Please email completed form to     fivestartherapy5@gmail.co.uk	Five Star Therapy


Mental Health Induction Form (all sections are mandatory unless specified as optional)
Confidential Document

1. Personal Information
Full Name:

Preferred Name (if different):

Date of Birth:

Pronouns:
☐ She/Her ☐ He/Him ☐ They/Them ☐ Other: ___________
Address:


Phone Number:

Email Address:

Emergency Contact Name:

Relationship to You:

Emergency Contact Phone Number:


2. Lifestyle & Wellbeing
Please answer as accurately as you feel comfortable. This helps provide appropriate support.
Occupation / Study Status:

Current Living Situation:
☐ Alone ☐ With family ☐ With partner ☐ Shared accommodation ☐ Other: ___________
Sleep Pattern:
☐ Very poor ☐ Poor ☐ Average ☐ Good ☐ Very good
Additional details (if any):

Diet & Nutrition (optional):

Physical Activity Level:
☐ None ☐ Light ☐ Moderate ☐ High
Alcohol Consumption:
☐ None ☐ Occasionally ☐ Weekly ☐ Frequently
Smoking / Vaping:
☐ No ☐ Yes – occasionally ☐ Yes – regularly
Recreational Drug Use (optional):
☐ No ☐ Yes (please specify if comfortable): ________________________
Current Stressors or Triggers (optional):



3. Medical & Mental Health Information
Have you previously received mental health support?
☐ Yes ☐ No
If yes, please specify (optional):

Any diagnosed mental health conditions or EHCP:

Any physical health conditions relevant to your care:


4. Medication
Are you currently taking any medication?
☐ Yes ☐ No
If yes, please complete the table below:
	Medication Name
	Dosage
	Frequency
	Reason 

	
	
	
	

	
	
	
	


Any medication allergies or sensitivities?
☐ No ☐ Yes (please specify): ________________________

5. Availability
Please indicate your general availability for sessions or appointments.
	Day
	Available
	Time From
	Time To

	Monday
	☐ Yes ☐ No
	
	

	Tuesday
	☐ Yes ☐ No
	
	

	Wednesday
	☐ Yes ☐ No
	
	

	Thursday
	☐ Yes ☐ No
	
	

	Friday
	☐ Yes ☐ No
	
	

	Saturday
	☐ Yes ☐ No
	
	

	Sunday
	☐ Yes ☐ No
	
	


Preferred Session Format:
☐ In-person ☐ Online ☐ Either

6. Communication Preferences
Preferred method of contact:
☐ Email ☐ Phone ☐ Text message ☐ Other: ___________
Best time to contact you:


7. Consent Form
Please read and sign below.
I confirm that the information provided in this form is accurate to the best of my knowledge. I understand that this information will be used solely for the purpose of providing mental health support and will be kept confidential in accordance with applicable data protection and confidentiality policies.
I understand that I can withdraw my consent at any time.
Client Name:

Signature (typed or digital):

Date:



Online Therapy Specifics
Online sessions are conducted via secure video platforms.
We do not record sessions unless explicitly agreed upon in writing.
Clients are responsible for ensuring privacy on their own devices and internet connections.


8. Risk Assessment
The purpose of this section is to help identify any current or past risks so that appropriate support can be provided. You are encouraged to answer honestly; however, you may skip any questions you do not feel comfortable answering.
Have you ever experienced thoughts of self-harm?
☐ No ☐ In the past ☐ Currently ☐ Prefer not to say
If yes (optional details):


Have you ever engaged in self-harming behaviours?
☐ No ☐ Yes ☐ Prefer not to say
If yes (optional – including when and any support received):

Have you ever experienced thoughts of suicide?
☐ No ☐ In the past ☐ Currently ☐ Prefer not to say
If currently, do you have support in place?
☐ Yes ☐ No ☐ Unsure ☐ Prefer not to say
Have you ever had thoughts of harming another person?
☐ No ☐ Yes ☐ Prefer not to say
Do you feel safe at this time?
☐ Yes ☐ No ☐ Unsure
If no or unsure (optional):


Triggers, warning signs, or situations that increase risk (optional):


Protective factors or coping strategies (optional):
(e.g. trusted people, routines, beliefs, skills)



