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IMPORTANT INFORMATION 

   
Please read and sign that you have read and understand the following.   

   
By making your first appointment you have already made progress.  Deciding to participate in therapy shows your courage and 
willingness to take the steps necessary to improve your life.  Therapy can be rewarding, and those who are willing to work and take the 
necessary risks can experience a life-changing process.  We look forward to working with you and hope that we can assist you in 
reaching whatever goals you set.   
   
Effective Therapy is built from good working relationships and requires mutual understanding.  It is in the mutual interest of both client 
and therapist to convey to you the policies and procedures we use in our practice; we are willing to discuss any questions or problems 
you may have.   
   
Our Fee Schedule   
  

Individual Counseling   

  Initial Intake and Assessment               $150.00   
              Regular Office Visits & Telehealth Sessions (45 minutes)      $135.00   
           (1 hour, 15 minutes)             $165.00   
           (1 hour, 30 minutes)             $200.00   
 
 

Other Fees   

Outside Office Work (Inpatient visits, court testimony, etc.)      $175.00/hour Required  
Written Reports (work, supervisors, etc.)      $ 75.00   
Text Messaging (exceeding 3)            $ 5.00/text   

 
Fees are based on time.   
We do not discriminate on any basis.  If we are unable to help with your case, or continued service is no longer in the client's best 
interest, the therapist will terminate and provide three referrals to other sources.    
   
Payment of Fees:     

Fees for face-to-face office visits are payable at each session. Payment is your responsibility.  In order to take full advantage of your 
session time, it is requested that your check be prepared prior to beginning the session. This will expedite the rescheduling 
of future appointments.     
 
Fees and consent forms for telehealth sessions should be mailed to the address below so that they arrive prior to your scheduled 
session. Checks are payable to Tiffany Derrick. 
 
Therapy Services Texas, LLC 
P.O. Box 2901 
Burleson, Texas  76097-2901 
 
Account Balances:   

1. Cancellation fee if an appointment is not cancelled within 24-hours to be charged the following business day.   
2. To help control costs we ask our patients to pay their office visits at the time service is rendered.    
3. We issue credits in the form of a check to clients a month after the client has completed counseling. Credits include 

overpayments on a client’s account, as well as cash that was placed on file for no-show appointments.   
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Appointments and Scheduling:   

Appointments are usually scheduled once or twice a week and last approximately 45 minutes.  More frequent or intensive outpatient 
schedules are possible depending upon the circumstances.  If you need to reschedule or cancel an appointment, please call (817) 690-
5196 and leave a message that you need to reschedule your appointment.  You may also email at 
tiffanyderrick@therapyservicestexas.com if you need to reschedule your appointment.  Broken appointments create a loss to everyone.  
It is important that communication of changes be made well in advance of your scheduled appointment time whenever 
possible; a first time missed appointment, or an appointment canceled without 24-hour notice will result in a $75.00 charge.  
A second time missed appointment, or an appointment cancelled without 24-hour notice will result in a $150.00 charge.  
Patients arriving 15 minutes or more, late to the appointment will be considered a no-show and must be rescheduled unless other 
arrangements are made with the therapist.  To help control costs, we ask our patients to pay for their office visit at the time the service 
is rendered.    
   
No-Shows:   

As stated in our paperwork, it is our policy to charge a $75.00 fee for first time no show/late cancel and $150.00 fee for second time and 
thereafter appointments that are not cancelled at least 24-hours in advance. You may leave notice of cancellation on our voicemail at 
any time, which will note the day and time you called. This policy applies to Telehealth “Distance Counseling” sessions.  
   
No-Show Policy:   

As stated in our paperwork, the credit card or cash on file is used only for no-show fees. At that time, client will need to pay the no-show 
fee of $75.00 through Square to bring account current.   
  
Technical Difficulties for Telehealth “Distance Counseling” Sessions  

In case of technical failures, the following procedures will be followed:   
(1) My therapist will attempt to reconnect the session 3 times   
(2) My therapist will use the back-up telephone number I have provided to contact me to continue or reschedule the session   
(3) I will attempt to reach my therapist by telephone   
(4) If connection cannot be resumed within 10 minutes, then we will reschedule the remainder of the session at no additional cost   

   
Relationship:     

Your relationship with the therapist is a professional and therapeutic relationship.  In order to preserve this relationship, it is imperative 
that the therapist not have any other type of relationship with you.  Personal and/or business relationships undermine the effectiveness 
of the therapeutic relationship. The therapist cares about helping you but is not in a position to be your friend or to have a social or 
personal relationship with you.  Gifts, bartering and trading services are not appropriate and should not be shared between you and the 
therapist.   
   
Release of Information:   

We require releases to be signed before any information regarding a client is released whether verbally or written from our office to any 
physician, school personnel, etc.   
   
Wait List Procedures:   

New and current clients can ask to be put on the wait list for their counselor. When a cancellation occurs, clients are called and the first 
client to accept the appointment is the one to receive the appointment. An offer of an appointment through a phone message does not 
guarantee that the opening will still be available when the call is returned to our office. A client’s name is not written in the book for a 
session until the session has been confirmed by the client.   
   
Emergencies:     

For after hours’ emergencies, call 911 or Contact Hotline at (817) 335-3022 (Tarrant) or (972) 233-2233 (Dallas).  These hotlines are 
available 24-hours a day and are free.   
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Continued Care:   

I understand the following fully:   
•   After two consecutive missed appointments without 24-hour cancellation notice, the client will be given referrals for further 

treatment at other counseling facilities and will be considered an inactive patient.   
   
Therapist's Incapacity or Death:    

I acknowledge that, in the event the undersigned therapist becomes incapacitated or dies, it will become necessary for another 
therapist to take possession of my file and records.  By signing this information and consent form, I give my consent to allowing another 
licensed mental health professional selected by the undersigned therapist to take possession of my file and records and provide me the 
copies upon request, or to deliver them to a therapist of my choice.   
   
Limits of Confidentiality:     

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 confidentiality include 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   
• criminal prosecutions, if a subpoena has been issued  
• child custody cases, if a subpoena has been issued   
• suits in which the mental health of a party is in issue, if a subpoena has been issued   
• situations where 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.)   

• AIDS/HIV infection and possible transmission, if a subpoena has been issued   
   

   
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 consent, 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 or responsible for providing you mental health care 
services and payment for those services, and you are also releasing and holding harmless the therapist from any departure from your 
right of confidentiality that may result.    
   
