
Mimi Mungomba, MMFT 
678.982.2604 

mimi.m.mungomba@gmail.com 

_______________________________ 

Practice Policies 
Fee Policy 
My fee is $120 per hour for any type of counseling (intake, marital, individual). A session is typically based on a 50-minute hour. I request that 
cancellations be made 24 hours in advance; otherwise, you will be billed for the full session fee. I take payment and schedule for the next week at the 
beginning of each appointment. If you do not have your payment at the beginning of session, we will have to reschedule to another time when you 
can make the payment. You will owe for that session as well as the rescheduled one.  I currently accept payment in the form of cash or checks. I 
currently do not file insurance. However, I will give you what you need in terms of an insurance receipt (making filing for yourself run more 
smoothly). 
  
Confidentiality 
Professional ethics and Tennessee State law indicate that confidential information is controlled by the client. This means that, as a general rule, 
information shared in sessions with a counselor will be held in confidence. There are two exceptions to this general rule, however. In the case of an 
emergency where the counselor believes the client is at risk of hurting himself/herself or another person, the counselor may breach the requirement of 
confidentiality. Secondly, Tennessee law requires that child abuse in any form be reported to the Department of Human Services or other authority 
such as a Juvenile Judge.   

In communication, clients sometimes prefer to communicate via text message or email. I do accept this form of communication, however it is 
important for the client to understand that email is not a secure mode of communication. The correspondence is at risk of being intercepted, can be 
monitored by email providers, and human error could result in someone else receiving the email other than the intended therapist. It is also important 
to note that text messaging carries the same level of risk. Text messages can be intercepted, stored on a device and later read by others, read by phone 
providers, or sent to non-intended individuals. As a general rule, clients should limit email and text message correspondence to scheduling purposes.  

No Secrets Policy 
When working with couples, I will not be a secret keeper.  If one spouse discloses information that the other isn’t aware of (common examples 
include affairs, pornography struggles, etc.) during an individual session, I will help that spouse disclose to the other in the next session. 

Professional Services 
I am available for counseling appointments on Mondays and Wednesdays from 4-9pm. The phone number and email listed on this form are the ways 
you can reach me to schedule a session.  I do not do phone consultations.  If you have an emergency, you may obtain assistance by calling the Crisis 
Help Line at 244-7444, the YW Domestic Violence Center at 242-1199, or by going to your local hospital emergency room.  
I am not a certified Custody Evaluator or an Expert Witness, as defined by the legal system. As a therapist, I am not permitted to make any judgments 
on custody. In the case that I would be subpoenaed to court or involved in any legal matter, the client will be charged a fee of $150 an hour (this 
includes note taking, phone calls, writing case summaries, time to and from court, etc.). I do not testify unless required by a court order. Testimony 
under oath is $200 per hour.  

Benefits and Risks of Counseling  
Those contemplating counseling should realize that, as a result of services rendered, significant changes in their lives may occur.  They may make 
changes in their marriages or significant relationships, such as with parents, friends, children, relatives etc. While I will assist the client in effecting 
change, I cannot guarantee a specific outcome. Clients are ultimately responsible for their own growth.  

Professional Boundaries 
I will not recognize the existence of our relationship outside of the counseling room unless initiated by you.  The purpose of this policy is to protect 
your confidentiality and to protect me from dual relationship (forbidden by the American Association of Marriage and Family Therapists). 

