
           
 
 

In an effort to complete your file, please complete this form. 

Client Name________________________________________________________  DOB_____________ 

Address______________________________________________________________________________ 
 
 City__________________________ State_________ Zip_______________ 

Home Phone_________________________ Ok to leave message? Yes_____ No_____ 

Work_______________________________ Ok to leave message? Yes_____ No_____ 

Cell________________________________ Ok to leave message? Yes_____ No_____ 

Email________________________________________________________________________________ 

Preferred method of communication:______________________________________________________ 

Referred By: __________________________________________________________________________ 

------------------------------------------------------------------------------------------------------------------------------------------        

For Minors: 

Parent/Guardian Name_______________________________________________ DOB______________ 

Relationship to Client__________________________  

Are parents divorced/separated?____________  if yes, both parents must consent if child is under age 14 

Address______________________________________________________________________________  
 
 City_______________ State______ Zip___________ 

Home Phone_________________________ Ok to leave message? Yes_____ No_____ 

Work_______________________________ Ok to leave message? Yes_____ No_____ 

Cell________________________________ Ok to leave message? Yes_____ No_____ 

Email________________________________________________________________________________ 

Would you like to receive:  Text communication from therapist: Yes_____ No_____ 

Email communication from therapist: Yes___ No____ 

           Emails on general practice information: Yes_____ No_____ 

Preferred method of communication:______________________________________________________ 

Family Dr./Pediatrician__________________________________________________________________ 

 

 



 

Welcome to the 2018 DBT Skill Training Group! 

Group Contract 

. 

Program Details 
The day/time of your teen’s group will be confirmed by the group therapist. If there is a change in the 
schedule, at least one week’s notice will be given.  

Investment 
The cost of this group is $200/month, and can be paid by cash, credit, or check (made payable to The 
Center for Family Empowerment).  

If you have insurance, a portion of your payment may be reimbursable. You are responsible for checking 
with your insurance company for out of network benefits and what may be covered. All payments for 
group are due at the time of service and are non-refundable.  

Length of Commitment 
Teen DBT Skill Training group is designed to be attended regularly. The skills learned in group build on 
each other and missing groups means missing vital information. While a teen may leave group at any 
time, I stress the importance of attending group for the recommended time frame of approximately 8 
months. This is recommended due to the nature of DBT and the importance of learning and utilizing 
each of the 4 modules. My hope and expectation is that your teen stays in group throughout its duration 
in order to best benefit from the skills. If your teen feels that s/he is ready to leave group, I request at 
least one week notice in order to process ending with both your teen and the group. 

Confidentiality 
All information shared in group will be kept confidential, including the fact that your teen is a member of 
this group. I am happy to provide continuity of care with your teen’s therapist, psychiatrist, school 
counselor, or doctor upon request and with written consent. Exceptions to confidentiality include issues 
related to safety: if your teen discloses that they have intent to harm themselves or someone else, or if 
they report that they are being abused in any way which I am mandated to report. If there are any 
concerns about safety, a parent will be notified immediately.  

HIPAA is a federal law that provides privacy protections and patient rights with regard to the use and 
disclosure of your Protected Health Information used for the purpose of treatment, payment, and health 
care operations. Further information can be found here:  
http://www.hhs.gov/ocr/privacy/hipaa/npp_fullpage_hc_provider.pdf.    

Parent Communication 
I feel strongly that parent communication is an integral part of a teen’s therapeutic process. For this 
reason, included in the cost of group is a weekly 15-minute parent consult to discuss any questions or 
concerns. If you would like to utilize this consult, please contact me to schedule. For any consults that 
exceed the weekly 15-minutes, there will be a $25 charge per additional 15-minute increments. You can 
also expect a weekly email with a brief update regarding topics discussed in group and tips for how to 
continue these conversations at home. I will also periodically send a questionnaire to the parent email 
on file as a way of best supporting your child. 

As a part of this group, I offer "coaching calls." These calls are 3-5 minutes in length for the purpose of 
assisting your teen in utilizing DBT skills. These calls would be appropriate if your teen is struggling with 
managing intense emotions or thoughts, and I would briefly review skills with your teen and then have 
them implement the skill.  



