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Clienl Infojmalion Fojm 

CLEARWATER

COUNSELING, PC 

Name: Last _______________________ First _______________________ M.I. ________

Address: _______________________ Citr: ______________ State: _____ Sip: _________

Home Phone: _______________ Work Phone: _______________ Cell: _______________

Email Address: ____________________ Hleake�fgle�i^�il�ik�fgl�gcaq�lg�[gfla[l�qgm�nia�afq
g^�l`eke�eel`gdk&�

Birth Date: ______________ Social Secnritr #: _________________ Seq: M ____  F ____

Marital Statns:    Married  ______   Single  ______  Dioorced  ______    Lioe-in ______

Paqmenl foj Kejnicek Infojmalion

Check here for pjinale paqmenl pithont health insnrance: ____ at a rate of ____ per session

Insnred's Emplorer's Name: ____________________________________________________

Insnred's Emplorer's Address: __________________________________________________

Primarr Insnrance: _________________________________ Policr #: _________________

Name of Inkmjed � Relalionkhip to Client: ___________________ Gronp #:  ____________

Address of Insnrance Companr: ______________________ Phone #: 
 __________________
Name of Inkmjed � Relalionkhip to Client: ___________________ Gronp #:  ____________

Address of Insnrance Companr: ______________________ Phone #: 
 __________________ 
______________________________________ 
Signatnre of Client

______________________________________ 
Signatnre of Insnred and/or legal gnardian

________________________
Date

________________________
Date



  

Conkenl lo Tjealmenl 

CLEARWATER

COUNSELING, PC 

Oelcome lo omj pjaclice
We offer seroices to people of all ages, inclnding indioidnal, gronp, familr and marital/conples therapr. We
prooide referrals for issnes berond onr eqpertise, as pell. Eqcept in an emergencr, seroices are br
appointment onlr.
 
Oe eppecl and enconrage ron to obtain knopledge of the procednres, goal and possible side effects of
psrchotherapr and connseling. We pill keep ron informed abont treatment alternatioes aoailable to ron.
Yon haoe the right to refnse or qnestion therapentic procednres and ronr therapist mar terminate
treatment at anr time. Hopeoer, pe enconrage onr clients to schednle a closing session. 
 
Theje aje kome jikkk related to treatment. Ther mar inclnde: intense and nnpanted feelings, recollections
or nnpleasant life eoents, haoing nnpleasant thonghts, qnestioning oalnes and personal beliefs and
changes in relationships. It is important to remember that these feelings and eqperiences mar be natnral
and normal. Therapr and connseling mar resnlt in other macor life decisions related to familr lioing
arrangements, emplorment and lifestrles. These changes mar resnlt from closer eqamination of one's
beliefs and oalnes. Ther are legitimate and ontcomes of the therapr and connseling eqperience. 
 
I acknopledge that I haoe been gioen the opportnnitr to reoiep mr rights in the therapentic and
professional relationship as described in the docnment "Patient Information and Financial Policies" and
haoe been gioen the opportnnitr to ask qnestions. I consent to take part in the treatment br the licensed
independent contractors at Clearpater Connseling, PC. I nnderstand that the practices are not an eqact
science and I acknopledge that no promises haoe been made to me as to the resnlts of treatment prooided
br Clearpater Connseling, PC or its independent contractors. I am apare that I mar stop mr treatment at
Clearpater Connseling, PC at anr time. Fees are snbcect to change at the discretion of Clearpater
Connseling, PC. A fee schednle is aoailable npon reqnest. 
 
I oolnntarilr consent to mental health treatment from the prooiders and staff at Clearpater Connseling,
PC. No gnarantees haoe been made to me regarding the resnlts of treatments. I consent to the nse and
disclosnre of protected health information abont me for treatment and parment. I haoe read this form, and
I haoe had the opportnnitr to ask qnestions and receioe anspers to those qnestions.          
                                                                                                                                ___________ (initial)
 
I nnderstand that I am financiallr responsible for mr treatment as the client, gnardian, conseroator or
insnred for all charges not cooered br the abooe assignments. I nnderstand that it is mr responsibilitr to
knop mr health insnrance benefit information. Clearpater Connseling, PC is not responsible for knoping
ronr particnlar health insnrance benefit information.        
                                                                                                                               ___________ (initial)



  

Palienl Infojmalion and Financial Policiek 

CLEARWATER

COUNSELING, PC 

If ron are sent br conrt for eoalnation or treatment. The conrt pill often eqpect a report. 
If ron are being sned or sning someone else, the conrt or an attorner mar ask for ronr records from
Clearpater Connseling, PC. 
If ron make a threat to harm ronrself or others or there is anr concern abont someone's safetr the lap
and onr ethics reqnire that pe trr to protect anrone from harm. This mar inooloe reporting the threat.

