Tiffany Trombley, MS, LCMHC
True North Wellness, PLLC
525 Hercules Drive
Suite 1A
Colchester, VT 05446
(802) 264-5333 ext. 103
Trombley.tiffany@gmail.com
This document is for clients being treated by Tiffany Trombley, MS

Professional Disclosure
The State of Vermont requires mental health professionals to disclose information about themselves to their clients and
to notify them about ways to deal with disputes and complaints. Also, this document is to help clarify important aspects
of your treatment and to represent an agreement between us. Your signature at the end of this document indicates your
agreement with these policies.

Professional Qualifications and Experience
Education
Southern New Hampshire University, Burlington Cohort
Program in Community Mental Health
Master of Science in Child, Youth & Family Specialization
August 2007-December 2010
Eastern Connecticut State University, Willimantic, CT
Bachelor of Arts in Psychology
August 2003- December 2006
Qualifications:
Licensed Clinical Mental Health Counselor
Credential #: 068.0074342
Experience:
Work: My experience working in the counseling field began at Northwestern Counseling and Support Services in
2007. I was employed through the agency as a Community Support Worker. My role in this job was to counsel and
support adults with mental health needs (2007-2009). While in the role of Community Support Worker I began an
internship at an alternative educational setting as a clinical intern (2008-2009). Following this internship I have been
employed as a School Based Clinician providing individual and group support to children and adolescents. In this role I
am also responsible for supporting families and staff (2009-present). During my time as a School Based Clinician I was
invited to be a part of the Vermont Child Collaborative which was a state wide initiative to bring trauma informed care
and practices into our state (2009-2011). In addition, I volunteered with Prevent Child Abuse Vermont supporting
incarcerated parents (2009).
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Trainings: Throughout my education between the years of 2003-2010 I completed specialized training and education in
the following areas:
Human Growth and Development
Theories
Counseling Skills I & II
Groups
Measurements
Professional Affair and Ethics
Treatment Modalities
Additionally I have been trained in ACT (Acceptance and Commitment Therapy), ARC (Attachment, Self-Regulation and
Competency) and LSCI (Life Space Crisis Intervention)

Scope of Practice
Therapeutic Orientation: Acceptance and Commitment, Person-Centered, Cognitive
Area of Specialization: Children, adolescents, and adults presenting with anxiety, depression, school-related issues,
oppositional-defiant behaviors, trauma, relationships, self-esteem, anger management, health and wellness
Additional experience with clients working through unhealthy group dynamics and team building
Treatment Methods: Approaches include talk therapy, body-based interventions such as yoga, exercise and breathing,
mindfulness, and group therapy.

