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Client Information Form 
 
Name ________________________________ Date of Birth _______________________ 
 
Address_________________________________________________________ 
 
Email address___________________________________ Can I email you? ___Yes  ___No 
 
Home Telephone _______________ Can I call you there? ___Yes ___No  Can I leave a message? ___Yes  ___No 
 
Work Telephone________________ Can I call you there? ___Yes ___No  Can I leave a message?  ___Yes  ___No 
 
Cell Number __________________ Can I call you there?  ___Yes ___No  Can I leave a message?  ___Yes  ___No 
 
Referral Source: 
 
 
What concerns bring you to see me? 
 
 
 
  
 
What would you like to see happen as a result of coming here? 
 
 
 
 
What have you tried on your own to change this issue (s)? 
 
 
 
 
Have you been to see other psychotherapists? 
 
 
 
 
If so, what worked successfully during the time you were with them? 
 
 
 
 
 
Are you presently seeing any doctors? If so, please list. 
 
 
 
 
Are you presently taking any medications? If so, please list. 



Informed Consent to Treatment 
(As required by HIPAA and the State of Wisconsin) 
 
This document contains important information about our professional services and business policies. It also contains 
summary information about the Health Insurance Portability and Accountability Act (HIPAA), which is a new federal law 
that provides new privacy protections and new client rights with regard to the use and disclosure of your Protected Health 
Information (PHI). HIPAA requires that I provide you with a Notice Form about the use and disclosure of your Protected 
Health Information for treatment, payment and health care operations. I have available at first session and upon request. The 
Notice Form explains the HIPAA law and its application to your personal health information in greater detail. The law also 
requires that I obtain your signature acknowledging that I have provided you with this information at the end of your first 
session. Although these documents are long and sometimes complex, it is very important that you read them carefully. We 
can discuss any questions you have about the procedures, and I will ask you to sign this Agreement.  
 
When you sign this document, it will represent an agreement between us. You may revoke this agreement in writing at any 
time. That revocation will be binding on me unless I have taken action in reliance on it; if there are obligations imposed on 
me by your health insurer in order to process or substantiate claims made under your policy; or if you have not satisfied any 
financial obligations you have incurred.  
 
PSYCHOLOGICAL SERVICES: Psychotherapy is not easily described in general statements. It varies depending on the 
personalities of the psychotherapist and client, and the particular problems you are experiencing. There are many different 
methods I may use to deal with the problems that you hope to address. Psychotherapy calls for a very active effort on your 
part. In order for the therapy to be most successful, you will have to work on things we talk about both during our sessions 
and at home. 
 
Psychotherapy can have benefits and risks. Since therapy often involves discussing unpleasant aspects of your life, you may 
experience uncomfortable feelings like sadness, guilt, anger, frustration, loneliness, and helplessness. On the other hand, 
psychotherapy has also been shown to have many benefits. Therapy often leads to better relationships, solutions to specific 
problems, and significant reductions in feelings of distress. But there are no guarantees of what you will experience.  
 
Our first few sessions will involve an evaluation of your needs. By the end of the evaluation, I will be able to offer you 
some first impressions of what our time together may include. You should evaluate this information along with your own 
opinion of whether you feel comfortable working with me. Therapy involves a large commitment of time, money, and 
energy, so you should be very careful about the therapist you select. If you have questions about my procedures, we should 
discuss them whenever they arise. If needed, I will be happy to help you set up a meeting with another mental health 
professional for a second opinion.  
 
SESSIONS: Individual sessions are customarily 50 minutes, including time spent scheduling appointments and paying fees. 
Longer or more frequent sessions can be arranged as necessary. Once an appointment hour is scheduled, you will be 
expected to pay for it unless you provide 24 hours advance notice of cancellation. It is important to note that insurance 
companies (if at such time you choose to use them) do not provide reimbursement for cancelled sessions so the total cost of 
the session is your responsibility. 
 
PROFESSIONAL FEES: My hourly fee is $84 for the initial evaluation session and between $75-$95 for subsequent 
sessions. In addition to weekly appointments, I charge this amount for other professional services you may need, though I 
will break down the hourly cost if I work for periods of less than one hour. Other services include report writing, telephone 
conversations lasting longer than ten minutes, consulting with other professionals with your permission, preparation of 
records or treatment summaries, and the time spent performing any other service you may request of me. If you become 
involved in legal proceedings that require my participation, you will be expected to pay for all of my professional time, 
including preparation and transportation costs, even if I am called to testify by another party. Because of the difficulty of 
legal involvement, I charge $185 per hour for preparation and $200 per hour for attendance at any legal proceeding, 
including travel time. 
 
CONTACTING ME: I have a 24-hour confidential voice mail box, at which you may leave a message. I do not use a 
beeper, but I do check for messages regularly and will return calls as promptly as possible. I will make every effort to return 
your call on the same day you make it, with the exception of noted vacation time and holidays. If you are difficult to reach, 
please inform me of some times when you will be available. If you need more immediate attention, you have several 
options: call a friend or another member of your support network; call your psychiatrist (if you have one) or your primary 
care physician; contact your local county mental health center, go to the nearest emergency room, dial 911. If I will be 



unavailable for an extended time, I will provide you with the name of a colleague to contact, if necessary. 
 
