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Client Intake Information 

Please answer all information as completely as possible. Information given is strictly confidential within the 

limits of the law, and is beneficial in providing the best possible service.  Feel free to ask for assistance if needed.  

Your counselor will discuss your responsibilities with you in your intake interview. 

Name:______________________________________________  Date:_______________ Time:______________   

 

Address (Street, City State, ZIP):_______________________________________________________________________ 

 

Phone:__________________ Alt. Phone:_________________ *Email:_____________________________ 

           ,ÈàɯÊÈÓÓɯɞ8ÌÚɯɞ-Ö   ,ÈàɯÊÈÓÓɯɞ8ÌÚɯɞ-Ö         Send    ɞ8ÌÚɯɞ-Ö        

           ,ÌÚÚÈÎÌɯɞ8ÌÚɯɞ-Ö   ,ÌÚÚÈÎÌɯɞ8ÌÚɯɞ-Ö  Reply  ɞ8ÌÚɯɞ-Ö        

*email is not a confidential means of communication and is restricted for the sole purpose of making, changing 

and cancelling appointments. 

 

Emergency Contact: _________________________ 

Relationship: _______________________________ 

Emergency Number:_________________________ 

 

Gender:__________ Birth date:_____________ Age:___________  SS#:___________________ 

 

Circle One: Single  Widowed  Married  Divorced Separated  

 

 

Reason for visit: ______________________________________________________________________________  

____________________________________________________________________________________________ 

 

Health: 

Are you currently under the care of a physician or psychiatrist? ɞɯ8ÌÚɯɯɞɯ-Ö 

 

If yes: Name:_________________________________________________________ 

 

Please list any medications you take:_______________________________________________________________ 

(Use back if necessary) 

 

Date of last physical exam _____________ Any significant result:___________________________________ 

   

/ÏàÚÐÊÈÓɯ#ÐÚÈÉÐÓÐÛàȯɯɞɯ8ÌÚɯɯɞɯ-Ö  "ÏÙÖÕÐÊɯ(ÓÓÕÌÚÚȯɯɞɯ8ÌÚɯɯɞɯ-Ö 

 

If yes to either, please explain: ___________________________________________________________________ 

 

Prior Counseling: 

'ÈÝÌɯàÖÜɯÉÌÌÕɯÛÖɯÊÖÜÕÚÌÓÐÕÎɤÛÏÌÙÈ×àɯÉÌÍÖÙÌȳɯɯɞɯ8ÌÚɯɯɞ No  If yes, when? _________________________________ 

 

1ÌÈÚÖÕȳɯɍɍɍɍɍɍɍɍɍɍɍɍɍɍɍɍɍɍɍɍɍɍɍɍɍɍɍɍɍɍɍɍɍɍɍɍɍɍɍɍɍɍɍɍɍɍɍɯ#ÐËɯÐÛɯÏÌÓ×ȳɯɞɯ8ÌÚɯɯɞɯ-Öɯɯɞ Some 

 

Have you ever contemplated ending your life?   ɞɯ8ÌÚɯɯɞɯ-Öɯɯ 

Are you currently contemplating ending your life?    ɞɯ8ÌÚɯɯɞɯ-Öɯɯ 

Has anyone in your immediate family attempted or committed suicide? ɞɯ8ÌÚɯɯɞɯ-Öɯɯ 

Office Use Only ɞ Individual ɞCouple  ɞFamily  ɞGroup  Clinicians Initials ___________ 
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Mental Health Screening Form 

Name: _____________________________________   Date: ___________________ 

1.  Do you have any history of treatment from mental health professionals due to emotional or 

behavior problems? ____No ____Yes 

If yes, please answer a & b. 