Emergencies 
CFE is an outpatient setting and therefore cannot assume responsibility for a client’s day-to-day 
functioning, as some more intensive treatments are designed to do. In the case of an emergency, when 
a client and/or parent fears the client will harm him/herself or another, call 911 or go to your nearest 
emergency room, as this is not an emergency or crisis facility.  
 Local Area Crisis Hotlines:  
 Montgomery County: 1-888-HELP-414 and 1-800-237-4447 
 Philadelphia: 215-951-8300  
 Bucks County: 1-877-435-7709  
 N. Delaware County: 610-352-4703  

Email and Text Communication 
Please note that email and text messages are not guaranteed to be confidential.  If you choose to use 
these forms of communication, please limit the content to scheduling needs. Please also note that your 
therapist may not be immediately available by email or text, and therefore should never be contacted in 
that form in a crisis situation. 

Social Media 
I do not accept friend or contact requests from current or former clients on any social networking site 
(Facebook, LinkedIn, etc). I believe that adding clients as friends or contacts on these sites can 
compromise your confidentiality and our respective privacy. It may also blur the boundaries of our 
therapeutic relationship. If you have questions about this, please bring them up when we meet and we 
can talk more about it. 

I keep a Facebook Page for my professional practice to allow people to share my blog posts and practice 
updates with other Facebook users. You are welcome to view my Facebook Page and read or share 
articles posted there, but know that actively participating on this page could compromise 
confidentiality. Please note that you should be able to subscribe to the page via RSS without becoming a 
Fan and without creating a visible, public link to my Page. You are more than welcome to do this. Please 
also note that I will never ask for you to "like" or rate any of my pages or content, either directly or 
indirectly. 

Please do not use messaging on Social Networking sites such as Twitter, Facebook, or LinkedIn to 
contact me. These sites are not secure and I may not read these messages in a timely fashion. Do not 
use Wall postings, @replies, or other means of engaging with me in public online if we have an already 
established client/therapist relationship. Engaging with me this way could compromise your 
confidentiality. It may also create the possibility that these exchanges become a part of your legal 
medical record and will need to be documented and archived in your chart.   

If you need to contact me between sessions, the best way to do so is by phone. Direct email at your 
therapist’s email is second best for quick, administrative issues such as changing appointment times.  

 

Missed Groups 

One of the best benefits of group work is the group dynamics that are formed and supported. For this 
reason, DBT Skill Training Group is designed to be attended regularly as inconsistent attendance 
disrupts the group dynamics and is not beneficial for your teen. I require at least 24 hours notice if your 
teen will be missing group. 

 

 

 



Scope of Practice 

DBT Skill Training Group is a skill building group and does not involve the diagnosis of or treatment of 
mental disorders as defined by the American Psychological Association. By enrolling your teen, you 
indicate an understanding that this group is not a substitute for counseling, psychotherapy, mental 
health care, or substance abuse treatment and that you will not use it in place of any form of diagnosis 
or therapy for your child. 

Expectations for Group Behavior 

It is expected that group members actively participate in group in a healthy and appropriate manner. 
Group rules will be discussed further during the first group session, with input from the group members. 
If a group member chooses to be disruptive or inappropriate, the following procedures will be followed: 

- Non-threatening behavioral concerns will be addressed in group with the facilitating therapist. 

While the group member will not be allowed to leave the room unsupervised, they may take a 

break from the current discussion or activity while staying in the room. 

- If there are recurrent behavioral concerns, a parent will be contacted in order to attempt 

implementing a behavioral plan with the hope that the teen will be able to appropriately 

resume group participation. 

- Any threatening or aggressive behavioral concerns will be immediately addressed with the teen 

and a parent. If the behavioral plan is not effective, the teen’s participation in group will be 

terminated.  

- The on-site use of alcohol, drugs, or self-harming behavior will result in immediate parent 

contact and will be terms for immediate termination of group participation.  

- If a group member breaks confidentiality and shares any names or information from group, the 

teen’s participation in group will be immediately terminated. 

By signing this form, you are saying that you understand and agree with the information on the 
preceding pages. Please ask for clarification on anything that seems unclear.  
 

____________________________________________________  ______________________ 
Signature of Teen        Date 

____________________________________________________  ______________________ 
Signature of Parent        Date 

__________________________________________________________________________________ 
Emergency Contact Name/Phone/Address  

 

Parent Email Address __________________________________________________________________ 
*Your email address will be used by The Center for Family Empowerment only, to keep you informed of 
updates on your child’s progress, office practices, events, and news.  We will never sell or otherwise 
share your information.    

