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CLIENT INFORMATION SHEET
(Please print clearly)

DATE:
Fuli Legel Name of Client. Nickriame: ____
Cell Phone# Home Phone##

Mailing Address:

City State Pt 1 S i

Date of Birh: ‘ Age: Gepder

Marital Status: Spouse's Name {i7 spplicablel.

if ciient is a child, please provide parents’ or guardians names,

Father: Mather ; Guardian{s}:

Stepparents:

Email Address:

{if clientis @ minor, pisase provide parents employsr info;

Empioyer Fhong:

Address:

Spouse's Employern . Fhone: B
Address .

{someene not mesiding in your hame!

Name:

Relationship:

Phona: Address:
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Robert E. Colciough, MLA,, LPC,
lulie Taylor, LPC, RPT,
Jay Stone, M.A, NCC, LPC
Aubrie Custred, LMFT

FAMILY MEMBERS

Name: Relationship:
Date of Birth: Age: Education:
Employment:

Name: Relationship:
Date of Birth: Age: Education:
Employment:

Name: Relationship:
Date of Birth: Age: Education:
Employment:

Name: Relationship:
Date of Birth: Age: Education:
Employment:

PRESENTING PROBLEM:

TREATMENT HISTORY: (Please inciude treatment provider names and dates seen.)
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Family, marital, and individual therapy are available to help people resolve family discord, make living
relationships better, enhance parenting skills, or help individuals deal with personal issues intheir lives.
Sessions may include seeing people individually, with their partner, or, with the entire family. Who should
be attendance will be worked out inadvance with the counselor.

Fee Structure:

Individual Therapy: $160.00
Family/Couple's Therapy: $160.00

Consultation: $220.00 per hour
Computer Evaluation: $100.00

*Court Fees $350.00-5500 per hour

*Rates for court cases may vary depending on the complexity of the case.

*24 HOUR CANCELLATION POLICY:

If you do not show up for your scheduled appointment, and you have not notified us at least 24hours
inadvance, you will be charged for the cost of the session asbooked. Insurance will not pay for missed
sessions. This office does not practice double booking; the time assigned for your appeintment is

intended to be devoted to you. We appreciate your understanding.

| understand | am responsible for my fees at the above listed rates.

Client Signature:
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Credit Card Authorization Form

Please complete all fields. Y oumay cancel this authorization at any time by contacting us. Thisauthorization will
remainineffectuntil cancelled.

Credit Card Information

Card Type: 0 MasterCard OVISA O Discover O AMEX
] Other

Cardholder Name (as shown on card):

Card Number:
Security Code:

(from back of card or front if Amex)

Expiration Date (mm/yy):

Cardholder ZIP Code (from credit card billing address):

Email Address for receipt

Client Name:(if different from above) Client Number

I hereby authorize The Centre tocharge my credit card above for agreed upon purchases. |
understand that my information will be saved to file for future transactions on my account.

Client Signature Date
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5. Informed Consent for Psychotherapy

General Information

The therapeutic relationship is unique in that it is a highly personal and at the same time, a contractual agreement.
Given this, it is important for us to reach a clear understanding about how our relationship will work, and what each
of us can expect. This consent will provide a clear framework for our work together. Feel free to discuss any of this
with me. Please read and indicate that you have reviewed this information and agree to it by filling in the checkbox
at the end of this document.

The Therapeutic Process

You have taken a very positive step by deciding to seek therapy. The outcome of your treatment depends largely on
your willingness to engage in this process, which may, at times, result in considerable discomfort. Remembering
unpleasant events and becoming aware of feelings attached to those events can bring on strong feelings of anger,
depression, anxiety, etc. There are no miracle cures. | cannot promise that your behavior or circumstance will
change. | can promise to support you and do my very best to understand you and repeating patterns, as well as to
help you clarify what it is that you want for yourself.

Confidentiality

The session content and all relevant materials to the client's treatment will be held confidential unless the client
requests in writing to have all or portions of such content released to a specifically named person/persons.
Limitations of such client held privilege of confidentiality exist and are itemized below:

1. If a client threatens or attempts to commit suicide or otherwise conducts him/her self in a manner in which there
is a substantial risk of incurring serious bodily harm.