a. Are you currently seeing a mental health professional? ____No ____Yes 

b. How many years total have you received mental health services? ____________ 

2.  Have you ever been hospitalized for mental health reasons? 

  ____No ____Yes Date(s): ___________________________________________ 

         For what purpose(s): __________________________________ 

3.  Do you have any history of taking medications for mental health? ____No ____Yes 

4.  Check any of the following symptoms that are concerns for you. 

 ____Anxiety                           ____Aggression                   ____Concentration 

 ____Crying spells            ____Depression          ____Fatigue 

 ____Fears                          ____Hallucinations     ____High energy 

 ____Hopelessness            ____Hyperactivity     ____Impulsive behaviors 

 ____Irritability                        ____Intrusive thoughts          ____Lack of pleasure 

 ____Low motivation              ____Nightmares                    ____Obsessive thoughts 

 ____Panic attacks            ____Restlessness                      ____Substance abuse 

 ____Sleeping problems         ____Suicidal thoughts      ____Trembling 

 ____Other_______________________________________ __ 

 ____Other_________________________________________ 

5.  Check any areas in which mental health concerns are affecting your functioning. 

 ____Emotionally ____Marriage/family ____Physically 

 ____School ____Sexually ____Socially 

 ____Work ____Other____________________________________ 
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"ÖÕÚÌÕÛɯÛÖɯ3ÙÌÈÛÔÌÕÛɯÈÕËɯ1ÌÊÐ×ÐÌÕÛɀÚɯ1ÐÎÏÛÚ 
Client__________________________________   Chart # (Office Use Only)______________________________ 

I, _____________________________________________ the undersigned, hereby attest that I have Voluntarily 

entered into treatment, or give my consent for the minor or person under my legal guardianship mentioned 

above, at Refuge Counseling Center, hereby referred to as the Center. Further, I consent to have treatment 

provided by a Licensed Clinical Professional Counselor, Licensed Counselor, or intern in collaboration with 

his/her supervisor. The rights, risks, and benefits associated with the treatment have been explained to me. I 

understand that the therapy may be discontinued at any time by either party. The clinic encourages that this 

decision be discussed with the treating counselor. This will help facilitate a more appropriate plan for discharge. 

1ÌÊÐ×ÐÌÕÛɀÚɯ1ÐÎÏÛÚȯ (ɯÊÌÙÛÐÍàɯÛÏÈÛɯ(ɯÏÈÝÌɯÙÌÊÌÐÝÌËɯÛÏÌɯ1ÌÊÐ×ÐÌÕÛɀÚɯ1ÐÎÏÛÚɯ×ÈÔ×ÏÓÌÛɯÈÕËɯÊÌÙÛÐÍàɯÛÏÈÛɯ(ɯÏÈÝÌɯÙÌÈËɯÈÕËɯ

understand its content. I understand that as a recipient of services, I may get more information from the 

1ÌÊÐ×ÐÌÕÛɀÚɯ1ÐÎÏÛÚɯ ËÝÐÚÖÙȭ 

Non-voluntarily Discharge from Treatment: A client may be terminated from the Center non-voluntarily. if: (A) 

the client exhibits physical violence, verbal abuse, carries weapons, or engages in illegal acts at the clinic, and/or 

(B) the client refuses to comply with stipulated program rules, refuses to comply with treatment 

recommendations, or does not make payment or payment arrangements in a timely manner. The client will be 

notified of the non-voluntary discharge by letter. The client may appeal this decision with the Clinic Director or 

request to reapply for services at a later date. 

Client Notice of Confidentiality: The confidentiality of patient records maintained by the Center is protected by 

federal and/or state law and regulations. Generally, the Center may not say to a person outside the Center that a 

patient attends the program or disclose any information identifying a patient as an alcohol or drug abuser unless: 

(1) the patient consents in writing, (2) the disclosure is allowed by a court order, (3) the disclosure is made to 

medical personnel in a medical emergency, (4) to qualified personnel for research, audit, or program evaluation, 

(5)  the client expresses intent to harm self or others, including any abuse reported about a minor or elderly 

person, and (6) if the client represents a threat to national security. 

