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Information Regarding Services 

Welcome to Affinity Counseling Center.  We are pleased to have this opportunity to assist you with your counseling needs.  At Affinity, we 

understand that you have a choice in mental health options.  We encourage you to know and understand your options as they relate to the services 

you receive.  Please read the following information carefully and feel free to discuss any concerns you may have with your counselor. 

Counselors range greatly in personalities, practice styles, and in their understanding of therapy.  It is this agency’s understanding that the healing 

component of therapy comes from a trusting and comfortable relationship with the counselor of your choice. 

This agency applies a combination of therapies ranging from addressing and confronting hurtful patterns of thinking/decision-making to more intense 

therapies focused on addressing symptoms related to experienced trauma.  What may be comfortable for one person may be, for many reasons, 

uncomfortable for another.  Therefore, a regular part of therapy is reviewing counseling results.  The more honest and open you are in discussing 

concerns, the more effective therapy has the potential to be.  Consider it your responsibility in therapy to inform your counselor as to what is working 

and not working for you.  It is your counselor’s responsibility to listen to those concerns and apply clinical insight in addressing those concerns.  

Please note that counseling involves a natural ebb and flow of distress, and at times, hurting is part of the healing process. 

Therapists at Affinity Counseling Center consists of licensed professional counselors and licensed clinical social workers as well as therapists-in-

training (such as associate, intern, or student) working under the supervision of licensed therapist to obtain advanced degrees to meet eligibility 

standards for licensure.  As a part of the continued learning process for both new practitioners as well as seasoned clinicians, select cases will be 

discussed in clinical meetings.  Cases discussed in this setting will be discussed without the use of names or other identifying information. 

Therapy begins with an initial intake in which your counselor will conduct an interview to understand best the reasons for therapy, life situations that 

contribute to the difficulties as well as your motivation for seeking services at this time.  This information will be the starting point for developing 

your individualized treatment plan.  You are encouraged to read, ask questions, and contribute to the treatment plan not only during the initial stages 

of therapy but also as an ongoing process throughout your care. 

Therapy has been shown to have many benefits, including improved quality of life, better relationships, and a reduction in life stressors.  Progress in 

therapy depends on several factors, including regular attendance, talking openly with your therapist, motivation, the motive for therapy, effort, and 

life circumstances. 

You and your therapist will work together to determine when your services are complete.  You always retain the right to end therapy at any time of 

your choosing.  Please note that ending therapy at various times in the counseling process can be detrimental, especially in the case of working 

through issues of trauma.  While trauma work can be very painful in stages, your therapist will be able to assist you with grounding skills and a plan 

of support to mitigate the discomfort.  Abruptly leaving therapy during this time can result in continued, if not worsening, symptoms.  If you do 

decide to withdraw, it is recommended that you have at least one final appointment with your therapist rather than terminating by telephone, mail, or 

by not showing up.  If need be, your therapist will be willing to assist you in finding a different therapist either in this agency or elsewhere to ensure 

ongoing continuity of care. 

Each therapist at Affinity Counseling Center holds a very personal and varied understanding of their faith and spirituality.  Exploration of faith is 

often very beneficial in the therapeutic process.  It is our firm commitment to honoring each individual’s belief system.  Our therapist will not impose 

their personal beliefs upon you and will include a discussion of spirituality/religion/faith in accordance with your expressed wishes. 

Please know you have the right to: 

• Consent to treatment 

• Ask your therapist about their qualifications and training 

• Ask for a different therapist 

• End counseling at any time 

• Access the client grievance procedures 

• Have your clinical record kept private 

• The right to collaborate with your therapist to identify goals 

that are meaningful to you 

 

Confidentiality is paramount in the counseling process.  Affinity Counseling Center will honor and respect your privacy not only as a means of 

respecting our clientele but also as a matter of legal obligation.  What you tell your therapist will be kept confidential and will not be revealed to 

other persons or agencies without your written permission, except when mandated by state and federal statutes, court orders, or as part of the 

professional practice of this Center.  It may be beneficial at times to confer with other practitioners both within and outside this agency (personal 

physicians, psychiatrists, and past therapists) to maximize your treatment outcomes.  Please feel free to discuss any concerns related to your privacy 

with your therapist. 

This agency does not provide emergency services.  However, we will do our best to meet your needs by scheduling an appointment as soon as 

reasonably possible to address the crisis.  If you have a critical emergency, please call 911 or your nearest emergency room.  Emergency treatment 

for mental health issues can be treated locally at Oceans Behavioral Hospital at (432) 561-5915 or from other facilities in the Permian Basin. 