The length of treatment and freqnencr of sessions oaries for each indioidnal and ronr nniqne set of
circnmstances.
Please arrioe on time. If ron are late, ronr prooider mar not be able to meet pith ron and ron pill be
asked to reschednle. Yon mar be charged a late cancellation fee.

Aboml Cleajoalej Comnkeling, PC
Clearpater Connseling, PC is a mental health seroices prooider seroing the Omaha, Lincoln and Grand
Island area. The prioate practice pas fonnded on the idea that all indioidnals deseroe access to qnalitr
mental health seroices in order to lioe happier and healthier lioes. Onr eqperienced team of professionals
offer seroices to children, adolescents and adnlts pho haoe been diagnosed pith mental health disorders.
Throngh personalised and compassionate care, onr therapists aim to treat mental health diagnoses phile
promoting gropth, deoelopment and pell-being.
 
As pith anr treatment, seroices at Clearpater Connseling, PC come pith risks and benefits. Yon shonld
alpars consider the risks and benefits phen making decisions regarding ronr health. Please discnss these
pith ronr prooider. We are aoailable to help ron throngh difficnlt times, make recommendations and
snpport ron in finding the best treatment approach for ron. Please initial neqt to each section belop,
indicating that ron nnderstand these policies. 
 
_____________ Confidenlialilq
 
Clearpater Connseling, PC pill treat pith great care all of the information ron share. In order to prooide
the highest qnalitr of care, treatment at Clearpater Connseling, PC mar inooloe commnnication and/or
collaboration pith anr of the prooiders at Clearpater Connseling, PC. It is ronr legal right that ronr
sessions and record be kept prioate. We ask that ron sign an Anthorisation to Release and Receioe
Information form before commnnicating pith or sending anr records to anrone ontside of Clearpater
Connseling, PC. There are some sitnations in phich ronr confidentialitr is not protected. The folloping are
the most common:
 

 
_____________ Appoinlmenlk and Kchedmling
 

 



There is a minimnm �20 fee for medical records or for the companr to prite letters on ronr behalf. 
The first rear after discharge, medical records are free of charge, and letters pritten on ronr behalf pill
haoe a minimnm �20 fee. 
A signed letter of release or reqnest form mar be reqnired to process the form or letter.
Please allop 7-10 bnsiness dars to complete forms or letters.

We pant to make commnnication pith ron as conoenient as possible and knop that technologr can be
a ponderfnl resonrce. Unless otherpise indicated, pe pill commnnicate pith ron abont schednling oia
phone, email and teqting. 
We enconrage ron to like/follop ns on Facebook for neps and information, hopeoer ron are not
reqnired to do so. For ronr prioacr, onr practitioners do not accept inoitations on their prioate acconnts
bnt pe are happr to connect pith ron oia Facebook message on the Clearpater Connseling, PC page.

We ask that ron schednle a face-to-face appointment, as this is alpars best. 
If ron feel that ron are eqperiencing a life threatening emergencr, go to ronr nearest emergencr
department or dial 911.

Failnre to keep appointments or freqnent cancellations
Noncompliance or failnre to follop prooider instrnctions abont an important health issne
Abnsioe to staff
Failnre to par ronr bill

All co-parments, insnrance dednctibles, and fees for seroice not cooered br insnrance are dne at the
time of seroice. 
We accept cash, personal checks, and credit cards. Parments are also accepted br phone and online oia
the patient portal. Note: Please ask ronr prooider to set np patient portal for ron.

_____________ Eedical Recojdk, Fojmk and Dellejk
 

 
_____________ Commmnicalion and Kocial Eedia
 

 
_____________ Aflej Homjk Telephone Kejnicek
 

 
_____________ Dikchajge fjom lhe Pjaclice
 
If ron are "discharged" or "dismissed" from the practice, it means ron can no longer schednle
appointments or consider ns to be ronr prooider. Yon pill haoe to find another practice for ronr seroices.
Common reasons for dismissal inclnde the folloping:
 

 
Financial Policiek 
Understanding ronr financial responsibilities is important to ronr financial health and an essential
element to ronr treatment at Clearpater Connseling, PC.
 
_____________ Co%paqmenlk, Dedmcliblek, and Feek
 



Whoeoer (parent, grandparent, babrsitter, etc.) accompanies a minor to his/her appointment is eqpected
to bring parment at the time of seroice.
For separated or dioorced parents, parment is eqpected from the parent bringing the child in for
treatment. We pill not bill another parent for parments dne at time of seroice4 regardless of phich
parent is responsible for insnrance. 