I have read and understood the above limits to confidentiality.   
   
   
Signed: _________________________________________________  Date: ___________________________   
   
   
Duty to Warn:   

In the event that the undersigned therapist reasonably believes that I am or my child is a danger, physically or emotionally to myself or 
another person, I specifically consent for the therapist to contact any person in a position to prevent harm to myself or any other 
person, including but not limited to the person in danger, and to contact the following persons in addition to medical and law 
enforcement personnel:   
   
_________________________________________________________   ___________________________________   
Name                       Telephone Number   
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Other Fees   

1. If report preparation is requested or required, the time rate charged for therapy sessions will apply.   

2. Review of Provided Documents: Documents related to history, background information or school behavior are billed at the rate of 
$2.00 per minute.   

3. Phone Calls: Only emergency phone calls are returned on a regular basis and only during office hours. This fee is billed at $2.00 
per minute and will be due at your next session.   

Review of Provided Documents and Phone Calls are not reimbursable by insurance.   

4. Professional Fees: Court appearances, depositions, and attorney consultations are $175.00 per hour (including all time involved in 
preparation, research, parking fees, mileage, travel time to and from the court house and all other expenses incurred in relation to 
testifying). A retainer deposit of $900.00 is to be paid in advance of (and clear the bank) prior to the court date. If the full amount of 
the retainer/deposit is not needed to complete the court testifying process, then the remainder of the funds will be refunded. If the 
costs for the court testifying process exceed the amount of the retainer/deposit, then those fees will be immediately billed to you 
and are due upon receipt of the invoice.    

The party issuing the subpoena is liable for paying the testifying fees.   

NOTE:  Even though you are responsible for the testimony fee, it does not mean that testimony will be solely in your favor.  Only 
the facts of the cases and professional opinion of your counselor can be testified.   

5. Returned checks: There is a $35.00 charge on all returned checks.   

   
Signed: ________________________________________________________  Date: _______________________   
   
I understand the following fully:   
   

• After two consecutive missed appointments without 24-hour cancellation notice, the client will be given referrals for further 
treatment at other counseling facilities and will be considered an inactive patient.   

   
Signed: ________________________________________________________  Date: _______________________   
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GUIDELINES FOR CONTINUED CARE  

     
Grievances   

I also acknowledge that I may submit a Grievance to the Provider at any time to register a complaint about any aspect of my care. If I 
am not satisfied with the responses I receive, I may submit the Grievance to the address below:   
   

To report a rules violation by this licensee, contact the following Board:   

• Texas Behavioral Health Executive Council 
   

At the following common address:     

Texas Behavioral Health Executive Council 
George H.W. Bush State Office Bldg. 
1801 Congress Ave., Ste. 7.300 
Austin, Texas 78701 
(512) 305-7700 
(800) 821-3205 24-hour, complaint system   

   
Signed: _______________________________________________________ Date: _______________________   

   
   
Consent to Treatment:   

I, voluntarily, agree to receive Mental Health assessment, care, treatment, or services, and authorize the undersigned therapist to 
provide such care, treatment, or services as are considered necessary and advisable.   
   
I understand and agree that I will participate in the planning of my care, treatment, or services and that I may stop such care, treatment 
or services that I receive through the undersigned therapist at any time.   
By signing Professional Agreement and Informed Consent form, I, the undersigned client, acknowledge that I have both read and 
understood all the terms and information contained herein.  Many opportunities have been offered for me to ask questions and seek 
clarification of anything unclear to me.   
   
This signed copy will be kept in your file; if you want a copy for yourself, please ask and we will be happy to provide one.   
   
   
___________________________________________   ____________________________________   
Signature of Parent/Guardian      
   

Date   

___________________________________________   ____________________________________   
Therapist                  Date   
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E-MAIL AND TEXT MESSAGING INFORMED CONSENT   

   
In order to communicate with you via e-mail or text message, Therapy Services Texas, LLC (TST, LLC) needs to ensure you are 
aware of the confidentiality and other issues that arise when communicating this way. This form is intended to document your 
understanding of these issues, and by signing, you are stating that you accept and agree to the following:    
   
I understand that all e-mail messages are sent over the Internet, are not secure, and may be read by others. I understand that my e-
mail communications with TST, LLC will NOT be encrypted, and therefore TST, LLC CANNOT guarantee the confidentiality or security 
of any information sent to TST, LLC or that TST, LLC sends to me via e-mail.    
   
I understand that text messages are no more secure than e-mail, and the same conditions apply. I understand that for this reason TST, 
LLC advises me not to send sensitive information via e-mail or text message. This includes information about current or past 
symptoms, conditions, or treatment, as well as identifying information such as credit card information.    
   
I hereby give permission for TST, LLC to reply to my messages via e-mail, including with any information that it deems appropriate, that 
would otherwise be considered confidential. I agree that Therapy Services Texas shall not be liable for any breach of confidentially 
that may result from this use of e-mail via the Internet.   
   
I understand that TST, LLC will limit text messages to brief inquiries or responses regarding scheduling.    
   
I understand that TST, LLC may at times e-mail me information about resources that I can use as part of my treatment. I hereby 
consent to receive such information via e-mail.    
   
I understand that e-mail and text message communication should not be used for urgent or sensitive matters since technical or other 
factors may prevent a timely answer. I understand that if I use email or text messages to make or request scheduling changes, it is my 
responsibility to confirm that TST, LLC has received my communication more than 24 hours before the appointment time that is being 
changed. If I believe I need a response within 48 hours, I will not use email but will call TST, LLC by telephone. If I do not receive an 
answer to a routine e-mail or text message within two business days, I understand that I should call TST, LLC by telephone.    
   
I understand that all e-mail and text message communications may be made part of my permanent medical record and would be 
accessible to anyone given access to those records. I also understand that I may withdraw permission for TST, LLC to communicate 
with me via e-mail or text message by notifying her in writing.    
   
   
   
_____________________________________________          ________________   
Client Signature (or Parent/Guardian if Client is a Minor)         Date   
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INFORMED CONSENT TO TELEHEALTH 

  
Telehealth (“Distance Counseling”) allows my therapist to diagnose, consult, treat and educate using interactive audio, video or data communication 
regarding my treatment. I hereby consent to participating in counseling via telephone or the internet (hereinafter referred to as Telehealth) with the 
clinician listed below:    
   
Client Name: __________________________________      Clinician: Tiffany A. Derrick, MA, LPC-S, ICPS 
   
I understand I have the following rights under this agreement:   
   
I have a right to confidentiality with Telehealth under the same laws that protect the confidentiality of my medical information for in person 
counseling. Any information disclosed by me during the course of my therapy, therefore, is generally confidential.   
   