Should you have any concerns related to your care at Affinity Counseling Center, we ask you first to speak to your therapist in an honest and open 

way.  For concerns not addressed by this agency, you are invited to contact the consumer complaint hotline for licensed professional counselors and 

licensed marriage and family therapists at (800) 942-5540. 
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Child and Guardian Information 

Please complete all information requested.  Complete one form for each child that will participate in counseling. 

Child’s Legal First Name: _______________________ Middle Initial: _______ Last Name: __________________________ 

Preferred Name: _______________________ Birth Date: ______________     Age: __________                          

Physical Address______________________________________ City ____________________State ________Zip________ 

Administrative Sex (for insurance): [  ]  Male     [  ]  Female  Is this child currently enrolled in school [   ] Yes [   ] No 

Person Completing Form: __________________________________ Relationship: _______________________ 

[   ] I am currently married to the legal co-parent of this child                                                                                                                                             

[   ] I am providing documentation of legal authority such as Guardianship forms, Divorce Decree, or Custody Agreement                                            

[   ] Other (please explain):__________________________________________________________________________________________ 

State law requires therapists to have contact information for all legal guardians. 

Name: _______________________________________________ 

DOB: ________________Relationship: ____________________ 

Address: _____________________________________________ 

City: ___________________State: ______ Zip: ______________ 

Phone: _______________________________________________ 

Okay to leave messages via [   ] Voicemail  [   ] Text 

Email: _______________________________________________ 

Occupation: ___________________________________________ 

Name: _______________________________________________ 

DOB: __________________Relationship: __________________ 

Address: _____________________________________________ 

City: ___________________State: ______ Zip: ______________ 

Phone: _______________________________________________ 

Okay to leave messages via [   ] Voicemail [  ] Text 

Email: _______________________________________________ 

Occupation: ___________________________________________

By signing, I agree that I am the legal representative for this child and can sign and consent for treatment. I also agree that I am responsible 

for providing my counselor with the most up-to-date legal documents regarding my child. I understand that my child’s counselor will always 

have my child’s best interest in mind and requires legal documentation where needed so that they can remain a non-biased, neutral figure 

that my child can trust. I understand that participation from all legal guardians, as in many cases, can be beneficial for my child’s progress 

in counseling.  

 

___________________________________________________________      ____________________  ____________________________________ 

Guardian Signature       Date   Relationship 

 

___________________________________________________________      ____________________  ____________________________________ 

Guardian Signature       Date   Relationship 

 

___________________________________________________________ _____________________ 

Affinity Staff Signature     Date 

Per Title 22, Texas Administrative Code, chapter 81 (6) Prior to the commencement of counseling services to a minor client who is named in a 

custody agreement or court order, a licensee shall obtain and review a current copy of the custody agreement or court order, as well as any 

applicable part of the divorce decree. A licensee shall maintain these documents in the client’s record. When federal or state statures provide an 

exemption to secure consent of a parent or guardian prior to providing services to a minor, a licensee shall follow the protocol set forth in such 

federal or state statutes. 
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Agreement and Consent for Treatment 

I have read and understood the information in the Information Regarding Services document.  In signing this client service agreement and  

Consent for Treatment Form, I acknowledge that: 

• I do hereby consent to treatment by Affinity Counseling Center 

• I voluntarily enter therapy with the agreed-upon therapist. 

• I may withdraw from treatment at any time unless treatment is court ordered 

• I am 18, the parent or legal guardian of a minor under 18 years of age, or a legally emancipated under 18.  

• I acknowledge that I am financially responsible to Affinity Counseling Center for all fees of services rendered.  

• I have received a copy of my rights as a client in the State of Texas, included in the above Information Regarding Services 

• I understand that therapy is a joint endeavor between the therapist and client, the results of which cannot be guaranteed.  Progress depends 

upon many factors, including motivation, effort, and life circumstances. 

• If my therapist believes that counseling is inappropriate for my circumstances or that I should be referred elsewhere, I will be so informed. 

• I understand that effective counseling involves my attending regularly scheduled counseling appointments and talking openly with my 

counselor. 

• My therapist will inform me of any possible risks in my seeking therapy and will work with me in determining the best course of treatment. 

• I understand my right to have any tests, procedures, and recommendations explained to me in simple terms.  I have the right to refuse such 

tests, procedures, or recommendations. 

• I have been informed that my therapist is a [  ]  Licensed Professional Therapist  [  ]  Associate Counselor  [  ] Graduate Student 

 

By signing below, I acknowledge that all information above is correct to the best of my knowledge and am consenting to attend counseling 

with the above-listed terms. 