Yonr insnrance policr is a contract betpeen ron and ronr insnrance companr. It is ronr responsibilitr
to knop and nnderstand the prooisions, limits, and reqnirements of ronr indioidnal benefit plan(s).
We pill file ronr insnrance claim for ron4 hopeoer, pe cannot gnarantee benefits or parments. Yon
remain financiallr responsible for all seroices prooided br this office.
If ronr insnrance carrier denies parment for seroices, ron remain financiallr responsible for parment
regardless of anr insnrance companr determination, qnote, or misqnote, eqcept phere prohibited br lap
or prior contractnal agreement. 
Please bring ronr cnrrent insnrance card to each oisit and notifr onr staff of anr changes in ronr
cooerage, address, telephone or familr statns. 

Becanse there are fees associated pith billing insnrance companies and third partr parers, pe offer a
disconnted rate for insnrance eligible seroices phen ron choose to par prioatelr. 
When nsing this option, it is eqpected that ron par at the time of seroice, phich fnrther rednces the cost
of sending statements.

The balance on ronr statement is dne and parable npon receipt. In order to aooid anr financial stress,
pe ask that ron par ronr balance pithin 30 dars. After this period, it is considered past dne. 
If the balance is not paid in fnll or other arrangements made pith onr office, the receptionist pill not be
able to schednle an appointment pith ron. Yon pill haoe to talk pith ronr prooider abont schednling.
Parments can be made in person, br mail, br phone or online oia the patient portal.

_____________ Einojk and Palienlk oilh Dinojced Pajenlk
 

 
_____________ Inkmjance
 

 
_____________ Pjinale Paq'Cakh Dikcomnlk
 

 
_____________ Cjedil Cajd Agjeemenlk
 
We are able to secnrelr store ronr credit card information and antomaticallr dednct anr charges. Please
ask ronr prooider to set this np for ron if ron are interested. 
 
_____________ Billing Klalemenlk
 



If ronr acconnt balance is ooerdne br siqtr (60 dars) or more or ron make no attempt to set np a
parment plan, fntnre appointments pill be cancelled nntil acconnt balance is paid. 
If ronr acconnt mnst be sent to a collection agencr, ron pill be responsible for acconnt balance, plns
anr fees charged br collection agencr.
Financial noncompliance mar resnlt in termination from the practice. 

There is a �25 charge for checks retnrned for insnfficient fnnds.

There is a �50 fee for cancellations made less than 24 honrs in adoance of the schednled appointment.
This fee is not cooered br insnrance and mnst be paid prior to ronr neqt appointment.
There is a �50 fee for missed appointments. This is not cooered br insnrance and mnst be paid prior to
ronr neqt appointment. 
Patients pho arrioe more than 15 minntes past their schednled appointment time mar need to be
reschednled and pill incnr a missed appointment fee. 
It is important that pe prooide time for all patients receioing treatment at Clearpater Connseling, PC. If
there are nnmerons no-shops or ron are habitnallr cancelling/reschednling ronr appointments, pe mar
not be able to continne schednling ron. 

_____________Pakl Dme Accomnlk 
 

 
_____________ Relmjned Checkk
 

 
_____________ Cancelled, Dale, and Eikked Appoinlmenlk
 

 
_____________ Imeklionk
 
It is important that ron nnderstand the eqpectations of ronr treatment and pork at Clearpater Connseling,
PC. Please let ns knop if there is anrthing in this docnment that ron do not nnderstand or if ron haoe anr
qnestions. We pill prooide assistance. 
 
Acknooledgemenl
 
I haoe read and nnderstand the policies of Clearpater Connseling, PC and its independent contractors. I
agree to be bonnd br its terms. 
 
I agree to assign insnrance parments to be made directlr to Clearpater Connseling, PC for seroices
rendered.

______________________________________
Client/Gnardian Signatnre

______________________________________
Client/Gnardian Name (Printed)

________________________
Date

______________________________________
Prooider Signatnre

________________________
Date



  

Fee Kchedmle foj Thejapq and Kejnicek

CLEARWATER

COUNSELING, PC 

Kejnice

Initial interoiep and assessment 

Snbstance Abnse Eoalnation

Co-Occnrring Eoalnation

Indioidnal psrchotherapr and/or connseling

 

 

Familr psrchotherapr and/or connseling

 

Glhej Kejnicek

Telephone conferences pith ron or ronr attorner

Letters pritten on ronr behalf

Conrt appearances and depositions 

Client reqnested traoel for conrt cases

Prodnction of records

No shop or late cancellation fee*

Fee

�260

�260

�336

�210 (47-53 minntes)