 

 

 

 



THE CENTER FOR FAMILY EMPOWERMENT PAYMENT POLICIES  
The Center for Family Empowerment requires a credit card on file for each client. Your credit card will be 
charged unless you opt out at the time of session by paying with cash or a check made payable to The 
Center for Family Empowerment.   

If you have questions or concerns regarding any part of this fee structure or billing/payment policies, 
please discuss these with your therapist as soon as possible. This form will be securely stored in the 
client’s clinical file and updated upon request at any time. 

• Telephone contact in excess of 15 minutes will be charged $25 per 15 minute increment, with prior 
notice given before any charges are incurred.   

• Checks that are returned will incur the check amount and an additional $15 bank fee   
• Balances not paid within 7 days will be charged to your credit card.   

 
 ------------------------------------------------------------------------------------------------------------- 

PAYMENT FOR DBT SKILL TRAINING GROUP: 

The group fee of $200/month will be charged on the first of every month. Refunds will not be given and 
we require at least one week’s notice to stop payment.  

 

Credit Card Type (circle one):  Visa     /     MasterCard     /     Discover     /     American Express   

Is this an HRA/HSA type cc? _______ Yes     ________ No      
 
Number: _______________________________________________   

Expiration Date: _______________         CVV code (3 digit code on back of card):_________________     
 

Name as printed on card:______________________________________ ZIP CODE: ________________   
 

------------------------------------------------------------------------------------------------------------- 

I will not dispute legitimate charges for sessions I have received, collateral contacts made on my behalf, 
forms completed per my request, appointments missed or without confirmation of 24 hours notice, or 
charges due to a returned check.     

By signing this agreement, I am authorizing The Center for Family Empowerment to charge my credit 
card for professional services rendered to the “Client” that are not paid at the time of service, or for 
situations which fall under the late cancellation policy.      

Signature: __________________________________________________     Date: ______________ 

 

 

 

 

 

 

 



Client Name: _______________________________________ D.O.B. ____________ 

I, the undersigned client, hereby authorize therapist, _____________________________________ to: 

___□ Obtain From  ___ □ Release To 
 

The following Person/Facility: ____________________________________________________________ 
Address: _____________________________________________________________________________ 
Phone: _________________________________              Fax: ___________________________________ 

 
The following information/records concerning the time period ________________ to ______________ 
For the purposes of further mental health evaluation, and treatment: 

___□ Psychiatric and Psychological evaluations  ___□ Intake and Discharge summaries 

___□ Educational Records and IEP   ___□ Behavioral Reports/Progress Notes 

___□ Medication History and Records   ___□ Developmental and Social History  

___□ Verbal Consultation re: Referral, Diagnoses, Treatment, and Progress  

___□ Other: _________________________________________________________________________ 

HIV-related information and/or Drug and Alcohol information contained in these records will be 

released under this consent unless indicated here: ___□ Do not release HIV information   ___□ Do not 
release drug and alcohol information 

I have had explained to me and fully understand this Authorization to Release Records and Information, 
including the nature of the records, their contents, and the likely consequences and implications of their 
release.  This request is entirely voluntary on my part and I hereby release the source of these records 
from any liability arising from their release.  I understand that provision of services is not contingent 
upon this releasing of records. 

I understand that I may revoke this consent at any time within one year, except to the extent that action 
based on this consent has already been taken. My revocation of this authorization must be made in 
writing. This consent will expire automatically after one year from the date on which it is signed, or upon 
fulfillment of the above purposes. 

____________________________________      _____________________________________                ________________ 
Signature of Client (14years of age or older)               Printed Name                                                                             Date 
 

____________________________________      _______________________________        _______________      _____________ 
Signature of Parent/Guardian /Legal                    Printed Name                                           Relationship Date 
Representative (If patient under 14 years of age) 

I, the undersigned, witnessed that the above signed person understood the nature of this 
release/authorization and freely gave his/her consent. 

