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IMPORTANT INFORMATION AND CLIENT CONSENT: Please read and sign at the end
stating you have fully read and understand the information below.

CONFIDENTIALITY: Options Counseling Service, Inc. follows all ethical standards prescribed by state and
federal law. Discussions between a Therapist and a client are confidential. No information will be released
without your 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; AIDS/HIV infection and possible transmission; criminal
prosecutions; suits in which the mental health of a party is in issue; situations where the Therapist has a
duty to disclose, or where, in the Therapist’s judgment, it is necessary to warn or disclose; fee disputes
between the Therapist and the client; a negligence suit brought by the client against the Therapist; or the
filing of a complaint with the licensing or certifying board. If you have any questions regarding confidentiality,
you should bring them to the attention of the Therapist when you and the Therapist discuss this matter
further. By signing this Information and Consent Form, you are giving consent to the undersigned Therapist
to share confidential information with all persons mandated by law and with the agency that referred you and
the insurance carrier responsible for providing your mental health care services and payment for those
services, and you are also releasing and holding harmless the undersigned Therapist from any departure from
your right of confidentiality that may result.

RECORDS AND YOUR RIGHT TO REVIEW THEM: The law requires that Therapists keep treatment records
for at least 6 years. As a client, you have the right to review or receive a summary of your records at any
time, except in limited legal or emergency circumstances or when I feel that releasing such information might
be harmful in any way. Upon your request, I will release information to any agency/person you specify
unless I feel that releasing such information might be harmful in any way. When more than one client is
involved in treatment, such as in cases of couple and family therapy, I will release records only with signed
authorizations from all the adults involved in the treatment.

COUNSELING: Therapy can affect you in many ways. You may resolve the problem you came in for but it
takes effort on your part. I want you to be open and honest. We may also talk about unpleasant events which
may cause you discomfort and I may challenge some of your ways of thinking. You must also know that while
we expect change, there is no promise that this therapy will yield a positive result. Change will sometimes be
easy and swift, but more often it will be slow and even frustrating. I am likely to draw on various
psychological approaches. These approaches may include, behavioral, cognitive-behavioral, cognitive, person-
centered, system/family, developmental (adult, child, family) or psycho-educational. I do not prescribe drugs.

Your first visit will be an assessment session in which you and your Therapist will determine your concerns,
and if both agree that Options Counseling Service, Inc. can meet your therapeutic needs, develop a plan of
treatment. Should you choose not to follow the plan of treatment provided to you by your Therapist, services
to you may be terminated.

The goal of Options Counseling Service, Inc. is to provide the most effective therapeutic experience available
to you. If at any time you feel that you and your current Therapist are not a good fit, please discuss this
matter with your Therapist to determine if transferring to a more suitable Therapist is right for you. If you
and your Therapist decide that other services would be more appropriate, we will assist you in finding a
provider to meet your needs.

EMERGENCIES: You may encounter a personal emergency which will require prompt attention. In this
event, please contact our office regarding the nature and urgency of the circumstances. We will make every
attempt to schedule you as soon as possible or to offer other options. Because clients may be scheduled
back-to-back, it is not always possible to return a call immediately. However, we will make every effort to
respond to your emergency in a timely manner.
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If your emergency arises after hours or on a weekend, please contact our office and a Therapist will call you
back as soon as possible. If you are experiencing a life-threatening emergency, call 911 or have someone take
you to the nearest emergency room for help. When your Therapist is out of town, you will be advised and
given the name of an on-call Therapist.

If there is an emergency during therapy or after therapy, and I become concerned about your personal safety,
the possibility of you injuring someone else, or about you receiving proper psychiatric care, I will do whatever
I can within the limits of the law, to prevent you from injuring yourself or others and to ensure that you
receive the proper medical care. For this purpose, I may also contact the person whose name you have
provided on the biographical sheet.

DUAL RELATIONSHIPS: Not all dual or multiple relationships are unethical or avoidable. Therapy never
involves any dual relationship that impairs the therapist’s objectivity, clinical judgment or can be exploitative
in nature. It is important to realize that in some areas multiple relationships are unavoidable. I will never
publicly acknowledge working with you without written permission. I will not accept you if I feel a significant
dual or multiple relationship exists. It is your responsibility to advise me if any dual or multiple relationship
becomes uncomfortable for you in any way. I will always listen carefully and respond to your feedback and
will discontinue the dual relationship if you find it is or may interfere with the effectiveness of the therapy or
your welfare and, of course, you can do the same at any time.

SOCIAL NETWORKING AND INTERNET SEARCHES: [ do not accept friend requests from current or former
clients on social networking sites, such as Facebook. I believe that adding clients as friends on these sites
and/or communicating via such sites is likely to compromise their privacy and confidentiality. For this same
reason, [ request that clients not communicate with me via any interactive or social networking web sites.

CONSENT TO TREATMENT: By signing this Client Information and Consent Form as the Client or Guardian
of said Client, I acknowledge that I have read, understand, and agree to the terms and conditions contained in
this form. I have been given appropriate opportunity to address any questions or request clarification for
anything that is unclear to me. I am voluntarily agreeing to receiving mental health assessment, treatment
and services for me (or my child if said child is the client), and I understand that I may stop such treatment or
services at any time. NOTE: If you are consenting to treatment of a minor child, if a court order has been
entered with respect to the guardianship/custody of said child, or impacting your rights with respect to
consent to the child’s mental health care and treatment, Options Counseling Service, Inc. will not render
services to your child until the Therapist has received and reviewed a copy of the most recent applicable court
order.

Signature — Client/Parent Date

Signature — Spouse/Parent Date

Therapist Date