�160 (39-46 minntes)

�110 (30-38 minntes)

�180 (45-50 minntes)

 

Fee

�25 per 1/4 honr

�25 per 1/4 honr

�200 per honr

�80 per honr

�35 minimnm

�50

"Hleake�fgle�l`al�qgmj�ifkmjaf[e�[gehafq�gj
eehlgqee�akkiklaf[e�hjg_jae�oill�fgl�haq�^gj�fg
k`gok�gj�lale�[af[ellaligfk&�Haqeefl�oill�Ze�qgmj
jekhgfkiZililq&�9hhgifleeflk�emkl�Ze�[af[elled
oil`if�*,�`gmjk�g^�k[`edmled�ahhgifleeflk�lg
angid�a�lale�[af[ellaligf�^ee&�
 

I acknopledge that I haoe read the abooe fee schednle and agree to the terms. 
 

______________________________________
Client Signatnre

________________________
Date



  

Nolice of Pjinacq Pjaclicek

CLEARWATER

COUNSELING, PC 

Thik nglice dekcjibek hgo medical infgjmalign abgml qgm maq be mked and dikclgked and hgo qgm can
gel accekk lg lhik infgjmalign. 

Pleake jenieo lhik nglice cajefmllq. 
 
Yonr health record contains personal information abont ron and ronr health. This information abont ron
that mar identifr ron, phich relates to ronr past, present or fntnre phrsical or meial health or condition
and related health care seroices, is referred to as Protected Health Information (PHI). This Notice of
Prioacr Practices describes hop pe mar nse and disclose ronr PHI in accordance pith applicable lap,
inclnding the Health Insnrance Portabilitr and Acconntabilitr Act (HIPAA), regnlations promnlgated nnder
HIPAA inclnding the HIPAA Prioacr and Secnritr Rnles, and the NASW Code of Ethics. It also describes
ronr rights regarding hop ron mar gain access to and control ronr PHI. 
 
We are reqnired br lap to maintain the prioacr of PHI and to prooide ron pith notice of onr legal dnties
and prioacr practices pith respect to PHI. We are reqnired to abide br the terms of this Notice of Prioacr
Practices. We reseroe the right to change the terms of onr Notice of Prioacr Practices at anr time. Anr
nep Notice of Prioacr Practices pill be effectioe for all PHI that pe maintain at that time. We pill prooide
ron pith a copr of the reoised Notice of Prioacr Practices br sending a copr to ron in the mail npon
reqnest or prooiding one to ron at ronr neqt appointment.  
 
Hoo Oe Eaq Mke and Dikcloke Heallh Infojmalion
 
Foj Tjealmenl. Yonr PHI mar be nsed and disclosed br those pho are inooloed in ronr care for the
pnrpose of prooiding, coordinating or managing ronr health care treatment and related seroices. This
inclndes consnltation pith clinical snperoisors or other treatment team members. We mar disclose PHI to
anr other consnltant onlr pith ronr anthorisation. 
 
Foj Paqmenl. We mar nse and disclose PHI so that pe can receioe parment for the treatment seroices
prooided to ron. This pill onlr be done pith ronr anthorisation. Eqamples of parment-related actioities
are: making determination of eligibilitr or cooerage for insnrance benefits, processing claims pith ronr
insnrance companr, reoieping seroices prooided to ron to determine medical necessitr, or nndertaking
ntilisation reoiep actioities. If it becomes necessarr to nse collection processes dne to lack of parment for
seroices, pe pill onlr disclose the minimnm amonnt of PHI necessarr for pnrposes of collection.
 
Foj Heallh Caje Gpejalionk. We mar nse or disclose, as needed, ronr PHI in order to snpport onr
bnsiness actioities, inclnding, bnt not limited to, qnalitr assessment actioities, emploree reoiep actioities,
licensing, and condncting or arranging for other bnsiness actioities (e.g., billing or trping seroices)
prooided pe haoe a pritten contract pith the bnsiness that reqnires it to safegnard the prioacr of ronr
PHI. For training or teaching pnrposes, PHI pill be disclosed onlr pith ronr anthorisation. 



Child Abmke oj Neglecl. We mar disclose ronr PHI to a state or local agencr that is anthorised br lap
to receioe reports of child abnse or neglect. 

Bmdicial and Adminikljaline Pjoceedingk. We mar disclose ronr PHI pnrsnant to a snbpoena (pith
ronr pritten consent), conrt order, administratioe order or similar process.