There are, by law, exceptions to confidentiality, including mandatory reporting of child, elder, and dependent adult abuse and any threats of violence 
I may make towards a reasonably identifiable person. I also understand that if I am in such mental or emotional condition to be a danger to myself 
or others, my therapist has the right to break confidentiality to prevent the threatened danger. Further, I understand that the dissemination of any 
personally identifiable images or information from the Telehealth interaction to any other entities shall not occur without my written consent.   
   
I understand that while counseling treatment of all kinds has been found to be effective in treating a wide range of mental disorders, personal and 
relational issues, there is no guarantee that all treatment of all clients will be effective. Thus, I understand that while I may benefit from Telehealth, 
results cannot be guaranteed or assured.   
   
I further understand that there are risks unique and specific to Telehealth, including but not limited to, the possibility that our therapy sessions or 
other communication by my therapist to others regarding my treatment could be disrupted or distorted by technical failures or could be interrupted 
or could be accessed by unauthorized persons. In addition, I understand that Telehealth treatment is different from in-person therapy and that if my 
therapist believes I would be better served by another form of counseling services, such as in person treatment, I will be referred to a therapist in 
my geographic area that can provide such services.   
   
I have read and understand the information provided above. I have the right to discuss any of this information with my therapist and to have any 
questions I may have regarding my treatment answered to my satisfaction.   
 
I understand that I can withdraw my consent to Telehealth communications by providing written notification to Therapy Services Texas, LLC.  
My signature below indicates that I have read this Agreement and agree to its terms.   
   

   

   
______________________________  ____________________  ___________________________________ 
Name of Minor Client (Printed)  Date    Signature of Minor Client 

______________________________  ____________________  ___________________________________ 
Name of Parent/Guardian (Printed)  Date    Signature of Parent/Guardian 

 
  

ONLY SIGN IF REVOKING CONSENT   
   
This Consent may be revoked by the person giving authorization by signing or dating the revocation statement below or through written 
notice except to the extent that action has been already taken in reliance heron.  If not earlier revoked, this consent shall automatically 
terminate one year after the date signed above without express written revocation.   
   
On this day, _______________ of 20______, I revoke the above Informed Consent to Telehealth.   
    
______________________________  ____________________  ___________________________________ 
Name of Minor Client (Printed)  Date    Signature of Minor Client 

______________________________  ____________________  ___________________________________ 
Name of Parent/Guardian (Printed)  Date    Signature of Parent/Guardian 
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INFORMED CONSENT FOR TELEPHONIC COUNSELING 
 		  

This document contains important information for you about counseling sessions via phone with Therapy Services Texas, LLC. This addendum is 
designed to inform you about what you can expect regarding your participation in telephonic counseling. By signing this document, we enter into an 
agreement that allows you to attend sessions via phone with me.  
 
Technology  
When I provide telephonic counseling sessions, I am calling you from a cellular/mobile phone. You may be speaking to me on a cellular/mobile phone. I 
will be calling you from my home office and will be the only person in my office during our call. It is best if you are in a private location (for example, a 
room in your home with the door closed) during our telephonic sessions where you can speak without being overheard or interrupted by others. 
However, I cannot guarantee the privacy or confidentiality of conversations held via phone, as phone calls can be intercepted either accidentally or 
intentionally.  
  
If we lose our phone connection during our session, I will call you back immediately on all phone numbers I have for you, starting with the number on 
which we were speaking. If I am unable to call you back due to a technology problem on my end, please call me at 817-690-5196.  If we are unable to 
reach each other due to technology issues, I will continue to try to call you back every 5 minutes until the end of our session. I will then try to call you 
back later in the day to reschedule the rest of our session. You may also continue to try to reach me on the number above. It is my policy to continue 
phone sessions that have been interrupted due to technology issues until you have received your full 45-minute session, even if we need to continue the 
session at a later time or another day.  
  
As a backup form of communication, should we get disconnected and not be able to get back in touch immediately, you can also send me a message via 
email at tiffanyderrick@therapyservicestexas.com. If I have email access when you submit the email, I will reply to reschedule our session.    
  
Emergencies and Confidentiality  
I will need an emergency contact for you at the beginning of our first phone counseling session. I will also need the address from which you are calling at 
the beginning of each session. In a situation where we are talking and get disconnected and you are in crisis, you agree to call 911 or go to your local 
emergency room immediately.  
  
If I have any concerns about your safety at any time during a phone session or at a time when we get disconnected, I will need to break confidentiality 
and call 911 and/or your emergency contact immediately. Please note that everything in our informed consent that you signed during our first face-to-
face session, including all the confidentiality exceptions, still applies during phone sessions.  
 
Emergency Management Plan:   
When calling, I can usually return a call or message within 24 hours. If I am unavailable in the event of an emergency, it is imperative you are aware of 
resources in your area. As a precaution, please identify two (2) nearby emergency hospitals below. In addition, you will need to provide information for 
an emergency contact person. These all must be completed to participate in Telephonic Counseling.   

1. Hospital Name and Location: _______________________________________________________________________ 

Hospital Telephone Number: ________________________________________________   

2. Hospital Name and Location: _______________________________________________________________________ 

Hospital Telephone Number: ________________________________________________   

Emergency Contact Person: ____________________________________________________   

Relationship: _________________________ Phone Number: _______________________   

You may alternatively follow this plan:   

1. Call Lifeline at (800) 273-8255 (National Crisis Line)   
2. Call 911   
3. Go to the emergency room of your choice  
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Limitations  
I am providing therapeutic services to you as described in the informed consent that you signed during our first face-to- face session. However, it is 
important to note that there are limitations to telephonic counseling that can affect the quality of phone sessions. These limitations include but are not 
limited to the following:  
  

• Because the sessions are via phone, I cannot see you, your body language, or your non-verbal reactions to the issues we are discussing.  
• Sometimes I may not hear all of what you are saying (due to cellular phone limitations) and may need to ask you to repeat things.  

  
To reduce the effect of these limitations, sometimes I may ask you to describe how you are feeling, thinking, and/or acting in more detail than I would 
during a face-to-face session. You may also feel that you need to describe your feelings, thoughts, and/or actions in more detail that you would during a 
face-to-face session.  

