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Informed Consent for Testing, Counseling and Treatment
Therapy begins with an assessment process, which is used to determine the best course of treatment for you. Typically, treatment is provided over the course of at least eight weeks. 

Please Note: If you need to cancel an appointment,  kindly give 24 hours notice. Failure to do so will result in a $100 fee which is generally not covered under insurance. If an appointment is on Monday, cancellation must be made the Friday prior. 

All information shared with the clinician is confidential and no information will be released without your consent. In all circumstances, consent to release information is given through written authorization. You further understand that there are specific and limited exceptions to this confidentiality which include the following:

· When there is a risk of imminent danger to yourself or to another person, the clinician is ethically bound to take necessary steps to prevent such danger.
· When there is suspicion that a child or elder is being sexually or physically abused or is at risk of such abuse, the clinician is legally required to take steps to protect the child, and to inform the proper authorities.
· When a valid court order is issued for medical records, the clinician and the agency are bound by law to comply with such requests.

When working with minors, the therapist will generally not share the content of sessions with parents/guardians.
While counseling usually provides significant benefits, it may also pose risks. Counseling may elicit uncomfortable thoughts and feelings or may lead to the recall of troubling memories. If you are experiencing suicidal ideation, plan or intent, you are entering therapy with the knowledge that the therapist is not available at all times. It is the responsibility of the patient to seek emergency services in the event of suicide concerns. If at any time you have an emergency, call 911. Additionally, you can call Springwoods Behavioral Health (479) 973-6000, or the Crisis Intervention Hotline at 1(888) 274-7472 who may be able to provide emergency services. 

	 If there is another party who shares custody and must be notified or consulted regarding medical services, you have done so. Please initial. 

*Legal Proceedings: Please discuss the possibility of court appearances. This is not a guarantee of said  service. Fees for court appearances are $1,500 per half day. Subpoenas do not preclude this fee. Under such circumstances as litigation, your right to confidentiality is waived. Counseling services are no guarantee of benefit in court and may pose risk to your argument. 


I,						, understand that if I have any questions regarding this consent form or about services offered, I may discuss them with my therapist. I have read and understood the above. I consent to participate in the evaluation and treatment offered to me. I understand that I may stop treatment at any time.


Signature of Client/Parent/Guardian (circle one):			Date:





HIPAA PRIVACY PRACTICES NOTICE

THIS NOTICE DESCRIBES HOW YOUR HEALTH INFORMATION MAY BE USED AND DISCLOSED. IT ALSO DESCRIBES HOW YOU ARE ABLE TO ACCESS YOUR HEALTH INFORMATION. PLEASE READ IT CAREFULLY. THIS DOCUMENT MAY BE UPDATED WITHOUT NOTICE SO PLEASE REVIEW IT EACH TIME YOU VISIT. A COPY OF THIS STATEMENT IS ALWAYS AVAILABLE UPON REQUEST. 
All information revealed by you/your family in a counseling session and most information placed in each client’s counseling/therapy file (all medical records or other identifiable information held or disclosed in any form [electronic, paper, or oral]) is considered “protected health information” by HIPAA. As such, your protected health information cannot be distributed to anyone else without your express informed and written authorization. The exceptions to this are defined below. 
Use or disclosure of the following protected health information does not require your consent or authorization. 
1. Uses and disclosures required by law 
2. Uses and disclosures about victims of abuse, neglect, or domestic violence 
3. Uses and disclosures for health oversight activities 
4. Uses and disclosures for judicial and administrative proceedings 
5. Uses and disclosures for law enforcement purposes 
6. Uses and disclosures to avert a serious threat to health or safety 
7. Uses and disclosures for workers compensation 
Your rights as a client under HIPAA 
As a client, you have the right to see your counseling/therapy file. Psychotherapy notes are afforded special privacy protection under HIPAA regulations and are excluded from this right. 
As a client, you have the right to receive a copy of your counseling/therapy file. This file copy will consist of only documents generated by your counselor. You will be charged a $25 administrative fee along with copy fees @ $.20 per page. Psychotherapy notes are afforded special privacy protection under HIPAA regulations and are excluded from this right.  
As a client, you have the right to request amendments to your counseling/therapy file. As a client, you have the right to request a history of all disclosures of protected health information. You will be charged copying fees @ $.20 per page. 
As a client, you have the right to restrict the use and disclosure of your protected health information for the purposes of treatment, payment, and operations. If you choose to release any protected health information, you will be required to sign a release of information form detailing exactly to whom and what information you wish disclosed. 
As a client you have the right to register a complaint with the Secretary of Health and Human Services if you feel that your rights have been violated. 
Prior to your counseling or therapy, you can request copies of the following:
1) Professional Disclosure Statement, 2) HIPAA Privacy Practices, and 3) Consent to Treatment. It will be necessary for you to sign the Consent to Treatment form indicating that you have read, received, and understand all of the aforementioned documents. This certificate will be placed in your counseling/therapy file. 
Please address any questions and/or concerns you may have regarding this document to your therapist.  I have read and understand my rights under HIPAA.
Signature of Client/Parent/Guardian (circle one)

