Adult Intake Form

Today’s Date Name of Primary Client:

Social Security #: Date of Birth: Gender:

Address: May we send mail? [Yes [ No
Phone: Ok to leave messages? [1Yes [] No Email Address:

Emergency Contact: Phone:

Marital Status: [] Married [] Divorced [ Single [ Widowed [ Separated [ Living Together

Children: [ Yes [ No If Yes, How Many:

Reason for seeking counseling services:

When did the problem(s) begin?

What change do you want to happen as a result of counseling?

What strengths do you already possess that will help you make these changes?

Did anyone refer you? [] Yes [ No Ifyes, who?

Primary Household
Household Member Name Relationship Age | Occupation/School Quality of Relationship
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EMPO[ER

COUNS

LING

Other Family Concerns

Primary
Client

Spouse/
Partner

Father

Mother

Sibling

Grand-
parent

Extended
Family

Health Problems

Disability

Legal Issues

Financial Concerns

Anxiety

ADHD

Mania

Schizophrenia/Psychosis

Alcohol Abuse

Substance Abuse

Depression

Mental Iliness

Eating Problems

Trouble with the Law

Physically Abusive

Physically Abused

Sexually Abusive

Sexually Abused

Verbally Abusive

Verbally Abused

Emotionally Abusive

Emotionally Abused

Significant Family Stressors (moves,
deaths, divorce, loss of employment)

O |[OgoOoOoOoooogoooooogoboogon

O |[OgoOoOoOoooogoooooogoboogon

O |[OgoOoOoOoooogoooooogoboogon

(o

O |[OgoOoOoOoooogoooooogoboogon

O |[OgoOoOoOoooogoooooogoboogon

O |[OgoOoOoOoooogoooooogoboogon

Comments:

DO YOU USE: CURRENT | PAST | NEVER COMMENTS- how often?
Caffeine [ [ [
Tobacco products (including vaping) O O O
Alcohol O O O
Illegal Drugs (including marijuana) | ] O
Medication beyond prescribed usage |:| |:| |:|

Yes No
Have you ever felt that you out to cut down on your drinking or drug use? |:| |:|
Have people annoyed you by criticizing your drinking or drug use? ] ]
Have you ever felt bad or guilty about your drinking or drug use? (] (]
Have you ever had a drink or used drugs first think in the morning (eye opener) to ] ]

steady your nerves: ex- to get rid of hangover, or get the day started?
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Psychiatry/Therapy History

Please list any psychiatry and or therapy provider that you have worked with.
Still working
Provider Agency Dates Reason? with them?
Primary Care Physician: Phone Number:
Address: City: State: Zip:

Any Medical Conditions:

Please list any medication your child is currently on, dosage, frequency, and who prescribed:

Consent to receive electronic appointment reminders:

Empower Counseling is able to send appointment reminders to your email address or via text.

An email or text would arrive and would include the clients name, date, and time of the appointment, as well as the
name of the provider you will be seeing.

| authorize Empower Counseling to send appointment reminders as following (choose ONLY one):

[ To the following email address:

OR

[] Via text message to the phone number

Initial and Date:

Initial and Date:

Please let us know if any of this information changes to ensure message delivery
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Empower Counseling Fee Agreement

The cost for Counseling Services at Empower Counseling is:

e 5300 for an Initial Diagnostic Assessment e 535 for Screening/Triage/Referral (with ND MA)

e 5250 for a 53-60 min Individual Therapy Session e 5200 for Behavioral Assessment (with ND MA)

e 5200 for a 38-52 min Individual Therapy Session e $42.50 for Individual/Group Counseling (per 15 min
e $150 for a 18-37 min Individual Therapy Session with ND MA)

e $250 for Family Therapy (with and without client) e 520 for Skills Integration (per 15 min w/ ND MA)

e 330 for Interactive Complexity e 550 for Intensive-In-Home (per 15 min with ND MA)

For individuals who have a diagnosable mental health condition we will bill your insurance company, in which case we will
need an insurance information form completed and a copy of your insurance card. You are responsible to pay for the
portion that your insurance company does not pay (co-pay, deductible, etc.).

You may also choose to utilize your Employee Assistance Program. Lastly, if you would prefer self-pay for our services you
would need to speak with Empower Counseling to discuss fees and a payment plan.