Violation of federal and/or state law and regulations by a treatment facility or provider is a crime. Suspected 

violations may be reported to appropriate authorities. Federal and/or state law and regulations do not protect 

any information about a crime committed by a patient either at the Center, against any person who works for the 

program, or about any threat to commit such a crime. Federal law and regulations do not protect any information 

about suspected child (or vulnerable adult) abuse or neglect, or adult abuse from being reported under federal 

and/or state law to appropriate state or local authorities. Health care professionals are required to report 

admitted prenatal exposure to controlled substances that ÈÙÌɯ×ÖÛÌÕÛÐÈÓÓàɯÏÈÙÔÍÜÓȭɯ(ÛɯÐÚɯÛÏÌɯ"ÌÕÛÌÙɀÚɯËÜÛàɯÛÖɯÞÈÙÕɯ

any potential victim when ÈɯÚÐÎÕÐÍÐÊÈÕÛɯÛÏÙÌÈÛɯÖÍɯÏÈÙÔɯÏÈÚɯÉÌÌÕɯÔÈËÌȭɯ(ÕɯÛÏÌɯÌÝÌÕÛɯÖÍɯÈɯÊÓÐÌÕÛɀÚɯËÌÈÛÏȮɯÛÏÌɯÚ×ÖÜÚÌɯ

or parents of a ËÌÊÌÈÚÌËɯÊÓÐÌÕÛɯÏÈÝÌɯÈɯÙÐÎÏÛɯÛÖɯÈÊÊÌÚÚɯÛÏÌÐÙɯÊÏÐÓËɀÚɯÖÙɯÚ×ÖÜÚÌɀÚɯÙÌÊords. Professional misconduct by 

a health care professional must be reported by other health care professionals, in which related client records 

may be released to substantiate disciplinary concerns. Parents or legal guardians of non-emancipated minor 

clieÕÛÚɯÏÈÝÌɯÛÏÌɯÙÐÎÏÛɯÛÖɯÈÊÊÌÚÚɯÛÏÌɯÊÓÐÌÕÛɀÚɯÙÌÊÖÙËÚȭɯ6ÏÌÕɯÍÌÌÚɯÈÙÌɯÕÖÛɯ×ÈÐËɯÐÕɯÈɯÛÐÔÌÓàɯÔÈÕÕÌÙȮɯÈɯÊÖÓÓÌÊÛÐÖÕɯÈÎÌÕÊàɯ

will be given appropriate billing and financial information about the client, not clinical information. My 

signature below indicates that I have been given a copy of my rights regarding confidentiality. I permit a copy of 

this authorization to be used in place of the original. Client data of clinical outcomes may be used for program 

evaluation purposes, but individual results will not be disclosed to outside sources. 

I consent to treatment and agree to abide by the above-stated policies and agreements with Refuge Counseling 

Center. 

____________________________________________   _____________________ 

Signature of Client/Legal Guardian                Date 

(In a case where a client is under 18 years of age, a legally responsible adult acting on his/her behalf) 

 

____________________________________________   _____________________ 

Signature of Clinical Counseling  Intern              Date 
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1ÌÊÐ×ÐÌÕÛɀÚɯ1ights Notification 
 

As a recipient  of services at our facility, we would like to inform you of your rights as a client. The information 

contained in the brochure explains your rights and the process of complaining if you believe your rights have 

been violated. 

 

Your rights as a client 

1. Complaints. We will investigate your complaints. 

2. Suggestions. You are invited to suggest changes in any aspect of services we provide. 

3. Civil rights. Your civil rights are protected by federal and state laws. 

4. Cultural/spiritual/gender issues. Your may request services from someone with training or experience 

from a specific cultural, spiritual, of gender orientation. If these services are not available, we will help 

you in the referral process. 

5. Treatment. You have the right to take part in formulating your treatment plan. 

6. Denial of services. You may refuse services offered to you and be informed of any potential 

consequences. 

