapy may involve two therapists during intensive therapy.  This includes active involvement from parents, legal guardians and/or primary care givers (hereinafter referred to collectively as parents) as well as their child for healthy attachment and bonding to occur.  Families will work hard both in and out of therapy sessions.


Parents will receive training in specialized parenting techniques derived by Foster Cline, Nancy Thomas and Deborah Hage to help design, enhance and facilitate healthy attachment between parent and child.  Therapists at Turn-Key Family Therapy work together with parents and children to specify goals, foci and methods of treatment.  The risks and benefits of treatment, approximate time commitment involved, costs and other aspects of your particular situation are discussed in detail prior to beginning treatment.  Progress is monitored and evaluated periodically and, if necessary, redesigned to meet treatment goals. 


As with any powerful intervention, there are both benefits and risks involved with therapy. Risks might include you or your child experiencing uncomfortable levels of feelings of shame, sadness, guilt, anxiety, anger and/or frustration, or having difficulties with other people.  Families will have to work on relationships and make long-term efforts.  Sometimes change will be easy and swift, but most often it will be slow and deliberate. Some changes may lead to what seems to be worsening circumstances or even losses (for example, therapy will not necessarily keep a marriage or family together.).


I do not take clients whom I feel I cannot help using the techniques I have available.  I will enter our relationship with optimism and eagerness to work with you and your child.  I have a special interest in helping children and families with attachment issues build strong and healthy relationship. 


Some of my other training also involves working with women, adolescents and children who have been sexually abused and are reacting to this trauma by abusing themselves and/or others.  I have co-authored a book on this topic: Female Adolescent Sexual Abusers: An Exploratory Study of Mother-Daughter Dynamics With Implications for Treatment, Safer Society Press. 1994.

Confidentiality:

I regard the information you share with me with the greatest respect.  The privacy and confidentiality of our conversations, and my records, is a privilege of yours and is protected by state law.  There are two circumstances in which I cannot guarantee confidentiality, legally and/or ethically:  1) When I believe you intend to harm yourself or someone else; and 2) When I believe a child or an elderly person has been or will be abused or neglected.  Otherwise, I will not disclose anything about your treatment without your full knowledge and/or a signed Release of Information Form.


In rare circumstances, Professional Counselors can be ordered by a judge to release information.  Otherwise, I will not tell anyone anything about your treatment, diagnosis, history, or even that you are a client, without your full knowledge and a signed Release of Information Form. Any diagnosis that is given to a client may become part of the client’s records.

Explanation of Dual Relationship:

Although our sessions may be very intimate psychologically, it is important for you to realize that we have a professional relationship rather than a social one. You will be best served while I am seeing you for therapy if our relationship stays strictly professional and if our sessions concentrate exclusively on your concerns.

Length of Sessions:

I assure you that our services will be rendered in a professional manner consistent with accepted ethical standards. Session length is based on the needs of each individual client and family, although Intensive sessions generally run three-four hours in length for either five or ten working days and follow-up sessions generally run an hour and a half to two hours.  If you are unable to keep an appointment please call to cancel or reschedule at least 24 hours in advance.  If I do not receive such advance notice, you may be responsible for paying for the missed session. There may be times when my colleagues would be involved.

Fees/Method of Payment:

Standard Rates:  $125 per hours; $175 per Assessment; $200 for written reports


Payments:  Cash and check are accepted (if credit card is preferred please notify us)

Billing:  We accept most major private insurances and Medicaid.  Client is responsible for any costs not covered by insurances. If there is a co-pay it is expected at time of service. If you cannot keep your scheduled appointment, notify me at least 24 hours in advance.  Missed sessions without such 24 hour notice may be billed direct to the client.

Complaint Procedure:

If you are dissatisfied with any aspect of my work please notify me immediately.  This will make our work together more efficient and effective.  If you think you have been treated unfairly or unethically, by me or any other therapist, and cannot resolve this problem with me, you can contact the American Dance Therapy Association at 410 997-4040, fax 410 997-4048 or e mail at info@ADTA.org.  You can also contact the Governor’s Advocacy Counsel for Persons with Disabilities or the North Carolina Board of Licensed Professional Counselors at PO Box 21005, Raleigh, NC 27619-1005, (910) 787-1980, for clarification of client rights as I’ve explained them or to lodge a complaint. If you have any questions please feel free to ask.  Please sign and date both copies of this form.  A copy will be returned to you.  I will retain a copy in my confidential records.

Therapist Signature










Date:__________________________

Client Signature










Date:__________________________
CLIENTS’ RIGHTS
As a client at Turn-Key Family Therapy you and your child have specific rights.  The purpose of this document is to inform you of your rights as our client.  