My fee agreement is: (check all that apply) Client Name:

[ Bill EAP only
[ Bill Client only; self-pay amount is $ Initial and $ Ongoing
[ Bill Insurance:

Insurance Plan: Policy Holder’s Name:

Policy Holder’s DOB: Policy Holder’s SSN:

Policy Number Group Number

Co-pay to be paid by client at time of session: $

Deductible amount: $

| understand that by signing this fee agreement | am making the commitment to pay for my sessions in the manner agreed
upon. | also agree that it is my responsibility to inform my counselor if my financial situation changes and | need to initiate
a new fee agreement. | also understand that | may be charged for any missed appointment not cancelled at least 24 hours
in advance.

Client/Parent/Guardian Signature

Clinician Signature

Date

Date
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NOTICE OF PRIVACY PRACTICE

THIS NOTICE DESCRIBES HOW PROTECTED MEDICAL INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED, AND HOW YOU CAN GAIN ACCESS TO THIS INFORMATION.

1.

10.

11.

Empower Counseling is permitted to make uses and disclosures of Protected Health Information for
treatment, payment and health care operation, as described in the following examples:

a. For payment: Protected Health Information about you may be disclosed to your insurance
company for purposes of service billing and payment. Disclosures may also be made to a county
social service department if your services were arranged by and are being paid for by that
department.

b. For health care operations: Protected Health Information about you may be reviewed as an audit
by your insurance company.

Empower Counseling is permitted or required, under specific circumstances, to use or disclose Protected
Health Information without the individual’s written authorization.
Other uses and disclosures will be made only with the individual’s written authorization, and the
individual may revoke such authorization at any time.
Any request to share Protected Health Information of services involving more than one individual, such
as in family or couples’ therapy, all individuals of consenting age must submit a written authorization
before records can be disclosed.
Empower Counseling will contact the individual to provide appointment reminders or other
benefits/services that may be of interest to the individual.
The Individual has the following rights regarding Protected Health Information:

a. Theright to request restrictions on certain uses and disclosures of Protected Health Information.
Empower Counseling is not required to agree to a requested restriction.
The right to receive confidential communication of Protected Health Information, as applicable.
The right to inspect and copy Protected Health Information, as provided in the Privacy Regulation.
The right to amend Protected Health Information, as provided in the Privacy Regulation.
The right to receive an accounting of disclosures of Protected Health Information.

f. The right to obtain a paper copy of the Notice from the covered entity upon request.

Empower Counseling is required by law to maintain the privacy of Protected Health Information and to
provide individuals with notice of its legal duties and privacy practice with respect to Protected Health
Information.

Empower Counseling is required to abide by the terms of the notice currently in effect.

Empower Counseling reserves the right to change the terms of the Notice. The current notice will be
posted at Empower Counseling and include the effective date.

Empower Counseling will provide individuals with a revised Notice by distribution at the time of services
is first provided following the revision.

Individuals may complain to Empower Counseling and to the Secretary of the Department of Health and
Human Services, without fear of retaliation by the LLC, if they believe their privacy rights have been

® oo T
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violated. To file a complaint with Empower Counseling, the individual must contact Mandy Bernardy at
532-1477 or with the Secretary of Health and Human Services in writing.
12. This Notice is first in effect 04/10/2019.
13. Empower Counseling elects to limit the uses or disclosures that it is permitted to make, as follows:
a. Empower Counseling will only make routine disclosures to family members of Protected Health
Information with a valid authorization from the individual.
b. Disclosures for specialized government activities and worker’s compensation programs will only
be made with a valid authorization from the individual.

| hereby acknowledge that | have received a copy of Empower Counseling Notice of Privacy Practices.

Client Printed Name:

Client Signature: Date:

Clinician Name:

Clinician Signature: Date:
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Client Rights, Responsibilities, & Informed Consent

Empower Counseling believes in client rights to confidentiality and self-determination. With the exception to specific
circumstances described below, you have the right to confidentiality and the freedom of choice regarding services received.