Disputes or Complaints
Please discuss any concern you might have regarding your counseling or related issues directly with me at any time. I will
make every reasonable effort to resolve disputes or conflicts in a satisfactory manner. My practice is also governed by
the Rules of the Board of Allied Mental Health Practitioners. It is unprofessional conduct to violate those rules. A copy of
the rules may be obtained from the Board or online at http://vtprofessionals.org/. Protocol on filing a complaint can be
found at https://www.sec.state.vt.us/professional-regulation/file-a-complaint.aspx
The Vermont Statutes Online
Title 3: Executive Chapter 5: SECRETARY OF STATE
Sub-Chapter 3: Professional Regulation 3 V.S.A. § 129a.
Unprofessional conduct
(a) In addition to any other provision of law, the following conduct by a licensee constitutes unprofessional conduct.
When that conduct is by an applicant or person who later becomes an applicant, it may constitute grounds for denial of
a license or other disciplinary action. Any one of the following items, or any combination of items, whether or not the
conduct at issue was committed within or outside the State, shall constitute unprofessional conduct:
(1) Fraudulent or deceptive procurement or use of a license.
(2) Advertising that is intended or has a tendency to deceive.
(3) Failing to comply with provisions of federal or state statutes or rules governing the practice of the profession.
(4) Failing to comply with an order of the board or violating any term or condition of a license restricted by the
board.
(5) Practicing the profession when medically or psychologically unfit to do so.
(6) Delegating professional responsibilities to a person whom the licensed professional knows, or has reason to
know, is not qualified by training, experience, education, or licensing credentials to perform them, or knowingly
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providing professional supervision or serving as a preceptor to a person who has not been licensed or registered
as required by the laws of that person's profession.
(7) Willfully making or filing false reports or records in the practice of the profession; willfully impeding or
obstructing the proper making or filing of reports or records or willfully failing to file the proper reports or
records.
(8) Failing to make available promptly to a person using professional health care services, that person's
representative, or succeeding health care professionals or institutions, upon written request and direction of the
person using professional health care services, copies of that person's records in the possession or under the
control of the licensed practitioner, or failing to notify patients or clients how to obtain their records when a
practice closes.
(9) Failing to retain client records for a period of seven years, unless laws specific to the profession allow for a
shorter retention period. When other laws or agency rules require retention for a longer period of time, the
longer retention period shall apply.
(10) Conviction of a crime related to the practice of the profession or conviction of a felony, whether or not
related to the practice of the profession.
(11) Failing to report to the office a conviction of any felony or any offense related to the practice of the
profession in a Vermont District Court, a Vermont Superior Court, a federal court, or a court outside Vermont
within 30 days.
(12) Exercising undue influence on or taking improper advantage of a person using professional services, or
promoting the sale of services or goods in a manner which exploits a person for the financial gain of the
practitioner or a third party.
(13) Performing treatments or providing services which the licensee is not qualified to perform or which are
beyond the scope of the licensee's education, training, capabilities, experience, or scope of practice.
(14) Failing to report to the office within 30 days a change of name or address.
(15) Failing to exercise independent professional judgment in the performance of licensed activities when that
judgment is necessary to avoid action repugnant to the obligations of the profession.
(b) Failure to practice competently by reason of any cause on a single occasion or on multiple occasions may constitute
unprofessional conduct, whether actual injury to a client, patient, or customer has occurred. Failure to practice
competently includes:
(1) performance of unsafe or unacceptable patient or client care; or
(2) failure to conform to the essential standards of acceptable and prevailing practice.
(c) The burden of proof in a disciplinary action shall be on the State to show by a preponderance of the evidence that the
person has engaged in unprofessional conduct.
(d) After hearing, and upon a finding of unprofessional conduct, a board or an administrative law officer may take
disciplinary action against a licensee or applicant, including imposing an administrative penalty not to exceed $1,000.00
for each unprofessional conduct violation. Any money received under this subsection shall be deposited in the
Professional Regulatory Fee Fund established in section 124 of this title for the purpose of providing education and
training for board members and advisor appointees. The Director shall detail in the annual report receipts and expenses
from money received under this subsection.
(e) In the case where a standard of unprofessional conduct as set forth in this section conflicts with a standard set forth
in a specific board's statute or rule, the standard that is most protective of the public shall govern. (Added 1997, No. 40,
§ 5; amended 2001, No. 151 (Adj. Sess.), § 2, eff. June 27, 2002; 2003, No. 60, § 2; 2005, No. 27, § 5; 2005, No. 148 (Adj.
Sess.), § 4; 2009, No. 35, § 2; 2011, No. 66, § 3, eff. June 1, 2011; 2011, No. 116 (Adj. Sess.), § 5.) § 4093.
Unprofessional conduct
(a) Unprofessional conduct means the following conduct and conduct set forth in section 129a of Title 3:
(1) Providing fraudulent or deceptive information in an application for entry on the roster.
(2) Conviction of a crime that evinces an unfitness to practice psychotherapy.
(3) Unauthorized use of a protected title in professional activity.
(4) Conduct which evidences moral unfitness to practice psychotherapy.
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(5) Engaging in any sexual conduct with a client, or with the immediate family member of a
client, with whom the psychotherapist has had a professional relationship within the
previous two years.
(6) Harassing, intimidating or abusing a client.
(7) Entering into an additional relationship with a client, supervisee, research participant or
student that might impair the psychotherapist's objectivity or otherwise interfere with his or her
professional obligations.
(8) Practicing outside or beyond a psychotherapist's area of training, experience or competence
without appropriate supervision.
(b) After hearing, and upon a finding of unprofessional conduct, the board may take disciplinary action against a
rostered psychotherapist or an applicant. (Added 1993, No. 222 (Adj. Sess.), § 17; amended 1997, No. 40, § 71; 1997, No.
145 (Adj. Sess.), § 61; 1999, No. 52, § 37.)
Office of Professional Regulation Notice
The Office of Professional Regulation provides Vermont licensees, certification, and registrations for over 58,000
practitioners and businesses. Forty-six professions and occupations are managed by this office. A list of relevant
professions is found below. Each profession or occupation is governed by laws defining professional conduct. Consumers
who have inquiries or wish to obtain a form to register a complaint may do so by going to
https://www.sec.state.vt.us/professional-regulation/file-acomplaint.aspx, calling (802) 828-2875, or by writing to the
Vermont Secretary of State, Office of Professional Regulation, Attn: Carla Preston, 89 Main Street, 3rd Floor, Montpelier,
Vermont 05620-3402. Upon receipt of a complaint, an administrative review determines if the issues raised are 2 of 7
covered by the applicable professional conduct statue. If so, a committee is assigned to investigate, collect information,
and recommend action or closure to the appropriate governing body. All complaint investigations are confidential.
Should the investigation conclude with a decision for disciplinary action against a professional’s license and ability to
practice, the name of the license holder will then be made public. Complaint investigations focus on licensure and
fitness of the licensee to practice. Disciplinary action, when warranted, ranges from warning to revocation of license,
based on the circumstances. You should not expect a return of fees paid or additional unpaid services as part of the
results of this process. If you seek restitution of this nature, consider consulting with the Consumer Protection Division
of the Office of the Attorney General, retaining an attorney, or filing a case in Small Claims Court.
Relevant Professions:
Alcohol and Drug Abuse Counselor
Mental Health Counselors
Psychotherapist