 

 

___________________________________________________________      ____________________  ____________________________________ 

Guardian Signature       Date   Relationship 

 

___________________________________________________________      ____________________  ____________________________________ 

Guardian Signature       Date   Relationship 

 

___________________________________________________________ _____________________ 

Affinity Staff Signature     Date 
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Coordination of Healthcare Form 

 

Research indicates there is a close relationship between physical and mental health and that better treatment outcomes will be achieved if your 

therapist and your primary care physician coordinate your care.  Many physical complaints are rooted in psychosocial issues and physical symptoms 

can be signs of mental stress.  This coordination and consultation are especially important if you are on medication.  Medication may have side 

effects that could affect your mood, ability to concentrate and fully participate in therapy.  This form is to give your consent to consult with you 

psychiatrist, primary care physician, or other providers to ensure you receive the best possible care from this agency.  Most insurance companies 

require coordination of care with all appropriate behavioral health and medical providers. 

Please check one: 

_____ I give permission for you to coordinate my care with my other healthcare providers 

_____ I do not have a Primary Care Physician or see any other doctors at this time 

_____ I do not give permission for consultation with other providers at this time 

 

Physician Name: _________________________________ Clinic Name: _______________________________  

Telephone: ____________________________      Fax number:  ________________________________ 

 

Physician Name: _________________________________ Clinic Name: _______________________________  

Telephone: _______________________________      Fax number:  ________________________________ 

 

___________________________________________________________      ____________________  ____________________________________ 

Guardian Signature       Date   Relationship 

 

___________________________________________________________      ____________________  ____________________________________ 

Guardian Signature       Date   Relationship 

 

___________________________________________________________ _____________________ 

Affinity Staff Signature     Date 

 

Physician/Provider:   

You have been identified as this client’s medical provider.  We want to inform you that your patient was seen for outpatient 

psychotherapy at Affinity Counseling Center and has authorized us to consult with you as necessary regarding their treatment.  Please 

feel free to contact us if you would like additional information 

Please acknowledge below that this client is a patient of yours and that you will be available for consult. 

_____ We have no record of having provided recent medical care for this client 

_____ This is our patient and we will be available for consult if needed. 

 

Comments/Medication: 

 

                                                    ____________________________________________        ____________ 

                                                    Physician’s signature (or official representative)             Date            
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Communication Preferences 
 

Affinity Counseling Center will continuously make efforts to communicate with you in a way that meets your needs and 

provides adequate security and privacy. Some forms of communication may provide more security and privacy than others, 

and you should be aware of all the risks associated with each form of communication. Email and texting are convenient 

methods of communication but maintain the most risk of unauthorized access to private health information by a third party. 

Because of the risks associated, consent is required for staff or providers to communicate with you using these methods.  

 

I consent to the flowing forms of communication: 

[   ] Text or SMS messaging 

[   ] Email 

 [   ] I do not consent to non-encrypted Texts or Emails 

 
 
___________________________________________________________      ____________________  ____________________________________ 

Guardian Signature       Date   Relationship 

 

___________________________________________________________      ____________________  ____________________________________ 

Guardian Signature       Date   Relationship 

 

___________________________________________________________ _____________________ 

Affinity Staff Signature     Date 

 

Acknowledgment of Receipt of Notice of Privacy Practices 

 

The Notice of Privacy Practices is available to view or download anytime at 

https://affinitycounselingcenters.com/privacy-practices or by request in the office. 
 

I hereby acknowledge that I have received a copy of Affinity Counseling Center’s Notice of Privacy Practices.   I understand that I have the 

right to refuse to sign this acknowledgment if I so choose. 

 

 
___________________________________________________________      ____________________  ____________________________________ 

Guardian Signature       Date   Relationship 

 

___________________________________________________________      ____________________  ____________________________________ 

Guardian Signature       Date   Relationship 

 

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -- - - - - - - - -  

FOR OFFICE USE ONLY 
 
 

We attempted to obtain written acknowledgment of receipt of our Notice of Privacy Practices on the following date, 

_____________________________ but acknowledgment could not be obtained because: 

 

 

  Client/representative refused to sign.  