Credentials  
MMFT under the supervision of AAMFT approved supervisor Sara Hopkins, TN License #928 
Do you have any questions about fees, confidentiality, or other matters?         Yes____ No____ 
Do you agree with the conditions and provisions of these Practice Policies?     Yes____ No____Signature of Responsible Party(ies):  
________________________________________________________________________________________________ 



Mimi Mungomba, MMFT 
678.092.2604 

mimi.m.mungomba@gmail.com 

CLIENT INTAKE FORM 
Identification Information 
Name: _____________________________________________  Age: ______  
DOB: ______________ 
Address: _____________________________________________________________________________ 
City: _________________________________ State: ______________  Zip: _______________ 
Email: ________________________________________________________________ 

Telephone (Home): _____________________________________________________________________ 

Telephone (Cell):_________________________________________________________________ 
Marital Status (circle): Married  Single  Cohabitating  Divorced  Dating  Engaged  Remarried Separated   
Wedding date (if married): ________________________________  
Age when married: ________________ 
Previously married? (if so, please specify your age during the marriage and duration of the marriage): 
____________________________________________________ 
Do you have children?  If so, what are their names and ages (please specify if the children are from a previous 
marriage or are adopted): 
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
____________________________________________________________________________ 

How did you hear about me? (referral source): ________________________________________________ 
Previous Counseling 
Previous Counseling?  Yes   No    Who and When?          
Would you like for me to consult with your previous counselor(s)?    Yes     No 
If yes, then please list the name(s) and contact information. 
______________________________________________________________________ 

Medical/Mental Health Information 
What, if any, medical health problems do you have?        
Physician        Current Medications       
Are you currently taking medication for a mental or emotional condition?      
              
Please list conditions and medications:             
         



Have you ever been hospitalized for a mental or emotional condition?         
         
If so, please list where and when:              
        

Do you currently use any alcohol or drugs?      If yes, what is your substance of choice?     
                
    
Are you in treatment? (such as outpatient) or utilizing support groups (such as AA)?   
   
If yes, please describe:            
             
What types of self-care practices have been helpful to you in the past when dealing with difficult situations? 
These may be things you learned from previous therapy or discovered on your own. Examples: journaling, 
exercising, workbooks, prayer, support groups 
______________________________________________________________________     
        

What are some of some of your hobbies/interests? 
             

Reasons for seeking counseling: 
                
                
                
     
  
How long do you think therapy should last? ______________ How long are you able to commit to therapy?
___________________________ 
  
  
 What personal qualities do you think the ideal therapist should possess?        
                
                
             

Emergency contact information:   
Name              
Relationship:          Phone:      

Client Signature:           Date:     



CHILDHOOD AND FAMILY OF ORIGIN 
1. What was your childhood like?  

2. What was your relationship like with each parent? 

3. Were there other adults with whom you were close as a child? 

4. Who were you the closest to, and why? 

5. Can you give me several words that describe your relationship with each parent or caregiver? 

6. What was it like when you were separated, upset, threatened or fearful? 

7. Did you experience loss as a child-and if so, what was that like for you and your family? 

8. How did your relationships change over time? 

9. Why do you think your caregivers behaved as they did?  

10. When you think back on all these questions, how do you think your earliest experiences have impacted 
your development as an adult? 

If you have children:  

11. How do you think these experiences have affected your parenting?  

12. What do you wish for your child in the future? 

Please use the space below if there is anything else you would like me to know about yourself that might help 
me for our therapeutic relationship: 



Mimi Mungomba, MMFT 
HIPAA Privacy Practices 

I am required by law to follow the practices described in this letter.  This letter is a summary of our Privacy Practices, but does not replace the full 
version, which has been made available to you.  This notice applies to personal medical/mental health information that I have about you, and which 
are kept in my facility.  With some exceptions, I must obtain your authorization to disclose (or release) your health care information.  There are some 
situations in which I do not have to obtain your authorization.  I can use your protected health information and share it with members of organized 
health care arrangement (like a community provider).  Neither this pamphlet nor the full Notice of Privacy Practices covers every possible use or 
disclosure. If you have any questions, please contact the Privacy Office.   

Who Has Access To Your Personal Information?  
Medical/Mental health information about you can be used to:  

• Plan your treatment and services.  
• Submit bills to your insurance, Medicaid, Medicare, or third party payers.  
• Obtain approval in advance from your insurance company.  
• Exchange information with Social Security, Employment Security, or Social  
• Services.  
• Measure quality of services.  
• Decide if I should offer more or fewer service to clients.  