Clinical Social Worker
Psychoanalyst

Marriage and Family Therapist
Psychologist

Additional Policies and Information
My Relationship with Counseling Connection, PLC
I work with a group of independent mental health professionals, under the name of Counseling Connection, PLC. This
group is an association of independently practicing professionals. While the members of Counseling Connection, PLC and
Counseling Connection Training Institute sometimes share an office space, certain expenses, and administrative
functions, if you are my client under my care, I am completely independent in providing you with clinical services, and I
alone am fully responsible for those services. My professional records are maintained separately and no member of the
group can have access to them without your specific permission.
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Informed Consent/Confidentiality
Your psychotherapy services and records are confidential, however, limits to this confidentiality do exist and include:
minors or other persons with a legal guardian (information may be released to the legal guardian), imminent danger to
self (e.g. suicide risk), danger to others, suspicion of abuse or neglect toward a child or vulnerable adult, and/or under
court order. If you have signed a release with an insurer, the insurer may request information such as diagnosis,
treatment plan, and general course of treatment. However, it is important to note that some insurers may request
release of more detailed or sensitive information. Please discuss with me any concerns you may have about such
disclosure. I may occasionally find it helpful to consult with other professionals about a case. During a consultation, I
make every effort to avoid revealing the identity of my client. The consultant is also legally bound to keep the
information confidential.
After Hours Availability
Please direct all non-emergency calls to my office voicemail at (802) 264-5333 ext. 103 during the week and after hours.
Leave messages about cancellations, requests for services, etc. During work or after hours, if you have a clinical
emergency (i.e., extreme behavioral situations, risk of suicide or bodily harm to you or another person) and I am not
immediately available to respond to an emergency, call the community services in your area.
Addison County Crisis ................................................1-(800) 489 7273 or (802) 388-7641
Chittenden County: First Call for Children and Families……. (802) 488-7777
Adult Crisis……………….……………..…. (802) 488-6400
Alcohol Crisis Team…………………….… (802) 488-6425
Domestic Abuse Hotline…………….…… (802) 658-1996
Dept. of Children and Families…………. (802) 863 7370
Franklin County Crisis …………………………………….………. (802) 524-6554
Lamoille County Crisis ……………………………………….…….(802) 888-5026
Mon-Fri, 8-4:30 (802) 888-8888 Nights & Weekends
Crisis Text Line™ provides free, round-the-clock support, seven days a week by providing access via text messaging to
trained Crisis Counselors at the moment help and support are needed. It can be accessed via cell phone by texting VT to
741-741. People living outside Chittenden, Franklin, Lamoille, and Addison counties should consult their local listings for
emergency service numbers. If you have a life-threatening situation, call 911.
Community/Social Media Policy
In order to maintain your confidentiality as a client, if I encounter you in the community, I will not initiate contact. You
are welcome to approach me, and I will engage if you do so. Additionally, I will not accept any social media
friend/contact requests.
Treatment
I, client/guardian, understand that participation in therapy is completely voluntary, and that I may terminate treatment
at any time. The goals of my treatment have been agreed upon with my provider. I understand that I may negotiate
changes in these goals at any time. There are possible advantages and disadvantages of participating in psychotherapy
and a positive outcome is not guaranteed. During the process of therapy you could face and work through difficult
emotions, fears, or experiences. Therapy might also have unanticipated relationship consequences. Therapy may occur
in an outdoor setting as appropriate. I also understand that the provider may terminate therapy at any time due to
ethical concerns, changes in treatment needs, or therapy-interfering behaviors. If therapy is to be terminated, the
provider will make every effort to provide appropriate referrals and will engage in termination processing as
appropriate.
-5-