  An emergency situation prevented us from obtaining 

acknowledgment at this time  

      (will attempt again at a later date)  

  Communication barriers prohibited obtaining 

acknowledgment (Explain) 

________________________________________________ 

 

  Other (Specify) 

       

________________________________________________ 

 

        

 

 

 

Affinity Staff Signature     Date 

https://affinitycounselingcenters.com/privacy-practices
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Guardian Participation and Therapist Neutrality Policy 

Participation from all a child’s guardians is often seen as beneficial. At any time during your child’s counseling, you may be asked to join, or your 

child’s counselor may recommend a family session. We ask that, as much as possible, you are present and accessible for these opportunities. We 

understand that families come with a lot of different factors that may affect your ability to be available for all your child’s sessions, and we will do 

our best to work with your schedule. Regardless, an adult that you designate, whether it be yourself or a trusted family member, must be in our office 

at all times. Children should never be dropped off, and if a non-guardian adult is bringing a child to a session, we ask that notice is given ahead of 

time. Young children should also never be left alone in our lobby. If you wish to consult with your child’s counselor in private, we ask that you have 

a trusted adult stay in the lobby with your child (children) or have alternative plans for care. 

Children benefit from therapy when they have the opportunity to express complicated feelings regarding their life situations. Therapists are best able 

to help when they are neutral parties, giving children the benefit of openly expressing themselves without fear of someway upsetting any parent. 

Children embody many of the attributes they have inherited from their parents. Children have the need and right to love the parts of themselves that 

are like either parent, even if that relationship is complicated by any number of life situations. The therapists at Affinity Counseling Center 

understand and value the need to be neutral in matters of parental conflict or disagreement. When possible, parents will be invited and encouraged to 

attend counseling. Parents are invited to consult with the therapists as needed. The therapists are obligated by state law to strictly follow instructions 

laid out in appropriate divorce decrees and/or custody agreements. Unless otherwise explicitly stated in the divorce/custody agreements, it is asked 

that parents agree to and sign consents for treatment. As our scheduling system allows us to designate automatic reminders of scheduled 

appointments, we find it very beneficial to have all guardians receive notifications by their preferred method, allowing all guardians to be informed of 

scheduled appointments.  

By signing, I am acknowledging that I understand that my participation may be needed for the benefit of my child’s counseling. I agree that 

for my child’s benefit, I should coordinate with other parents or guardians so that we all may participate and be informed. I also agree never 

to leave a child unattended in Affinity’s facility, even if it is for a short amount of time. I acknowledge that while Affinity does the most to 

provide a safe environment for counseling, I am still at all times responsible for my child’s safety.  

 

___________________________________________________________      ____________________  ____________________________________ 

Guardian Signature       Date   Relationship 

 

___________________________________________________________      ____________________  ____________________________________ 

Guardian Signature       Date   Relationship 

 

___________________________________________________________ _____________________ 

Affinity Staff Signature     Date 

Play Therapy 

According to the Association for Play Therapy, play therapy is defined as “the systematic use of a theoretical model to establish an interpersonal 

process wherein trained play therapists use the therapeutic powers of play to help clients prevent or resolve psychosocial difficulties and achieve 

optimal growth and development.” Cheryl Willoughby, MA, LPC-S, and counselors receiving training in play therapy at Affinity Counseling Center 

use this method to understand and treat behavior issues in children and adults. Play therapy is complex and, depending on the child, may require, as 

with any method, a fair amount of building rapport. Communication between guardians and counselors is also valuable so that a child can continue 

the hard work of healing outside of the therapy room. If you at any point feel as if no progress is being made, please schedule a consultation with 

your child’s counselor so that they can discuss your concerns. Keep in mind that in play therapy, as with any therapy, sudden discontinuation of 

therapy can be harmful and that if you are not satisfied or are unable to continue, you should attend at least one more session instead of canceling by 

phone, email, or no-show.  

By signing, I am acknowledging that I have read and understand the benefits of Play Therapy. 

 

___________________________________________________________      ____________________  ____________________________________ 

Guardian Signature       Date   Relationship 

 

___________________________________________________________      ____________________  ____________________________________ 

Guardian Signature       Date   Relationship 

 

___________________________________________________________ _____________________ 

Affinity Staff Signature     Date 
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Counseling Cost Agreement 

Affinity Counseling Center is staffed by a mixture of employee counselors, intern counselors, and contract counselors.  Each therapist’s rate is set 

reflecting their given license status, education, and experience level.  Due to the different requirements of insurance panels and the preferences of 

various therapists, some counselors accept insurance, while others do not.  Please speak with the office manager or your therapist if you have any 

questions regarding the fees of your chosen therapist.  Please note that therapists who accept insurance per contract with insurance are not able to 

negotiate a lower cost for therapy and cannot waive co-payments.   

Fees for Services Rendered: 

Each Provider maintains an independent fee schedule. You 

will be provided with the fee schedule for your chosen 

provider before your first appointment or anytime upon 

request. Fees are subject to change. However, a 30-day 

notice will be provided before changes occur. “Good Faith 

Estimates,” as required by the “No Surprise Act,” are 

available upon request. 