_____________________________       _____________________________            _______________ 
Signature of Therapist          Printed Name      Date 

___□ Copy provided to releaser     ___□ Copy refused by releaser 

Request for and Authorization to Release Records and Information 
Please complete so that we may coordinate with your SCHOOL COUNSELOR 

 

 



Client Name: _______________________________________ D.O.B. ____________ 

I, the undersigned client, hereby authorize therapist, _____________________________________ to: 

___□ Obtain From  ___ □ Release To 
 

The following Person/Facility: ____________________________________________________________ 
Address: _____________________________________________________________________________ 
Phone: _________________________________              Fax: ___________________________________ 

 
The following information/records concerning the time period ________________ to ______________ 
For the purposes of further mental health evaluation, and treatment: 

___□ Psychiatric and Psychological evaluations  ___□ Intake and Discharge summaries 

___□ Educational Records and IEP   ___□ Behavioral Reports/Progress Notes 

___□ Medication History and Records   ___□ Developmental and Social History  

___□ Verbal Consultation re: Referral, Diagnoses, Treatment, and Progress  

___□ Other: _________________________________________________________________________ 

HIV-related information and/or Drug and Alcohol information contained in these records will be 

released under this consent unless indicated here: ___□ Do not release HIV information   ___□ Do not 
release drug and alcohol information 

I have had explained to me and fully understand this Authorization to Release Records and Information, 
including the nature of the records, their contents, and the likely consequences and implications of their 
release.  This request is entirely voluntary on my part and I hereby release the source of these records 
from any liability arising from their release.  I understand that provision of services is not contingent 
upon this releasing of records. 

I understand that I may revoke this consent at any time within one year, except to the extent that action 
based on this consent has already been taken. My revocation of this authorization must be made in 
writing. This consent will expire automatically after one year from the date on which it is signed, or upon 
fulfillment of the above purposes. 

____________________________________      _____________________________________                ________________ 
Signature of Client (14years of age or older)               Printed Name                                                                             Date 
 

____________________________________      _______________________________        _______________      _____________ 
Signature of Parent/Guardian /Legal                    Printed Name                                           Relationship Date 
Representative (If patient under 14 years of age) 

I, the undersigned, witnessed that the above signed person understood the nature of this 
release/authorization and freely gave his/her consent. 

_____________________________       _____________________________            _______________ 
Signature of Therapist          Printed Name      Date 

___□ Copy provided to releaser     ___□ Copy refused by releaser 

 

Request for and Authorization to Release Records and Information 
Please complete so that we may coordinate with your PRIMARY CARE DOCTOR 

 

 



Client Name: _______________________________________ D.O.B. ____________ 

I, the undersigned client, hereby authorize therapist, _____________________________________ to: 

___□ Obtain From  ___ □ Release To 
 

The following Person/Facility: ____________________________________________________________ 
Address: _____________________________________________________________________________ 
Phone: _________________________________              Fax: ___________________________________ 

 
The following information/records concerning the time period ________________ to ______________ 
For the purposes of further mental health evaluation, and treatment: 

___□ Psychiatric and Psychological evaluations  ___□ Intake and Discharge summaries 

___□ Educational Records and IEP   ___□ Behavioral Reports/Progress Notes 

___□ Medication History and Records   ___□ Developmental and Social History  

___□ Verbal Consultation re: Referral, Diagnoses, Treatment, and Progress  

___□ Other: _________________________________________________________________________ 

HIV-related information and/or Drug and Alcohol information contained in these records will be 

released under this consent unless indicated here: ___□ Do not release HIV information   ___□ Do not 
release drug and alcohol information 

I have had explained to me and fully understand this Authorization to Release Records and Information, 
including the nature of the records, their contents, and the likely consequences and implications of their 
release.  This request is entirely voluntary on my part and I hereby release the source of these records 
from any liability arising from their release.  I understand that provision of services is not contingent 
upon this releasing of records. 

I understand that I may revoke this consent at any time within one year, except to the extent that action 
based on this consent has already been taken. My revocation of this authorization must be made in 
writing. This consent will expire automatically after one year from the date on which it is signed, or upon 
fulfillment of the above purposes. 

____________________________________      _____________________________________                ________________ 
Signature of Client (14years of age or older)               Printed Name                                                                             Date 
 

____________________________________      _______________________________        _______________      _____________ 
Signature of Parent/Guardian /Legal                    Printed Name                                           Relationship Date 
Representative (If patient under 14 years of age) 

I, the undersigned, witnessed that the above signed person understood the nature of this 
release/authorization and freely gave his/her consent. 