Agreements of Financial Responsibility for Clients
I, client/guardian, agree to contact my insurance carrier to review available coverage and to be fully responsible for all
charges that are not covered by my insurance. I understand such charges would include deductibles and co-payments, as
well as fees for telephone consultation, report preparation, school meetings/consultations, late cancellations or missed
sessions, and/or sessions contracted for beyond those certified by my managed care system. I understand that my
managed care company or insurance company may require a review of clinical information, or other information to
verify benefits and assist in claims in order to pay for services, and I give permission to Tiffany Trombley, LCMHC and/or
the clinician’s billing agent to provide such information. I hereby authorize my insurance benefits to be paid to Tiffany
Trombley, and acknowledge that I am financially responsible for any unpaid balance. I understand that a full 24 hours
notice is required for cancellation of appointments and that a fee of $50.00 will be charged directly to me for missed
appointments for which I have not given a full 24-hour notification. I understand that this fee must be paid by me and
that my insurance will not cover it. Clients with primary or secondary Medicaid insurance cannot be charged this fee.
Exceptions to this fee are illness, natural disaster, or weather causing unsafe travel conditions. If I have an outstanding
balance and have refused to make payment upon request, I understand that Tiffany Trombley can invoke the right to
enlist the services of a collections agency or take me to small claims court.
Client Disclosure and Consent Confirmation
My signature acknowledges that I have been given a copy of the Professional Qualifications and Experience of Tiffany
Trombley, LCMHC, as well as a listing of actions that constitute unprofessional conduct according to Vermont statutes. I
have also been informed of the methods for making a consumer inquiry or filing a complaint with the Office of
Professional Regulation. In addition, I have reviewed copies of an informed consent statement, HIPAA, and permission to
release information to the client’s primary care physician. This information was given to me no later than my third office
visit.
EVERYONE NEEDS TO COMPLETE THIS REQUEST FOR SIGNATURE
I hereby give permission for Tiffany Trombley, LCMHC (Practitioner) to treat

(Client(s))
______________________________________________ ________________________
(Client or Parent/Guardian Signature) (Date)
______________________________________________ ________________________
(Practitioner’s Signature) (Date)
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Tiffany Trombley, LCMHC
True North Wellness, PLLC

Demographic and Billing Information
Client Demographic Information
Client’s Last Name: ________________________________ Client’s First Name:________________________________
Date of Birth: __________________________________ Social Security #: _____________________________________
Mailing Address: ___________________________________________________________________
__________________________________________________________________________________
Street Address:_______________________________________________________________________
City: _______________________________________ State: ____________ Zip: ___________________
Home #: _______________________________Work #: ______________________________
Cell #:____________________________
Email Address: ______________________________________________________________________

I prefer to be contacted via (please check all that apply): ☐ Home # ☐ Work # ☐ Cell # ☐ Text
Is it okay to leave a voicemail? (please check one):
Gender: ☐ M ☐ F ☐Transgendered M>F

☐ Yes

☐

No

☐ Transgendered F>M

Other: ________________ ______

Referred by: ________________________________________________________________________
Emergency Contact Name: __________________________________________
Relationship: ________________________________ _____________________
Emergency Contact Telephone Number: _______________________________________________
Parent/Guardian Information (if client is under 18)
Name(s): _____________________________________________________________________
Relationship:_________________________
Does a custody arrangement exist? (please check one)

☐Yes

If YES, please provide a copy of relevant documents.
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☐No

