Consent for Treatment

I, ______________________________________, herby give Bell Counseling Services, PLLC permission to perform treatment or service for chemical dependency.  I understand the nature and purpose of:

1. The treatment will be for chemical dependency.
2. The proposed treatment of services may include the following: alcohol/drug education, smoking cessation, life skills, and development of coping skills needed to maintain long-term abstinence through utilization of community support networks, discharge plan, and referral for other services, as needed.
3. The expected benefit for you is that you will develop a way of living free of abuse and use of addictive chemicals.
4. The probable health and mental health consequences of not consenting may include but are not limited to: destruction of family unit; decline of physical and mental health and further loss in socio/economic status. 
5. The side effects of risk associated with the treatment may include but not limited to: increased short term symptoms of anxiety and depression and emotional discomfort; major current life style changes both positive and negative.
6. When the client or counselor believes that the client cannot make positive changes in their program, they may be referred to other social services agencies that could more appropriately meet their needs.
7. You and counselor will determine the appropriate course of your treatment.
8. Client Grievance Procedure will be provided, reviewed and discussed during New Client Orientation. 
9. Client Bill of Rights will be provided, reviewed and discussed during New Client Orientation.
10. Client Program Rules will be provided, reviewed and discussed during New Client Orientation.
11. The Client Contract for Treatment and Informed Consent, including circumstance that may lead to immediate discharge will be provided, reviewed and discussed during New Client Orientation.
12. Non-compliance of programmatic rules may lead to reporting to your referral source and/or transfer to a higher level of cares; Non-compliance may lead to immediate discharge form the program. 
13. The cost of services will be discussed and receipts given with ALL payments.
14. Client will be given the opportunity for family involvement for individual counseling sessions, group counseling and education lectures throughout course of treatment.

I understand and have received a copy of the Client Bill of Rights, the Client Grievance Procedure, Program Rules, Client Contract for treatment and Informed Consent.  I agree to abide by the rules and participate in the defined treatment plan.


_______________________________________________ Date: ___________________
(Client Signature)

_______________________________________________ Date: ___________________
(Counselor Signature)
General Intake Form

Please provide the following information. Leave blank any question you would rather not answer. Information you provide here is held to the same standards of confidentiality as our therapy. Bring this form to your first session or allow yourself thirty minutes prior to your appointment to complete the form.

Name: ______________________________________________________________
                        (Last),   (First)   (Middle Initial)

Name of parent/guardian (if you are a minor):

____________________________________________________________________
                        (Last),   (First)   (Middle Initial)


Birth Date: ______ /______ /______ Age: ________ Gender: □ Male □ Female

Marital Status:

□ Never Married □ Partnered □ Married □ Separated □ Divorced □ Widowed

Number of Children: __________

Local Address: ___________________________________________________________
(Street and Number)

________________________________________________________________________
(City) (State) (Zip)

Home Phone: (    ) _________________________ May we leave a message? □ Yes □ No

Cell/Other Phone: (    ) _____________________ May we leave a message? □ Yes □ No

E-mail: _______________________________________ May we email you? □ Yes □ No
*Please be aware that email might not be confidential.

Referred by: ____________________________________________________________

Are you currently receiving psychiatric services, professional counseling or psychotherapy elsewhere? □ Yes □ No

Have you had previous psychotherapy? □No □Yes, at previous therapist’s name

________________________________________________________________________

Are you currently taking prescribed psychiatric medication (antidepressants or others)? 

□Yes □No If Yes, please list: ________________________________________________

If no, have you been previously prescribed psychiatric medication?

□Yes □No If Yes, please list: ________________________________________________

HEALTH AND SOCIAL INFORMATION

1. How is your physical health at present? (please circle)

Poor	 Unsatisfactory	 Satisfactory	 	Good 		Very good

2. Please list any persistent physical symptoms or health concerns (e.g. chronic pain,
headaches, hypertension, diabetes, etc.):

________________________________________________________________________

________________________________________________________________________

3. Are you having any problems with your sleep habits? □ No □ Yes  If yes, check where applicable:

□ Sleeping too little □ Sleeping too much □ Poor quality sleep □ Disturbing dreams

□ Other _________________________________________________________________

4. How many times per week do you exercise? __________.  Approximately how long each time? __________

5. Are you having any difficulty with appetite or eating habits? □ No □ Yes If yes, check where applicable: 

□ Eating less 	   □ Eating more 	□ Binging 	□ Restricting

Have you experienced significant weight change in the last 2 months? □ No □ Yes

6. Do you regularly use alcohol? □ No □ Yes

In a typical month, how often do you have 4 or more drinks in a 24-hour period? 