LIMITS ON CONFIDENTIALITY: The law protects the privacy of all communications between a client and a 
psychotherapist. In most situations, I 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 other situations that require only that 
you provide written, advance consent. Your signature on this Agreement provides written advance consent for activities such 
as those outlined below: 
 
· I regularly consult with other health and mental health professionals about a case. During a consultation, I make every 
effort to avoid revealing the identity of my client. The other professionals are also legally bound to keep the information 
confidential. I will note all consultations in your clinical record. Unlicensed clinicians at are required to obtain regular 
supervision. If this applies to your psychotherapist, the name and phone number of the supervisor are noted.  
· You should be aware that I practice with other mental health professionals and in some instances, I need to share protected 
information with these individuals for both clinical and administrative purposes, such as scheduling, billing, on-call 
coverage, and quality assurance. All of the mental health professionals are bound by the same rules of confidentiality.  
· Disclosures required by health insurers or to collect overdue fees are discussed elsewhere in this agreement.  
· If a client threatens to harm himself/herself, I may be obligated to seek hospitalization for him/her or to contact family 
members or others who can help provide protection.  
 
There are some situations where I am permitted or required to disclose information without either your consent or your 
written Authorization: 
 
· If you are involved in a court proceeding and a request is made for information concerning my professional services, such 
information is protected by the psychotherapist-client privilege law. I cannot provide any information without your written 
authorization, or a court order. If you are involved in or contemplating litigation, you should consult with your attorney. 
· If a government agency is requesting the information for health oversight activities, I may be required to provide it for 
them. 
· If a client files a complaint or lawsuit against me, I may disclose relevant information regarding that client in order to 
defend myself. 
· If a client files a worker’s compensation claim, and I am providing treatment related to the claim, I must, upon appropriate 
request, furnish copies of all medical reports and bills.  
 
There are some situations in which I am legally obligated to take actions, which I believe are necessary to attempt to protect 
others from harm, and I may have to reveal some information about your treatment. These situations are unusual in my 
practice.  
 
· If I have reason to believe that a child has been abused, the law requires that I file a report with the appropriate 
governmental agency, usually the Department of Human Resources. Once such a report is filed, I may be required to 
provide additional information. 
· If I have reasonable cause to believe that a disabled adult or elder person has had a physical injury or injuries inflicted 
upon such disabled adult or elder person, other than by accidental means, or has been neglected or exploited, I must report 
to an agency designated by the Department of Human Resources. Once such a report is filed, I may be required to provide 
additional information. 
· If I determine that a client presents a serious danger of violence to another, I may be required to take protective actions. 
These actions may include notifying the potential victim, and/or contacting the police, and/or seeking hospitalization for the 
client. 
 
If such a situation arises, I will make every effort to fully discuss it with you before taking any action and I will limit my 
disclosure to what is necessary. 
 
While this written summary of exceptions to confidentiality should prove helpful in informing you about potential 
problems, it is important that we discuss any questions or concerns that you may have now or in the future. The laws 
governing confidentiality can be quite complex, and I am not an attorney. In situations where specific advice is required, 
formal legal advice may be needed. 
 
PROFESSIONAL RECORDS: You should be aware that, pursuant to HIPAA, I keep the clinical record on you divided 
into two sections. One section constitutes your Protected Health Information. It may include information such as your 
reasons for seeking therapy, a description of the ways in which your problem impacts on your life, your diagnosis, the goals 
that we set for treatment, your progress towards those goals, your medical and social history, your treatment history, any 



past treatment records that I receive from other providers, reports of any professional consultations, your billing records, 
and any reports that have been sent to anyone, including reports to your insurance carrier (if you choose to use one). Except 
in unusual circumstances that involve danger to yourself or others or makes reference to another person (unless such other 
person is a health care provider) and I believe that access is reasonably likely to cause substantial harm to such other person, 
or if information is supplied to me confidentially by others, you or your legal representative may examine and/or receive a 
copy of your clinical record, if you request it in writing. Because these are professional records, I recommend that you 
initially review them in my presence, or have them forwarded to another mental health professional so you can discuss the 
contents. In most situations, I am allowed to charge a copying fee of 25 cents per page (and for certain other expenses). The 
exceptions to this policy are contained in the Notice Form. If I refuse your request for access to your records, you have a 
right of review (except for information provided to me confidentially by others) which I will discuss with you upon request. 
 
The second section of your file contains my psychotherapy notes (also known as process notes). These notes are for my own 
use and are designed to assist me in providing you with the best treatment. While the contents of psychotherapy notes vary 
from client to client, they can include the contents of our conversations, my analysis of those conversations, and how they 
impact on your therapy. They also contain particularly sensitive information that you may reveal to me that is not required 
to be included in your Protected Health Information. They may also include information supplied to me confidentially by 
others. These psychotherapy notes are kept separate from your Protected Health Information. Your psychotherapy notes are 
not available to you and cannot be sent to anyone else, including insurance companies (if you choose to use one) without 
your written, signed Authorization. Insurance companies cannot require your authorization as a condition of coverage nor 
penalize you in any way for your refusal to provide it. 
 
CLIENT RIGHTS: HIPAA provides you with several new or expanded rights with regard to your clinical record and 
disclosures of Protected Health Information. These rights include requesting that I amend your record; requesting 
restrictions on what information from your clinical record is disclosed to others; requesting an accounting of most 
disclosures of Protected Health Information that you have neither consented to nor authorized; determining the location to 
which protected information disclosures are sent; having any complaints you make about my policies and procedures 
recorded in your records; and the right to a paper copy of this Agreement and the Notice Form. I am happy to discuss any of 
these rights with you. 
 