Fees and Cancellations  
Payment for phone counseling sessions can be made on the Therapy Services Texas, LLC website using Square before the date of our phone session.   
 
Service Individual Counseling Fee 
Initial Intake and Assessment $150.00 

Regular Telephone Sessions:  
45 minutes $135.00 
1 hour, 15 minutes $165.00 
1 hour, 30 minutes $200.00 

  
The policy for cancellations is the same for telephonic sessions as for face-to-face sessions: You are expected to attend all scheduled sessions.  If you 
need to cancel your appointment, please call NO LATER THAN 24 HOURS PRIOR to your scheduled appointment. You will be charged $75.00 for the 
first appointment cancelled with less than 24 hours’ notice. You will be charged $150.00 for the second appointment, and so forth, cancelled with less 
than 24 hours’ notice.  I require all clients to pay the cancellation fee before rescheduling the missed session.   
  
No show or cancellation fee without 24 hours’ notice:  
1st time      $ 75.00  
2nd time      $150.00  

Consent to Participate in Telephonic Sessions  
By signing below, you agree that you have read (or have had read to you) all of the above sections of the telephonic counseling informed consent 
addendum and that you understand the limitations associated with participating in telephonic counseling sessions and consent to attend sessions under 
the terms described in this document.  

______________________________  ____________________  ___________________________________ 
Name of Minor Client (Printed)   Date    Signature of Minor Client 

______________________________  ____________________  ___________________________________ 
Name of Parent/Guardian (Printed)   Date    Signature of Parent/Guardian 
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CHILD/ADOLESCENT INFORMATION FORM 
(Please Print)   

   
Date: ____/____/20____   

   
Client Name: ______________________________________________   M/F   Date of birth: _________________   
   
Address: ________________________________________   City/State: _________________________  Zip:__________   
   
Phone: Home (____) ___________________ Work (____) ___________________ Cell: (____) ____________________   
   
May we leave a message for you at home?   c Yes c No      Work?  c Yes  c No   
   
E-mail address: ________________________________________________________________________________   
   
c Employed   c Student   
   
Do you want your counselor to incorporate faith/spiritual issues into your counseling?  c Yes  c No   
   
Name of church attending: ____________________________________________________________________________  
      
School: _______________________________________________   Years of Education ________________________   
   
Employer: _____________________________________________   Years with employer: ______________________   
   
Who referred you to us? _____________________________________________________________________________   
   
Reason for coming in: _______________________________________________________________________________   
   
Divorce Decree or Custody Paperwork 

Please select one of the options below: 
❑ I acknowledge that a Divorce Decree or Custody Paperwork has not been filed by the courts for this minor. 
❑ A Divorce Decree or Custody Paperwork has been filed by the courts for this minor. I will provide a copy to Therapy Services 

Texas, LLC prior to the first scheduled session. 

_____________________________________________     __________________________  
Parent/Legal Representative Signature                    Date    

 
Please also note that we do not specialize in high conflict divorce cases and these cases will receive trusted referrals. 
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MEDICAL HISTORY   
   
Primary Care Physician: ______________________________________    Phone #: _________________________   
   
Previous Treatment: c Yes   c No   
   
Prescription medications currently taking:   
   

1) ______________________Dosage/Freq. ____________Start Date __________Purpose ______________________   
2) ______________________Dosage/Freq. ____________Start Date __________Purpose ______________________ 
3) ______________________Dosage/Freq. ____________Start Date __________Purpose ______________________  

  
   

Prescribed by_____________________________________    
Date of last medical evaluation _______________________  Date of next appt.__________   
   
Please list any over-the-counter medications you currently use:    
1) ______________________Dosage/Freq. ____________Start Date __________Purpose ______________________   
2) ______________________Dosage/Freq. ____________Start Date __________Purpose ______________________  
3) ______________________Dosage/Freq. ____________Start Date __________Purpose ______________________  

 
Name of Client: __________________________________________________________ Date: _____________________   

   
Name of Parent/Guardian: ____________________________________________________________________________   

   
Name of Person Giving Information: ____________________________________________________________________   

   
Chief Complaint: ___________________________________________________________________________________   
  
History of Presenting Problem   

A. History of harm to self/suicidal behavior           c Yes   c No   

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

      
B. History of aggression/homicidal behavior         c Yes   c No  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

   
C. History of attentional problems/hyperactivity         c Yes   c No  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

 
D. History of setting fires or cruelty to animals        c Yes   c No  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

   
E. History of hallucinations               c Yes   c No  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  
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F. History of abuse (physical, sexual, emotional)         c Yes   c No   
(Including age of abuse and perpetrator information)   

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

   
G. History of substance use               c Yes   c No   

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

   
H. Criminal or delinquent activity              c Yes   c No  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

  
Developmental Medical History   

A. Pregnancy (including prenatal care/birth)         c Yes   c No  
   

_____________________________________________________________________________________________  
   

       Developmental Milestones - Normal            c Yes   c No   
  

Complications: _________________________________________________________________________________   
   
B. Problems with Enuresis/Encopresis (bedwetting/soiling)      c Yes   c No  
         

_____________________________________________________________________________________________  
   

C. History of Seizures                   c Yes   c No   
        

_____________________________________________________________________________________________  
   
D. Problems with Sleep/Appetite/Early Separation         c Yes   c No  
         

_____________________________________________________________________________________________  
   
E. Medical Problems                  c Yes   c No  
         

_____________________________________________________________________________________________  
   
F. Medications/Allergies                c Yes   c No   
        

_____________________________________________________________________________________________  
  
Previous Treatment   

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  
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Social History   

A. Family situation/living arrangements (who resides in the home)   
  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

   
B. Caregiver Employment: __________________________________________________________________________   
   
C. Additional Information   

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________  

   
Spiritual History   

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

 
Family History      

(Including biological parents/caregivers)   
   
A. History of substance abuse               c Yes   c No   

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

   
B. History of Mental Illness                   c Yes   c No  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

   
C. History of Abuse (Physical/Sexual/Emotional)         c Yes   c No       

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

   
D. History of Criminal Activity               c Yes   c No   

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________  

 
Educational/Vocational History   

   
A. Last School Attended ___________________________________________________ Grade: __________   
   
B. Special Education Placement: ______________________________________________________________  
   
C. Educational Testing:  __________________If yes, when? __________________________  
   

Results: __________________________________________________________________   
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D. Behavior patterns in school (detention/suspension)      c Yes   c No   

        
_____________________________________________________________________________________________  

   
E. Employment Patterns:  

_____________________________________________________________________________________________  
   
   
Child Protective Service Involvement            c Yes   c No  

_____________________________________________________________________________________________  

   
Discipline Intervention by Parents/Caregivers 

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

  

MINOR/ADOLESCENT SYMPTOMS 
   

Minor’s Name: ______________________________________________   Date: ____________________________   
   
Please circle all of the items below that apply, and add any others at the bottom under “Any other concerns or issues.”      
   