________________________________________________________________________



7. How often do you engage in recreational drug use?

□ Daily 	□ Weekly 	□ Monthly 	□ Rarely 	□ Never

8. Have you had suicidal thoughts recently? □ Frequently □ Sometimes □ Rarely □ Never

Have you had them in the past? □ Frequently □ Sometimes □ Rarely □ Never

9. Are you currently in a romantic relationship? □ No □ Yes If yes, how long have you 

been in this relationship? ___________________________________________________

On a scale of 1-10, how would you rate the quality of your current relationship? _______

10. In the last year, have you experienced any significant life changes or stressors?

________________________________________________________________________

________________________________________________________________________

Have you ever experienced:

Extreme depressed mood: □ No □ Yes	Wild Mood Swings: □ No □ Yes
Rapid Speech: □ No □ Yes			 Extreme Anxiety: □ No □ Yes
Panic Attacks: □ No □ Yes			 Phobias: □ No □ Yes
Sleep Disturbances: □ No □ Yes	             Hallucinations: □ No □ Yes
Unexplained losses of time: □ No □ Yes 	 Unexplained memory lapses: □ No □ Yes
Alcohol/Substance Abuse: □ No □ Yes	 Frequent Body Complaints: □ No □ Yes
Eating Disorder: □ No □ Yes			 Body Image Problems: □ No □ Yes
Repetitive Thoughts: □ No □ Yes 		 Repetitive Behaviors: □ No □ Yes
Homicidal Thoughts: □ No □ Yes 		 Suicide Attempt: □ No □ Yes

OCCUPATIONAL INFORMATION:

Are you currently employed? □ No □ Yes If yes, who is your current employer/position?

________________________________________________________________________

Please list any work-related stressors, if any: ___________________________________







RELIGIOUS/SPIRITUAL INFORMATION:

Do you consider yourself to be religious? □ No □ Yes If yes, what is your faith?

 _______________________________________________________________________

If no, do you consider yourself to be spiritual? □ No □ Yes

FAMILY MENTAL HEALTH HISTORY:

Has anyone in your family (either immediate family members or relatives) experienced
difficulties with the following (check any that apply and list family member, e.g.,
Sibling, Parent, Uncle, etc.):

Difficulty Family 					Member

Depression: □ No □ Yes                    __________________________________________

Bipolar Disorder: □ No □ Yes           __________________________________________

Anxiety Disorders: □ No □ Yes         __________________________________________

Panic Attacks: □ No □ Yes                __________________________________________

Schizophrenia: □ No □ Yes               __________________________________________

Substance Abuse: □ No □ Yes           _________________________________________

Alcohol Abuse: □ No □ Yes              __________________________________________

Eating Disorders: □ No □ Yes           __________________________________________

Learning Disabilities: □ No □ Yes    __________________________________________

Trauma History: □ No □ Yes            __________________________________________

Suicide Attempts: □ No □ Yes          __________________________________________









OTHER INFORMATION:

What do you consider to be your strengths? ____________________________________

________________________________________________________________________

________________________________________________________________________

What do you consider your weakness? ________________________________________

________________________________________________________________________

________________________________________________________________________

What are effective coping strategies that you’ve learned? _________________________

________________________________________________________________________





























Grievance Procedure Orientation Form

Clients have the right to lodge a grievance or any complaint against the counselor about abuse, neglect and exploitation.

You may complain directly to the counselor.  You may submit your complaint verbally or in writing, you may have assistance in writing the complaint if you are unable to write.  You may grieve directly at any point in the grievance process to:

Texas Department of State Health Services-Substance Abuse Compliance Group
P. O. Box 149347
Mail Code 1979
Austin, Texas 78714-9437
1-800-832-9623 or FAX 1-512-834-6638

The contact for TDCJ is:

Texas Department of Criminal Justice
8610 Shoal Creek Blvd
Austin, Texas 78741
512-406-5758

Pens, paper, envelope, postage, and access to a telephone will be provided upon request in order to file a complaint.