_____________________________       _____________________________            _______________ 
Signature of Therapist          Printed Name      Date 

___□ Copy provided to releaser     ___□ Copy refused by releaser 

 

Request for and Authorization to Release Records and Information 
Please complete so that we may coordinate with your PSYCHIATRIST 

 

 



Client Name: _______________________________________ D.O.B. ____________ 

I, the undersigned client, hereby authorize therapist, _____________________________________ to: 

___□ Obtain From  ___ □ Release To 
 

The following Person/Facility: ____________________________________________________________ 
Address: _____________________________________________________________________________ 
Phone: _________________________________              Fax: ___________________________________ 

 
The following information/records concerning the time period ________________ to ______________ 
For the purposes of further mental health evaluation, and treatment: 

___□ Psychiatric and Psychological evaluations  ___□ Intake and Discharge summaries 

___□ Educational Records and IEP   ___□ Behavioral Reports/Progress Notes 

___□ Medication History and Records   ___□ Developmental and Social History  

___□ Verbal Consultation re: Referral, Diagnoses, Treatment, and Progress  

___□ Other: _________________________________________________________________________ 

HIV-related information and/or Drug and Alcohol information contained in these records will be 

released under this consent unless indicated here: ___□ Do not release HIV information   ___□ Do not 
release drug and alcohol information 

I have had explained to me and fully understand this Authorization to Release Records and Information, 
including the nature of the records, their contents, and the likely consequences and implications of their 
release.  This request is entirely voluntary on my part and I hereby release the source of these records 
from any liability arising from their release.  I understand that provision of services is not contingent 
upon this releasing of records. 

I understand that I may revoke this consent at any time within one year, except to the extent that action 
based on this consent has already been taken. My revocation of this authorization must be made in 
writing. This consent will expire automatically after one year from the date on which it is signed, or upon 
fulfillment of the above purposes. 

____________________________________      _____________________________________                ________________ 
Signature of Client (14years of age or older)               Printed Name                                                                             Date 
 

____________________________________      _______________________________        _______________      _____________ 
Signature of Parent/Guardian /Legal                    Printed Name                                           Relationship Date 
Representative (If patient under 14 years of age) 

I, the undersigned, witnessed that the above signed person understood the nature of this 
release/authorization and freely gave his/her consent. 

_____________________________       _____________________________            _______________ 
Signature of Therapist          Printed Name      Date 

___□ Copy provided to releaser     ___□ Copy refused by releaser 

 

Request for and Authorization to Release Records and Information 
Please complete so that we may coordinate with FAMILY MEMBERS/GUARDIANS 

 

 



Client Name: _______________________________________ D.O.B. ____________ 

I, the undersigned client, hereby authorize therapist, _____________________________________ to: 

___□ Obtain From  ___ □ Release To 
 

The following Person/Facility: ____________________________________________________________ 
Address: _____________________________________________________________________________ 
Phone: _________________________________              Fax: ___________________________________ 

 
The following information/records concerning the time period ________________ to ______________ 
For the purposes of further mental health evaluation, and treatment: 

___□ Psychiatric and Psychological evaluations  ___□ Intake and Discharge summaries 

___□ Educational Records and IEP   ___□ Behavioral Reports/Progress Notes 

___□ Medication History and Records   ___□ Developmental and Social History  

___□ Verbal Consultation re: Referral, Diagnoses, Treatment, and Progress  

___□ Other: _________________________________________________________________________ 

HIV-related information and/or Drug and Alcohol information contained in these records will be 

released under this consent unless indicated here: ___□ Do not release HIV information   ___□ Do not 
release drug and alcohol information 

I have had explained to me and fully understand this Authorization to Release Records and Information, 
including the nature of the records, their contents, and the likely consequences and implications of their 
release.  This request is entirely voluntary on my part and I hereby release the source of these records 
from any liability arising from their release.  I understand that provision of services is not contingent 
upon this releasing of records. 

I understand that I may revoke this consent at any time within one year, except to the extent that action 
based on this consent has already been taken. My revocation of this authorization must be made in 
writing. This consent will expire automatically after one year from the date on which it is signed, or upon 
fulfillment of the above purposes. 

____________________________________      _____________________________________                ________________ 
Signature of Client (14years of age or older)               Printed Name                                                                             Date 
 

____________________________________      _______________________________        _______________      _____________ 
Signature of Parent/Guardian /Legal                    Printed Name                                           Relationship Date 
Representative (If patient under 14 years of age) 

I, the undersigned, witnessed that the above signed person understood the nature of this 
release/authorization and freely gave his/her consent. 