 Other Fees: 

• $50 missed appointment or Late cancelation fee  

• $50 Records Request fee- Any Records requested to be provided to a third 

party. Excluding requests protected by the Cures Act *Active clients may 

request a copy of records at any time for a minimal fee. 

• $5,000 Subpoena Fee- If a Counselor receives a Subpoena to testify in court. 

• $1,500 per day Preparation Fee- If a Counselor is to testify in court 

proceedings. (See the page regarding court and legal testimony

*An Active client is a client who has been seen for a Therapy session within 30 days and who has a future appointment scheduled within 30 days. 

Payments for appointments are due at the time of your appointment unless prior arrangements have been made.  

You may pay by cash, check, credit, debit, or HSA card.   

A $25 fee is charged on all checks returned for non-sufficient funds and rejected credit card charges. 

If you wish to use insurance or other third-party coverage, you are responsible for providing this agency with accurate and complete information.  

This agency does not guarantee that your insurance or other coverage will pay for your claim.  You are responsible for the account balance and 

deductibles and copayments required by your insurance.  Please be aware that your contract with your health insurance company requires that this 

agency provide the company with information relevant to the services you receive.  At a minimum, we are required to provide a clinical diagnosis.  

This information will be a part of the insurance company files.  We make every effort to release only the minimum information necessary for the 

purpose requested.   

Insurance Information  

Please note that at this time, Blue Cross Blue Shield of Texas is the only insurance accepted at Affinity. Insurance is not accepted by all therapists. 

You may submit information for non-accepted insurance if you would like to receive Superbills for filing out-of-network claims with your insurance.  

 

Primary Insurance: ___________________________ Member ID: ____________________________________Group #: _____________________ 

Office visit copay listed on card: ______________ Policy Holder Name: ___________________________Policy Holder DOB: _________________ 

Insurance and/or Billing Address: _____________________________________________City _________________State ___________Zip________ 

By signing below, I consent and authorize Affinity Counseling Center to release medical and/or other supporting information necessary to 

process my insurance claims or collect payment from the above person/organization.  I authorize payment of medical benefits to Affinity 

Counseling Center.  I understand that I am responsible for all deductibles and co-payments.  I understand that I am responsible for 100% of 

my charges if I am a Private Pay client.  I understand that all charges and copays are due at the time of service.  For insurance not 

contracted with this agency, Affinity Counseling Center agrees to provide documentation of services that may be submitted to insurance for 

possible reimbursement.  However, each health insurance is different and may or may not reimburse the money paid out of pocket.  I know 

to contact my insurance representative to discuss their policy regarding the submission of insurance claims.   

 

___________________________________________________________      ____________________  ____________________________________ 

Guardian Signature       Date   Relationship 

 

___________________________________________________________      ____________________  ____________________________________ 

Guardian Signature       Date   Relationship 

 

___________________________________________________________ _____________________ 

Affinity Staff Signature     Date 
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Express Payments 

If you choose, you can opt to file an encrypted version of your card electronically as part of your electronic medical record. While we do keep your 

card on file, we will never use it for payment for services without notifying you. If a copay is missing or insurance rejects a certain amount, you will 

receive a statement by mail, in person, or by email if consent has been provided, alerting you to an unpaid balance. Payments or arrangements for 

payments are due at the time of your next session. In no future sessions are scheduled, and payments or payment plans are due when a statement is 

received.  If you have questions about this policy, please discuss it with your therapist or the office manager. 

 

 

By signing, I agree that I understand my credit card will be kept on file and charged for my sessions or fees unless I state otherwise at the time of the 

session or if I fail to cancel an appointment 24 hours in advance. I understand that even if I do not wish to use a credit card or store one at this 

time that, my signature is required to acknowledge I understand this policy if I decide to store a card to file in the future.  