All unresolved complaints shall be forwarded to the Texas Department of State Health Services.




_______________________________________________ Date: ___________________
(Client Signature)


_______________________________________________ Date: ___________________
(Counselor Signature)  







Grounds for Discharge

1. Clients must not be under the influence of any substance (alcohol or drugs) at the time of the session.  To do so, would lead to immediate termination of services.
2. Fighting, cursing in anger or verbal arguments will result in disciplinary action, which may result in termination.
3. Romantic relationships between clients or exclusive friendships are strongly discouraged.  Pairing of, isolation with another client, intimate touching, etc. do not enhance the recovery process and are grounds for disciplinary action and could result in termination form the program.
4. Theft or vandalism of any sort, whether the property of another client, will result in immediate termination and will be reported to law enforcement officials.
5. Any combinations of three (3) restrictions/sanctions indicate an unwillingness to change or to abide by society’s result and will result in sanctions to include immediate and unsatisfactory discharge from this program.

I have read and understand the grounds for discharge.




__________________________________________ Date: ______________________
(Client Signature)








Bell Counseling Services

Notice of Privacy Practices (HIPAA)



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

The Health Insurance Portability & Accountability Act of 1996 ("HIPAA") is a federal program that requires that all medical records and other individually identifiable health information used or disclosed by us in any form, whether electronically, on paper, or orally, are kept properly confidential. This Act gives you, the patient, significant new rights to understand and control how your health information is used. "HIPAA" provides penalties for covered entities that misuse personal health information.  As required by "HIPAA", we have prepared this explanation of how we are required to maintain the privacy of your health information and how we may use and disclose your health information. We may use and disclose your medical records only for each of the following purposes: treatment, payment and health care operations.

•Treatment means providing, coordinating, or managing health care and related services by one or more health care providers. An example of this would include a physical examination.
• Payment means such activities as obtaining reimbursement for services, confirming coverage, billing or collection activities, and utilization review. An example of this would be sending a bill for your visit to your insurance company for payment.
• Health care operations include the business aspects of running our practice, such as conducting quality assessment and improvement activities, auditing functions, cost-management analysis, and customer service. An example would be an internal quality assessment review.

We may also create and distribute de-identified health information by removing all references to individually identifiable information. We may contact you to provide appointment reminders or information about treatment alternatives or other health related benefits and services that may be of interest to you. Any other uses and disclosures will be made only with your written authorization. You may revoke such authorization in writing and we are required to honor and abide by that written request, except to the extent that we have already taken actions relying on your authorization.

You have the following rights with respect to your protected health information, which you can exercise by presenting a written request to the Privacy Officer:

• The right to request restrictions on certain uses and disclosures of protected health information, including those related to disclosures to family members, other relatives, close personal friends, or any other person identified by you. We are, however, not required to agree to a requested restriction. If we do agree to a restriction, we must abide by it unless you agree in writing to remove it.
• The right to reasonable requests to receive confidential communications of protected health information from us by alternative means or at alternative locations.
• The right to inspect and copy your protected health information.
• The right to amend your protected health information.
• The right to receive an accounting of disclosures of protected health information.
• The right to obtain a paper copy of this notice from us upon request.

We are required by law to maintain the privacy of your protected health information and to provide you with notice of our legal duties and privacy practices with respect to protected health information.
  
This notice is effective as of October 1, 2007 and we are required to abide by the terms of the Notice of Privacy Practices currently in effect. We reserve the right to change the terms of our Notice of Privacy Practices and make the new notice provisions effective for all protected health information that we maintain. You may request a written copy of a revised Notice of Privacy Practices from this office.

You have recourse if you feel that your privacy protections have been violated. You have the right to file written complaint with our office, or with the Department of Health & Human Services, Office of Civil Rights, about violations of the provisions of this notice or the policies and procedures of our office. We will not retaliate against you for filing a complaint. Please contact us for more information at the address found at the bottom of this page.


For more information about HIPAA or to file a complaint:

The U.S. Department of Health & Human
Services Office of Civil Rights
200 Independence Avenue, S.W.
Washington, D.C. 20201
Toll Free: (877) 696-6775




























Bell Counseling Services

Limits of Confidentiality


I understand that the contents of a counseling, intake, or assessment session are protected under the confidentiality laws of the State of Texas. Both verbal information and written records about a client cannot be shared with another party without the written consent of the client or the client’s legal guardian. It is the policy of this office not to release any information about a client without a signed release of information. Noted exceptions are as follows:

· Signed authorization to release information to a specific individual or organization.