Client Rights: Each individual has rights related to services received, including:

1)
2)
3)
4)
5)
6)

7)
8)

The right to self-determination and to be treated with respect in a culturally appropriate manner.
The right to be free from any discrimination, abuse, or exploitation at Empower Counseling.
That Empower Counseling will accommodate services to best meet individual needs.
The right to access your file according Empower Counseling policy.
The right to be made aware of services available and to terminate at any time.
The right to ask any questions about anything that happens in therapy and be informed of any risks and benefits
associated with therapy.
The right to understand your therapist’s qualifications, training, and areas of expertise.
The right to confidentiality by policy and law through verbal, written, or electronic communication. It is important that
you are aware that under the following circumstance, Empower Counseling is required by law to release client
information and a report may be filed to the appropriate authorities:
a. Itis determined that you are a danger to yourself or others.
b. There is concerns of child abuse or neglect.
c. There are concerns of abuse or neglect of a vulnerable adult
d. We are subpoenaed by court to testify or submit records to court.

Agency Expectations: Empower Counseling has the right to deny services based on the following circumstances:

1)

2)
3)
4)
5)

That clients will arrive on time for sessions and cancel sessions within 24-hour notice. Empower Counseling Policy
regarding late show/no show session is that clients that late show (cancel sessions in less than 24-hour notice) or no-
show appointments for TWO or more consecutive sessions will not be able to schedule further sessions unless
approved by your therapist.

That clients will not be under the influence of any substances during sessions.

That clients will not be physically, verbally, or emotionally abusive towards their therapist.

That clients will maintain confidentiality of other clients and/or client information.

That clients are responsible for payment of all services received that are not covered by an insurance or other payment
plan.

By signing below, | am stating that | have reviewed this statement, and understand the above information:

Client Printed Name: Date:

Client Signature:

Clinician Name:

Clinician Signature: Date:
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Empower Counseling No Show/Late Cancel Policy

Empower Counseling understand that life happens and we know the reason you are here is to prioritize your mental
health. In order for our patients to be successful and to streamline our scheduling process, the following policy will
be effective 8/1/2023.

DEFINITIONS:

LATE CANCEL - Less than 24-hour notice.

NO SHOW-—A missed appointment is not showing up, failure to reschedule within Empower Counseling guidelines
and arriving late.

1. Appointment reminders will be sent via text and email approximately 48 hours prior to the scheduled
appointment, These reminders are a courtesy.
a. If you are not receiving appointment reminder messages, please contact our office to make sure we
have your correct information on file.
b. Failure to keep your appointment will result in a late fee. You are responsible for keeping your scheduled
appointments regardless of whether a reminder was sent or received,
c. If you are more than 15 minutes late for your appointment, it is considered a no show and you will be
charged a fee.
2. If you cannot attend the scheduled session, please reach out and let Empower Counseling staff know so we
can find an alternative time that works for you and the clinician.
a. When you schedule an appointment and do not show up or cancel, we are unable to reschedule
someone else who needs our services.
b. Our job at Empower Counseling is to ensure the community's mental health is being served to the best
of our ability. We hope you respect our time, as we respect yours.

w

You will be given 1 “free pass” for no show/late cancel each calendar year.
4. BILLABLE CHARGES:
a. No Show rate is $50.00.
b. Late Cancel rate is $25.00.
c. These charges are the responsibility of the patient.
5. After 3 consecutive no-shows/late cancels no appointments will be scheduled until you have contacted your
therapist directly regarding scheduling,
a. Your therapist will be able to help eliminate any barriers you may be encountering.
b. Empower Counseling can provide service options to help mitigate obstacles.
c. Maybe you just have a lot going on and need to take a break. And that is ok!

Empower Counseling staff care about you and know that life can be chaotic. We want to support your mental health.
Late Cancels/No Shows are not a direct reflection of who YOU are, but of your life circumstances. Please
communicate with staff.

Client’s Name

Client/Client's guardian signature Therapist signature
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Telehealth Consent

WHAT IS TELEHEALTH?

“Telehealth” means that sessions will be conducted when the provider and the client are in different physical locations, and
that services will be delivered over electronic means. The electronic means are often internet-based technology tools,
including videoconferencing software and email.

WHAT WILL I NEED? You will need access to internet service and the technology tools needed in order to engage in telehealth
sessions. A computer is best, but a cell phone or tablet would also work. You will need access to your email on that device,
and you will also need to have a camera and a microphone so | can both see and hear you. It is best to use a secure wireless
connection, as a public or non-secure connection could compromise your confidentiality. | will be using a secure wireless
internet connection. It is also best to ensure you are in a private setting where no one can overhear your session, and to
minimize distractions to the extent possible.