  
Accident-prone Dropping out of 

school Learning disability Rages Thumb sucking Affectionate 

Legal difficulties   Recent move   Tics-Movements   Aggressive   Drug or alcohol use   Lethargic  
Refuses   Noises  Argues   Drug sales   Likes to be alone   Masturbation  
Timid  Bathroom Language  Loitering   Uncooperative  Truancy  Fantasy life   

Assaults   Eating issues   Relationships with 
siblings  tolerance   Bigoted   Relationships with 

teachers   
Failure in school  Loss of friends   Fearful   Unhappy  Breaks the law   Hurts   

Low frustration  Bossy to others   Lying   
Rocking or other  
repetitive  
movements  

Responsible  Moody  

 Uncoordinated  Violent  Fidgety  Fighting   Mental retardation   Restless   
Under-active  Feelings easily hurt   Bullies others   Wetting/ Soiling of 

bed/clothes  Wastes time  Clowns around  

Breaks rules   Unprepared Bullied by 
others   

Mute, refuses to 
speak  Runs away   Competitive   Friendly  

Manipulates   Vandalism  Nail biting   Hitting   Withdraws   Head-banging   
Resists   Finger sucking   Complains of feeling 

sick   
Self-harming 
behaviors  Needs for high   School avoiding  

Cheats  Fire-setting   Compliant   Conflicts at home   Concern for others   Hyperactive  
Complains  Hair chewing   Sexual 

preoccupation  Immature   Imaginary  Nervous 
preoccupation  

Name-calling  Work problems  Sexually active friends   Slow-moving  Nightmares  Shy  
 Sad   Yells  Noisy   Inattentive   Cries easily  Noncompliant  
Conflicts at school  Negativism   Cruel to animals   Smoking  Obedient   Inflicts pain on  

others  
 Hypochondriac   New school 

adjustment  Obesity   Defiant   Dawdles   Oppositional   
Conflicts with 
playmates   

Inappropriate 
sexual behaviors   Speech difficulties  Intimidates others   Insults others   Destructive   
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Conflicts with police   Slow-responding  Outgoing   Picks on others   Stubborn  Swearing  

Smart-alecky   Dares others  Developmental 
delays  Isolates   Overactive  Irritability   

Only younger 
playmates  Independent   Disobedient   Teases others   Talks back 

w/parent’s partner   Teased   

Stealing  Daydreams   Prejudiced    Inappropriately Out-
of-seat   Pouts   Procrastinates   

Dependent   Interrupts   Threatens   Difficulties   Lacks respect for 
authority  

Intimidated by 
others  

Disrupts family  Suicide talk or 
attempt  Poor concentration  Intolerant  Talks out  Lacks organization  

Provokes others  Temper tantrums  Distractible        
  
 Any other concerns or issues:   

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

   
Please look above over the concerns you have checked off, and choose the one that you most want help with.   
   
_________________________________________________________________________________________________   
   
   

This is a strictly confidential client medical record.  Redisclosure or transfer is expressly prohibited by law.   
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CONSENT FOR RELEASE OF MEDICAL INFORMATION OF A MINOR CHILD   
   

I, _________________ _____________________ for __________________________________ d.o.b. _______________         
   Parent/Guardian’s Name                  Client’s Name   
   
_________________________________________________________________________________________________   

Address   
   
_________________________________________________________________________________________________   
  City                  State            Zip   
   
DO HEREBY AUTHORIZE __________________________________________ OR HIS/HER DESIGNATED AGENT   
   
TO RELEASE INFORMATION TO or RECEIVE INFORMATION FROM THE FOLLOWING PARTIES:   
   
Name: __________________________________________________________________________________________  
   
Address: _____________________________________________   City/State/Zip: __________________________   
   
Phone: ______________________________________________   Fax: ___________________________________   
   
Concerning:   

c Diagnosis   c Attendance & Progress  
c Psychological Evaluation c Disability Assessment Information   
c Psychosocial Assessment c Medical Information (Specify) ___________________________________   
c Summary of Services c Other (Specify) ______________________________________________   

       
This disclosure of verbal and/or written information authorized here is made for the following purposes(s).   
    
______________________________________________________________________________  __________________   
Parent/Legal Representative Signature                         Date   
   
______________________________________________________________________________  __________________   
Relationship of Legal Representative Signature                     Date   
   
______________________________________________________________________________  __________________   
Witness                                 Date   

    
ONLY SIGN IF REVOKING CONSENT   
   
This Consent may be revoked by the person giving authorization by signing or dating the revocation statement below or through written 
notice except to the extent that action has been already taken in reliance on prior consent.  If not earlier revoked, this consent will 
automatically terminate one year after the date signed above without express written revocation.   
   
On this day, _______________ of 20______, I revoke the above Consent To Release Information.   
  
  
_____________________________________________     __________________________  
Parent/Legal Representative Signature                    Date     
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CONSENT FOR RELEASE OF MEDICAL INFORMATION FOR GUARDIAN/LEGAL REPRESENTATIVE   
   

I, _________________ _____________________ for __________________________________ d.o.b. ________________         
      Guardian Legal Representative’s Name         Client’s Name   
   
__________________________________________________________________________________________________  

Address   
   
__________________________________________________________________________________________________   
  City                  State            Zip   
   
DO HEREBY AUTHORIZE __________________________________________ OR HIS/HER DESIGNATED AGENT   
   
TO RELEASE INFORMATION TO or RECEIVE INFORMATION FROM THE FOLLOWING PARTIES:   
   
Name: _________________________________________________________________________________________________   
   
Address: ___________________________________________________   City/State/Zip: ______________________________   
   
Phone: _____________________________________________________ Fax: ______________________________________   
    
Concerning:  

o Diagnosis   o Attendance & Progress     
o Psychological Evaluation    o Disability Assessment Information   
o Psychosocial Assessment   o Medical Information (Specify): __________________________________  
o Summary of Services   o Other (Specify): _____________________________________________   

  
This disclosure of verbal and/or written information authorized here is made for the following purposes(s).   
  
