
Turning Leaf Counseling   
103 East State Street ● Suite 301 ● Mason City IA, 50401 Phone: 641-421-2089 ● Email: info@turningleafcounseling.com 

 

Client Informed Consent and Information Form 

 

Client Name: _____________________________________________________________   Birth Date: _______________ 

Address: _____________________________________________________________________       Age: ______________ 

City, State, Zip: ____________________________________________________________    Gender: □ Female □ Male  

County of Residence:____________________________________  Race:________________________________ 

Relationship Status: □ Single   □ Married   □ Domestic Partner   □ Separated   □ Divorced   □ Widowed    

Full Time Student? □ Yes □ No  Occupation: _____________________________ 

Your Phone # (_____) ___________________________        (_____)________________________________ 

Home/Cell OK to contact there?  Y  N  Work OK to contact there?  Y  N  
 

Emergency Contact: ____________________________         _________________________ (___) __________________ 

        Name                              Relationship to client         Phone Number 

Parent/Guardian Names if applicable: ________________________________________________________________ 

 

Appointment Reminders: Please indicate form of reminder that will work for you.        □ Phone □ E-Mail □ Text 

Phone # for Reminders: (____) _____________  Email for Reminder/Client Portal: ______________________________ 
 

 

Insurance   

Primary Insurance Information                               Secondary Insurance Information  

Payer/Health Plan_______________________     Payer/Health Plan___________________________  

Relationship to Insured:  □ Self □ Spouse □ Dependent    Relationship to Insured: □ Self □ Spouse □ Dependent 

Member # ____________________________  Member #_________________________________  
 

Client Rights and Informed Consent  

- I have chosen to receive treatment services and understand I may terminate therapy at any time, unless ordered by the court.  

- I understand there is no assurance that I will feel better, because psychotherapy is a cooperative effort between me and my 

provider, I will work with my provider in a cooperative manner to resolve my difficulties.  

- I understand that during the course of my treatment, material may be discussed that will be upsetting in nature and this may be 

necessary to resolve my problems.  

- I understand that records and information collected about me will be held or released in accordance with federal and state laws 

regarding confidentiality of such records and information.  

- I understand that state and local laws require that my therapist report all cases of suspected abuse or neglect of minors or 

vulnerable adults.  

- I understand that state and local laws require that my provider report all cases in which there exists a danger to self or others.  

- I understand that there may be other circumstances in which the law requires my provider to disclose confidential information.  

- I understand that I may be contacted by my health plan to ensure continuity and quality of my treatment and/or after the 

completion of treatment, to assess the outcome of treatment.  

- I have read and had explained to me the Basic Rights of Individuals including:  

- The right to be informed of the various steps and activities involved in receiving services.  

- The right to share in the formation of the plan of care/treatment plan.  
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- The right to confidentiality under federal and state laws relating to the receipt of services.  

- The right to humane care and protection from harm, abuse, or neglect without regard to race, color, religion, gender, sexual 

orientation, age, disability, or cultural background.  

- The right to make an informed decision whether to accept or refuse treatment.  

- The right to contact and consult with counsel at my expense.  

- The right to select practitioners of my choice at my expense.  
Turning Leaf Counseling Attendance/Payment Policies 
No Show and Cancelation Policy: On the Third NO SHOW, you will be removed from the schedule and placed on same day 
appointment status. You will be automatically charged the $50.00 No Show fee.  You may have no more than 2 Cancelation/Late 
Cancelations in a 6-month period or will be placed on same day appointment status.   You will be automatically charged the $35.00 
Late Cancelation fee.   Co-Payments/Private Pay/Sliding Fee:  Co-pays and Sliding Fee are due at time of service.  This includes minors, 
parent/guardian should send co-pay or make arrangements prior to appointment.  New patients:  If you have No Co-Pay listed on 
Insurance Card, you will be charged a $50.00 Co-Pay, until Billing indicates Co-payment amount.   
Account Amount Due: If you owe more than $200.00 after insurance has been applied, then you need to make a payment towards 
your account or establish a payment plan with the front desk.  If neither is done, you will be removed from the schedule until this 
policy is followed. 
I understand that my provider, health plan representatives, and my primary care physician may exchange any and all information 

pertaining to my therapy to the extent such disclosure is necessary for claims processing, case management, coordination of 

treatment, quality assurance, discuss medical and medication needs, and/or utilization review purposes. I understand that I can 

revoke my consent at any time except to the extent that treatment has already been rendered or that action has been taken in 

reliance on this consent. I understand that if I do not revoke this consent, it will expire automatically one year after all claims for 

treatment have been paid as provided in the benefit plan. I further authorize and request that my treating provider carry out mental 

examinations, treatments, and/or diagnostic procedures, which now or during the course of my care are advisable. I understand that 

the purpose of these procedures will be explained to me upon my request and subject to my agreement. I also understand and accept 

that my insurance company may request but not limited to, (progress notes, treatment plan, diagnosis, treatment dates, and number 

of sessions).  I authorize TLC to bill my insurance as provided.  I assume responsibility for any part of services not covered by my 

insurance plan.  I understand that I will be responsible for any deductibles that have been applied to your account.  TLC follows all 

HIPAA policies as required by the Federal Government, by signing this form you acknowledge that our HIPAA policy is posted in our 

office, and a copy is available upon request.  

Automated Notetaker 
 
Your clinician has opted to use Blueprint’s note-taking system as part of their effort to provide excellent care for clients. Blueprint’s 
note-taker temporarily uses speech to text to automatically generate a progress note (a required form of clinical documentation). 
After a progress note is generated, the recording is automatically deleted from Blueprint’s servers and database 
Use of this technology allows your therapist to be fully present during your sessions, without having to slow down to take notes or 
trying to remember important information during the session. This allows them to focus all their attention on your care. 
Blueprint’s software is HIPAA compliant and SOC 2 Type 2 certified, which means an external third-party auditor reviews Blueprint’s 
systems, policies, and processes on an ongoing annual basis to ensure Blueprint meets certain data privacy and security standards. 
 
By Accepting and signing this consent form, you are agreeing to allow your clinician to record your sessions and utilize software to 
assist them in generating progress notes to document these encounters. 

         □  I Accept                                               □  I Decline 

Your signature below indicates that you have read the information in this document and agree to abide by its terms during 

our professional relationship. A copy will be given upon request only. Other Policies are posted at the front desk, copies will be given 

upon request only. 

 

_________________________________________________    ______________________________  

Signature of Patient/Client           Date  
 

_________________________________________________    ______________________________  

Signature of Patient/Client           Date  
 

 

_________________________________________________    ______________________________  

Signature of Parent/Guardian/Conservator or   Authorized Representative, if required   Date  