Without your permission, I may use your personal information:  
• To exchange information with other State agencies as required by law.  
• To treat you in an emergency.  
• To treat you when there is something that prevents me from communicating with you.  
• To inform you about possible treatment options.  
• To send you appointment reminders.  
• For agencies involved in a disaster situation. 
• For certain types of research.  
• When there is a serious public health or safety threat to you or others.  
• As required by State, Federal or local law. This includes investigations, audits, inspections, and licensure.  
• When ordered to do so by a court.  
• To communicate with law enforcement if you are a victim of a crime, involved in a crime at our facility, or you have threatened to commit a 

crime.  
• To communicate with coroner, medical examiners and funeral homes when necessary for them to do their jobs.  
• To communicate with federal officials involved in security activities authorized by law.  
• To communicate with a correctional facility if you are an inmate.  

What Are Your Rights?  
• To see and get a copy of your record (with some exceptions).  
• To appeal if I decide not to let you see all or some parts of your record.  
• To ask for the record to be changed if you believe you see a mistake or something that is not complete.  
• You must make this request in writing. I may deny your request if:  

1. I did not create the entry  
2. The information is not part of the file I keep; or  
3. The information is not part of the file that I would let you see 

• To know to whom I have sent information about you for up to the last six years.  
• The first request in a 12 month period is free.  I may charge you for additional requests.  
• To limit how I use or disclose information about you. For example-not to release information to your spouse or a particular provider 

agency. This must be made in writing, and I am not required to agree to the request.  
• To ask that I communicate with you about medical matters in a certain way or at a certain location. This must be made in writing.   
• To tell me (authorize) other releases of your personal information not described above. You may change your mind and remove the 

authorization at any time (in writing). 

Signature of Responsible Party(ies):   

________________________________________________________________________________________________  



Mimi Mungomba, MMFT 
678.982.2604 

mimi.m.mungomba@gmail.com 

Authorization for Release of Information 

I, (list both names if a couple) _______________________________________________________________ 
(date of birth)     agree that my therapist Mimi Mungomba, MMFT may contact the following on 
my behalf to discuss my case and my needs: 

Agency     Contact Name Phone Number 

            

            

             

I understand that by signing this release of information, my therapist will be contacting the person(s) or 
agency(ies) listed above and that the information I have provided to my therapist may be shared for my benefit. 

This form is commonly used if the client and therapist agree that it’s beneficial for the therapist to speak with 
another professional (a previous therapist, medical doctor, psychiatrist, etc.) to collaborate for treatment 
purposes.   

I understand that this form is valid as long as I am considered an active client with Mimi Mungomba. 

Client Name (printed):           

Guardian Name (if client is under 18) (printed): ____________________________ 

Client Name (or Guardian) (signed):          

Specific Information Requested:           

            



PERMISSION TO RECORD THERAPY SESSIONS 

I, (list both names if a couple) _______________________________________________________________ 
consent to the digital recording of therapy sessions with Mimi Mungomba, MMFT.  I am aware of the presence 
of the camera and microphone and permit the use of all or part of the recordings for the purpose of: (please 
initial below the type of use you are permitting) 

__________________ (initial/s) My therapist to view in order to maintain continuing education. 

___________________(initial/s) My therapist’s consultation with a mentor.   

___________________(initial/s) My therapist to use in training other professionals in Emotionally 
Focused Therapy (the type of therapy that is used in sessions).   

If the recording is shown to a mentor or will be used as part of a formal training, I understand that I will be 
notified before it is shown. 

In no way will the refusal to grant consent for recording effect provision of therapy.  If at any time during the 
treatment process, I wish to stop the recording I may do so and still continue treatment. 
  

 _____________________________  ___________________________ 
            Signature      Signature 

 _____________________________  __________________________ 
 Printed Name      Printed Name 

_______________     _______________ 
 Date       Date 

Therapist’s Signature: ____________________________________ 

Therapist’s Printed Name: _________________________________ 

Date: _____________________________ 