MINORS & PARENTS: Clients under 18 years of age who are not emancipated and their parents should be aware that the 
law allows parents to examine their child’s treatment records unless I believe that doing so would endanger the child or we 
agree otherwise. Because privacy in psychotherapy is often crucial to successful progress, particularly with teenagers, it is 
sometimes my policy to request an agreement from parents that they consent to give up their access to their child’s records. 
If they agree, during treatment, I will provide them only with general information about the progress of the child’s 
treatment, and his/her attendance at scheduled sessions. I will also provide parents with a summary of their child’s treatment 
when it is complete. Any other communication will require the child’s Authorization, unless I feel that the child is in danger 
or is a danger to someone else, in which case, I will notify the parents of my concern. Before giving parents any 
information, I will discuss the matter with the child, if possible, and do my best to handle any objections he/she may have. 
 
BILLING AND PAYMENTS: You will be expected to pay for each session at the time it is held, unless we agree otherwise 
or unless you have coverage that requires another arrangement. Payment schedules for other professional services will be 
agreed to when they are requested. In circumstances of unusual financial hardship, I may be willing to negotiate a fee 
adjustment or payment installment plan. 
 
If your account has not been paid for more than 60 days and arrangements for payment have not been agreed upon, I have 
the option of using legal means to secure the payment. This may involve hiring a collection agency or going through small 
claims court which will require me to disclose otherwise confidential information. In most collection situations, the only 
information I release regarding a client’s treatment is his/her name, the nature of services provided, and the amount due. If 
such legal action is necessary, its costs will be included in the claim. 
 
INSURANCE REIMBURSEMENT: In order for us to set realistic treatment goals and priorities, it is important to 
evaluate what resources you have available to pay for your treatment. If you have a health insurance policy, it will usually 
provide some coverage for mental health treatment. I will fill out forms and provide you with whatever assistance I can in 
helping you receive the benefits to which you are entitled; however, you (not your insurance company) are responsible for 
full payment of my fees. It is very important that you find out exactly what mental health services your insurance policy 
covers. 
 
You should also be aware that your contract with your health insurance company requires that I provide it with information 
relevant to the services that I provide to you. I am required to provide a clinical diagnosis. Sometimes I am required to 



provide additional clinical information such as treatment plans or summaries, or copies of your entire clinical record. In 
such situations, I will make every effort to release only the minimum information about you that is necessary for the 
purpose requested. This information will become part of the insurance company files and will probably be stored in their 
computer. In some cases, they may share the information with a national medical information databank. As with many 
medical conditions, a history of treatment might affect the purchase of new insurance in the future. I will provide you with a 
copy of any report I submit, if you request it. By signing this Agreement, you agree that I can provide requested information 
to your carrier.  
 
Once we have all of the information about your insurance coverage, we will discuss what we can expect to accomplish with 
the benefits that are available and what will happen if they run out before you feel ready to end your sessions. It is important 
to remember that you always have the right to pay for my services yourself to avoid the problems described above.  
 
DISCONTINUATION OF TREATMENT: Either of us may elect to discontinue treatment at any time. It is desirable to 
have a final closing session if a decision to discontinue treatment is made. If the decision to discontinue is made, I will be 
glad to provide you with names of other referral sources if you so desire. 
 
YOUR SIGNATURE BELOW INDICATES THAT YOU HAVE READ THIS AGREEMENT AND AGREE TO ITS 
TERMS AND ALSO SERVES AS AN ACKNOWLEDGEMENT THAT YOU HAVE SEEN A COPY OF THE HIPAA 
WISCONSIN NOTICE FORM DESCRIBED ABOVE. 

 
Date:___________________________ 
 
Printed Name: ________________________________________ 
 
Signature: ____________________________________________ 



JSJ Therapy 
Jasmine St. John, MS, LMFT 
700 Rayovac Dr, Suite 103 

Madison, WI 53711 
 

 
Acknowledgment of Receipt of Notice of Informed Consent 

 
*You may refuse to sign this acknowledgment* 

 
I hereby acknowledge that I have received a copy of, read and understand this office’s 
Informed Consent to Treatment Document. 
 
 
Print Name _________________________________________________________ 
 
 
Signature __________________________________________________________ 
 
 
Date ______________________ 
 
 
If Client is a Minor this form must also be signed by a parent or legal guardian. 
 
 
Print Name _________________________________________________________ 
 
 
Signature __________________________________________________________ 
 
 
Date ______________________ 
 
 

FOR OFFICE USE ONLY 
 
We attempted to obtain written acknowledgment of receipt of our Notice of Private Practice 
Informed Consent, but acknowledgment could not be obtained because: 
 
□ Individual refused to sign 
□ An emergency situation prevented us from obtaining acknowledgment 
□ Other 
 
 
 
Name:         Date : 
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Notice of Privacy Practices 
 
I. THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU 
CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. 
    
II. I HAVE A LEGAL DUTY TO SAFEGUARD YOUR PROTECTED HEALTH INFORMATION (PHI) 
 
I am legally required to protect the privacy of your PHI, which includes information that can be used to identify you that 
I've created or received about your past, present, or future health or condition, the provision of health care to you, or the 
payment of this health care. I must provide you with this Notice about my privacy practices, and such Notice must explain 
how, when, and why I will “use” and “disclose” your PHI. A “use” of PHI occurs when I share, examine, utilize, apply, or 
analyze such information within my practice; PHI is “disclosed” when it is released, transferred, has been given to, or is 
otherwise divulged to a third party outside of my practice. With some exceptions, I may not use or disclose any more of 
your PHI than is necessary to accomplish the purpose for which the use or disclosure is made. And, I am legally required to 
follow the privacy practices described in this Notice. However, I reserve the right to change the terms of this Notice and my 
privacy policies at any time. Any changes will apply to PHI on file with me already. Before I make any important changes to 
my policies, I will promptly change this Notice and post a new copy of it in my office and on my website (if applicable). You 
can also request a copy of this Notice from me, or you can view a copy of it in my office. 
 