 

___________________________________________________________      ____________________  ____________________________________ 

Guardian Signature       Date   Relationship 

 

___________________________________________________________      ____________________  ____________________________________ 

Guardian Signature       Date   Relationship 

 

___________________________________________________________ _____________________ 

Affinity Staff Signature     Date 

Cancelation Policy 

As a courtesy to you, we send reminder texts and emails for all appointments if permission has been given; however, it is your responsibility to 

remember your appointment times and keep your contact information up to date.  If you cannot make your appointment, you must call to cancel 

and/or reschedule at least 24 hours in advance.  Please understand that your appointment has been reserved just for you.  If we do not receive 

adequate notice to fill your allotted time, we cannot give another person the same opportunity to receive services.  Failure to give 24-hour notice will 

result in a cancellation charge of $50.  Insurance providers do not generally cover cancelation fees.  This $50 will be charged to the most recently 

used card on file or will be due at the time of services for any future scheduled appointments.  The fee is only waived in cases where there is an 

emergency, there is evidence of attempts to cancel or reschedule in a timely manner, illness (notice still required), or if there is evidence that weather 

or road conditions will prevent you from safely getting to our office in time for your scheduled appointment. It is also essential to keep in mind that 

during the school year, appointment times after 3 pm are in high demand, and frequent cancelations with or without notice may affect your ability to 

receive or maintain appointment times during this valuable time.  

By signing, I agree that I understand the Cancelation Policy and agree to pay the fees required. 

 

___________________________________________________________      ____________________  ____________________________________ 

Guardian Signature       Date   Relationship 

 

___________________________________________________________      ____________________  ____________________________________ 

Guardian Signature       Date   Relationship 

 

___________________________________________________________ _____________________ 

Affinity Staff Signature     Date 

Name as printed on card: _________________________________ Card number: __________________________________________________ 

Expiration date (month/year): __________________________ 3-digit security code on back of card: _____________________ 

Billing Address: ________________________________________________ Billing City: _________________________________________ 

Billing State: ________________Zip: _____________________ [  ]  Visa     [  ]  Master Card   [  ]  Discover 
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Regarding Court and Legal Testimony 

The skills needed to be a good therapist are very different from the skills needed to provide court testimony. 

Affinity Counseling Center specializes in great therapy. A therapist called to testify in legal proceedings can cause harm 

to those we serve. Should clients or legal guardians of clients attempt to coarse testimony from a therapist via subpoena, a 

$5000 fee will be assessed. This fee is to provide legal counsel for your therapist and is non-refundable. Additional fees of 

$1500 per day will be charged per day for preparation and time away from the office, as therapists must give notice to 

scheduled clients. This fee is due immediately at the time the subpoena is received and is non-refundable. 

If you are seeking help in a custody case for a minor, this agency would be more than happy to help you contact a 

professional, such as a custody evaluator, who specializes in court proceedings and limits the potential of harm done when 

a child’s therapist is called to testify.  

If you are at any time during your counseling involved in court proceedings that may require notes, testimony, or 

any letters from your counselor, please notify your counselor. If your counseling is court-ordered and will need proof to 

provide to a judge, please notify your counselor. Fees will stay the same with or without notice, but counselors may be 

able to refer you to professionals that can provide better support in these specific situations.  

 

I understand the limitations of my counselor regarding court proceedings. I am fully prepared to pay the fees required if I 

should have my counselor subpoenaed to testify or involve my counselor in any way with court proceedings. I 

understand that counselors at Affinity Counseling Center do not specialize in legal testimony and are not 

competent to serve in this area.  

 

___________________________________________________________      ____________________  ____________________________________ 

Guardian Signature       Date   Relationship 

 

___________________________________________________________      ____________________  ____________________________________ 

Guardian Signature       Date   Relationship 

 

___________________________________________________________ _____________________ 

Affinity Staff Signature     Date 

Client Grievance Procedure 

Should you have any concerns related to your care at Affinity Counseling Center, we ask you first to speak to 

your therapist in an honest and open way. 

For concerns about your counselor not addressed by this 

agency, you are invited to contact the Texas State Board of 

Examiner of Professional Counselors.  

Phone:(800) 821-3205.  

Online: https://www.bhec.texas.gov/texas-state-board-of-
examiners-of-professional-counselors/index.html 

By mail: 

Texas State Board of Examiners of Professional Counselors 

333 Guadalupe St, Tower 3, Room 900 

Austin TX 78701 

 

For concerns about your privacy, you may contact Human 

Services Office for Civil Rights 

 by sending a letter to  

200 Independence Avenue 

 S.W., Washington, D.C. 20201 

Or calling 1-877-696-6775  

or visiting www.hhs.gov/ocr/privacy/hipaa/complaints/. 

 

 

Counselors and Staff at Affinity will not retaliate for any complaints made.  
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Illness and Emergency Policy 

Affinity Counseling is aware of the many challenges around providing quality care while also ensuring the health and safety of our clients 

and our own families. Because of the difficulties presented during 2020 and 2021, we want to provide all clients and staff with procedures to follow 

in the event of Illness or Emergency.  