_________________________________________________________________________________________________________________


Health Insurance
Insurance Carrier 					     Insurance Plan					

Policy Number						     Group Number					

Contact Number					     Social Security Number				 

Primary Insured Name					     Primary Insured DOB				


____ I will be utilizing cash pay out-of-pocket in the amount of $165/counseling session or out-of-pocket cost for testing.
Credit Card Information
Cancellation Policy 
Clients will be charged $100 for appointments not canceled 24 hours prior to their appointment time. 
· All clients are required to keep a credit card on file to pay for those canceled/missed sessions and for minors. 
· Late cancellations, no shows, and or no calls will be charged $100 for the session missed on the day of the scheduled session, using the credit card number below. 
· Copays will be charged to the card on file unless otherwise specified.
Credit Card Policy 
Type of Credit Card:    Visa/MasterCard/AMEX/ Discover 
Name on Card: 						Email for receipts: 				  
Card Number:							Billing Zip Code:  				                                                                                                                     
Expiration Date: 					            CVV code:					
Would you like to use this credit card to pay for all sessions? YES/NO (circle one)
It is my responsibility to understand my insurance policy. I understand that I am financially responsible for costs that insurance does not cover.
I authorize Crestview to make charges to my credit card for payment of counseling services when I do not provide cash or check for those sessions. I understand the cancellation policy and give Crestview permission to charge any missed or canceled session on the credit card listed above. 				
Client/Guardian Signature and Date:


Client Information
Name:  ______________________________________________________    Birthday:   ___________________ 
Address:  __________________________________________________________________________________ 
Phone numbers: (home)_____________________________   (cell) ____________________________________ 
Email address: ____________________   			        			           (ok to email?  Yes/No ) 
Male___ Female___ Other (please specify) ____________ 
Marital status: Single/Married/Separated/Divorced	 
Children’s names/Ages: ______________________________________________________________________

Occupation: ______________________________        Employer: ____________________________________

Highest level of education: _________________________	Religious preference: _________________________   
Person to contact in case of emergency: _________________________________  	Relationship: _____________ 
Home phone: ____________________________ 	 Work phone: ________________________________
__________________________________________________________________________________________
Minor Client Information 
(to be completed for clients under 18 years of age only)
Siblings (names/ages):  __________________________________________________________________________________________
Parental Marital Status: Single/Married/Separated/Divorced   (please indicate custodial arrangement, if applicable, as well as provide documentation that pertains to custody)								
Father’s Name: _____________________________________________  Age: __________________________
Address:  __________________________________________________________________________________ 
Phone number:__________________________________________ (okay to call?  Yes/No ) 
Occupation: ___________________________________   Employer:___________________________________ 
Email: _____________________________________________  Religious preference:______________________ 
Father’s marital status: Married/Engaged/Divorced/Separated/other:_____________________________		
Mother’s Name: ____________________________________________   Age:_______________________
Address:   _____________________________________________________________________________
Phone number: __________________________________________ okay to call?   ( Yes/ No )
Occupation: ___________________________________   Employer:___________________________________ 
Email: ___________________________________________  Religious preference: ______________________ 
Mother’s marital status: Married/Engaged/Divorced/Separated/other: _____________________________		
__________________________________________________________________________________________
Medical information
Physician’s Name:  ________________________________   Phone number:  ____________________________ 
Relevant health history (hospitalizations, surgeries, major illnesses or conditions): __________________________ 
__________________________________________________________________________________________ 
List any medications (with dosage)  you are currently taking or have taken in the past:    
______________________________________________________________________________________ 
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Who may I thank for your referral?   ______________________________________________________________ 
Have you ever consulted a counselor before? ( Yes / No ) With whom?    _____________________________
Are you currently in counseling elsewhere?  ( Yes / No)   With whom?    ______________________________
Outcome and/or Diagnosis:  ___________________________________________________________________ 
__________________________________________________________________________________________
Have you ever considered suicide?   (  Yes / No )	      Have you ever attempted suicide?	( Yes / No )

Do you have an addiction?   ( Yes / No / Uncertain )

Have you had any previous trauma?   ( Yes / No / Uncertain )


What concern(s) are you hoping to address in counseling or testing at this time? 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________
What has been done about your concern up to this point? 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________
Has anyone in your family experienced similar problems? 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________
What changes/improvements will be signs of progress? 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
															
__________________________________________________________________________________________


Non-Secure Communication Policy
Email Confidentiality Agreement
When communicating via email, it is important to consider it a non-confidential form of communication. By signing below, the client is saying that they have considered and understand the limitation of confidentiality and agree that the client is responsible for keeping their email account private to the extent that they desire it to be private. 

Video Confidentiality Agreement
Similar to email, sessions provided online via video are not encrypted. The therapist is not able to offer the same confidence in confidentiality as in face-to-face sessions. By signing below, the client recognizes that they have considered this limitation of confidentiality. 

Text Messaging Confidentiality Agreement 
Text messages are only to be used for scheduling reminders and short questions. By signing below, the client is agreeing that they have considered and understand the limits of confidentiality and agree that the client is responsible for keeping their text messages private to the extent that they desire them to be private. 
Professional Boundaries 
The therapist will avoid any other relationships with their clients outside of the therapeutic relationship, such as personal relationships, business relationships, or similar. Beyond confidentiality requirements, professional boundaries also play a role in respecting the privacy of clients outside of therapy. For example, if a client sees their therapist in a public setting, the therapist will not initiate communication with their client. 

Social Media 
The therapist is prohibited from engaging in a personal virtual relationship with individuals with whom they have a current counseling relationship (e.g., through social and other media) – ACA Code of Ethics A.5.e. 

Recordings
Therapists are not legally or ethically obligated to allow clients to record sessions. Recording a therapy session is not allowed because it requires the consent of all parties.

I give permission for the therapist to correspond with me via text messaging and or email. 

Yes ____No____ 			Email only_____ Text only _____ 

Phone Number: _________________________________           

Email:_________________________________________

Signature of Client/Parent/Guardian (circle one):___________________________________________________________

Signature of Therapist: ________________________________________________________________________________
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