III. HOW I MAY USE AND DISCLOSE YOUR PHI. 
I will use and disclose your PHI for many different reasons. For some of these uses or disclosures, I will need your prior 
written authorization; for others, however, I do not. Listed below are the different categories of my uses and disclosures 
along with some examples of each category. 
 
A. Uses and Disclosures Relating to Treatment, Payment, or Health Care Operations Do Not Require Your Prior Written 
Consent. 
I can use and disclose your PHI without your consent for the following reasons: 
 
1. For Treatment. I can use your PHI within my practice to provide you with mental health treatment, including discussing 
or sharing your PHI with my trainees and interns. I can disclose your PHI to physicians, psychiatrists, psychologists, and 
other licensed health care providers who provide you with health care services or are involved in your care. For example, if 
a psychiatrist is treating you, I can disclose your PHI to your psychiatrist to coordinate your care. 
2. To Obtain Payment for Treatment. I can use and disclose your PHI to bill and collect payment for the treatment and 
services provided by me to you. For example, I might send your PHI to your insurance company or health plan (only if you 
use that as a payment source) to get paid for the health care services that I have provided to you. I may also provide your 
PHI to my business associates, such as billing companies, claims processing companies, and others that process my health 
care claims. 
3. For Health Care Operations. I can use and disclose your PHI to operate my practice. For example, I might use your PHI to 
evaluate the quality of health care services that you received or to evaluate the performance of the health care 
professionals who provided such services to you. I may also provide your PHI to my accountant, attorney, consultants, or 
others to further my health care operations. 
4. Patient Incapacitation or Emergency. I may also disclose your PHI to others without your consent if you are incapacitated 
or if an emergency exists. For example, your consent isn't required if you need emergency treatment, as long as I try to get 
your consent after treatment is rendered, or if I try to get your consent but you are unable to communicate with me (for 
example, if you are unconscious or in severe pain) and I think that you would consent to such treatment if you were able to 
do so. 
 
B. Certain Other Uses and Disclosures Also Do Not Require Your Consent or Authorization. 
 
I can use and disclose your PHI without your consent or authorization for the following reasons: 
 

1. When federal, state, or local laws require disclosure. For example, I may have to make a disclosure to applicable 
governmental officials when a law requires me to report information to government agencies and law enforcement 
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personnel about victims of abuse or neglect. 
2. When judicial or administrative proceedings require disclosure. For example, if you are involved in a lawsuit or a claim 
for workers’ compensation benefits, I may have to use or disclose your PHI in response to a court or administrative order. I 
may also have to use or disclose your PHI in response to a subpoena. 
3. When law enforcement requires disclosure. For example, I may have to use or disclose your PHI in response to a search 
warrant. 
4. When public health activities require disclosure. 
5. When health oversight activities require disclosure. For example, I may have to provide information to assist the 
government in conducting an investigation or inspection of a health care provider or organization. 
6. To avert a serious threat to health or safety. For example, I may have to use or disclose your PHI to avert a serious threat 
to the health or safety of others. However, any such disclosures will only be made to someone able to prevent the 
threatened harm from occurring. 
7. For specialized government functions. If you are in the military, I may have to use or disclose your PHI for national 
security purposes, including protecting the President of the United States or conducting intelligence operations. 
8. To remind you about appointments and to inform you of health‐related benefits or services. For example, I may have to 
use or disclose your PHI to remind you about your appointments, or to give you information about treatment alternatives, 
other health care services, or other health care benefits that I offer that may be of interest to you. 
 
C. Certain Uses and Disclosures Require You to Have the Opportunity to Object. 
Disclosures to Family, Friends, or Others. I may provide your PHI to a family member, friend, or other person that you 
indicate and approve is involved in your care or the payment for your health care, unless you object in whole or in part. 
The opportunity to consent may be obtained retroactively in emergency situations. 
 
D. Other Uses and Disclosures Require Your Prior Written Authorization. 
In any other situation not described in sections III A, B, and C above, I will need your written authorization before using or 
disclosing any of your PHI. If you choose to sign an authorization to disclose your PHI, you can later revoke such 
authorization in writing to stop any future uses and disclosures (to the extent that I haven't taken any action in reliance on 
such authorization) of your PHI by me. 
 
IV. WHAT RIGHTS YOU HAVE REGARDING YOUR PHI 
You have the following rights with respect to your PHI: 
 
A. The Right to Request Restrictions on My Uses and Disclosures. 
You have the right to request restrictions or limitations on my uses or disclosures of your PHI to carry out my treatment, 
payment, or health care operations. You also have the right to request that I restrict or limit disclosures of your PHI to 
family members or friends or others involved in your care or who are financially responsible for your care. Please submit 
such requests to me in writing. I will consider your requests, but I am not legally required to accept them. If I do accept 
your requests, I will put them in writing and I will abide by them, except in emergency situations. However, be advised, 
that you may not limit the uses and disclosures that I am legally required to make. 
 