7. Record restrictions. You may request restrictions on the use of you protected health information; 

however, we are not required to agree with the request. 

8. Availability of records. You have the right to obtain a copy and/or inspect your protected health 

information; however, we may deny access to certain records. If so, we will discuss this decision with 

you. 

9. Amendment of records. You have the right to request an amendment in your records; however, this 

request could be denied. If denied, your request will be kept in the records. 

10. Medical/legal advice. You may discuss your treatment with your doctor or attorney. 

11. Disclosures. You have the right to receive an accounting of disclosures of your protected health 

information that you have not authorized. 

Your right to receive information 

1. Costs of services. We will inform you of how much you will pay. 

2. Termination of services. You will be informed as to what behaviors or violations could lead to 

termination of services at our clinic. 

3. Confidentiality. You will be informed of the limits of confidentiality and how you protected health 

information will be used. 

4. Policy changes. 

Our ethical obligations 

1. We dedicate ourselves to serving the best interest of each client. 

2. We will not discriminate between clients or professionals based on age, race, creed, disabilities, 

handicaps, preferences, or other personal concerns. 

3. We maintain objective and professional relationships with each client. 

4. We respect the rights and views of other mental health professional. 

5. We will appropriately end services or refer clients to other programs when appropriate. 

6. We will evaluate our personal limitations, strengths, biases, and effectiveness on an ongoing basis for 

the purpose of self-improvement. We will continually attain further education and training. 

7. We respect various institutional and managerial policies but will help to improve such policies if the 

best interest of the client is served. 

/ÈÛÐÌÕÛɀÚɯÙÌÚ×ÖÕÚÐÉÐÓÐÛÐÌÚ 

1. You are responsible for you financial obligations to the clinic as outlined in the Payment Contact for 

Services 

2. You are responsible for following the policies of the clinic. 

3. You are responsible to treat staff and fellow clients in a respectful, cordial manner in which their rights 

are not violated. 

4. You are responsible to provide accurate information about yourself. 

What to do if you believe you rights have been violated? 

If you believe your rights have been violated, contact our Clinical Director, Soni Myers at 465-4985 ext 201 
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Counseling Process 

 

Your counselor is _____________________________ Credentials______________ 
 

 We provide services with Licensed Clinical Professional Counselors (LCPC), Licensed Professional 

Counselors (LPC), and clinical interns who have graduated from and/or are working towards licensure in a 

nationally accredited ÔÈÚÛÌÙɀÚ level graduate program. All licensed counselors at Refuge Counseling Center 

are recognized by the state of Idaho and all interns are supervised by state registered supervisors.   

  

 We have been in business since 2007 offering services to individuals, couples, and families. At 

Refuge Counseling Center we are here to offer counseling services within a Christian context of love and 

acceptance. We do not impose a Christian world-view on clients. Rather, we are here to help you become more 

effective in dealing with concerns that influence your daily living and to offer support during difficult times. 

We want to help you explore your concerns, and assist with incorporating your goals into future plans. The 

counselors at Refuge adopt a holistic approach and cooperate with you to explore areas of spiritual 

development, emotional health and behavioral choices that affect your lifestyle, relationships and physical 

well being.  

  

 Entering into the process of counseling involves both benefits and risks. In counseling, you risk 

learning things about yourself or your relationship with others that can be troubling sometimes we need to 

confront issues that cause us sadness, sorrow, anxiety or pain, to grow. Your counselor will be present with 

you as you go through these experiences. There is also the risk that counseling may not resolve your problem 

or that counseling alone may not be all that is required. Should this be the case, your counselor will explore 

alternative plans with you. 

 
Possible therapy goals: 

1. To gain insight and understanding of problematic life patterns that might be disturbing to self 

and/or others. 

2. To gain insight and understanding of positive life patterns that support individual and family 

desired outcomes. 

