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South Shore Behavioral Health Clinic 
 

New Intake Instructions 
 
1. New clients are required to fill out new client intake packet in it's entirety, and return it to the 

office within 10 days 
a. Packets can be mailed out from our office 
b. Packets can be downloaded from our website - 

https://southshorecounselingandassociates.com  or South Shore Behavioral Health 
Clinic.com 

2. Completed packets must be: 
a. Filled out by the client's Parent or guardian for clients under 18 years old.  (note: for clients 

in DCF custody, Foster Care or Guardianship, proof of permission to sign must be included 
with submitted paperwork)  

b. Must Signed by a witness (any adult other than the person signing the consents) 
c. A copy of the photo ID of the person filling out the paperwork must be submitted with the 

paperwork and a copy of the insurance card of the patient to be treated.  
3. Packets can be returned in the following manner, and must be received within 10 days in order to 

continue services.  For clients with packets not returned within 10 days, services will be paused  
until packet is received.  

a. Mailed to: 
South Shore Behavioral Health Clinic 
C/O Intake 
200 Cordwainer Drive  
Suite 200 
Norwell, MA 02061 

b. Faxed to:  
Attn: Intake 
(339)788-9904 

c. Securely Emailed to intake@ssbhc.com 
Most email servers are not HIPPA compliant, meaning that information sent via email may 
be susceptible to data breach and or data loss.  This method is not recommended, and 
may be used at client's own liability.   
For those choosing to email documents, they must be password protected. 
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Telemental Health Informed Consent 

I, _____________________________________,  hereby consent to participate in telemental health with, 

______________________________________________ , as part of my psychotherapy. I understand that 

telemental health is the practice of delivering clinical health care services via technology assisted media or 

other electronic means between a practitioner and a client who are located in two different locations. 

I understand the following with respect to telemental health: 

1) I understand that I have the right to withdraw consent at any time without affecting my right to
future care, services, or program benefits to which I would otherwise be entitled.

2) I understand that there are risks, benefits, and consequences associated with telemental health,
including but not limited to, disruption of transmission by technology failures, interruption and/or
breaches of confidentiality by unauthorized persons, and/or limited ability to respond to emergencies.

3) I understand that there will be no recording of any of the online sessions by either party. All
information disclosed within sessions and written records pertaining to those sessions are
confidential and may not be disclosed to anyone without written authorization, except where the
disclosure is permitted and/or required by law.

4) I understand that the privacy laws that protect the confidentiality of my protected health information
(PHI) also apply to telemental health unless an exception to confidentiality applies (i.e. mandatory
reporting of child, elder, or vulnerable adult abuse; danger to self or others; I raise mental/emotional
health as an issue in a legal proceeding).

5) I understand that if I am having suicidal or homicidal thoughts, actively experiencing psychotic
symptoms or experiencing a mental health crisis that cannot be resolved remotely, it may be
determined that telemental health services are not appropriate and a higher level of care is required.

6) I understand that during a telemental health session, we could encounter technical difficulties
resulting in service interruptions. If this occurs, end and restart the session. If we are unable to

to discuss since we may reconnect within ten minutes, please call me at____________________ 
have to re-schedule. 
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7) I understand that my therapist may need to contact my emergency contact and/or
appropriate authorities in case of an emergency.

Emergency Protocols 

I need to know your location in case of an emergency. You agree to inform me of the address 
where you are at the beginning of each session. I also need a contact person who I may contact on 
your behalf in a life- threatening emergency only. This person will only be contacted to go to your 
location or take you to the hospital in the event of an emergency. 

In case of an emergency, my location is:   __________________________________________ 

and my emergency contact person’s name, address, phone: ____________________________

____________________________________________________________________________

I have read the information provided above and discussed it with my therapist. I understand 
the information contained in this form and all of my questions have been answered to my 
satisfaction. 

Signature of client/parent/legal guardian Date 

Signature of therapist Date 

The information is provided as a service to members and the social work community for educational and 
information purposes only and does not constitute legal advice. We provide timely information, but we make no 
claims, promises or guarantees about the accuracy, completeness, or adequacy of the information contained in 
or linked to this Web site and its associated sites. Transmission of the information is not intended to create, and 
receipt does not constitute, a lawyer-client relationship between NASW, LDF, or the author(s) and you. NASW 
members and online readers should not act based on the information provided in the LDF Web site. Laws and 
court interpretations change frequently. Legal advice must be tailored to the specific facts and circumstances of 
a particular case. Nothing reported herein should be used as a substitute for the advice of competent 
counsel. 



















































South Shore Behavioral Health Clinic 
CLIENT CONSENT FORM 

 
COUNSELING is a confidential process designed to help you address your concerns, come to a greater 
understanding of yourself, and learn effective personal and interpersonal coping strategies. It involves a 
relationship between you and a trained therapist who has the desire and willingness to help you accomplish your 
individual goals. Counseling involves sharing sensitive, personal, and private information that may at times be 
distressing. During the course of counseling, there may be periods of increased anxiety or confusion. The 
outcome of counseling is often positive; however, the level of satisfaction for any individual is not predictable. 
Your therapist is available to support you throughout the counseling process. 
 
CONFIDENTIALITY:  
 
All interactions with South Shore Behavioral Health Clinic, including scheduling of or attendance at 
appointments, content of your sessions, progress in counseling, and your records are confidential. You 
may request in writing that the counseling staff release specific information about your counseling to 
persons you designate. 
 
EXCEPTIONS TO CONFIDENTIALITY: 
 
• The counseling staff works as a team. Your therapist may consult with other counseling staff to provide 
 the best possible care. These consultations are for professional and training purposes. 
 
• If there is evidence of clear and imminent danger of harm to self and/or others, a therapist is legally required 

to report this information to the authorities responsible for ensuring safety under the "Duty to Warn, Duty to 
Care Law"  MGL Chap 123, sec 36B.. 

 
• Massachusetts state law requires that staff of the South Shore Behavioral Health Clinic 

who learn of, or strongly suspect, physical or sexual abuse or neglect of any person under 18 years of age must 
report this information to child protection services. 

 
•  A court order, issued by a judge, may require the South Shore Behavioral Health Clinic 

staff to release information contained in records and/or require a therapist to testify in a court hearing. 
 
We appreciate prompt arrival for appointments. Please notify us, or your therapist if you will be late. Twenty-
four hour notice of cancellation allows us to use the time for others. 
 
 
                 

 
I have read and discussed the above information with my therapist. I understand the risks and benefits of 

counseling, the nature and limits of confidentiality, and what is expected of me as a client of the South 
Shore Behavioral Health Clinic 

. 
 
                
Signature of Client       Signature of Therapist 
 
       
Date 
 

4/18 







South Shore Behavioral Health Clinic

200 Cordwainer Drive, Suite 200

Norwell MA 02061

781-878-8340

339-788-9904
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