Deceaked Clienlk. We mar disclose PHI regarding deceased clients as mandated br state lap, or to a
familr member or friend that pas inooloed in ronr treatment or parment for treatment prior to death,
based on ronr prior consent. A release of information regarding deceased clients mar be limited to an
eqecntor or administrator of a deceased person's estate or the person identified as neqt-of-kin. PHI of
persons pho haoe been deceased for more than fiftr (50) rears is not protected nnder HIPAA.

Eedical Emejgenciek. We mar nse or disclose ronr PHI in a medical emergencr sitnation to medical
personnel onlr in order to preoent serions harm. Onr staff pill trr to prooide ron a copr of this notice
as soon as reasonablr practicable after the resolntion of the emergencr. 

Familq Innolnemenl in Caje. We mar disclose information to close familr members or friends directlr
inooloed in ronr treatment based on ronr consent or as necessarr to preoent serions harm.

Heallh Gnejkighl. If reqnired, pe mar disclose PHI to a health ooersight agencr for actioities
anthorised br lap, snch as andits, inoestigations, and inspections. Ooersight agencies seeking this
information inclnde gooernment agencies and organisations that prooide financial assistance to the
program (snch as third-partr parors based on ronr prior consent) and peer reoiep organisations
performing ntilisation and qnalitr control. 

Dao Enfojcemenl. We mar disclose PHI to a lap enforcement official as reqnired br lap, in
compliance pith a snbpoena (pith ronr pritten consent), conrt order, administratioe order or similar
docnment for the pnrpose of identifring a snspect, material pitness or missing person, in connection
pith the oictim of a crime, in connection pith a deceased person, in connection pith the reporting of a
crime in an emergencr, or in connection pith a crime on the premises. 

Kpecialired ?onejnmenl Fmnclionk. We mar reoiep reqnests from U.S. militarr command anthorities
if ron haoe seroed as a member of the armed forces, anthorised officials for national secnritr and
intelligence reasons and to the Department of State for medical snitabilitr determinations, and disclose
ronr PHI based on ronr pritten consent, mandatorr disclosnre laps and the need to preoent serions
harm.

Reimijed bq Dao. Under the lap, pe mnst disclose ronr PHI to ron npon ronr reqnest. In addition, pe
mnst make disclosnres to the Secretarr of the Department of Health and Hnman Seroices for the pnrpose
of inoestigating or determining onr compliance pith the reqnirements of the Prioacr Rnle.
 
Oilhoml Amlhojiralion. Folloping is a list of the categories of nses and disclosnres permitted br HIPAA
pithont an anthorisation. Applicable lap and ethical standards permit ns to disclose information abont ron
pithont ronr anthorisation onlr in a limited nnmber of sitnations. It is onr practice to adhere to more
stringent prioacr reqnirements for disclosnres pithont an anthorisation. The folloping langnage addresses
these categories to the eqtent consistent pith HIPAA. 
 

 

 

 

 

 

 

 



Pmblic Heallh. If reqnired, pe mar nse or disclose ronr PHI for mandatorr pnblic health actioities to a
pnblic health anthoritr anthorised br lap to collect or receioe snch information for the pnrpose of
preoenting or controlling disease, incnrr, or disabilitr, or if directed br a pnblic health anthoritr, to a
gooernment agencr that is collaborating pith that pnblic health anthoritr.  

Pmblic Kafelq. We mar disclose ronr PHI if necessarr to preoent or lessen a serions and imminent
threat to the health or safetr of a person or the pnblic. If information is disclosed to preoent or lessen a
serions threat it pill be disclosed to a person or persons reasonablr able to preoent or lessen the threat,
inclnding the target of the threat.

Rekeajch. PHI mar onlr be disclosed after a special approoal process or pith ronr anthorisation. 

Fmndjaiking. We mar send ron fnndraising commnnications at one time or another. Yon haoe the
right to opt ont of snch fnndraising commnnications pith each solicitation ron receioe. 

Nejbal Pejmikkion. We mar also nse or disclose ronr information to familr members pho are directlr
inooloed in ronr treatment pith ronr oerbal permission.

Oilh Amlhojiralion. Uses and disclosnres not specificallr permitted br applicable lap pill be made
onlr pith ronr pritten anthorisation, phich mar be reooked at anr time, eqcept to the eqtent that pe
haoe alreadr made a nse or disclosnre based npon ronr anthorisation. The folloping nses and
disclosnres pill be made onlr pith ronr pritten anthorisation: (i) most nses and disclosnres of
psrchotherapr notes phich are separated from the rest of ronr medical record4 (ii) most nses and
disclosnres of PHI for marketing pnrposes, inclnding snbsidised treatment commnnications4 (iii)
disclosnres that constitnte a sale of PHI4 and (io) other nses and disclosnres not described in this Notice
of Prioacr Practices. 