HOW WILL IT WORK? The platform that | will be using during this time is Google Meet. This is a HIPAA secure platform that is
fairly easy to use. | will send you an invitation via your email address at the time of your session, and you can join the meeting
through the link provided in your email. Please let me know via email at mandy@empowercounselingfm.com if you will be
unable to attend your session. If technology fails, | will make an attempt to re-establish a connection. If | am unable to do
this, | will call you via phone. Please provide the phone number you would like me to call if necessary:

WHAT ARE THE RISKS/BENEFITS? We are fortunate to have telehealth as an option during the COVID-19 Pandemic. It will allow
us to continue to meet on a regular basis with minimal disruption to your treatment, while also practicing safe social distancing.
Along with the benefits of telehealth come some risks, and it isimportant for you to know these before you consent to telehealth
treatment. Technology can fail and occasionally it could be difficult to re-establish a connection, which can be disruptive to a
session. It is harder to ensure the confidentiality of your session when using telehealth than it is in person. Technology is
vulnerable to electronic breaches of information. As stated above, both provider and client need to take appropriate measures
to prevent this from occurring.

OTHER THINGS TO KNOW

e You can choose to cease telehealth sessions at any time, and resume face to face counseling when it is determined safe
to do so.

e You can revoke this consent at any time.

e Both provider and therapist are agreeing that we will not record any portion of telehealth sessions.

e Records will be kept in the same manner as they are for in-person sessions.

e If you are using health insurance or an employee assistance program to cover costs, you will want to contact your plan
to ensure that telehealth is covered. Many have made changes to their policies during the COVID-19 Pandemic, but
you will want to check on the specifics of your plan.

| have read this document and agree to proceed with telehealth sessions.

Name Date Signature

Name Date Signature
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Clients Name: Date:

PHQ9
1. Over the last 2 weeks, how often are you bothered by the following problems?
Not at all Several Days More than Nearly every
half the days day

a. Little interest or pleasure in doing things O] ] O] ]
b. feeling down depressed or hopeless O] ] O] ]
c. Trouble falling/staying asleep, sleeping too much O] ] O] ]
d. Feeling tired or having little energy O] ] O] ]
e. Poor appetite or overeating O] ] ] ]
f. Feeling bad about yourself or that you are a failure or

have let yourself or your family down. O] ] ] ]
g. Trouble concentrating on things, such as reading the

newspaper or watching television. O] ] ] ]
h. Moving or speaking so slow that other people could have
noticed. Or the opposite: being so fidgety or restless
that you have been moving around a lot more than usual. O] ] O] O]
i. Thoughts that you would be better off dead of hurting
yourself in some way. O] ] O] O]

2. If you checked off any problems, how difficult have these problems made it for you to do your work, take care
of things at home, or get along with others people? (circle one)

] Notdifficultatall [ Somewhat Difficult [ Very difficult [ Extremely Difficult

Score:

GAD-7
Over the last 2 weeks, how often have you been bothered by the following problems?
Not at all Several Days More than Nearly every
half the days day
1. Feeling nervous, anxious, or on edge
2. Not being able to stop or control worrying
3. Worrying too much about different things
4, Trouble relaxing
5. Being so restless that it is hard to sit still
6. Being easily annoyed or irritable
7. Feeling afraid as if something awful might happen

gooogod
Ooooogood
gooogod
gooogod

If you checked off any problems, how difficult have these problems made it for you to do your work, take care of
things at home, or get along with others people? (circle one)

] Notdifficultatall [ Somewhat Difficult [ Very difficult [ Extremely Difficult

Score:
Source: Spitzer RL, Kroenke K, Williams JBW, Lowe B. A brief measure for assessing generalized anxiety disorder,
Arch inern Med. 2006; 166: 1092-1097
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g; WORLD HEALTH ORGANIZATION
XL/ DISABILITY ASSESSMENT SCHEDULE 2.0

—~—

12-item version, self-administered

This questionnaire asks about difficulties due to health conditions. Health conditions include diseases or illnesses, other health problems that
may be short or long lasting, and problems with alcohol or drugs. injuries, mental or emotional problems,

Think back over the past 30 days and answer these questions, thinking about how much difficulty you had doing the following activities. For
each question, please circle only one response.

