
NORTHWEST HILLS YOUTH AND FAMILY SERVICES INC.
CLIENT INFORMED CONSENT AND CONFIDENTIALITY
IMPORTANT INFORMATION AND CLIENT CONSENT:
Please read and sign at the end stating you have fully read and understand the information below.
APPOINTMENTS: Appointments are typically scheduled on a weekly basis and are approximately 50-60 minutes long. More frequent sessions or an intensive outpatient schedule are available if determined appropriate by your therapist. If you must cancel or reschedule your appointment, we ask that you call our office at least 24 hours in advance, whenever possible. This will free your appointment time for another client. Clients who repeatedly no-show or cancel within 24 hours (3 times in a month period) will be discharged with a referral to another agency. 
PAYMENT/INSURANCE FILING: Payment of fees, including any required co-pays, is expected at the time of each appointment. We request that payment be made before your session begins.
CONFIDENTIALITY: Our therapist follow all ethical standards prescribed by state and federal law. We are required by practice guidelines and standards of care to keep records of your counseling. These records are confidential with the exceptions noted below and in the Notice of Privacy Practices provided to you. Discussions between a Therapist and a client are confidential. No information will be released without the client's written consent unless mandated by law. Possible exceptions to but are not limited to the following situations: child abuse; abuse of the elderly or disabled; abuse of patients in mental health facilities; sexual exploitation; child custody cases; situations where the Therapist has a duty to disclose, or where, in the Therapist's judgment, it is necessary to warn or disclose; fee disputes between the Therapist and the client; a negligence suit brought by the client against the Therapist; or the filing of a complaint with the licensing or certifying board. If you have any questions regarding confidentiality, you should bring them to the attention of the Therapist when you and the Therapist discuss this matter further. By signing this Information and Consent Form, you are giving consent to the undersigned Therapist to share confidential information with all persons mandated by law and with the agency that referred you and the insurance carrier responsible for providing your mental health care services and payment for those services.



DUTY TO WARN/DUTY TO PROTECT: If Therapist believes that I am in any physical or emotional danger to myself or another human being, I hereby specifically give consent to my Therapist to contact the any person who is in a position to prevent harm to me or another, including, but not limited to, the person in danger.
CONSENT TO TREATMENT: By signing this Client Information and Consent Form as the Client or Guardian of said Client, I acknowledge that I have read, understand, and agree to the terms and conditions contained in this form. I have been given appropriate opportunity to address any questions or request clarification for anything that is unclear to me. I am voluntarily agreeing to receiving mental health assessment, treatment and services for me (or my child if said child is the client), and I understand that I may stop such treatment or services at any time.

Signature - Client/Parent________________________________________________
Date

Signature - Spouse/Partner/Parent____________________________________________
Date

Therapist-______________________________________________________
Date
I hereby authorize the release of necessary medical information for insurance reimbursement purposes.

Client/Parent_________________________________________________________
Date

I authorize the payment of medical benefits to the provider of services.

Client/Parent_______________________________________________________________
Date