I. Right to Voluntary Services. 

As the parent/guardian of your child you have the right to: 

1. A personalized assessment of your child and family needs. 

2. An individualized plan of treatment, developed with your input. 

3. Services beginning within a reasonable time and ending when they are no longer needed. 

4. Referrals to other competent professional resources as needed. 

5. Terminate services if your circumstances require it or you feel it is in you or your child’s best 
interests. 

II. Right to Refuse Services 
You have the right to: 

1. Refuse any form of treatment or service recommended for your child or family. 

2. Be informed that without services, your situation may get worse. 

3. Be informed of alternatives to recommended treatment and referral to other competent professionals delivering these alternative types of services. 

******************************************************************************************

Client:
I, __________________________________, have read and understand the Turn-Key Family Therapy Client Rights Handout.  Turn-Key Family Therapy has given me this handout and has explained my rights as a Turn-Key Family Therapy client.  I understand that these rights are designed to protect me or my child while receiving services from Turn-Key Family Therapy.

Client’s Signature:____________________________
Date:____________________

Parent/Guardian Signature:______________________
Date:____________________

Turn-Key Family Therapy Staff:

I, __________________________________, have explained to ___________________________ his/her or his/her child’s rights as a client receiving services from Turn-Key Family Therapy and I have distributed a written handout of these rights to him/her.

Client’s Signature:____________________________
Date:_________________

Parent/Guardian Signature:______________________
Date:_________________

Turn-Key Hours of Operation

	Mon-Fri
	Sat/Sun

	7:30-3:00
	No Regular Appointments


Requests for early morning or late evening appointments will be considered on a case-by-case basis.

Emergency Coverage Plan

Sep 2008

All Clients are instructed to contact Turn-Key Family Therapy in time of crisis at

919-545-9833
Or

919-444-1471
If the therapist is unavailable leave a message and someone will call back within 24 hours.

*** In case of Emergency call 911 or visit your local emergency room/physician***

Client Information Sheet (Child)

Child’s Full Name:




DoB:

Social Security #: 

Street:




City:



Zip:

Mother/Guardian Full Name:



DoB:

Social Security #:

Occupation:




Work phone:

Home Phone:


Employer address:





Cell Phone:

Street:




City:



Zip:

(Only if different from above)

Father/Guardian Full Name:



DoB:

Social Security #:

Occupation:




Work phone:

Home Phone:


Employer address:





Cell Phone:

Street:




City:



Zip:

(Only if different from above)

Email Address(s):

Relationship to Client: (legal custody/physical custody)
Advanced Directives for client? (if yes, describe):

If child lives outside of house provide name, address, contact information for that residence:

If foster placement:  Is this permanent placement awaiting adoption?

Siblings (Full names and DoB):

Allergies (medications, food, environment, etc.):

Emergency Contact(s)
Name:



Relation:



Phone:


Cell:

Name:



Relation:



Phone:


Cell:

TEAM MEMBERS

Client’s Physician(s)

Physician:




Phone:


Fax:


Specialty:




Address:

Physician:




Phone:


Fax:


Specialty:




Address:

Client’s Professional Contact(s)

Case Manager:


Company:

Address:

Phone:


Fax:

Email:

Others(e.g. Significant extended family members, GAL, Agency Contacts, One-on-One Worker, etc.)

INTAKE FORM - FAMILY
(Family with whom the child resides)

Caregiver Information (current physical and/or legal guardians):
Do you or your spouse suffer from any chronic physical illness or handicap that will affect our work with you, require special assistance, support, and/or resources from us?  

_____ Yes    _____ No

If yes, please describe:

Do you or your spouse suffer from any chronic mental illnesses that could affect our work with your child and/or your family?  

_____ Yes    _____ No

If yes, please describe:

Do you or your spouse currently take any prescription medication?  

_____ Yes    _____ No

If yes please describe:


Medication




Dosage
Is there any additional information we need to know about you or the other people living in your home?  If yes, please describe:
CHILD’S MEDICAL INFORMATION & BIOLOGICAL FAMILY INFORMATION
Client Name: 










(Please give full legal name)

Date of Birth _______________


Birth Weight _____________

Place of Birth _____________________________

Names of birth mother & father: ____________________________________________

Birth circumstances:
___ Hospital 
___ Birthing Room
___ Other, please explain:

________________________________________________________________________

________________________________________________________________________

Was this a full term pregnancy?  _____ Yes
_____ No     

 If no, how premature/post-term was delivery? ____________ (Circle pre or post)

Information about birth mother:



Number of known pregnancies _________   
Birth order of this child _________

Number of known miscarriages _______  
Abortions _________

Number of known live children _______
Number of known births ______   


List ages of all children: _________________________________________________

Check all that apply regarding birth mother:




Before Pregnancy  

During

After

Took Drugs (illegal or Rx)

____


____

____ 

Drank Alcohol



____


____

____



Physical injury/Domestic abuse
____


____

____

Please describe any history of alcohol or substance abuse by birth father: 

Did birth mother or father suffer from psychological or mental health problems?