Affinity will follow all recommendations put in place by the CDC or our local representatives regarding all communicable illnesses. Clients 

are also encouraged to follow these recommendations as well. Online counseling may be provided at any time by any counselor in place of an in-

person session if there is any concern for your health or the health of others. If a provider is ill, we will make arrangements for online counseling or 

reschedule appointments to limit the risk or exposure. There will be no fee for appointments canceled due to illness if adequate notice has been given.  

Emergencies, such as flooding or freezing, may inhibit our ability to provide safe, quality counseling in person or online. They may also 

affect our ability to give notice as access to utilities such as electricity or internet may be hindered. We will provide information to our clients by 

whatever means we have access to, usually through email, phone calls, text messages, or alerts on our Facebook page. We will follow the direction of 

community representatives and will more than likely be closed if MISD announces school closures. If there is an emergency that affects our 

community, we will prioritize everyone’s safety and will follow up on any appointments that have to be canceled as soon as we are able to.  No fees 

will be charged for appointments missed or canceled due to personal or community emergencies. Notice is preferred but not required.  

By signing, I acknowledge that I have read and understand Affinity’s Illness and Emergency Policy and will do my best to follow procedures 

that keep myself and others safe. 

 
___________________________________________________________      ____________________  ____________________________________ 

Guardian Signature       Date   Relationship 

 

___________________________________________________________      ____________________  ____________________________________ 

Guardian Signature       Date   Relationship 

 

___________________________________________________________ _____________________ 

Affinity Staff Signature     Date 

 

Online Counseling Informed Consent 
Affinity Counseling provides online “teletherapy” as needed and by request for all clients who would like to participate. Counselors at 

Affinity use several platforms to provide services. Links instructions can be found on our website. All telehealth platforms require an internet 

connection, webcam, microphone, or smartphone. It is recommended that clients use a secure network and avoid public and free networks to assure 

confidentiality. Clients are also encouraged to find a quiet private space with limited interruptions, such as a private bedroom or office. Counselors at 

Affinity are doing their best to meet the best standards for confidentiality (see “Affinity Counseling Center Notice of Privacy Practices”) and call 

quality, as well as the requirements put in place by Texas, where Affinity counselors are licensed. While personal information may be shared with 

Affinity Staff for billing purposes or to assist with technical difficulties, no other individual will be in the room or involved in an online session 

unless agreed upon.  

There are several limitations and potential risks in online counseling that would not be seen in in-person sessions. These may be 

interruptions, service disconnections, technical difficulties, and confidentiality issues. At any time during the session, counselors or clients can ask to 

discontinue the session if issues are not resolved. Counselors may contact clients via email or telephone to give instructions if there are issues with 

standard session procedures.  If at any time an Affinity counselor does not believe online counseling is in their client’s best interest, they will explain 

their reasons and provide alternative options, resources, or referrals. Clients should be on time for online sessions. If a client does not wish to 

continue with online sessions or needs to cancel or reschedule, they are to call Affinity to notify their counselor. Affinity’s “Cancelation Policy” will 

apply.  

Online counseling does not provide adequate support in emergencies. If a client is experiencing an emergency, they should call 911 or go to 

the nearest emergency room for assistance. For counselors to aid if a crisis were to occur during an online session, emergency contact within close 

proximity must be provided.  

The cost of online counseling is the same as in-person counseling. If clients wish to use insurance, they must make sure that it has been 

provided to Affinity, as well as check their coverage for tele-counseling, as it may not be reimbursed by some plans. Clients are responsible for all 

costs; a payment method must be stored on file. 

By signing, I acknowledge that I have read and understand Affinity’s Online Counseling informed consent and consent to these terms for 

participating in online counseling.  

 
___________________________________________________________      ____________________  ____________________________________ 

Guardian Signature       Date   Relationship 

 

___________________________________________________________      ____________________  ____________________________________ 

Guardian Signature       Date   Relationship 

 
 

___________________________________________________________ _____________________ 

Affinity Staff Signature     Date 
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Child/ Adolescent History 

Childs Name: _________________________________________ 

Reason for seeking counseling for your child: 

 

 

When did you first notice symptoms? 

 

 

How will you know when counseling is finished? 