___________________________________________________________________________  ______________________   
Guardian/Legal Representative                        Date   
   
___________________________________________________________________________  ______________________   
Patient’s Signature                           Date   
   
___________________________________________________________________________  ______________________   
Witness                              Date   
   

     
ONLY SIGN IF REVOKING CONSENT   
   
This Consent may be revoked by the person giving authorization by signing or dating the revocation statement below or through written notice 
except to the extent that action has been already taken in reliance heron.  If not earlier revoked, this consent shall automatically terminate one 
year after the date signed above without express written revocation.   
   
On this day, _______________ of 20______, I revoke the above Consent to Release Information.   
   
   
___________________________________________________________________________  _____________________   
Patient’s Signature                           Date    
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NOTICE OF PRIVACY PRACTICES  
   

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

   
Your health record contains personal information about you and your health.  This information about you may identify you and that relates to your past, 
present or future physical or mental health or condition and related health care services is referred to as Protected Health Information ("PHI").  This 
Notice of Privacy Practices describes how we may use and disclose your PHI in accordance with applicable law and the LPC Code of Ethics.  It also 
describes your rights regarding how you may gain access to and control your PHI.  
 
We are required by law to maintain the privacy of PHI and to provide you with notice of our legal duties and privacy practices with respect to PHI.  We 
are required to abide by the terms of this Notice of Privacy Practices.  We reserve the right to change the terms of our Notice of Privacy Practices at 
any time.  Any new Notice of Privacy Practices will be effective for all PHI that we maintain at that time.  We will provide you with a copy of the revised 
Notice of Privacy Practices by sending a copy to you in the mail upon request or providing one to you at your next appointment.   
   
How We May Use And Disclose Health Information About You   
   
For Treatment.  Your PHI may be used and disclosed by those who are involved in your care for the purpose of providing, coordinating, or managing 
your health care treatment and related services.  This includes consultation with clinical supervisors or other treatment team members.  We may 
disclose PHI to any other consultant only with your authorization.   
   
For Payment.  We may use and disclose PHI so that we can receive payment for the treatment services provided to you.  This will only be done with 
your authorization.  Examples of payment-related activities are:  making a determination of eligibility or coverage for insurance benefits, processing 
claims with your insurance company, review services provided to you to determine medical necessity, or undertaking utilization review activities.  If it 
becomes necessary to use collection processes due to lack of payment for services, we will only disclose the minimum amount of PHI necessary for 
purposes of collection.   
   
For Health Care Operations.  We may use or disclose, as needed, your PHI in order to support our business activities including, but not limited to, 
quality assessment activities, employee review activities, reminding you of appointments, conducting or arranging for other business activities.  For 
example, we may share your PHI with third parties that perform various business activities (e.g., billing or typing services) provided we have a written 
contract with the business that requires it to safeguard the privacy of your PHI.  For training or teaching purposes PHI will be disclosed only with your 
authorization.   
   
Required by Law.  Under the law, we must make disclosures of your PHI to you upon your request.  In addition, we must make disclosures to the 
Secretary of the Department of Health and Human Services for the purpose of investigating or determining our compliance with the requirements of the 
Privacy Rule.   
   
Following is a list of the categories of uses and disclosures permitted by HIPAA without an authorization.   
   
Child Abuse and Neglect:  We may disclose your PHI to a state or local agency that is authorized by law to receive reports of child abuse or neglect.   
   
Judicial and Administrative Proceedings: We may disclose your PHI pursuant to a subpoena (with your written consent), court order, administrative 
order or similar process.    
   
Deceased Patients:  We may disclose PHI regarding deceased patients as mandated by state law or to a family member or friend that was involved in 
your care or payment for care prior to death, based on your prior consent. A release of information regarding deceased patients may be limited to an 
executor or administrator of a deceased person’s estate or the person identified as next-of-kin. PHI of persons that have been deceased for more than 
fifty (50) years is not protected under HIPAA.    
   
Medical Emergencies:  We may use or disclose your PHI in a medical emergency situation to medical personnel only in order to prevent serious 
harm. Our staff will try to provide you a copy of this notice as soon as reasonably practicable after the resolution of the emergency.    
   
Family Involvement in Care:  We may disclose information to close family members or friends directly involved in your treatment based on your 
consent or as necessary to prevent serious harm.    
   
Health Oversight:  If required, we may disclose PHI to a health oversight agency for activities authorized by law, such as audits, investigations, and 
inspections. Oversight agencies seeking this information include government agencies and organizations that provide financial assistance to the 
program (such as third-party payers based on your prior consent) and peer review organizations performing utilization and quality control. Law 
Enforcement. We may disclose PHI to a law enforcement official as required by law, in compliance with a subpoena (with your written consent), court 
order, administrative order or similar document, for the purpose of identifying a suspect, material witness or missing person, in connection with the 
victim of a crime, in connection with a deceased person, in connection with the reporting of a crime in an emergency, or in connection with a crime on 
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the premises. Specialized Government Functions. We may review requests from U.S. military command authorities if you have served as a member of 
the armed forces, authorized officials for national security and intelligence reasons and to the Department of State for medical suitability 
determinations, and disclose your PHI based on your written consent, mandatory disclosure laws and the need to prevent serious harm.    
   
Public Safety:  We may disclose your PHI if necessary to prevent or lessen a serious and imminent threat to the health or safety of a person or the 
public. If information is disclosed to prevent or lessen a serious threat it will be disclosed to a person or persons reasonably able to prevent or lessen 
the threat, including the target of the threat.   
   
Without Authorization:  Applicable law and ethical standards permit us to disclose information about you without your authorization only in a limited 
number of other situations.  The types of uses and disclosures that may be made without authorization are those that are:   

• Required by Law, such as the mandatory reporting of child abuse or neglect or mandatory government agency audits or investigations (such 
as the professional counselor licensing board or the health department)   

• Required by Court Order   
• Necessary to prevent or lessen a serious and imminent threat to the health or safety of a person or the public.  If information is disclosed to 

prevent or lessen a serious threat it will be disclosed to a person or persons reasonably able to prevent or lessen the threat, including the 
target of the threat.   

   
Verbal Permission:  We may use or disclose your information to family members that are directly involved in your treatment with your verbal 
permission.   
   
With Authorization:  Uses and disclosures not specifically permitted by applicable law will be made only with your written authorization, which may be 
revoked.   
   