9. Safeguarding
Safeguarding refers to the responsibility to protect individuals from harm, abuse, or neglect. This includes children, young people, and vulnerable adults.
Have you experienced or been affected by any of the following?
(You may select all that apply)
☐ Emotional abuse
☐ Physical abuse
☐ Sexual abuse
☐ Domestic abuse
☐ Neglect
☐ Financial abuse
☐ Coercive control
☐ Exploitation
☐ Discrimination
☐ None
☐ Prefer not to say
Are you currently experiencing abuse, neglect, or feeling unsafe?
☐ No ☐ Yes ☐ Unsure ☐ Prefer not to say
If yes or unsure (optional):


Are you aware of any safeguarding concerns involving a child or vulnerable adult?
☐ No ☐ Yes ☐ Prefer not to say
If yes (optional):



10. Confidentiality & Safeguarding Statement (Private Practice)
All information shared within sessions and on this form is treated as confidential and stored securely in line with data protection legislation.
Confidentiality may be broken without consent if:
· There is a serious and immediate risk of harm to yourself or others
· There is a safeguarding concern involving a child or vulnerable adult
· Disclosure is required by law or by a professional regulatory body
Where possible, this will be discussed with you before any disclosure is made, unless doing so would increase risk.

11. Consent to Risk Management & Safeguarding Procedures
Please confirm your understanding by ticking the boxes below:
☐ I understand the purpose of the risk assessment questions
☐ I understand the limits of confidentiality in private practice
☐ I understand the questions being asked in the questionnaire
☐ I consent to appropriate safeguarding action being taken if required
☐ I consent to adhering to online and offline professional conduct
Client Full Name:

Signature (typed or digital):

Date:

12. Emergency Contact Authorisation (Risk Situations)
In situations where there is a serious concern for your safety or the safety of others, it may be necessary to contact someone on your behalf.
Emergency Contact Name:

Relationship to You:

Phone Number:

Authorisation
Please indicate your consent below:
☐ I give permission for my emergency contact to be contacted only if there is a serious concern about my safety or wellbeing.
☐ I understand that in rare circumstances, emergency services or relevant authorities may be contacted without my consent if there is an immediate risk of harm.
☐ I do not wish for my emergency contact to be contacted (please note this may limit support options in a crisis).
Additional instructions or preferences (optional):



13. Data Protection & Privacy Statement (GDPR)
Your personal data and any information shared during sessions are handled in accordance with the UK General Data Protection Regulation (UK GDPR) and the Data Protection Act 2018.
How Your Data Is Used
Your information is collected and stored for the purpose of:
· Providing mental health support
· Maintaining clinical records
· Communicating regarding appointments and care
Data Storage & Security
· Records are stored securely in digital and/or paper format
· Reasonable steps are taken to protect your data from unauthorised access
· Your data will not be shared with third parties without your consent, except where legally or ethically required
Your Rights
You have the right to:
· Access your personal data
· Request corrections to inaccurate information
· Withdraw consent (where applicable)
· Request deletion of data, subject to legal and professional record-keeping requirements
Clinical records are typically retained for a minimum period in line with professional and legal guidance.
If you have any questions about how your data is stored or used, you may raise these at any time.

14. Professional Boundaries & Cancellation Policy
Professional Boundaries
The therapeutic relationship is a professional one and is focused solely on your wellbeing. To maintain ethical and effective practice:
· Contact outside of sessions is limited to administrative or safety-related matters
· Dual relationships (e.g. personal, social, or business) are avoided
· Social media connections are not accepted
Any concerns about boundaries can be discussed openly during sessions.

Appointments & Cancellations

Fees: First session free of cost.
Further sessions/pricing will be discussed according to the treatment plan. 
Thereafter, you will receive a confirmation email and details about your appointment only after the payment has been made.

Cancellations & Missed Appointments
· A minimum of 24 hours’ notice is required for cancellations or rescheduling
· Sessions cancelled with less than this notice may be charged in full
· Missed appointments without notice are chargeable at 50% and remainder of the payment will be reimbursed within 10 working days. 
Exceptions may be made in exceptional circumstances at the practitioner’s discretion.

Agreement
☐ I have read and understood the professional boundaries and cancellation policy
☐ I agree to the terms outlined above
Client Name:

Signature (typed or digital):

Date:


Next Steps: office use only
· ☐ Initial assessment scheduled
· ☐ Additional forms required
· ☐ Follow-up contact needed
· AOB
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