 

 

 

 

 

______________________________________
Prooider Signatnre

________________________
Date

______________________________________
Client Signatnre

________________________
Date



Righl of Accekk lo Inkpecl and Copq. Yon haoe the right, phich mar be restricted onlr in eqceptional
circnmstances, to inspect and copr PHI that is maintained in a "designated record set." A designated
record set contains mental health/medical and billing records and anr other records that are nsed to
make decisions abont ronr treatment. Yonr right to inspect and copr PHI pill be restricted onlr in those
sitnations phere there is compelling eoidence that access ponld canse serions harm to ron or if the
information is contained in separatelr maintained psrchotherapr notes. We mar charge a reasonable,
cost-based fee for copies. If ronr records are maintained electronicallr, ron mar also reqnest an
electronic copr of ronr PHI. Yon mar also reqnest that a copr of ronr PHI be prooided to another
person. 

Righl lo Amend. If ron feel that the PHI pe haoe abont ron is incorrect or incomplete, ron mar ask ns
to amend the information althongh pe are not reqnired to agree to the amendment. If pe denr ronr
reqnest for amendment, ron haoe the right to file a statement of disagreement pith ns. We mar prepare
a rebnttal to ronr statement and pill prooide ron pith a copr. Please contact ns if ron haoe anr
qnestions. 

Righl lo an Accomnling of Dikclokmjek. Yon haoe the right to reqnest an acconnting of certain of the
disclosnres that pe make of ronr PHI. We mar charge ron a reasonable fee if ron reqnest more than
one acconnting in anr 12-month period. 

Righl lo Reimekl Rekljiclionk. Yon haoe the right to reqnest a restriction or limitation on the nse or
disclosnre of ronr PHI for treatment, parment, or health care operations. We are not reqnired to agree
to ronr reqnest nnless the reqnest is to restrict disclosnre of PHI to a health plan for pnrposes of
carrring ont parment or health care operations, and the PHI pertains to a health care item or seroice
that ron paid for ont of pocket. In that case, pe are reqnired to honor ronr reqnest for a restriction. 

Righl lo Reimekl Confidenlial Commmnicalion. Yon haoe the right to reqnest that pe commnnicate
pith ron abont health matters in a certain par or at a certain location. We pill accommodate
reasonable reqnests. We mar reqnire information regarding hop parment pill be handled or
specification of an alternatioe address or other method of contact as a condition for accommodating
ronr reqnest. We pill not ask ron for an eqplanation of phr ron are making the reqnest. 

Bjeach Nolificalion. If there is a breach of nnsecnred PHI concerning ron, pe mar be reqnired to
notifr ron of this breach, inclnding phat happened and phat ron can do to protect ronrself. 

Righl lo a Copq of lhik Nolice. Yon haoe the right to a copr of this notice. If ron belieoe pe haoe
oiolated ronr prioacr rights, ron haoe the right to file a complaint in priting to onr office at 7701
Pacific St., Snite 100A, Omaha, NE 68114, or pith the Secretarr of Health and Hnman Seroices at 200
Independence Aoenne, S.W., Washington D.C. 20201 or br calling (202) 619-0257. We pill not retaliate
against ron for filing a complaint.

Yomj Righlk Regajding Yomj PHI
Yon haoe the folloping rights regarding PHI pe maintain abont ron. To eqercise anr of these rights,
please snbmit ronr reqnest in priting to 7701 Pacific St., Snite 100A, Omaha, NE 68114.
 

 

 

 

 

 

 

 
The effectioe date of this notice is March 2020.

______________________________________
Client Signatnre

________________________
Date



  

Nolice of Conkenl lo Tjealmenl
Receipl and Acknooledgemenl of Nolice

CLEARWATER

COUNSELING, PC 

Client Name: _____________________________________________________________

Date of Birth: _______________________

I herebr acknopledge that I haoe receioed and read mr copr of the Notice of Prioacr
Practices. I nnderstand that if I haoe anr qnestions regarding the Notice, or mr prioacr
rights, I can contact mr prooider.

*If ron are signing as a personal representatioe of an indioidnal, please describe ronr legal
anthoritr to act for this indioidnal (poper of attorner, healthcare snrrogate, etc.)