3. To learn and apply new information that promotes a healthy lifestyle. 
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Financial Policy 
The staff at Refuge Counseling Center (hereafter referred to as the clinic) are committed to providing caring and 

professional mental health care to all of our clients. As part of the delivery of mental health services, we have 

established a financial policy that provides payment policies and options to all consumers. The financial policy of 

the clinic is designed to clarify the payment policies as determined by the management of the clinic. 

The Person Responsible for Payment of Account is required to sign the form Payment Contract for Services, 

which explains the fees and collection policies of the clinic. Clinical counseling  interns only do out-of-pocket 

services and do not bill any insurance company or employee assistance program. As a service to you, the clinic 

will bill some third-party payers (i.e. Love Inc, Healthy Families Nampa, or a third-party person that consents to 

pay for your counseling service) with consent from the client, but cannot guarantee such benefits or the amounts 

covered and is not responsible for the collection of such payments. In some cases third-party payers may 

consider certain services as not reasonable or necessary or may determine that services are not covered. In such 

cases the Person Responsible for Payment of Account is responsible for payment of these services. We charge our 

clients the usual and customary rates for the area. Clients are responsible for payments regardless of any third 

party ×ÈàÌÙɀÚ arbitrary determination of usual and customary rates. 

The Person Responsible for Payment (as noted in the Payment Contract for Services) will be financially 

responsible for payment of such services. The Person Responsible for Payment of Account is financially 

responsible for paying funds not paid by third-party payers after 60 days. Payments not received after 120 days 

are subject to collections. A 1% per month interest rate is charged for accounts over 60 days. 

Clients are responsible for payments at the time of services. The adult accompanying a minor (or guardian of the 

minor) is responsible for payments for the child at the time of service. Unaccompanied minors will be denied 

nonemergency service unless charges have been preauthorized to an approved credit plan, charge card, or 

payment at the time of service. 

Missed appointments or cancellations less than 24 hours prior to the appointment are charged at a rate noted in 

the Payment Contract for Services. 

Payment methods include check, cash, and charge cards. Clients using charge cards may either use their card at 

each session or sign a document allowing the clinic to automatically submit charges to the charge card after each 

session. 

Questions regarding the financial policies can be answered by the Office Manager. 

I (we) have read, understand, and agree with the provisions of the Financial Policy. 

Person responsible for account; _____________________________  Date: ______/_______/_______ 

Co- responsible party: _____________________________________  Date: ______/_______/_______ 
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Sliding Fee Scale for Clinical Interns  

 Refuge Counseling Center offers a reduced rate for those who qualify using a sliding fee scale. It is 

our desire that no one is turned down for services because of ability to pay.  Our sliding fees range 

from $10-$40 per session. Counseling Services utilizing this fee scale are provided by supervised 

graduate level interns. This scale is a suggested amount based upon the clienǘΩǎ ƛƴŎƻƳŜ ŀƴŘ ŀōƛƭƛǘȅ ǘƻ 

pay.  

If your Combined Family Income falls within these limits we recommend the following payments for 

services.  

Annual Income Monthly Income We recommend you pay:  

$0-10,000 $0-$800.00 At least $10.00 per session 

$10,001-18,000 $801.00-1,500 At least $15.00 per session 

$18,001-25,000 $1,501-$2,083 At least $20.00 per session 

$25,001-35,000 $2,084-2,917 At least $25.00 per session 

$35,001-45,000 $2,918-3,750 At least $30.00 per session 

$4,501 and up  $3,751 and up At least $40.00 per session  

 

Additional Service Fee 

A fee of $100.00 per hour is charged for additional services beyond the regular 50 minute counseling 

session (such as court appearances, extra report writing time, treatment teaming with other 

practitioners that exceeds 20 minutes per/week. etc.) 

 

I HEREBY CERTIFY that this information is both truthful and accurate. I hereby certify that I have read 

and contractually agree to these conditions.  