B. The Right to Choose How I Send PHI to You. 
You have the right to request that I send confidential information to you to at an alternate address (for example, sending 
information to your work address rather than your home address) or by alternate means (for example, e‐mail instead of 
regular mail). I must agree to your request so long as it is reasonable and you specify how or where you wish to be 
contacted, and, when appropriate, you provide me with information as to how payment for such alternate 
communications will be handled. I may not require an explanation from you as to the basis of your request as a condition 
of providing communications on a confidential basis. 
 
C. The Right to Inspect and Receive a Copy of Your PHI. 
In most cases, you have the right to inspect and receive a copy of the PHI that I that I have on you, but you must make the 
request to inspect and receive a copy of such information in writing. If I don't have your PHI but I know who does, I will tell 
you how to get it. I will respond to your request within 30 days of receiving your written request. In certain situations, I 
may deny your request. If I do, I will tell you, in writing, my reasons for the denial and explain your right to have my denial 
reviewed. If you request copies of your PHI, I will charge you not more than $.25 for each page. Instead of providing the 
PHI you requested, I may provide you with a summary or explanation of the PHI as long as you agree to that and to the 
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cost in advance. 
 

D. The Right to Receive a List of the Disclosures I Have Made. 
You have the right to receive a list of instances, i.e., an Accounting of Disclosures, in which I have disclosed your PHI. The 
list will not include disclosures made for my treatment, payment, or health care operations; disclosures made to you; 
disclosures you authorized; disclosures incident to a use or disclosure permitted or required by the federal privacy rule; 
disclosures made for national security or intelligence; disclosures made to correctional institutions or law enforcement 
personnel; or, disclosures made before June 5, 2008. I will respond to your request for an Accounting of Disclosures within 
60 days of receiving such request. The list I will give you will include disclosures made in the last six years unless you 
request a shorter time. The list will include the date the disclosure was made, to whom the PHI was disclosed (including 
their address, if known), a description of the information disclosed, and the reason for the disclosure. I will provide the list 
to you at no charge, but if you make more than one request in the same year, I may charge you a reasonable, cost‐based 
fee for each additional request. 
 
E. The Right to Amend Your PHI. 
If you believe that there is a mistake in your PHI or that a piece of important information is missing, you have the right to 
request that I correct the existing information or add the missing information. You must provide the request and your 
reason for the request in writing. I will respond within 60 days of receiving your request to correct or update your PHI. I 
may deny your request in writing if the PHI is (i) correct and complete, (ii) not created by me, (iii) not allowed to be 
disclosed, or (iv) not part of my records. My written denial will state the reasons for the denial and explain your right to file 
a written statement of disagreement with the denial. If you don't file one, you have the right to request that your request 
and my denial be attached to all future disclosures of your PHI. If I approve your request, I will make the change to your 
PHI, tell you that I have done it, and tell others that need to know about the change to your PHI. 
 
F. The Right to Receive a Paper Copy of this Notice. 
You have the right to receive a paper copy of this notice even if you have agreed to receive it via e‐mail, or read it on the 
web. 
 
V. HOW TO COMPLAIN ABOUT OUR PRIVACY PRACTICES 
If you think that I may have violated your privacy rights, or you disagree with a decision I made about access to your PHI, 
you may file a complaint with the person listed in Section Vl below. You also may send a written complaint to the Secretary 
of the Department of Health and Human Services at 200 Independence Avenue S.W., Washington, D.C. 20201. I will take no 
retaliatory action against you if you file a complaint about my privacy practices. 
 
VI. PERSON TO CONTACT FOR INFORMATION ABOUT THIS NOTICE OR TO COMPLAIN ABOUT MY PRIVACY PRACTICES 
If you have any questions about this notice or any complaints about my privacy practices, or would like to know how to file 
a complaint with the Department of Health and Human Services, please contact me at: 700 Rayovac Dr, Suite 103, 
Madison, WI 53711. 
 
VlI. EFFECTIVE DATE OF THIS NOTICE 
Privacy Officer: Jasmine St. John, MS, LMFT 
This notice went into effect on June 1, 2011 
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Acknowledgment of Receipt of Notice of Informed Consent 

 
*You may refuse to sign this acknowledgment* 

 
I hereby acknowledge that I have received a copy of, read and understand this office’s 
Informed Consent to Treatment Document. 
 
 
Print Name _________________________________________________________ 
 
 
Signature __________________________________________________________ 
 
 
Date ______________________ 
 
 
If Client is a Minor this form must also be signed by a parent or legal guardian. 
 
 
Print Name _________________________________________________________ 
 
 
Signature __________________________________________________________ 
 
 
Date ______________________ 
 
 

FOR OFFICE USE ONLY 
 
We attempted to obtain written acknowledgment of receipt of our Notice of Private Practice 
Informed Consent, but acknowledgment could not be obtained because: 
 
□ Individual refused to sign 
□ An emergency situation prevented us from obtaining acknowledgment 
□ Other 
 
 
 
Name:         Date : 
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700 Rayovac Dr, Suite 103 
Madison, WI 53711 

 

Client Bill of Rights 

 

● You have the right to consult as many therapists as necessary until you find someone you feel is 
appropriate for you. If you are in a crisis that endangers you, it is important to connect with 
someone who can help you address the crisis immediately. You have the right to select another 
therapist, however, at any point it seems appropriate to you. 

● You have the right to be treated with respect at all times and to ask your therapist questions 
about things that are important for you to know. 