 

 

Check Symptoms experienced by your child: 

[   ] Depressed Mood [   ] Anger [   ] Mood Swings [   ] Experienced Trauma 

[   ] Anxiety [   ] Agitation [   ] Hurting Self [   ] Physical Problems 

[   ] Sleeping to Much [   ] Grief [   ] Hearing Voices [   ] Aggression 

[   ] Not Sleeping Enough [   ] Isolation [   ] Seeing Visions [   ] Feeling Detached 

[   ] Fatigue [   ] Withdrawn [   ] Unable to Concentrate [   ] Difficulty Praying 

[   ] Inability to Eat [   ] Feeling Worthless/Helpless [   ] Urinating on Self [   ] Poor Relationships 

[   ] Eating to Much [   ] Excessively Happy [   ] Drug Use [   ] Low Self-Worth 

Please Describe: 

 

 
 

 

DOB: _________________________ Age: ____________________ Administrative Sex: ______________________  

Ethnicity (optional): _______________________________________________ 

 

Is your child currently seeing another professional or physician for mental health purposes, such as their pediatrician, a psychiatrist, or psychologist? 

Name: ___________________________________________Phone Number: __________________________________________________ 

Address: __________________________________________ City: ______________________ State: ___________ Zip:______________ 

How long have they been seeing your child? ___________________________________________________________________________ 

Does your child have any diagnoses related to their mental health? 

 

 

 

Does your child have any experience with mental health treatment?  [   ] Yes   [   ] No 

Previous professionals name: _____________________________________________City/ State: _________________Beneficial? [   ] Yes [  ] No 

Reason treatment ended: __________________________________________________________________________________________________ 

 

Previous professionals name: _____________________________________________City/ State: _________________Beneficial? [   ] Yes [  ] No 

Reason treatment ended: __________________________________________________________________________________________________ 

 

Previous professionals name: _____________________________________________City/ State: _________________Beneficial? [   ] Yes [  ] No 

Reason treatment ended: __________________________________________________________________________________________________ 
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Childs Name: ____________________________________________________________________________ 

Does your child have any history of: [   ] Experienced abuse    [   ] Abandonment    [   ] Domestic Violence [   ] Substance Abuse 

Please describe: 

 

 

 

 

Is there a history of family mental health concerns? ______________________________________________________________________________ 

Is there any family history of [   ] Experienced abuse    [   ] Abandonment    [   ] Domestic Violence [   ] Substance Abuse 

Please describe: 

 

 

 

 

My Child’s Current Physical Health is:   [   ] Good  [   ] Fair  [   ] Poor  [  ] Very Poor 

Please Describe any issues with current physical health: 

 

 

 

Please describe any problems experienced during pregnancy (including maternal stressors): 

 

 

 

Please describe any complications during or following birth: 

 

 

 

 

Does your child use cigarettes or e-cigarettes or use tobacco products? _______________________________________________________________ 

Does your child drink alcohol? ______________________________________________________________________________________________ 

Does your child use marijuana? ______________________________________________________________________________________________ 

Does your child use or abuse other controlled substances? _________________________________________________________________________ 

 

 

Please describe the relationship between the child’s parents: _______________________________________________________________________ 

If divorced, the age of the child when the parents separated: ___________________________ 

Who all lives in the home? _________________________________________________________________________________________________ 
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Childs Name: ____________________________________________________________________________ 

Values important to your family: 

[   ] Family Togetherness [  ] Church Attendance [   ] Gender Specific Roles [   ] Independence 

[   ] Keeping Family Issues Private [   ] Honoring Elders [   ] Keeping Face [   ] Hard Work 

[   ] Achievement/ Education [   ] Speaking one’s Mind [   ] Free Thinking [   ] Honesty 

 

Are you comfortable with your relationship with your faith as you understand it? ______________________________________________________ 

Any difficulty with: [   ] Inability to pray   [   ] Distance from God    [   ] Lack of Peace   [   ] Conflict with church 

 

Did your child reach major milestones like walking, talking, and reading on-time, early, or late? __________________________________________ 

Please describe any developmental delays: _____________________________________________________________________________________ 

Highest/ Current Grade Attended in School: __________________ Any difficulties learning: ___________________________________________ 

Describe difficulties with peers or school behavior: ______________________________________________________________________________ 

Are there any ongoing or past legal proceedings that involve your child? _____________________________________________________________ 

Are there any ongoing or upcoming custody hearings for your child? ________________________________________________________________ 

My Child’s Strengths: 

 

 

 

Areas In Need of Improvement: 

 

 

Are there any specific concerns about your child or their behavior that you would like to have addressed?  
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If you are completing this form 

online, please use the page to upload: 
 

 

 Client Picture to attach to chart 

 
 

 Guardian Photo ID 
 

 

 Insurance Card 
 

 

 Any other relevant documents or records 
(Divorce Decree, Custody Documentation, etc.…) 

 

 

 

Thank you for completing your forms. Please verify that all required fields 

and signatures are complete and submitted. Check your email for 

confirmation that your forms have been sent. You may not receive 

confirmation until all parties have signed. 

 Thank you. 

 