I would like a copy of this: (please initial next to your choice)  _____Yes      _____No 

Client Printed Name:_______________________________________ 

Client Signature:___________________________________________ Date_____________ 

 

Counselor Signature: ________________________________________ Date_____________ 
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Privacy of Information Rights 
 

This form describes the confidentiality of your counseling records, how the information is used, your rights, 

and how you may obtain this information.                                             Effective 4-14-03 

Our Legal Duties 

State and federal laws require that we keep your medical records private. Such laws require that we provide you 

with this notice informing you of our privacy of information policies, your rights, and our duties. We are 

required to abide these policies until replaced or revised. We have the right to revise our privacy policies for all 

medical records, including records kept before policy changes were made. Any changes in this notice will be 

made available upon request before changes take place. 

The contents of material disclosed to us in an evaluation, intake, or counseling session are covered by the law as 

private information. We respect the privacy of the information you provide us, and we abide by ethical and legal 

requirements of confidentiality and privacy of records. 

Use of Information 

Information about you may be used by the personnel associated with this clinic for diagnosis, treatment 

planning, treatment, and continuity of care. We may disclose it to health care providers who provide you with 

treatment, such as doctors, nurses, mental health professionals, and mental health students and mental health 

professionals or business associates affiliated with this clinic, such as billing, quality enhancement, training, 

audits, and accreditation. 

Both verbal information and written records about a client cannot be shared with another party without the 

ÞÙÐÛÛÌÕɯÊÖÕÚÌÕÛɯÖÍɯÛÏÌɯÊÓÐÌÕÛɯÖÙɯÛÏÌɯÊÓÐÌÕÛɀÚɯÓÌÎÈÓɯÎÜÈÙËÐÈÕɯÖÙɯ×ÌÙÚÖÕÈÓɯÙÌ×ÙÌÚÌÕÛÈÛÐÝÌȭɯ(ÛɯÐÚɯÛÏÌɯ×ÖÓÐÊàɯÖÍɯÛÏÐÚɯÊÓÐÕÐÊɯ

not to release any information about a client without a signed release of information except in certain emergency 

situations or exceptions in which client information can be disclosed to others without written consent. Some of 

these situations are noted below, and there may be other provisions provided by legal requirements. 

Duty to Warn and Protect 

When a client discloses intentions or a plan to harm another person or persons, the health care professional is 

required to warn the intended victim and report this information to legal authorities. In cases in which the client 

discloses or implies a plan for suicide, the health care professional is required to notify legal authorities and 

make reasonable attempts to notify the family of the client. 

Public Safety 

Health records may be released for the public interest and safety for public health activities, judicial and 

administrative proceedings, law enforcement purposes, serious threats to public safety, essential government 

functions, military, and when complying with workeÙɀÚɯÊÖÔ×ÌÕÚÈÛÐÖÕɯÓÈÞÚȭ 

Abuse 

If a client states or suggests that he or she is abusing a child or vulnerable adult, or has recently abused a child or 

vulnerable adult, or a child (or vulnerable adult) is in danger of abuse, the health care professional is required to 

report this information to the appropriate social service and/or legal authorities. If a client is the victim of abuse, 

neglect, violence, or a crime victim, and his or her safety appears to be at risk, we may share this information 

with law enforcement officials to help prevent future occurrences and capture the perpetrator. 

Prenatal Exposure to Controlled Substances 

Health care professionals are required to report admitted prenatal exposure to controlled substances that are 

potentially harmful. 