In the past 30 days, how much difficulty did you have in:

S1 | Standing for long periods such as 30 minutes? L] None I mild [l Moderate L] Severe L] Extreme or
cannot do
S2 | Taking care of your household responsibilities? | [J None O mild [ Moderate ] Severe [J Extreme or
cannot do
S3 | Leaning a new task, for example learning how I None 1 Mild 1 Moderate [ Severe 1 Extreme or
to get to a new place? cannot do
S4 | How much of a problem did you have joining in | [ None 1 Mild 1 Moderate [ Severe 1 Extreme or
community activities (for example, festivities, cannot do
religious or other activities) in The same way as
anyone else can?
S5 | How much have you been emotionally affected | [ None 1 Mild 1 Moderate [ Severe 1 Extreme or
by your health problems? cannot do

In the past 30 days, how much difficulty did you have in:

S6 Concentrating on doing something for ten | [1 None 1 Mild 1 Moderate [ Severe 1 Extreme or
minutes? cannot do
S7 Walking a long distance such as a kilometre ] None O mild (] Moderate ] Severe [J Extreme or
[or equivalent]? cannot do
S8 Washing your whole body? ] None O mild [ Moderate ] Severe [J Extreme or
cannot do
S9 Getting dressed? I None 1 Mild 1 Moderate [ Severe 1 Extreme or
cannot do
S10 Dealing with people you do not know? ] None O mild [ Moderate ] Severe [J Extreme or
cannot do
S11 Maintaining a friendship? [J None I mild [J Moderate [J Severe [ Extreme or
cannot do
S12 Your day-to-day work? I None 1 Mild 1 Moderate [ Severe 1 Extreme or
cannot do
H1 Overall, in the past 30 days, how many days were these
difficulties present? Record number of days
H2 In the past 30 days, for how many days were you totally unable
to carry out your usual activities or work because of any health condition? Record number of days
H3 In the past 30 days, not counting the days that you were totally unable, for how
many days did you cut back or reduce your usual activities or work because of Record number of days
any health condition?

This completes the questionnaire. Thank you.
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Outcome Questionnaire (OQ® -45.2)

Instructions: Looking back over the last week, including today, help us
understand how you have been feeling. Read each item carefully and

. . Name: Age:  Yrs.
mark the box under the category which best describes your current SEx
situation. For this questionnaire, work is defined as employment, D# MO  FOI
school, housework, volunteer work, and so forth.

Please do not make any marks in the shaded areas.
Session # Date /]
s N
Never Rarely Sometimes Frequently Almost sD IR SR
Always \ DO NOT MARK BELOW
1. | get along well with others. Oa 03 a2 01 do —1
2. 0tire quickly. . Oo 01 a2 a3 04 —/
3.1 feel no interest in things. dJo 01 02 03 O4 —/
4.1 feel stressed at work/school. . ___ ... Oo 0O1 2 a3 Oa —/
5. | blame myself for things. o 1 a2 a3 Oa —1
6.1 feelirritated. | _____ ... Oo 01 a2 a3 04 —1
7. | feel unhappy in my marriage/significant relationship. o 1 2 a3 Oa —1
8.1 have thoughts of ending my life. ______ .. dJo 01 02 a3 Oa —/—
9. | feel weak. o 01 a2 03 Oa I
10. Ifeel fearful. . Oo 01 2 a3 Oa4 —1
11. After heavy drinking, | need a drink the next morning to get going. (If you do not o 01 2 a3 Oa —1
drink, mark "never”) .
12. I find my work/school satisfying. _____________________________ Oa 03 2 01 0o [ |
13. 1 am a happy person. O4 03 02 01 Odo —/
14, I work/study too much. _____ ... Oo 0O1 a2 a3 04 —/
15. | feel worthless. Oo 01 a2 as3 04 —
16. 1 am concreted about family troubles. _______ . dJo 1 2 03 O4 :l
17. | have an unfulfilling sex life. o 01 a2 3 Oa I:I
18. Ifeel lonely. Oo 01 2 a3 04 I:I
19. | have frequent arguments. o O1 02 a3 Oa I:l
20. I feellovedandwanted. _________ . O4 O3 a2 01 0o —1
21. | enjoy my spare time. Oa 03 02 01 do I:I
22. | have difficulty concentrating. _ dJo 01 02 a3 Oa :l
23. | feel hopeless about the future. o 01 02 3 Oa I:l
24 Wike myself. Oo 01 2 a3 04 I:I
25. Disturbing thoughts come into my mind that | cannot get rid of. o 01 2 a3 da I:I
26. | feel annoyed by people who criticize my drinking (or druguse). ______________________ Oo O1 a2 a3 Oa4
icable, mark “never”
27. I“;:voet::?ll:)cset stomach. ) Jo 01 02 03 Oa4 I:I
28. 1 am not working/studying aswell as lusedto______ ... dJo 01 2 03 O4 —/
29. My heart pounds too much. Oo 01 a2 as3 04 I:I
30. I have trouble getting along with friends and close acquaintances ______________________ Oo 01 a2 a3 04 —/
31. | am satisfied with my life. 4 a3 02 01 Odo I:l
32. I have trouble at work/school because of drinking ordruguse _________________________ Oo 01 2 a3 04 I
(If not applicable, mark “never”)
33. | feel that something bad is going to happen. o 01 a2 a3 da I:l
34. I have sore muscles ... Oo 0O1 2 a3 04 —/
35. | feel afraid of open spaces, of driving, or being on buses, subways, and so forth. o 01 02 a3 04 —
36. 1 feel nervous. ____ . Oo 01 2 a3 Oa —
37. | feel my love relationships are full and complete. 4 a3 a2 O1 Oo I:I
38. | feel that | am not doing well at work/school ________________ ... ________ Oo 01 a2 a3 04 —1
39. | have too many disagreements al work/school. o 01 02 3 Oa —]
40. | feel something is wrong with my mind __________ ... o 01 2 a3 4 —/
41. 1 have trouble falling asleep or staying asleep. o 01 02 03 O4 I:I
42.1feel blue . O4 03 a2 01 0o —1
43. | am satisfied with my relationships with others. o 01 2 a3 4 I:I
44. | feel angry enough at work/school to do something | mightregret _____________________ dJo 01 02 a3 Oa T
45. | have headaches. Odo 01 a2 a3 04 —/
Developed by Michael J. Lambert, Ph.D. and Gary M Burlingame, Ph.D. For More Information Contact :—%Tﬁ%ﬁ?(;;%MEABURES. oM " +
© Copyright 1996 OQ Measures LLC. WEB: WWW.OQMEABURES.COM
All Rights Reserved. License Required For All Uses. TOLL-FREE: 1-888-MH SCORE, {1-888-647-2673)
FAX: 801-747-6900 Total =
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Authorization to Disclose Protected Health Information