Your Rights Regarding Your Phi   
You have the following rights regarding PHI we maintain about you.  To exercise any of these rights, please submit your request in writing to our 
Privacy Officer at THERAPY SERVICES TEXAS, LLC, 3509 HULEN STREET, SUITE 100, FORT WORTH, TEXAS 76107.   
   

• Right of Access to Inspect and Copy.  You have the right, which may be restricted only in exceptional circumstances, to inspect and copy 
PHI that may be used to make decisions about your care.  Your right to inspect and copy PHI will be restricted only in those situations where 
there is compelling evidence that access would cause serious harm to you.  We may charge a reasonable, cost-based fee for copies.   

• Right to Amend.  If you feel that the PHI we have about you is incorrect or incomplete, you may ask us to amend the information although 
we are not required to agree to the amendment.   

• Right to an Accounting Disclosures.  You have the right to request an accounting of certain of the disclosures that we make of your PHI.  
We may charge you a reasonable fee if you request more than one accounting in any 12-month period.   

• Right to Request Restrictions.  You have the right to request a restriction or limitation on the use or disclosure of your PHI for treatment, 
payment, or health care operations.  We are not required to agree to your request.   

• Right to Request Confidential Communication.  You have the right to request that we communicate with you about medical matters in a 
certain way or at a certain location.   

• Right to a Copy of this Notice.  You have the right to a copy of this notice.   
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COMPLAINTS 
Our Responsibilities   

We are required to maintain the privacy of your health information. In addition, we are required to provide you with a notice of our legal 
duties and privacy practices with respect to information we collect and maintain about you. We must abide by the terms of this notice. 
We reserve the right to change our practices and to make the new provisions effective for all the protected health information we 
maintain. If our information practices change, a revised notice will be mailed to the address you have supplied upon request. If we 
maintain a website that provides information about our patient/customer services or benefits, the new notice will be posted on that 
website.  

Your health information will not be used or disclosed without your written authorization, except as described in this notice. The following 
uses and disclosures will be made only with explicit authorization from you: (i) most uses and disclosures of psychotherapy notes (ii) 
uses and disclosures of your health information for marketing purposes, including subsidized treatment communications; (iii) 
disclosures that constitute a sale of your health information; and (iv) other uses and disclosures not described in the notice. Except as 
noted above, you may revoke your authorization in writing at any time.  
 

For More Information or to Report A Problem 

If you have questions about this notice or would like additional information, you may contact our Privacy Officer, Tiffany A. Derrick, at 
the telephone or address below. If you believe that your privacy rights have been violated, you have the right to file a complaint with 
Therapy Services, Texas, LLC, or with the Secretary of the Department of Health and Human Services or Texas Attorney General’s 
office. The complaint must be in writing, describe the acts or omissions that you believe violate your privacy rights, and be filed within 
180 days of when you knew or should have known that the act or omission occurred. We will take no retaliatory action against you if 
you make such complaints. 

The contact information for both is included below. 

U.S. Department of Health and Human 
Services 
Office of the Secretary 
200 Independence Avenue, S.W. 
Washington, D.C. 20201 
Tel: (202) 619-0257 
Toll Free: 1-877-696-6775 
http://www.hhs.gov/grants/contracts/index.
html  

Office of the Texas Attorney General 
Consumer Protection Division 
PO Box 12548 
Austin, TX  78711-2548 
Tel: (512) 463-2100 
Toll Free: 1-800-252-8011 
https://www.texasattorneygeneral.gov/con
sumer-protection/file-consumer-complaint  

Therapy Services Texas, LLC 
Tiffany A. Derrick, LPC-S, ICPS 
Privacy Officer 
3509 Hulen Street, Suite 100 
Fort Worth, TX  76107 
Tel: (817) 690-5196 

Notice of Privacy Practices Availability 

You may obtain a copy upon request, and the notice will be maintained on the organization’s website for downloading. 
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ACKNOWLEDGEMENT OF REVIEW OF NOTICE OF PRIVACY PRACTICES 
The effective date of this Notice is April 14, 2003.   

   
I understand I have a right to review Therapy Services Texas, LLC, referred to as TST, LLC, Notice of Privacy Practices prior to 
signing this document. The Notice of Privacy Practices describes the types of uses and disclosures of my Protected Health Information 
(henceforth referred to as PHI) that will occur in my treatment, payment of my bills and the rights I have regarding my PHI. I consent to 
the use or disclosure of my PHI for these purposes.   
   
I understand I have the right to request a restriction as to how my PHI is used or disclosed to carry out treatment, payment or 
healthcare operations of the practice. TST, LLC is not required to agree to the restrictions that I may request. However, if TST, LLC 
agrees to a restriction that I request, the restriction is binding on TST, LLC and my counselor. I also understand that if these restrictions 
limit the ability of my insurance to pay, I will be held responsible for the entire fee up front.   
   
I have the right to revoke this consent, in writing, at any time, except to the extent that my counselor or TST, LLC has already taken 
action based on this consent.   
   
The Notice of Privacy Practices for TST, LLC is provided upon request. TST, LLC reserves the right to change the privacy practices 
that are described in the Notice of Privacy Practices. I may obtain a revised notice of privacy practices by calling the office and 
requesting a revised copy be sent in the mail or by requesting one at the time of my next appointment.   
   
________________________________________________    _____________________________________________  
Printed Name of Parent/Guardian             Client’s Name if Minor   
   
_______________________________________________________________________________________________  
Signature of Parent/Guardian    
   
_______________________________   
Date               

   
Communication Authorization and Release of Information to Family Members   

Do we, Therapy Services Texas, have permission to:   
   

• Leave a message on your home answering machine regarding an appointment?  r YES  r NO   
• Contact you at work regarding appointment changes, etc.?          r YES  r NO   
• Contact you by email regarding your appointment or bill?         r YES  r NO   
• Discuss your appointment times with your spouse/parent/partner?      r YES  r NO   

   
I acknowledge that confidentiality may not be maintained if text, e-mail or a cell phone is used pertaining to my Protected Health 
Information.   
  
_____________________________________________________________________________________________   
Printed Name of Client            
   
___________________________________________           _____________________________________  
Signature of Client                                                           Date  
    
___________________________________________           ______________________________________________   
Printed Name of Parent/Guardian                    Client’s Name if Minor   
 

____________________________________________         ______________________________________  
Signature of Parent/Guardian             Date  
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CONFIDENTIAL CLIENT HISTORY FOR TEENS (AGES 13 to 17)   
   

To be completed by teen only and sealed in an envelope to be given to therapist at initial session. 
 