 

(ÕɯÛÏÌɯ$ÝÌÕÛɯÖÍɯÈɯ"ÓÐÌÕÛɀÚɯ#ÌÈÛÏ 

(ÕɯÛÏÌɯÌÝÌÕÛɯÖÍɯÈɯÊÓÐÌÕÛɀÚɯËÌÈÛÏȮɯÛÏÌɯÙÐÎÏÛɯÖÍɯÛÏÌɯ×ÙÐÝÐÓÌÎÌËɯÐÕÍÖÙÔÈÛÐÖÕɯÙÌÔÈÐÕÚɯÞÐÛÏɯÛÏÌɯËÌÊÌÈÚÌËȭɯ(ÍɯÍÈÔÐÓàɯ

ÔÌÔÉÌÙÚɯÖÙɯÓÌÎÈÓɯÙÌ×ÙÌÚÌÕÛÈÛÐÝÌÚɯÙÌØÜÌÚÛɯÈɯÊÖ×àɯÖÍɯÛÏÌɯÊÓÐÌÕÛɀÚɯÙÌÊÖÙËɯÈɯÊÖÜÙÛɯÖÙËÌÙɯËÜÓàɯÚÐÎÕÌËɯÉàɯÛÏÌɯÑÜËge or 

court clerk must be presented and authenticated prior to release of any information. 
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Professional Misconduct 

Professional misconduct by a health care professional must be reported by other health care professionals. In 

cases in which a professional oÙɯÓÌÎÈÓɯËÐÚÊÐ×ÓÐÕÈÙàɯÔÌÌÛÐÕÎɯÐÚɯÉÌÐÕÎɯÏÌÓËɯÙÌÎÈÙËÐÕÎɯÛÏÌɯÏÌÈÓÛÏɯÊÈÙÌɯ×ÙÖÍÌÚÚÐÖÕÈÓɀÚɯ

actions, related records may be released in order to substantiate disciplinary concerns. 

Judicial or Administrative Proceedings 

Health care professionals are required to release records of clients when a court order has been placed. 

Minors/Guardianship 

Parents or legal guardians of non-ÌÔÈÕÊÐ×ÈÛÌËɯÔÐÕÖÙɯÊÓÐÌÕÛÚɯÏÈÝÌɯÛÏÌɯÙÐÎÏÛɯÛÖɯÈÊÊÌÚÚɯÛÏÌɯÊÓÐÌÕÛɀÚɯÙÌÊÖÙËÚȭɯ3ÏÌɯÈÎÌɯÖÍɯ

consent in the state of Idaho is 14. Therefore any client aged 14 or older has the right to refuse to release information 

in their record to anyone including their parents absent a court order to the contrary. 

Other Provisions 

When payment for services are the responsibility of the client, or a person who has agreed to providing payment, 

and payment has not been made in a timely manner, collection agencies may be utilized in collecting unpaid 

debts. The specific content of the services (e.g., diagnosis, treatment plan, progress notes, testing) is not disclosed. 

IÍɯÈɯËÌÉÛɯÙÌÔÈÐÕÚɯÜÕ×ÈÐËȮɯÐÛɯÔÈàɯÉÌɯÙÌ×ÖÙÛÌËɯÛÖɯÊÙÌËÐÛɯÈÎÌÕÊÐÌÚȮɯÈÕËɯÛÏÌɯÊÓÐÌÕÛɀÚɯÊÙÌËÐÛɯÙÌ×ÖÙÛɯÔÈàɯÚÛÈÛÌɯÛÏÌɯ

amount owed, the time frame, and the name of the clinic or collection source. 

Insurance companies, managed care, and other third-party payers are given information that they request 

regarding services to the client. Information that may be requested includes type of services, dates/times of 

services, diagnosis, treatment plan, description of impairment, progress of therapy, and summaries. 

Information about clients may be disclosed in consultations with other professionals in order to provide the best 

possible treatment.  In such cases the name of the client, or any identifying information, is not disclosed. Clinical 

information about the client is discussed. Some progress notes and reports are dictated/typed within the clinic or 

by outside sources specializing in (and held accountable for) such procedures. 

In the event the clinic or mental health professional must telephone the client for purposes such as appointment 

cancellations or reminders, or to give/receive other information, efforts are made to preserve confidentiality. 

Please notify us in writing where we may reach you by phone and how you would like us to identify ourselves. 