_____________________________       _____________________________            _______________ 
Signature of Therapist          Printed Name      Date 

___□ Copy provided to releaser     ___□ Copy refused by releaser 

 

Request for and Authorization to Release Records and Information 
Please complete so that we may coordinate with any other member of your treatment team 

(for example: individual or group therapist, case worker, etc) 

 
 

 



Health Insurance Portability Accountability Act (HIPAA)  
Client Rights & Therapist Duties 

This document contains important information about federal law, the Health Insurance Portability and 
Accountability Act (HIPAA), that provides privacy protections and client rights with regard to the use and 
disclosure of your Protected Health Information (PHI) used for the purpose of treatment, payment, and 
health care operations. HIPAA requires that I provide you with a Notice of Privacy Practices (the Notice) 
for use and disclosure of PHI for treatment, payment and health care operations. The Notice, which is 
attached to this Agreement, explains HIPAA and its application to your PHI in greater detail. The law 
requires that I obtain your signature acknowledging that I have provided you with this. If you have any 
questions, it is your right and obligation to ask so we can have a further discussion prior to signing this 
document. When you sign this document, it will also represent an agreement between us. You may 
revoke this Agreement in writing at any time. That revocation will be binding unless I have taken action 
in reliance on it. 

LIMITS ON CONFIDENTIALITY The law protects the privacy of all communication between a client and a 
therapist. In most situations, your therapist can only release information about your treatment to others 
if you sign a written authorization form that meets certain legal requirements imposed by HIPAA. There 
are some situations where your therapist is permitted or required to disclose information without either 
your consent or authorization. If such a situation arises, your therapist will limit their disclosure to what 
is necessary. Reasons your therapist may have to release your information without authorization:  

1. If you are involved in a court proceeding and a request is made for information concerning your 
diagnosis and treatment, such information is protected by the psychologist-client privilege law. 
Your therapist cannot provide any information without your (or your legal representative's) 
written authorization, or a court order, or if they receive a subpoena of which you have been 
properly notified and you have failed to inform me that you oppose the subpoena. If you are 
involved in or contemplating litigation, you should consult with an attorney to determine 
whether a court would be likely to order your therapist to disclose information.  

2. If a government agency is requesting the information for health oversight activities, within its 
appropriate legal authority, your therapist may be required to provide it for them.  

3. If a client files a complaint or lawsuit against your therapist, they may disclose relevant 
information regarding that client in order to defend myself.  

4. If a client files a worker's compensation claim, and your therapist is providing necessary 
treatment related to that claim, they must, upon appropriate request, submit treatment reports 
to the appropriate parties, including the client's employer, the insurance carrier or an 
authorized qualified rehabilitation provider.  

5. The Center for Family Empowerment may disclose the minimum necessary health information 
to business associates that perform functions on our behalf or provide us with services if the 
information is necessary for such functions or services. Our business associates sign agreements 
to protect the privacy of your information and are not allowed to use or disclose any 
information other than as specified in our contract.  

There are some situations in which your therapist is legally obligated to take actions, which they 
believe are necessary to attempt to protect others from harm, and they may have to reveal some 
information about a client's treatment:  

1. If they know, or have reason to suspect, that a child under 18 has been abused, abandoned, or 
neglected by a parent, legal custodian, caregiver, or any other person responsible for the child's 
welfare, the law requires that a report is filed with the Pennsylvania Abuse Hotline. Once such a 
report is filed, your therapist may be required to provide additional information.  

2. If they know or have reasonable cause to suspect that a vulnerable adult has been abused, 
neglected, or exploited, the law requires that your therapist file a report with the Pennsylvania 



Abuse Hotline. Once such a report is filed, they may be required to provide additional 
information.  

3. If they believe that there is a clear and immediate probability of physical harm to the client, to 
other individuals, or to society, your therapist may be required to disclose information to take 
protective action, including communicating the information to the potential victim, and/or 
appropriate family member, and/or the police or to seek hospitalization of the client.  

 

CLIENT RIGHTS AND THERAPIST DUTIES  
Use and Disclosure of Protected Health Information:  

● For Treatment – We use and disclose your health information internally in the course of your 
treatment. If we wish to provide information outside of our practice for your treatment by another 
health care provider, we will have you sign an authorization for release of information. Furthermore, 
an authorization is required for most uses and disclosures of psychotherapy notes.  