2. If a client threatens grave bodily harm or death to another person.

3. If the therapist has a reasonable suspicion that a client or other named victim is the perpetrator, observer of, or
actual victim of physical, emotional or sexual abuse of children under the age of 18 years.

4, Suspicions as stated above in the case of an elderly person who may be subjected to these abuses.

5, Suspected neglect of the parties named in items #3 and # 4.

6. If a court of law issues a legitimate subpoena for information stated on the subpoena.

7. If a client is in therapy or being treated by order of a court of law, or if information is obtained for the purpose of
rendering an expert's report to an attorney.

Occasionally | may need to consult with other professionals in their areas of expertise in order to provide the best
treatment for you. Information about you may be shared in this context without using your name.

If we see each other accidentally outside of the therapy office, | will not acknowledge you first. Your right to privacy
and confidentiality is of the utmost importance to me, and | do not wish to jeopardize your privacy. However, if you
acknowledge me first, | will be more than happy to speak briefly with you, but feel it appropriate not to engage in
any lengthy discussions in public or outside of the therapy office.
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Information and Informed Consent for Telemental Health Treatment

Telemental health is live two - way audio and video electronic communications that allows therapists and clients to
meet outside of a physical office setting.

Client Understanding

| understand that telemental health services are completely voluntary and that | can withdraw this consent at any
time.

| understand that none of the telemental health sessions will be recorded or photographed.
| agree not to make or allow audio or video recordings of any portion of the sessions.

| understand that the laws that protect privacy and the confidentiality of client information also apply to telemental
health, and that no information obtained in the use of telemental health that identifies me will be disclosed to other
entities without my consent.

| understand that telemental health is performed over a secure communication system that is almost impossible for
anyone else to access. | understand that any internet based communication is not 100 % guaranteed to be secure.

| agree that the therapist and practice will not be held responsible if any outside party gains access to my personal
information by bypassing the security measures of the communication system.

| understand there are potential risks to this technology, including interruptions, unauthorized access, and technical
difficulties.

| understand that | or my therapist may discontinue the telemental sessions at any time if it is felt that the video
technology is not adequate for the situation.

| understand that if there is an emergency during a telemental health session, then my therapist may call
emergency services and/ or my emergency contact.

| understand that this form is signed in addition to the Notice of Privacy Practices and Consent to Treatment and
that all office policies and procedures apply to telemental health services.

| understand that if the video conferencing connection drops while | am in a session, | will have an additional phone
line available to contact my therapist, or | will make additional plans with my therapist ahead of time for re - contact.

| understand a “no show” or late fee will be charged if | miss an appointment or do not cancel within 24 hours of
scheduled appointment. | understand credit card or other form of payment will be established before the first
session.

| understand my therapist will advise me about what telemental health platform to use and she will establish a video

conference session.

Client Consent

Client Signature:
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2. Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION MAY BE USED AND DISCLOSED AND HOW YOU
CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

|. MY PLEDGE REGARDING HEALTH INFORMATION:

| understand that health information about you and your health care is personal. | am committed to protecting health
information about you. | create a record of the care and services you receive from me. | need this record to provide
you with quality care and to comply with certain legal requirements. This notice applies to all of the records of your
care generated by this mental health care practice. This notice will tell you about the ways in which | may use and
disclose health information about you. | also describe your rights to the health information | keep about you, and
describe certain obligations | have regarding the use and disclosure of your health information. | am required by law
to:

. Make sure that protected health information (“PHI") that identifies you is kept private.

« Give you this notice of my legal duties and privacy practices with respect to health information.

« Follow the terms of the notice that is currently in effect.

« | can change the terms of this Notice, and such changes will apply to all information | have about you. The new
Notice will be available upon request, in my office, and on my website.

Il. HOW | MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU:

The following categories describe different ways that | use and disclose health information. For each category of
uses or disclosures | will explain what | mean and try to give some examples. Not every use or disclosure in a
category will be listed. However, all of the ways | am permitted to use and disclose information will fall within one of
the categories.