● You have the right to work with a therapist who acknowledges personal values and who will not 
impose them on you. You have the right to your own sexual choice, lifestyle, body size, spiritual 
orientation, personal values and the right to full support in finding your own way. 

● You have the right to ask about your therapist’s training and licensing, theoretical orientation, 
use of techniques, professional experience and personal therapy. 

● You have the right to know your therapist’s attitude regarding medication and to discuss the 
pros and cons of whether to take it. Only a medical doctor can prescribe medication. 

● You have the right to contract with a therapist for a certain number of sessions to work on a 
specific goal even though many concerns are more suited to an open-ended process or your 
therapist may be oriented toward longer term work. 

● You have the right to request that your therapist consult others in your behalf and to grant or 
deny permission if your therapist requests this. 

● You have the right to refuse to answer any questions or give any information. It is usually 
helpful in the process of therapy to develop a relationship together that allows for confidential 
sharing of information. 

● You have the right to consult with anyone else even if your present therapist does not agree with 
your need to do this. You have the right to consider and accept or reject all feedback, 
remembering that it is vital to trust your own feelings and use your own judgment. 

● You have the right to stop therapy when you choose to, whether or not your therapist agrees. It 
is almost always worthwhile to discuss your readiness to stop therapy with your therapist; 
however, the decision is always yours. 

 

You have the right to grow and change even if it makes others uncomfortable. 

 



Client name                           Client ID#       Date     
 

BIOPSYCHOSOCIAL HISTORY 
PRESENTING PROBLEMS 
Presenting problems   Duration (months)   Additional information: 

               
               
               
 
 
CURRENT SYMPTOM CHECKLIST (Rate intensity of symptoms currently present) 
None  This symptom not present at this time  •  Mild  Impacts quality of life, but no significant impairment of day-to-day functioning 
Moderate  Significant impact on quality of life and/or day-to-day functioning  •  Severe  Profound impact on quality of life and/or day-to-day functioning 
 
 None Mild Moderate Severe None Mild Moderate Severe  None Mild Moderate Severe 

depressed mood [  ] [  ] [  ] [  ] bingeing/purging [  ] [  ] [  ] [  ] guilt [  ] [  ] [  ] [  ] 

appetite disturbance [  ] [  ] [  ] [  ] laxative/diuretic abuse [  ] [  ] [  ] [  ] elevated mood [  ] [  ] [  ] [  ] 

sleep disturbance [  ] [  ] [  ] [  ] anorexia [  ] [  ] [  ] [  ] hyperactivity [  ] [  ] [  ] [  ] 

elimination disturbance [  ] [  ] [  ] [  ] paranoid ideation [  ] [  ] [  ] [  ] dissociative states [  ] [  ] [  ] [  ] 

fatigue/low energy [  ] [  ] [  ] [  ] circumstantial symptoms [  ] [  ] [  ] [  ] somatic complaints [  ] [  ] [  ] [  ] 

psychomotor retardation [  ] [  ] [  ] [  ] loose associations [  ] [  ] [  ] [  ] self-mutilation [  ] [  ] [  ] [  ] 

poor concentration [  ] [  ] [  ] [  ] delusions [  ] [  ] [  ] [  ] significant weight gain/loss [  ] [  ] [  ] [  ] 

poor grooming [  ] [  ] [  ] [  ] hallucinations [  ] [  ] [  ] [  ] concomitant medical condition [  ] [  ] [  ] [  ] 

mood swings [  ] [  ] [  ] [  ] aggressive behaviors [  ] [  ] [  ] [  ] emotional trauma victim [  ] [  ] [  ] [  ] 

agitation [  ] [  ] [  ] [  ] conduct problems [  ] [  ] [  ] [  ] physical trauma victim [  ] [  ] [  ] [  ] 

emotionality [  ] [  ] [  ] [  ] oppositional behavior [  ] [  ] [  ] [  ] sexual trauma victim [  ] [  ] [  ] [  ] 

irritability [  ] [  ] [  ] [  ] sexual dysfunction [  ] [  ] [  ] [  ] emotional trauma perpetrator [  ] [  ] [  ] [  ] 

generalized anxiety [  ] [  ] [  ] [  ] grief [  ] [  ] [  ] [  ] physical trauma perpetrator [  ] [  ] [  ] [  ] 

panic attacks [  ] [  ] [  ] [  ] hopelessness [  ] [  ] [  ] [  ] sexual trauma perpetrator [  ] [  ] [  ] [  ] 

phobias [  ] [  ] [  ] [  ] social isolation [  ] [  ] [  ] [  ] substance abuse [  ] [  ] [  ] [  ] 

obsessions/compulsions [  ] [  ] [  ] [  ] worthlessness [  ] [  ] [  ] [  ] other (specify)   [  ] [  ] [  ] [  ] 

 
 
EMOTIONAL/PSYCHIATRIC HISTORY 
[  ] [  ] Prior outpatient psychotherapy? 
No Yes If yes, on  occasions. Longest treatment by    for   sessions from  /  to  /  
 Provider Name  Month/Year Month/Year 
 
 Prior provider name City State Phone Diagnosis Intervention/Modality Beneficial? 

               

                 

 [  ] [  ] Has any family member had outpatient psychotherapy? If yes, who/why (list all):       
 No Yes                

 [  ] [  ] Prior inpatient treatment for a psychiatric, emotional, or substance use disorder? 
No Yes If yes, on  occasions. Longest treatment at      from  /  to  /  
 Name of facility  Month/Year Month/Year 
 
 Inpatient facility name City State Phone Diagnosis Intervention/Modality Beneficial? 