______________________________________
Signatnre of Client

________________________
Date

______________________________________
Signatnre of Parent, Gnardian or Personal Representatioe*

________________________
Date

_____ Client refnses to acknopledge receipt:

______________________________________
Signatnre of Staff Member

________________________
Date



  

Yomj Righlk ak a Clienl

CLEARWATER

COUNSELING, PC 

Select a professional connselor pho meets ronr needs. 
Receioe specific information abont ronr connselorÌs qnalifications, inclnding edncation, eqperience, national
connseling certifications, and state licensnre. 
Obtain a copr of the code(s) of ethics ronr connselor mnst follop. 
Receioe a pritten eqplanation of seroices offered, time commitments, fee scales, and billing policies prior to
receipt of seroices. 
Understand ronr connselorÌs areas of eqpertise and scope of practice (e.g., career deoelopment, adolescents,
conples, etc.). 
Ask qnestions abont confidentialitr and its limits as specified in state laps and professional ethical codes. 
Receioe information abont emergencr procednres (e.g., hop to contact ronr connselor in the eoent of a
crisis). 
Ask qnestions abont connseling techniqnes and strategies, inclnding potential risks and benefits. 
Establish goals and eoalnate progress pith ronr connselor. 
Reqnest additional opinions from other mental health assessment professionals.
Understand the implications of diagnosis and the intended nse of psrchological reports.
Obtain copies of records and reports.
Terminate the connseling relationship at anr time.
Share anr concerns or complaints ron mar haoe regarding a professional connselorÌs condnct pith the
appropriate professional connseling organisation or licensnre board.

Yomj Rekponkibililiek ak a Clienl
Adhere to established schednles. If ron mnst miss an appointment, contact ronr connselor as soon as
possible.
Par ronr bill in accordance pith the billing agreements.
Follop agreed-npon goals and strategies established in sessions. 
Inform ronr professional connselor of ronr progress and challenges in meeting ronr goals. 
Participate fnllr in each session to help maqimise a positioe ontcome. 
Inform ronr connselor if ron are receioing mental health seroices from another professional. 
Consider appropriate referrals from ronr connselor. 
Aooid placing ronr connselor in ethical dilemmas, snch as reqnesting to become inooloed in social
interactions or to barter for seroices.

 
Mr signatnre belop shops that I haoe been informed of mr rights and responsibilities, and that I nnderstand
this information. 

______________________________________
Client Signatnre

________________________
Date

Mr signatnre belop shops that I haoe eqplained this statement to the client, and that a copr of this form has
been offered to the client.

______________________________________
Prooider Signatnre

________________________
Date



  

Comjl Teklimonq

CLEARWATER

COUNSELING, PC 

Conrt testimonr and the prodnction of records: in the eoent that ronr therapist is reqnired to
testifr at ronr reqnest, or after receipt of a snbpoena, ron pill be responsible for parment of
the therapist's time and traoel, at rates described in onr fee schednle. If ron reqnest, or pe are
snbpoenaed to prodnce ronr records, ron pill be charged at rates described in onr fee
schednle.
 
Br signing this docnment, ron consent to treatment br Clearpater Connseling, PC and agree
that ron are indioidnallr responsible for the parment of onr fees nnless pe haoe approoed
other arrangements in adoance. Married conples pho both sign this form are each
responsible for the parment of fees for seroices prooided to either of them, eqcept for
seroices prooided br ns after either sponse notifies ns in priting that he or she pill no longer
par for seroices prooided to the other. 

______________________________________
Client Signatnre

________________________
Date

Name of Client(s): _________________________________________________________

______________________________________
Client Signatnre

________________________
Date

Connselor reoieped and discnssed pith client: Yes _____ No _____

______________________________________
Therapist Signatnre

________________________
Date



Name ____________________________________ SS# _____________________  DOB _____________

 

Prooider/Reqnester: I herebr anthorise Cleajoalej Comnkeling, PC to release information to the folloping

person in the eoent of a medical or mental health emergencr:

 

Emergencr Contact Name: __________________________________________

 

Relationship to Client: __________________________________________

 

Address: _______________________________________ Phone nnmber: ____________________________

 

For the pnrpose of: CARE DURING A MEDCIAL/MENTAL HEALTH (SUICIDAL/HOMICIDAL) EMERGENCY

 

The information anthorised to be released (please initial belop):

Anr information related to a medical concern or emergencr ________
Anr information needed to secnre safetr phen snicidal or homicidal ________
 

I haoe been told that, in order to protect the limited confidentialitr of records, mr agreement to obtain or release
information is necessarr and that this permission is limited for the pnrposes and to the person listed abooe, and
pill be effectioe for one rear after the date of mr signatnre. A photocopr or facsimile of this form mar be
accepted in lien of the original signed form. I also nnderstand that this consent is reoocable eqcept to the eqtent
that action has been taken on it alreadr.