For example, you might request that when we phone you at home or work, we do not say the name of the clinic 

or the nature of the call but rather the mental health ×ÙÖÍÌÚÚÐÖÕÈÓɀÚ first name only. If this information is not 

provided to us (below), we will adhere to the following procedure when making phone calls: First we will ask to 

speak to the client (or guardian) without identifying the name of the clinic. If the person answering the phone 

asks for more identifying information, we will say that it is a personal call. We will not identify the clinic (to 

protect confidentiality). If we reach an answering machine or voice mail, we will follow the same guidelines. 

Your Rights 

You have the right to request to review or receive your medical files. The procedures for obtaining a copy of your 

medical information is as follows. You may request a copy of your records in writing with an original (not 

photocopied) signature. If your request is denied, you will receive a written explanation of the denial. Records 

for non-emancipated minors must be requested by their custodial parents or legal guardians. The charge for this 

service is $ 0.25 per page, plus postage. 

You have the right to cancel a release of information by providing us a written notice. If you desire to have your 

information sent to a location different than our address on file, you must provide this information in writing. 

You have the right to restrict what information might be disclosed to others. However, if we do not agree with 

these restrictions, we are not bound to abide by them. 

You have the right to request that information about you be communicated by other means or to another 

location. This request must be made to us in writing. 

You have the right to disagree with the medical records in our files. You may request that this information be 

changed. Although we might refuse to change the record, you have the right to make a statement of 

disagreement, which will be placed in your file. 

You have the right to know what information in your record has been provided to whom. Request this in 

writing. 
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If you desire a written copy of this notice you may obtain it by requesting it from the Clinic Director at this 

location. 

Complaints 

If you have any complaints or questions regarding these procedures, please contact the clinic. We will get back to 

you in a timely manner. You may also submit a complaint to the U.S. Dept. of Health and Human Services 

and/or the Idaho Bureau of Occupational Licenses at 334-3233.  If you file a complaint, we will not retaliate in any 

way. 

Direct all correspondence to: Soni Myers at 465-4985 ext 201 

I understand the limits of confidentiality, privacy policies, my rights, and their meanings and ramifications. 

 

Adult Clients age 18+ 

 

"ÓÐÌÕÛɀÚɯ-ÈÔÌɯȹ×ÓÌÈÚÌɯ×ÙÐÕÛȺȯ  ________________________________________________________________  

Signature:  ______________________________________________________________ Date: ____/____/____ 

Signed by: ______client   ______personal representative:  

 

Minor Client under age 18 

Minor Client Name (please 

print):________________________________________________________________________ 

Minor Client assent signature: ________________________________________________Date: ____/____/____ 

Signed by _____Minor 

 

Parent/Legal Guardian Name (please print):_______________________________________________________ 

Signature:  ______________________________________________________________ Date: ____/____/____ 

Signed by: ______ parent/legal-guardian     

 

 

Clinical Intern Counselor Name:_________________________________________ 

Signature:____________________________________________________________Date: ____/____/____ 
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COUNSELOR EDUCATION DEPARTMENT  

CLIENT RELEASE FORM FOR TAPING 

 

 I ___________________________________________ agree to be counseled by a Counseling 

student who is enrolled in a Counselor Education Department Program at Northwest Nazarene 

University. I understand that a graduate student who has completed advanced course work in 

counseling will counsel me. I understand that a faculty member and/or site supervisor will supervise 

the student.  

 Counseling students are required to tape some of their counseling sessions. The tapes are used 

for educational purposes, which gives feedback to the Counseling student from other counseling 

professionals in order to become a more effective counselor through improving counseling skills.  An 

NNU Counselor Education faculty member oversees the use of these tapes. The tapes are then erased. 

 If you are willing to be audio/video taped, please indicate your willingness and sign below.  

 Thank you for your willingness to participate in the training of competent counselors.  

 

Client's Signature:                                                                      Age:                   Date: _____________ 

 

                      

Counselor's Signature:                                                                                    Date: ________________                                 

       