               

                 
 
[  ] [  ] Has any family member had inpatient treatment for a psychiatric, emotional, or substance use disorder? If yes,  
No Yes who/why (list all):              
 
[  ] [  ] Prior or current psychotropic medication usage? If yes: 
No Yes Medication Dosage Frequency Start date End date Physician Side effects Beneficial? 
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[  ] [  ] Has any family member used psychotropic medications? If yes, who/what/why (list all):      
No Yes                
 
FAMILY HISTORY 
FAMILY OF ORIGIN 
 
Present during childhood: Parents' current marital status: Describe parents: 
 Present Present Not [  ] married to each other Father Mother 
 entire part of present [  ] separated for   years full name      
 childhood childhood at all [  ] divorced for   years occupation      
mother [  ] [  ] [  ] [  ] mother remarried   times education      
father [  ] [  ] [  ] [  ] father remarried   times general health      
stepmother [  ] [  ] [  ] [  ] mother involved with someone 
stepfather [  ] [  ] [  ] [  ] father involved with someone Describe childhood family experience: 
brother(s) [  ] [  ] [  ] [  ] mother deceased for   years [  ] outstanding home environment 
sister(s) [  ] [  ] [  ] age of patient at mother's death   [  ] normal home environment 
other (specify) [  ] [  ] [  ] [  ] father deceased for   years [  ] chaotic home environment 
  age of patient at father's death   [  ] witnessed physical/verbal/sexual abuse toward others 
 [  ] experienced physical/verbal/sexual abuse from others 
 
Age of emancipation from home:    Circumstances:           
                
                
 
Special circumstances in childhood:              
                
                
 

IMMEDIATE FAMILY 
Marital status: Intimate relationship: List all persons currently living in patient's household: 
[  ] single, never married [  ] never been in a serious relationship Name Age Sex Relationship to patient 
[  ] engaged   months [  ] not currently in relationship           
[  ] married for   years [  ] currently in a serious relationship           
[  ] divorced for   years           
[  ] separated for   years Relationship satisfaction: List children not living in same household as patient: 
[  ] divorce in process   months [  ] very satisfied with relationship           
[  ] live-in for   years [  ] satisfied with relationship           
[  ]   prior marriages (self) [  ] somewhat satisfied with relationship           
[  ]   prior marriages (partner) [  ] dissatisfied with relationship 
 [  ] very dissatisfied with relationship Frequency of visitation of above:     
 
Describe any past or current significant issues in intimate relationships:          
                
                
                
 
Describe any past or current significant issues in other immediate family relationships:        
                
                
                
 
MEDICAL HISTORY (check all that apply for patient) 
Describe current physical health:  [  ] Good [  ] Fair [  ] Poor Is there a history of any of the following in the family: 
  [  ] tuberculosis [  ] heart disease 
List name of primary care physician: [  ] birth defects [  ] high blood pressure 
Name   Phone   [  ] emotional problems [  ] alcoholism 
 [  ] behavior problems [  ] drug abuse 
List name of psychiatrist: (if any): [  ] thyroid problems [  ] diabetes 
Name   Phone   [  ] cancer [  ] Alzheimer's disease/dementia 
 [  ] mental retardation [  ] stroke 
List any medications currently being taken (give dosage & reason): [  ] other chronic or serious health problems     
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  Describe any serious hospitalization or accidents: 
 Date   Age   Reason     
List any known allergies:   Date   Age   Reason     
 Date:   Age   Reason     
List any abnormal lab test results: 
Date   Result     
Date   Result     
 

SUBSTANCE USE HISTORY (check all that apply for patient) 

Family alcohol/drug abuse history: Substances used: Current Use 
 (complete all that apply) First use age Last use age (Yes/No) Frequency Amount 
[  ] father [  ] stepparent/live-in [  ] alcohol           
[  ] mother [  ] uncle(s)/aunt(s) [  ] amphetamines/speed           
[  ] grandparent(s) [  ] spouse/significant other [  ] barbiturates/owners           
[  ] sibling(s) [  ] children [  ] caffeine           
[  ] other   [  ] cocaine           
 [  ] crack cocaine           
Substance use status: [  ] hallucinogens (e.g., LSD)           
 [  ] inhalants (e.g., glue, gas)           
[  ] no history of abuse [  ] marijuana or hashish           
[  ] active abuse [  ] nicotine/cigarettes           
[  ] early full remission [  ] PCP           
[  ] early partial remission [  ] prescription            
[  ] sustained full remission [  ] other            
[  ] sustained partial remission 
 
Treatment history: Consequences of substance abuse (check all that apply): 
 
[  ] outpatient (age[s] ) [  ] hangovers [  ] withdrawal symptoms [  ] sleep disturbance [  ] binges 
[  ] inpatient (age[s] ) [  ] seizures [  ] medical conditions [  ] assaults [  ] job loss 
[  ] 12-step program (age[s] ) [  ] blackouts [  ] tolerance changes [  ] suicidal impulse [  ] arrests 
[  ] stopped on own (age[s] ) [  ] overdose [  ] loss of control amount used [  ] relationship conflicts 
[  ] other (age[s]  [  ] other          
 describe:    
 

DEVELOPMENTAL HISTORY (check all that apply for a child/adolescent patient) 

Problems during Birth: Childhood health: 

mother's pregnancy: [  ] normal delivery [  ] chickenpox (age  ) [  ] lead poising (age  ) 