The purpose of this questionnaire is to help your counselor get a good picture of you. By completing these questions as best as you 
can, you will be helping your counselor to understand you and your particular situation and needs. Please be honest in order for your 
counselor to be able to know how to best help you.   
   
Name: ____________________________________________ Nickname: ______________________________________   
   
What is your main problem today? _____________________________________________________________________   
_________________________________________________________________________________________________   
   
Did you want to come to counseling today?    c Yes   c No      
   
What are some ways you have tried to solve this problem before?   
_________________________________________________________________________________________________   
________________________________________________________________________________________________   
   
Health/Medical History   

Please check those you have been having trouble with:   
   
c Headaches   
c Trouble concentrating   
c Feeling afraid   
c Feeling all alone   
c Waking up a lot at night   
c Nightmares   
c Overeating   
c Sad most of the time   
c Not being able to control your anger    
c Upset stomach or feeling that you need to throw up   

c Memory   
c Unwanted thoughts   
c Hearing voices   
c Trouble falling asleep   
c Waking up real early   
c Less hungry lately   
c Afraid to eat   
c Angry most of the time   
c Not interested in things you used to do anymore   
c Having to repeat the same things over and over   

   
Have you ever thought of hurting yourself?     c Yes   c No   
If yes, have you ever tried to hurt yourself?     c Yes   c No   
   
Do you ever feel that you could hurt someone else?     c Yes   c No   
Have you ever hurt someone else?        c Yes   c No    
   
Family Information   

What is the thing you like best about your parents or family?   
_________________________________________________________________________________________________  
_________________________________________________________________________________________________   
   
Who in your family do you feel the closest to? ____________________________________________________________  
Why?   
_________________________________________________________________________________________________   
________________________________________________________________________________________________   
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Please check any that have happened in your family:    

c Parents don’t live together   c We have lots of money problems   
c Somebody died   c Someone drinks too much   
c Someone takes drugs   c Someone is very sick   
c Someone hits   c Someone has problems with the law   
c Other: ________________________________________________________________________________________  
 
Alcohol/Drug History   

Have you ever used alcohol or drugs?  c Yes   c No   
   
If yes, what did you use? _____________________________________________________________________________   
   
When and why did you use? __________________________________________________________________________   
   
Do you think anyone in your family has a problem with alcohol or drugs?    c Yes   c No    
   
School History   

Is there anything that bothers you about school? c Yes   c No    
If yes, what? _______________________________________________________________________________________   
   
_________________________________________________________________________________________________   
   
What do you like best about school? ____________________________________________________________________   
   
_________________________________________________________________________________________________   
   
What are your friends like? ___________________________________________________________________________   
   
_________________________________________________________________________________________________   
   
Why did you choose them to be your friends? _____________________________________________________________   
   
_________________________________________________________________________________________________   
   
Where do you usually go and what do you usually do after school?  ________________________________________________   
   
_________________________________________________________________________________________________   
   
Self-Description   
   
What do you like least about yourself? __________________________________________________________________   
   
What do you like most about yourself? __________________________________________________________________   
   
If you could change anything in your life, what would it be? __________________________________________________   
   
_________________________________________________________________________________________________   
   
Please tell me about any hobbies or things you are interested in (i.e. music, sports, church, other):   
   
_________________________________________________________________________________________________  
 
_________________________________________________________________________________________________   
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If you would like to tell me anything else, please use the bottom of this page. 
   
I, _______________________, understand that this counselor might speak to his or her supervisor and consultant if they need help 
with my case.  If they do, the supervisor and the consultant will also keep everything shared among themselves.  Everything will still be 
kept private.   
  
  
   
______________________________________________         ________________________________   
Teen’s Signature                               Date  
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CLIENT RIGHTS  
  
You, your family, and your friends can be assured that the staff of Therapy Services Texas, LLC wants to protect your rights. We can to be sure that 
you receive all of your legal rights and that you are always treated with dignity and respect. Therefore, the purpose of the Client rights statement is to 
inform you of your rights and obligations to Therapy Services Texas, LLC, as well as ours to you, in order to provide you the most effective treatment 
possible according to your needs.   
   
1. You have the right to considerate and respectful treatment, regardless of age, race, sex, national origin, citizenship or legal status.   
2. You have the right to expect our staff to send you or refer you to other places for treatment if we do not, or cannot, offer you the services you 

need.   
3. You have the right to be treated as a person capable of managing your own affairs if you are eighteen (18) years of age or older, unless a court 

orders otherwise.   
4. You have the right to be fully advised of and question the fees charged by Therapy Services Texas, LLC at the time of your intake process and 

throughout your services.   
5. You have the right to know that your records are treated in a confidential manner and cannot be released without your consent, except under court 

order of law. Your records and private conversations with our staff will be kept in strict confidence, even after you stop coming here or services.   
6. You have the right to get complete and current information concerning your treatment in terms which you can understand. You have the right to 

know the name, title, and professional qualifications of any person participating in your treatment.   
7. You have the right to refuse treatment, except when limited by court order, law or rule and to be informed of the consequences of your refusal.   
8. You have the right to a written Individual Treatment Plan, as well as the right to participate in the preparation of the plan. In addition, you have the 

right to participate in the review and any changes to be made.   
9. Whenever we ask you (or your parent or guardian) to make a decision about something which affects you, you have the right to make your 

decision without force or pressure from us.   
10. No one may take pictures of you or tape record in any program of Therapy Services Texas, LLC, unless you agree in writing.   
11. You have the right to speak up if you do not like your services, or if you think someone is taking away your rights.   
   
Your Responsibilities For Care Are:   
1. To tell your counselor/therapist what you need.   
2. To be on time for your appointments; call if you cannot keep your appointment with 24-hour notice.   
3. To not endanger others with your behavior.   
4. To follow the rules of conduct required in therapy.   
5. To not use nonprescription drugs (including alcohol) before or during your visit.   
6. To cooperate to your fullest.   

   
I have received a complete explanation in simple, non-technical language of my rights guaranteed to me as a client of Therapy Services Texas, LLC, 
with Tiffany A. Derrick, LPC-S, ICPS being the therapist at Therapy Services Texas, LLC.   
   
   
Teen’s Signature: ______________________________________________________________       Date: ________________________   
   
Parent/Guardian Signature:  ______________________________________________________ Date: ________________________   
 
Staff Signature/Title: ____________________________________________________________   Date: ________________________      

 
 