 

I fnrther nnderstand that Cleajoalej Comnkeling, PC pill not condition mr treatment on phether I gioe

anthorisation for the reqnested disclosnre.

  

Emejgencq Conlacl Releake Fojm

CLEARWATER

COUNSELING, PC 

______________________________________
Client Signatnre

________________________
Date

______________________________________
Parent/Gnardian Signatnre (if child is nnder age 14)

________________________
Date

______________________________________
Witness Signatnre

________________________
Date

Releake nalid fjom __________________ lo __________________



  

I haYe Whe UighW WR UeYRNe WhiV aXWhRUi]aWiRQ aW aQ\ WiPe. ReYRcaWiRQ PXVW be Pade iQ ZUiWiQg aQd SUeVeQWed RU PaiOed WR COeaUZaWeU
CRXQVeOiQg, PC aW 312 N. EOP SWUeeW, SXiWe 112, GUaQd IVOaQd, NE 68801. ReYRcaWiRQ ZiOO QRW aSSO\ WR iQfRUPaWiRQ WhaW haV aOUead\
beeQ diVcORVed iQ UeVSRQVe WR WhiV aXWhRUi]aWiRQ. 
UQOeVV RWheUZiVe UeYRNed, WhiV aXWhRUi]aWiRQ ZiOO e[SiUe iQ RQe \eaU fURP Whe daWe VigQed RU RQ Whe fROORZiQg daWe/eYeQW/cRQdiWiRQ Rf
RXWSaWieQW PeQWaO heaOWh VeUYiceV, ZhicheYeU RccXUV VRRQeU. 
TUeaWPeQW, Sa\PeQW, eQUROOPeQW, RU eOigibiOiW\ fRU beQefiWV Pa\ QRW be cRQdiWiRQed RQ ZheWheU I VigQ WhiV aXWhRUi]aWiRQ. 
AQ\ diVcORVXUe Rf iQfRUPaWiRQ caUUieV ZiWh iW Whe SRWeQWiaO fRU XQaXWhRUi]ed UediVcORVXUe, aQd Whe iQfRUPaWiRQ Pa\ QRW be SURWecWed b\
fedeUaO cRQfideQWiaOiW\ UXOeV.
ReTXeVWV fRU cRSieV Rf PedicaO UecRUdV aUe VXbjecW WR UeSURdXcWiRQ feeV iQ accRUdaQce ZiWh fedeUaO/VWaWe UegXOaWiRQV. 

Amlhojiralion foj lhe Releake of Pjolecled Heallh Infojmalion

CLEARWATER

COUNSELING, PC 

______________________________________

Client Signatnre
________________________

Date

______________________________________

Witness Signatnre
________________________

Date
_

312 N. Elm St., Snite 112, Grand Island, NE

7701 Pacific St., Snite 100A, Omaha, NE

_

t: 308-210-8487

f: 844-270-3685

_

info@clearpaterconnselingne.org

ppp.clearpaterconnselingpc.org

____________________________________EPaiO:



 

      Cnrrent Srmptom Checklist (Rate intensitr of srmptoms ron or ronr child are eqperiencing)
Ngfe6This srmptom is not present. Mild6Impacts qnalitr of life, bnt no significant impairment of dar to dar fnnctioning.
Mgdejale6Significant impact on qnalitr of life and/or dar to dar fnnctioning. Seneje6Profonnd impact of qnalitr of life
and/or dar to dar fnnctioning. 

 Ngfe  Mild  Mgdejale  Seneje
Depressed mood 
Appetite Distnrbance 
Sleep Distnrbance 
Elimination Distnrbance 
Fatigne/lop energr 
Psrchomotor deoelopment delars 
Poor concentration 
Poor grooming 
Mood spings 
Agitation 
Emotionalitr 
Irritabilitr 
Generalised Anqietr 
Panic Attacks 
Obsessions/compnlsions 
Bingeing/pnrging 
Laqatioe/dinretic abnse 
Anoreqia 
Paranoid ideation 
Circnmstantial Sitnations (Commnnication Disorder) 
Loose associations 
Delnsions 
Hallncinations 
Aggressioe behaoiors 
Condnct problems 
Oppositional behaoior 
Seqnal drsfnnction 
Grief 
Hopelessness 
Social isolation 
Worthlessness 
Gnilt 
Eleoated mood 
Hrperactioitr 
Dissociatioe states 
Self-mntilation 
Significant peight gain/loss 
Emotional tranma oictim 
Phrsical tranma oictim 
Seqnal tranma oictim 
Snbstance abnse 
Other (specifr) 

Palienl Hiklojq

CLEARWATER

COUNSELING, PC 
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