Tiffany Trombley, LCMHC
True North Wellness, PLLC
Billing Information
Name of Responsible Party (if other than self):_______________________________________________
Address: _____________________________________________________________________________
City: __________________________________State: _______________Zip: _____________
Phone: ___________________________________ Relationship: ___________________________
Date of Birth: ________________
Insurance Information
Insurance I: _________________________________________________Co-pay Amount: ___________________
Insurance Mailing Address: _____________________________________________________________________
Subscriber Name: _____________________________________ Relationship: ____________________________
Subscriber Date of Birth: ____________________________ Certificate/ID#:_______ _______________________
Group#: ___________________________________________ Pre-Authorization: __________________________
Date Auth starts/ends: ________ / _________
***copy of your insurance card front and back; call and get authorization from your insurance company
Secondary Insurance
Insurance II: ___________________ _________________________Co-pay Amount: _______________ _______
Insurance Mailing Address: ____________________________________________________________________
Subscriber Name: ______________________________________Relationship: ___________________________
Subscriber Date of Birth: ____________________________ Certificate/ID#:_______ _______________________
Group#: ___________________________________________ Pre-Authorization:___________________ _______
Date Auth starts/ends: ________ / _________
Is condition related to employment? _______ Auto Accident? _______ Other Accident? ________
I authorize the release of any medical/mental health information or personal information on this form to process this
claim. I understand if I refuse to pay the outstanding balance that Tiffany Trombley, LCMHC has the right to take me to
small claims court or use a collection agency to recover balance due.
Signature: ____________________________________________________ Date: ___________________
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Tiffany Trombley, MS, LCMHC
True North Wellness, PLLC
525 Hercules Drive
Suite 1A
Colchester, VT 05446
(802) 264-5333 ext. 103
Trombley.tiffany@gmail.com

VERMONT HIPAA NOTICE
Notice of Mental Health Counselor’s Policies and Practices to
Protect the Privacy of Your Health Information
THIS NOTICE DESCRIBES HOW MENTAL HEALTH AND MEDICAL INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.
I.

Uses and Disclosures for Treatment, Payment, and Health Care Operations

I may use or disclose your protected health information (PHI), for treatment, payment, and health care operations
purposes with your consent. To help clarify these terms, here are some definitions:
• “PHI” refers to information in your health record that could identify you.
• “Treatment, Payment and Health Care Operations”
– Treatment is when I provide, coordinate or manage your health care and other services related to your
health care. An example of treatment would be when I consult with another health care provider, such as your
family physician or another psychologist.
– Payment is when I obtain reimbursement for your healthcare. Examples of payment are when I disclose
your PHI to your health insurer to obtain reimbursement for your health care or to determine eligibility or
coverage.
– Health Care Operations are activities that relate to the performance and operation of my practice.
Examples of health care operations are quality assessment and improvement activities, business-related matters
such as audits and administrative services, and case management and care coordination.
• “Use” applies only to activities within my independent practice such as sharing, employing, applying, utilizing,
examining, and analyzing information that identifies you.
• “Disclosure” applies to activities outside of my independent practice such as releasing, transferring, or providing
access to information about you to other parties.
II.
Uses and Disclosures Requiring Authorization
I may use or disclose PHI for purposes outside of treatment, payment, and health care operations when your
appropriate authorization is obtained. An “authorization” is written permission above and beyond the general
consent that permits only specific disclosures. In those instances when I am asked for information for purposes
outside of treatment, payment and health care operations, I will obtain an authorization from you before releasing
this information. I will also need to obtain an authorization before releasing your psychotherapy notes.
“Psychotherapy notes” are notes I have made about our conversation during a private, group, joint, or family
counseling session, which I have kept separate from the rest of your medical record. These notes are given a greater
degree of protection than PHI. You may revoke all such authorizations (of PHI or psychotherapy notes) at any time,
provided each revocation is in writing. You may not revoke an authorization to the extent that (1) I have relied on
that authorization; or (2) if the authorization was obtained as a condition of obtaining insurance coverage, and the
law provides the insurer the right to contest the claim under the policy.
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III.

Uses and Disclosures with Neither Consent nor Authorization

I may use or disclose PHI without your consent or authorization in the following circumstances:
• Child Abuse: If I have reasonable cause to believe that a child has been abused or neglected, I am required by law
to report such information within 24 hours to the Commissioner of Social and Rehabilitation Services or its designee.
• Adult and Domestic Abuse: If I have reasonable cause to believe that an elderly or disabled adult has been abused,
neglected, or exploited, I am required by law to report this information to the Commissioner of Aging and
Disabilities.
• Health Oversight: If I receive a subpoena for records from the Vermont Board of Allied Mental Health Practitioners
in relation to a disciplinary action, I must submit such records to the Board.
• Judicial or administrative proceedings: If you are involved in a court proceeding and a request is made for
information about the professional services that I have provided you and/or the records thereof, such information is
privileged under state law, and I must not release this information without written authorization from you or your
legally appointed representative, or a court order. This privilege does not apply when you are being evaluated for a
third party or where the evaluation is court ordered. I will inform you in advance if this is the case.
• Serious Threat to Health or Safety: If I know that you pose a serious risk of danger to an identifiable victim, I am
required by law to exercise reasonable care to protect such victim. This may include disclosing your relevant
confidential information to those people necessary to address the problem. Also, I may disclose your confidential
information if I judge disclosure is necessary to protect against a clear and substantial risk of imminent serious harm
being inflicted by you on yourself or another person.
IV.