 [  ] difficult delivery [  ] German measles (age  ) [  ] mumps (age  ) 

[  ] none [  ] cesarean delivery [  ] red measles (age  ) [  ] diphtheria (age  ) 

[  ] high blood pressure [  ] complications   [  ] rheumatic fever (age  ) [  ] poliomyelitis (age  ) 
[  ] kidney infection   [  ] whooping cough (age  ) [  ] pneumonia (age  ) 
[  ] German measles birth weight  lbs  oz. [  ] scarlet fever (age  ) [  ] tuberculosis (age  ) 
[  ] emotional stress [  ] autism [  ] mental retardation 
[  ] bleeding Infancy: [  ] ear infections [  ] asthma 
[  ] alcohol use [  ] feeding problems [  ] allergies to         
[  ] drug use [  ] sleep problems [  ] significant injuries        
[  ] cigarette use [  ] toilet training problems [  ] chronic, serious health problems       
[  ] other          
 
Delayed developmental milestones (check only Emotional / behavior problems (check all that apply): 
those milestones that did not occur at expected age): 
 [  ] drug use [  ] repeats words of others [  ] distrustful 
[  ] sitting [  ] controlling bowels [  ] alcohol abuse [  ] not trustworthy [  ] extreme worrier 
[  ] rolling over [  ] sleeping alone [  ] chronic lying [  ] hostile/angry mood [  ] self-injurious acts 
[  ] standing [  ] dressing self [  ] stealing [  ] indecisive [  ] impulsive 
[  ] walking [  ] engaging peers [  ] violent temper [  ] immature [  ] easily distracted 
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[  ] feeding self [  ] tolerating separation [  ] fire-setting [  ] bizarre behavior [  ] poor concentration 
[  ] speaking words [  ] playing cooperatively [  ] hyperactive [  ] self-injurious threats [  ] often sad 
[  ] speaking sentences [  ] riding tricycle [  ] animal cruelty [  ] frequently tearful [  ] breaks things 
[  ] controlling bladder [  ] riding bicycle [  ] assaults others [  ] frequently daydreams [  ] other    
[  ] other                   [  ] disobedient             [  ] lack of attachment                   _________________ 
 

Social interaction (check all that apply): Intellectual / academic functioning (check all that apply): 

[  ] normal social interaction [  ] inappropriate sex play [  ] normal intelligence [  ] authority conflicts [  ] mild retardation 
[  ] isolates self [  ] dominates others [  ] high intelligence [  ] attention problems [  ] moderate retardation 
[  ] very shy [  ] associates with acting-out peers [  ] learning problems [  ] underachieving [  ] severe retardation 
[  ] alienates self [  ] other   Current  or highest education level       
 
Describe any other developmental problems or issues:            
                

 

SOCIO-ECONOMIC  HISTORY (check all that apply for patient) 

Living situation: Social support system: Sexual history: 

[  ] housing adequate [  ] supportive network [  ] heterosexual orientation [  ] currently sexually dissatisfied 

[  ] homeless [  ] few friends [  ] homosexual orientation [  ] age first sex experience   

[  ] housing overcrowded [  ] substance-use-based friends [  ] bisexual orientation [  ] age first pregnancy/fatherhood   

[  ] dependent on others for housing [  ] no friends [  ] currently sexually active [  ] history of promiscuity age   to   

[  ] housing dangerous/deteriorating [  ] distant from family of origin [  ] currently sexually satisfied [  ] history of unsafe sex age   to   

[  ] living companions dysfunctional Additional information:       
 Military history: 

Employment: [  ] never in military Cultural/spiritual/recreational history: 

[  ] employed and satisfied [  ] served in military - no incident cultural identity (e.g., ethnicity, religion):     

[  ] employed but dissatisfied [  ] served in military - with incident          

[  ] unemployed   describe any cultural issues that contribute to current problem:   

[  ] coworker conflicts          

[  ] supervisor conflicts Legal history: currently active in community/recreational activities? Yes [  ] No [  ] 

[  ] unstable work history [  ] no legal problems formerly active in community/recreational activities? Yes [  ] No [  ] 

[  ] disabled:   [  ] now on parole/probation currently engage in hobbies? Yes [  ] No [  ] 
 [  ] arrest(s) not substance-related currently participate in spiritual activities? Yes [  ] No [  ] 
Financial situation: [  ] arrest(s) substance-related if answered "yes" to any of above, describe:     
[  ] no current financial problems [  ] court ordered this treatment          

[  ] large indebtedness [  ] jail/prison   time(s)          

[  ] poverty or below-poverty income total time served:    

[  ] impulsive spending describe last legal difficulty:   

[  ] relationship conflicts over finances      

 
SOURCES OF DATA PROVIDED ABOVE: [  ] Patient self-report for all  [  ] A variety of sources (if so, check appropriate sources 
below): 

Presenting Problems/Symptoms Family History Developmental History 

[  ] patient self-report [  ] patient self-report [  ] patient self-report 
[  ] patient’s parent/guardian [  ] patient's parent/guardian [  ] patient's parent/guardian 
[  ] other (specify)   [  ] other (specify)   [  ] other (specify)     

Emotional/Psychiatric History Medical/Substance Use History Socioeconomic History 

[  ] patient self-report [  ] patient self-report [  ] patient self-report 
[  ] patient’s parent/guardian [  ] patient's parent/guardian [  ] patient's parent/guardian 
[  ] other (specify)   [  ] other (specify)   [  ] other (specify)     

 