For Treatment Payment, or Health Care Operations: Federal privacy rules and regulations allow health care
providers who have direct treatment relationship with the client to use or disclose the client’s personal health
information without the client’s written authorization, to carry out the health care provider's own treatment, payment
or health care operations. | may also disclose your protected health information for the treatment activities of any
health care provider. This too can be done without your written authorization. For example, if a clinician were to
consult with another licensed health care provider about your condition, we would be permitted to use and disclose
your person health information, which is otherwise confidential, in order to assist the clinician in diagnosis and
treatment of your mental health condition.

Disclosures for treatment purposes are not limited to the minimum necessary standard. Because therapists and
other health care providers need access to the full record and/or full and complete information in order to provide
quality care. The word “treatment” includes, among other things, the coordination and management of health care
providers with a third party, consultations between health care providers and referrals of a patient for health care
from one health care provider to another.

Lawsuits and Disputes: If you are involved in a lawsuit, | may disclose health information in response to a court or
administrative order. | may also disclose health information about your child in response to a subpoena, discovery



request, or other lawful process by someone else involved in the dispute, but only if efforts have been made to tell
you about the request or to obtain an order protecting the information requested.

lIl. CERTAIN USES AND DISCLOSURES REQUIRE YOUR AUTHORIZATION:

1. Psychotherapy Notes. | do keep “psychotherapy notes” as that term is defined in 45 CFR § 164.501, and any use
or disclosure of such notes requires your Authorization unless the use or disclosure is:

a. For my use in treating you.

h. For my use in training or supervising mental health practitioners to help them improve their skills in group, joint,
family, or individual counseling or therapy.

c. For my use in defending myself in legal proceedings instituted by you.

d. For use by the Secretary of Health and Human Services to investigate my compliance with HIPAA.

e. Required by law and the use or disclosure is limited to the requirements of such law.

f. Required by law for certain health oversight activities pertaining to the originator of the psychotherapy notes.

g. Required by a coroner who is performing duties authorized by law.

h. Required to help avert a serious threat to the health and safety of others.

2. Marketing Purposes. As a psychotherapist, | will not use or disclose your PHI for marketing purposes.
3. Sale of PHI. As a psychotherapist, | will not sell your PHI in the regular course of my business.

IV. CERTAIN USES AND DISCLOSURES DO NOT REQUIRE YOUR AURTHORIZATION. Subject to certain
limitations in the law, | can use and disclose your PHI without your Authorization for the following reasons:

1. When disclosure is required by state or federal law, and the use or disclosure complies with and is limited to the
relevant requirements of such law.

2. For public health activities, including reporting suspected child, elder, or dependent adult abuse, or preventing or
reducing a serious threat to anyone's health or safety.

3. For health oversight activities, including audits and investigations.

4, For judicial and administrative proceedings, including responding to a court or administrative order, although my
preference is to obtain an Authorization from you before doing so.

5. For law enforcement purposes, including reporting crimes occurring on my premises.

6. To coroners or medical examiners, when such individuals are performing duties authorized by law.

7. For research purposes, including studying and comparing the mental health of patients wha received one form of
therapy versus those who received another form of therapy for the same condition.

8. Specialized government functions, including, ensuring the proper execution of military missions; protecting the
President of the United States; conducting intelligence or counter-intelligence operations; or, helping to ensure the
safety of those working within or housed in correctional institutions.

9. For workers’ compensation purposes. Although my preference is to obtain an Authorization from you, | may
provide your PHI in order to comply with workers' compensation laws.

10. Appointment reminders and health related benefits or services. | may use and disclose your PHI to contact you
to remind you that you have an appointment with me. | may also use and disclose your PHI to tell you about
treatment alternatives, or other health care services or benefits that | offer.

V. CERTAIN USES AND DISCLOSURES REQUIRE YOU TO HAVE THE OPPORTUNITY TO OBJECT.

1. Disclosures to family, friends, or others. | may provide your PHI to a family member, friend, or other person that
you indicate is involved in your care or the payment for your health care, unless you object in whole or in part. The
opportunity to consent may be obtained retroactively in emergency situations.

VI. YOU HAVE THE FOLLOWING RIGHTS WITH RESPECT TO YOUR PHI:

1. The Right to Request Limits on Uses and Disclosures of Your PHI. You have the right to ask me not to use or
disclose certain PHI for treatment, payment, or health care operations purposes. | am not required to agree to your
request, and | may say “no" if | believe it would affect your health care.