Patient’s Rights and Mental Health Counselor’s Duties

Patient’s Rights:
• Right to Request Restrictions You have the right to request restrictions on certain uses and disclosures of
protected health information about you. However, I am not required to agree to a restriction you request.
• Right to Receive Confidential Communications by Alternative Means and at Alternative Locations – You have the
right to request and receive confidential communications of PHI by alternative means and at alternative locations.
(For example, you may not want a family member to know that you are seeing me. Upon your request, I will send
your bills to another address.)
• Right to Inspect and Copy – You have the right to inspect or obtain a copy (or both) of PHI in my mental health and
billing records used to make decisions about you for as long as the PHI is maintained in the record. On your request,
I will discuss with you the details of the request process. • Right to Amend – You have the right to request an
amendment of PHI for as long as the PHI is maintained in the record. I may deny your request. On your request, I will
discuss with you the details of the amendment process.
• Right to an Accounting – You generally have the right to receive an accounting of disclosures of PHI regarding you.
On your request, I will discuss with you the details of the accounting process.
• Right to a Paper Copy – You have the right to obtain a paper copy of the notice from me upon request, even if you
have agreed to receive the notice electronically.
Mental Health Counselor’s Duties:
• I am required by law to maintain the privacy of PHI and to provide you with a notice of my legal duties and privacy
practices with respect to PHI.
• I reserve the right to change the privacy policies and practices described in this notice. Unless I notify you of such
changes, however, I am required to abide by the terms currently in effect.
• If I revise my policies and procedures, I will have a copy posted on my bulletin board in my waiting room for you to
look at.
V.
Questions and Complaints
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If you have questions about this notice, disagree with a decision I make about access to your records, or have other
concerns about your privacy rights, you may contact me at (802)-264-5333 ext.103
You may also send a written complaint to the Vermont Secretary of State, Office of Professional Regulation, 89
Main St., Montpelier, VT 05620-3402. You may send a written complaint to the Secretary of the U.S. Department of
Health and Human Services, Office of Civil Rights. You have specific rights under the Privacy Rule. I will not retaliate
against you for exercising your right to file a complaint.
VI.

Effective Date, Restrictions and Changes to Privacy Policy

This notice will go into effect on April 14, 2003.
I reserve the right to change the terms of this notice and to make the new notice provisions effective for all PHI that
I maintain. I will provide you with a revised notice by posting such a notice on the bulletin board in my waiting room.
Rev 12/6/2017
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Tiffany Trombley, MS, LCMHC
True North Wellness, PLLC
525 Hercules Drive
Suite 1A
Colchester, VT 05446
(802) 264-5333 ext. 103
trombley.tiffany@gmail.com

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
**You May Refuse to Sign This Acknowledgement**
I, __________________________________________ (child’s name if client), have received a copy of this mental
health practitioner’s Notice of Privacy Practices.
____________________________ _______________________________ _______________
Please Print Name (parent if minor) Signature
Date
____________________________ _______________________________ ________________
Please Print Name
Signature
Date

_____________________________________________________________________________________
FOR OFFICE USE ONLY:
I.
Individual refused to sign
II.
Communication barriers prohibited obtaining the acknowledgement
III.
III. An emergency situation prevented us from obtaining acknowledgement
IV.
IV. Other (Please Specify)
___________________________________________________________________________________________
___________________________________________________________________________________________
____________________________________________________
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Tiffany Trombley, MS, LCMHC
True North Wellness, PLLC
525 Hercules Drive
Suite 1A
Colchester, VT 05446
(802) 264-5333 ext. 103
trombley.tiffany@gmail.com

Mental Health Report to Physician
Patient: ____________________________________
Patient DOB: ______________________
Physician:____________________________________________________________________
Physician Location: ____________________________________________________________
Physician Phone: _________________________ Physician Fax: _______________________
Reason for referral:_____________________________________________________________
______________________________________________________________________________
Date(s) seen:___________________________________________________________________
Assessment:___________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
Plans:__________________________________________________________________________
________________________________________________________________________________ __
I give permission to Tiffany Trombley, LCMHC to communicate with my Primary Care Physician.
Mental Health Provider Signature:____________________________________ Date: ____________
Client/Parent/Guardian Signature: ____________________________________Date:_____________
I decline authorization for Tiffany Trombley, LCMHC to communicate with my physician.
Client:_________________________________________ Date: _____________________________
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