 ___Yes  ___ No ___ Unknown  


If yes, explain - include onset & duration (includes depression and mental retardation, neurological deficits, etc.):

Did birth mother or father suffer from any chronic physical illnesses?  

___ Yes   ___ No  ___ Unknown

If yes, explain - include onset and duration (includes communicable diseases such as AIDS, HIV, STD’s, Hepatitis, heart disease, infertility, asthma, etc.):

Did birth mother or father have any physical disabilities that may have impaired her from attending to the needs of her child?  ___ Yes   ___ No   ___ Unknown

If yes, explain:

Did birth mother or father have any genetic/inheritable conditions? 

 ___ Yes   ___ No  ___ Unknown 


If yes, please explain:

Birth Mother’s highest completed year of school: ___________________________

Birth Father’s highest completed year of school:  ___________________________

Child’s birth and medical information:
What type of birth did this child have?  ____ Vaginal delivery
_____ C-Section

Were there any complications at birth?  _____ Yes   _____No   

 If yes, explain:

Was child removed from mother immediately following birth?  

___ Yes   ___ No  ___ Unknown

Did mother reject, refuse or have difficulty connecting with child following birth?   ___ Yes   ___No   ___ Unknown


If yes, please explain:

Were there any complications with mother feeding the child following birth?____ Yes ____ No ___ Unknown

If yes, please explain:

FEEDING: ____bottle-fed _____breast fed   If breast, age weaned: ________

Post-birth (neonatal period), did child need any special medical attention? ____ Yes ____ No ___ Unknown

If yes, please explain:

To your knowledge, has your child ever experimented with illegal drugs, alcohol, inhalants (glue, gasoline, etc.), smoking or chewing tobacco? 

 ___ Yes   ___No   ___Unknown



If yes, please provide as much detail as possible including type of usage and child’s age:

Are there any known birth defects or congenital abnormalities?

___ Yes   ___No   ___Unknown



If yes, please explain:

List all significant illnesses and injuries (including hospitalizations) from birth to present.  Include type, date of onset, duration, and current status if applicable:

Has your child ever experienced a seizure?

___ Yes   ___No   ___Unknown



If yes, please explain:

Does your child have any vision or eye problems?

___ Yes   ___No   ___Unknown



If yes, please explain:

Does your child have any hearing or ear problems?

___ Yes   ___No   ___Unknown



If yes, please explain:

Dental History:  
Good  

Fair 

Poor

Orthodontics:  

Yes  

No

Please provide name, address and telephone number of child’s doctors, including pediatrician, neurologist, psychiatrist, and therapist:

Additional parental comments, concerns and/or observations:

I agree that the above information is true and correct to the best of my knowledge,

____________________________________________________________________

Signature of Parent or Legal Guardian


Date
CURRENT MEDICATIONS

(Updated on ____________)

	Medication Name
	Dosage
	Frequency
	Purpose

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


RECORD OF CHILD’S OUT OF HOME PLACEMENTS

List all placements beginning at birth, including reason for admission and discharge.  Please include hospital stays (psychiatric or other), residential treatment facilities, foster placements and/or relatives.

	Type of Placement
	Date of Admission
	Reason for Admission
	Discharge Date
	Reason for Discharge

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


 A DAY IN THE LIFE OF YOUR CHILD

Please use the outline below to write a description about a typical day in the life of your child.  We want to know the day-to-day activities, hassles and problem areas, as well as your child’s strengths.  This description will help us gain an understanding of what it is like to live with your child.

1)
Begin with your child’s morning routine.  How well do they wake up?  What is breakfast like?  Getting ready for school, etc.

2)
How does your child handle school and after school programs?  Do you get frequent calls?  What are the chief complaints?

3)
Describe evenings at home.

4)
Describe typical interactions between your child and his or her siblings.

5)
Describe your child’s peer relationships.

6)
How does your child respond to authority figures (teachers, guidance, principal, babysitters, etc.)?

7)
Describe other family member’s (grandparents, cousins, etc.) reactions to your child’s behaviors and how you respond to their reactions. 

8)
Discuss differences, if any, in the way your child interacts with Mom vs. Dad.

9)
Describe the parenting interventions and techniques that you use with this child?  What works?  What doesn’t work?  What, if anything, makes the behavior worse?

10)
Describe your neighbors’ reactions to your child.

11)
Describe the impact that living with this child has had on your marriage, family and lifestyle.

12)
Describe how your relationship with your child has impacted your personal well being.  Your husband’s, your other children?

13)
Does anyone in your family fear your child or feel physically threatened?

14)
What are your worst fears about this child?

15)
What are your worst fears for your family?

16)
What are your best hopes for your child and family?

*Please feel free to add to your description any other areas you feel are important.
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