2. The Right to Request Restrictions for Out-of-Pocket Expenses Paid for In Full. You have the right to request
restrictions on disclosures of your PHI to health plans for payment or health care operations purposes if the PHI
pertains solely to a health care item or a health care service that you have paid for out-of-pocket in full.

3. The Right to Choose How | Send PHI to You. You have the right to ask me to contact you in a specific way (for
example, home or office phone) or to send mail to a different address, and | will agree to all reasonable requests.
4. The Right to See and Get Copies of Your PHI. Other than “psychotherapy notes,” you have the right to get an
electronic or paper copy of your medical record and other information that | have about you. | will provide you with a
copy of your record, or a summary of it, if you agree to receive a summary, within 30 days of receiving your written
request, and | may charge a reasonable, cost based fee for doing so.

5. The Right to Get a List of the Disclosures | Have Made. You have the right to request a list of instances in which |
have disclosed your PHI for purposes other than treatment, payment, or health care operations, or far which you
provided me with an Authorization. | will respond to your request for an accounting of disclosures within 60 days of
receiving your request. The list | will give you will include disclosures made in the last six years unless you request
a shorter time. | will provide the list to you at no charge, but if you make more than one request in the same year, |
will charge you a reasonable cost based fee for each additional request.

6. The Right to Correct or Update Your PHI. If you believe that there is a mistake in your PHI, or that a piece of
important information is missing from your PHI, you have the right to request that | correct the existing information
or add the missing information. | may say “no” to your request, but | will tell you why in writing within 60 days of
receiving your request.

7. The Right to Get a Paper or Electronic Copy of this Notice. You have the right get a paper copy of this Notice,
and you have the right to get a copy of this notice by e-mail. And, even if you have agreed to receive this Notice via
e-mail, you also have the right to request a paper copy of it.

ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY NOTICE

Under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), you have certain rights regarding
the use and disclosure of your protected health information. By signing this document, you are acknowledging that
you have received a copy of HIPPA Notice of Privacy Practices.



Mapaged Health Care Administration
initisl Assessment Child/Adolescent Program

Parent
Page !
Clinicisn Notes: Dute: |
4 Paiient Name: DateofBirt: /¢
Age of Patisnt: Name of person completing this form
Reladonship 1o Patient:

Deur Parent: Thie informution that you provide i critical in providing wa sccurste disgnosis and
trestment of the probism. H you require sdditionsl space o answer zny of these questions, please write
on the back of the page snd list the number of the question being usrwered. 1f you do not know the
enswer to & question plegse leeve it blank

L mmmmhMW(mmmmmmmamm.
whiat stressors may comtribate 1o the problerm, etc.)

mmﬂdﬂ%wwmﬁwﬂwﬂmﬂ T Yes U No If yos, expiain:

r—!iwm

Name of Pediatrician or Fasily Dovtor:
Date last seen:

Mymshmrw&mmmmwmw ZYes - No

Please check any of the following medi mew&c&mz&ﬂdw-mavdwmdi&gmm:
i Beizures 7 Heart Proviems o Weight Problens T Head Injury

7 Agthenstic condition T Chronic Fatigue {3 Chronic Hesdeches U Depresmion

[ Chronic Hearing Loss T Stomack Problems 0 Suicidal Thoughts T Surgeriss

Please explain amy item that you checked and list amy medication(s) that were previously prescrivec.

Allergies (Ploase list all of your child's allergics):

mmmwmo{mmmmmﬁmmmmme):
Ciinician :

Form QA7 CA Page | revised 7/10/02, 10/15/08



Clinicien Notes:

Managed Heslth Care Administration
Paged

IIL. Past Peychistrie/Paychological History:

Hum@ﬂmmpymmwww IYes U No If yes, please explain and
include dates of serviee, location, clinician’s name.