Name of Client: Date of Birth:

Street Address: City: State: Zip:
CLIENT RELEASE AND SIGNATURE

1- | Hereby Authorize:
at

Empower Counseling
2311 45th St S Suite 4A
Fargo ND 58104
P:701-532-1477

F: 701-532-1801

2- Permission To: L] Disclose To L] Obtain From L] Mutually Exchange With

Person/Agency: Phone: Fax:

Address: City: State: Zip:

3- Description of the Information to be disclosed/obtained:

] Family and Social History ~ [] Psychological Info/Testing U] Legal
] Treatment Plan [ Progress in Treatment [ verbal Consultation as necessary
L] Discharge Summary [ Alcohol/Drug Abuse Issues/Treatment [ coordination of Care

L] Other (Provide details):

4- This information identified above will be used for:

[ Coordination of Care/Treatment/Discharge Planning L] Legal [ At the Request of the Individual
L] Billing/Payment [ collateral L] Eligibility Determination

L] Other (must specify to be valid):

5- Authorization remains in effect for one year from date signed unless a different date is entered here:

CUIENT CONSENT: This authorization is voluntary and remains in effect until the expiration unless specifically revoked. | understand that | may revoke my
consent to allow Empower Counseling to release/obtain information, at any time, except to the extent that action will have been taken on information
released prior to the revocation of my consent. | understand that my records are protected under State and Federal confidentiality regulations.

SUBSTANCE USE DISORDER INFORMATION is protected under the federal regulations governing Confidentiality of Substance Use Disorder Patient Records, 42
C.F.R. Part 2, and cannot be disclosed without written consent unless otherwise provided for in the regulations. In accordance with North Dakota law, the
signature of a minor 14 years of age or older is required to disclose substance use disorder information. Both the signature of a minor 13 years of age or
younger and the signature of the minor legal representative is required to authorize the disclosure of substance use disorder information.

[] CHECK IF APPLICABLE — NOTICE TO WHOMEVER DISCLOSURE IS MADE CONCERNING ADDICTION RECORDS

Signature of Client: Date:
Signature of Parent/Guardian: Date:
Witness (if needed): Date:
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