· Counselor determination that you may harm yourself or someone else.

· Disclosure of abuse, neglect, or exploitation of a child, the elderly, or disabled.

· Disclosure of professional misconduct of another mental health professional.

· Court order or requirement by law to disclose information.

· Prenatal exposure to controlled substances.

· In the event of a client’s death (the spouse or parents of a deceased client have a right to access their child’s or spouse’s records).

· Minors/Guardianship (parents or legal guardians of non-emancipated minor clients have the right to access the client’s records).




By my signature below, I agree that I understand my right to confidentiality and the above noted exceptions.



Client Name (please print):_____________________________________________________



Client Signature: ______________________________________ Date: _____/_____/______



Counselor Signature___________________________________ Date: _____/_____/_______








TREATMENT PLAN



Client Name___________________________________    Clt. # __________________



Problem #1 

Goal __________________________________________________________________

Intervention: ____________________________________________________________

Measurable Change: _____________________________________________________


Problem #2 

Goal:    ________________________________________________________________

Intervention: ____________________________________________________________

Measurable Change:  _____________________________________________________


Problem #3

Goal:   ________________________________________________________________

Intervention: ___________________________________________________________

Measurable Change: _____________________________________________________



__________________________________________		______________
Client Signature							Date


__________________________________________		______________
Counselor Signature							Date



CLIENT RIGHTS

1. I understand I have the right to treatment, and that I am voluntarily seeking services.

2. I have the right to individual privacy and respect. My addiction or other problems do not diminish my essential worth as a human being.

3. There will not be any prejudicial treatment as a result of age, sex, race, religion, or cultural background.

4. I have the right to know my diagnosis, evaluation, goal of treatment, and the methods recommended to attain this goal. In fact, I will be involved in establishing my treatment goals.

5. If I am not satisfied in any way with answers or treatment given, I have the right and responsibility to seek treatment elsewhere.

6. I understand my right to confidentiality includes the following:

A. That my presence in therapy is not to be disclosed to anyone without my permission.
B. No portion of my clinical records may be disclosed to anyone without my permission.
C. That my condition, progress, or any other information concerning me may not be 
     disclosed to anyone without my permission.
D. By law, all suspected cases of child, disabled, or elder abuse/neglect must be reported 
     to the Department of Children & Families.
E. Therapist is required to warn individuals whose lives are known to be in danger.

7. I have the right to report client abuse by calling this number:

Department of State Health Services
Substance Abuse Compliance Group
P. O. Box 149347
MailCode 1979
Austin, TX 78714-9437
1-800-832-9623 or FAX 1-512-834-6638

The contact for TDCJ is: 

Texas Department of Criminal Justice
8610 Shoal Creek Blvd
Austin, TX 78741
512-406-5758






Client signature: ____________________________________________ Date: _______________


CLIENT EXPECTATIONS

1. Maintain regular and consistent attendance.

2. Show evidence of motivation to change and to participate.

3. Remain alcohol and drug free, or work at a specifically developed Responsible Drinking Treatment Plan.

4. Treatment will be extended if unable to maintain abstinence or comply with other treatment expectations. YOU ARE RESPONSIBLE TO MEET THE TIME DEADLINES ON YOUR TREATMENT PLAN.

5. For D.W.I. related substance abuse counseling you are expected to:
A) Attend counseling regularly
B) Go to self-help meetings
C) Stay sober

6. Be responsible for payment at time of services.

7. Free copies are provided for customary reports- mailed or faxed copies are $5.00 up to 5 pages, and $1.00 per page thereafter.

8. Generally accepted hygiene practices are encouraged and a copy of infection control policies is available.

9. There shall be no violence or threats of physical violence in group settings.

10. Other individuals’ confidentiality must be respected. No discussion of other individuals outside the group setting is acceptable.

11. These rules were designed to foster the safety and trust necessary for a positive therapeutic environment.

12. Prescription drug use must be reported and verified by your prescribing doctor.





Client signature: _________________________________________ Date: __________
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