List memmmmmmmmm if more thas 3
mmmmxmw s

Numeofmedication = Crescvibeddv  Dosslevel = Sidesfies

3

1V: Developmental Hixtory:

A: Relating to your child’s birth:

Your child's weight ax birta: ____ibs. o2 Was this o full tere Bink? O Yes T No fno, explein:
wmmuwmwxnmmﬂm? O%es O No i yes, explain:

wmmmwmmmwawmwm“mmmmm: DY¥es LNo Ifyes,
explain:

Were there sny probles after birth? T Yes i No  1f yes, expluin:
&MWTWHWMW&WWMWy

- Did not enjay being held = Excessive resticssness 2Colic
{1 Feading problens 2 Sleep probiems :Ht.w&aomsmg _
0 Sensitive to light 7 noise / texture 23 Fussy or unhappy 7 Diffisuity bending

€. Developmenis] Milestones: Mwmwwqmmmwmmmmwmm
following wmsks:

Siningalope . Walking o Put words wgether Toiler erained
D. Unusuel bebaviorsiSpeech patterny:
{ Spinning (] Putting things in the mouth {3 Repesting words or phrases inappropristely
- Haod fispping 0 Spiffing excessively 2 Saying “T" for “You"

V. School/daycare History:
Did your child sttend dayoare? O Yes T No 1f yes, what wes their age? Axny problema? |
What were your child's grades on Gaeir last report cend?

What is the name of yoir child's primary teacher?

Fores QA-7 CA Page 2 revised 7/10/02, 10/15/08



Purent Questionnulre
Page 3
Clisician Notes:
Name of Dates Prosent Behavior Leaming
Carrent Bebool: Attended Grade Placement Probiens Problems
ZYes TNo 2Y¥es N0
Name of Dates Present Behavior Lesring
Pest Schools: Anended Grade Placement Problems Probisms
T ¥es T N¢ T Yes T No
T Yes T Ne T ¥es No
I¥es "No ZYes U No
evalusted for s learning disebiliy? U Yes TNo If yes, what grade? Whea?
thmmm? “yes DNo I yes, whist type of class? o
testad by the school system? “¥es TNo IFyes, when?
expelied or suspended? “¥es 0 No if yes, piense describe:
Soas yous Ghila huve s curvont IEF @dividual Education Plaz)? O Yeu O Ne
mmmwcw-mm? OYes ONe
M
Vi WIMMIMWWO!MWM
Has your child bees: mrested? D Yes UNe
m.ww T Yes ONo If yes, their name;
jailéd? T Yes TNo
Has your child: gver sppeared in juvenile soust? OYes CNo
wmmmmwmwaxm [IYes TNo
m.mxbmmm OYes CNo
1 yes, their name:
mm.gmwmmmwmq CYes TNo
ﬁmmd.wwmdmmwmmz
VIl Family Medies] Fistory:
o) 7 Sudden doath | Heart disease (especially dysrhythmixs) I Disbetas mellitus
A o 2 Narrow Angle Glaucoma Z Selzures

Form QA7 CA Page 3 revised 7/10/02, 101508
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Clmicw:

ar Heaith Care Administration
Initial Assessment Child/Adolescent Program

Has any member of your M‘SWMM@WWW;WM&M}“
suicidsl thoughts, slcabol or other drug problems, learning disabilities or ADD/ADHD, etc.? " Yes TN 1Y
yes, please explain’

e s A W A 2

IX. Social/ Fumily History:
Hiological mothers full aame: Biological fathers” full name:

Bioiogical parents mariel sterus: () Married to smch otber - Divarced T Separuied

1f divorced from one sxother, bas sither remarmied? Mother = Yes T No
Father [ 'Yes 1 No

K&WMNMMWMWWMyﬁMW

Type of custody”

Stepraothers” name:

Sumpfathers’ name:

mmummm ﬁw-hhmbmaum-miﬂmmMJWMMmkui
Name Relatonsnp

i

y
i
4.
5
PmMmydemmﬂmﬂysﬁamm

T Family financisl problems { Family relationships s Logal problemns
£1 Child rearing problemas T Drug or sicobol probloms = Abuse behavior
[ Health problerss g problems I Sehool problems
7 Peex velationships = Frequent change of housebold I Prequent moves
2 “Otiser™ problem :

Plesse explain liow any jtemm you checieed affects your chile.

Rerginders Please bring & copy of any castody papers to the inftial appoistment.

Form QA-T CA Page 4 revised 710402, J0/15/08