● For Payment – We may use and disclose your health information to obtain payment for services 
we provide to you as delineated in the Therapy Agreement.  

● For Operations – We may use and disclose your health information within The Center for Family 
Empowerment as part of our internal operations. For example, this could mean a review of records 
to assure quality. We may also use your information to tell you about services, educational 
activities, and programs that we feel might be of interest to you.  

Client's Rights:  

● Right to Confidentiality – You have the right to have your health care information protected. If you 
pay for a service or health care item out-of-pocket in full, you can ask us not to share that 
information for the purpose of payment or our operations with your health insurer. We will agree to 
such unless a law requires us to share that information.  

● Right to Request Restrictions – You have the right to request restrictions on certain uses and 
disclosures of protected health information about you. However, we are not required to agree to a 
restriction you request.  

● Right to Receive Confidential Communications by Alternative Means and at Alternative Locations – 
You have the right to request and receive confidential communications of PHI by alternative means 
and at alternative locations.  

● Right to Inspect and Copy – You have the right to inspect or obtain a copy (or both) of PHI. 
Records must be requested in writing and release of information must be completed. Furthermore, 
there is a copying fee charge of $1.00 per page. Please make your request well in advance and allow 
2 weeks to receive the copies. If we refuse your request for access to your records, you have a right 
of review, which we will discuss with you upon request.  

● Right to Amend – If you believe the information in your records is incorrect and/or missing 
important information, you can ask us to make certain changes, also known as amending, to your 
health information. You have to make this request in writing. You must tell us the reasons you want 
to make these changes, and we will decide if it is and if we refuse to do so, we will tell you why 
within 60 days.  

● Right to a copy of this notice – If you received the paperwork electronically, you have a copy in 
your email. If you completed this paperwork in the office at your first session a copy will be provided 
to you per your request or at any time.  



● Right to an Accounting – You generally have the right to receive an accounting of disclosures of 
PHI regarding you. On your request, your therapist will discuss with you the details of the accounting 
process.  

● Right to choose someone to act for you – If someone is your legal guardian, that person can 
exercise your rights and make choices about your health information; we will make sure the person 
has this authority and can act for you before we take any action.  

● Right to Choose – You have the right to decide not to receive services with your therapist. If you 
wish, The Center for Family Empowerment will provide you with names of other qualified 
professionals.  

● Right to Terminate – You have the right to terminate therapeutic services with your therapist at 
any time without any legal or financial obligations other than those already accrued. We ask that 
you discuss your decision with your therapist in session before terminating or at least contact them 
by phone letting me know you are terminating services.  

● Right to Release Information with Written Consent – With your written consent, any part of your 
record can be released to any person or agency you designate. We will discuss whether or not 
releasing the information in question to that person or agency might be harmful to you.  

Therapist’s Duties:  

● Your therapist is required by law to maintain the privacy of PHI and to provide you with a notice of 
their legal duties and privacy practices with respect to PHI. They reserve the right to change the 
privacy policies and practices described in this notice. Unless we notify you of such changes, 
however, we are required to abide by the terms currently in effect. If we revise practice policies and 
procedures, we will provide you with a revised notice in office during session. 

COMPLAINTS If you are concerned that your therapist has violated your privacy rights, or you 
disagree with a decision they made about access to your records, you may contact Jessica Paist at 
The Center for Family Empowerment, the State of Pennsylvania Department of Health, or the 
Secretary of the U.S. Department of Health and Human Services.  

 

YOUR SIGNATURE BELOW INDICATES THAT YOU HAVE READ THIS AGREEMENT AND AGREE TO ITS 
TERMS AND ALSO SERVES AS AN ACKNOWLEDGEMENT THAT YOU HAVE RECEIVED THE HIPAA 
NOTICE FORM DESCRIBED ABOVE. 

 

____________________________________      _____________________________________                ________________ 
Signature of Client (14years of age or older)               Printed Name                                                                             Date 
 

____________________________________      _______________________________        _______________      _____________ 
Signature of Parent/Guardian /Legal                    Printed Name                                           Relationship Date 
Representative (If patient under 14 years of age) 

_____________________________       _____________________________            _______________ 
Signature of Therapist          Printed Name      Date 

 

 


