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Notice of Privacy Practice and Disclosure of Information:

| have received a copy of the Notice of Privacy Practices for Protected Health Information.

| understand that my health information (including mental health information) may be disclosed for the purposes of
treatment, for obtaining payment from my insurance carriers, and/or to other qualified health care professionals, with my
written authorization, within limits of the law.

| understand that according to Minnesota law, | may choose to pay for services if | do not wish my health information to be
given to my insurance company. | agree to notify this office about my wishes regarding payment and | understand that if |
fail to pay for the services, the information will be sent to my insurance catrrier.

Cancellations:

For self-pay or non-state funded insurance, $75 charge for late cancellations (appointments canceled with less than 24
hours’ notice) or no-shows, which must be paid before scheduling future appointments. For state-funded insurance, 2 no-
shows may result in referrals to other providers.

Nondiscrimination Policy:
This facility will treat clients within its capabilities, regardless of race, national origin, religious belief, gender, sexual
orientation, marital status, age, veteran’s status, political beliefs, or disability.

Communications:

Check ALL items that apply to you. Non-urgent results, confirmation, and general information / instructions regarding your
health care can be left on:

A message at my preferred number

Preferred phone voicemail / text message

| Email (circle: work / personal)

| Do NOT leave any messages on my home, work or cell phone

I ation regarding non-urgent results confirmation and general information/instructions regarding my health care can
be shared with and via the following:

Name Relationship Phone number

Client/Parent Signature(s) Date

Print Name(s)



74
VA’”W{' Valentine Counseling Services, LLC
@/’/J(%;/// 1818 Wooddale drive suite 201 Woodbury, MN 55125
£4

Phone: 651 440-6669
Valentinecounseling.com

ervices

Consent for Treatment
Initial each section and sign at the end of this form.
: Valentine Counseling Services team (VCS team) and services offered as such:
e Offers sessions for individual, couple, and/or family therapy
e Makes appropriate referrals according to professional standards of practice if more in-depth psychotherapy or
medications are needed
e Expects that you call 911 or go to the nearest hospital emergency room, or dial 988 for the Suicide and Crisis Lifeline

: VCS team will keep a confidential file about my/our appointments and proceedings. Release of
confidential information requires my/our signature on a statement of release with the following notable
exceptions:

e Significant indicators that a minor/child or vulnerable adult is being abused or neglected

e Significant indicators that a pregnant female is abusing drugs

e Significant indicators of a clear and present danger to the health and safety of an identifiable individual (you or
someone else)

o If a court of law issues a legitimate court order (signed by a judge), VCS team is required by law to provide the
information specifically described in that order

e Results of treatment for court-ordered therapy must be revealed to the court

e If you choose to pay through insurance, your insurance can request your records at any time

Should VCS team find or have reasonable belief that any of these above conditions are present, I/we expect that they will

break confidentiality in order to protect me/us and/or others.

: Your situation may be reviewed during consultations with other mental health professionals / providers in
order to provide you with the best possible ongoing services. Identifying information will not be disclosed.

: VCS team will not participate in testifying for or against either one of you, nor will they voluntarily or
involuntarily participate in any court proceedings you may be a party to in any court in this state or elsewhere.

: Before your first session, we require each client to put a credit/debit card on file via lvy Pay.

: Fees: $200 per one hour session. Full, deductible, or co-payment is to be made by cash, check, or card due at
each session. Tele-therapy is billed at the full, private pay rate.
- 1 understand these rates may change at any time and | am responsible for payment.
. | am electing to self-pay and not bill insurance for services at this time.

: Cancellations, no-shows, unpaid balances:

Cancellations or changes must be arranged 24 hours in advance
Late Cancellation or No-show fee is $75.00, which must be paid before scheduling future appointments
Running a balance is not permissible
VCS team has the right to seek legal recourse to recover any unpaid balance which requires disclosing personal
information

. If utilizing insurance, | understand that | am responsible for knowing what my insurance covers, what
charges | am responsible for, and when my insurance renews or changes

: lunderstand that | am responsible for all unpaid balances or costs not covered by insurance

: There is no guarantee that benefits will be received from individual, couple, and/or family therapy. In
addition, while exploring personal issues and making life changes, you might experience emotional pain,
discomfort, and anxiety. You have the right to decide what to talk about and work on in and out of therapy.
Nevertheless, your active participation will have the greatest positive effect on the outcome of therapy.
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Consent to use Al for session documentation

We are committed to providing the best possible care for you, and as part of this commitment,
we are continually looking for ways to enhance our services.

We would like to inform you about a new technology we are using called , which is an Al tool
that assists us in generating clinicial notes. This tool works by recording the session, then
formulating a written summary. This note is then reviewed and approved by your therapist.

We want to assure you that your privacy is our utmost priority. The Al tool adheres strictly to
HIPPA compliance guidlines to ensure your data is secured and protected.

This tool allows us to focus more on you, the client, and less on the computer documentation.

Your participation is completely voluntary. If you agree to the use of Al, please sign and date the
form below.

This Consent is in effect until the end of treatment. Please sign this page to consent for treatment

Your sighature(s) and initials indicate that you have had the opportunity to ask questions, had questions
answered to your satisfaction, understand and agree to these terms, and are aware that you are free to
discontinue services at any time.

Client/Parent Sigature(s)

Print Name(s) Date
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Telehealth Informed Consent

From time to time, it is convenient or necessary to conduct a therapy session or consultation via telehealth. Even if you do
not intend to engage in regular telehealth appointments, we ask all clients to review and sight this form in case the need

arises.

By signing this form, | consent to engage in telehealth with Valentine Counseling Services, LLC. As part of the therapy
process. | understand that telehealth may include mental health evaluation, assessment, consultation, treatment planning,
and therapy. Telehealth will occur primarily through secure interactive audio, video, telephone and/or audio/video
communications as determined by my therapist.

I understand | have the following rights with respect to telehealth:

1.

2.

I have the right to withhold or remove consent at any time without affecting my right to future care or treatment or
endangering the loss/withdrawal of any program benefits to which | would otherwise be eligible.

The laws that protect the confidentiality of my personal information also apply ot telehealth. As such, | understand
that the information released by me during my sessions is generally confidential. Thera re both mandatory and
permissive expectations to confidentiality including but not limited to reporting child and vulnerable adult abuse,
expressed imminent haram to oneself or others, or as a part of legal proceedings where information is requested
by a court of law. | also understand that the dissemination of any personally identifiable images or information
from the telehealth interaction to other entities shall not occur without my written consent.

| understand there are risks and consequences from telehealth including but not limited to the possibility, despite
reasonable efforts on the part of VCS, that the transmission of my personal information could be disrupted or
distorted by technical failures and/or the transmission of my personal information could be interrupted by
unauthorized persons.

I understand that | may benefit from telehealth services but that results cannot be guaranteed or assured. In
addition, | understand that telehealth-based services and care may not be as complete or as effective as in-
person services. | understand that certain services cannot be conducted from a distance. | understand that if my
therapist believes | would be better served by other interventions, | will be referred to a mental health professional
who can provide those services. | also understand that there are potential risks and benefits associated with any
form of mental health treatment and despite my efforts and efforts of my therapist, my condition may not improve
or may have the potential to get worse.

| understand VCS has established a quality assurance process related to telemedicine services which includes all
applicable Health Insurance Portability and Accountability Act (HIPAA) requirements. | also understand that
despite the efforts of VCS attempts to keep information confidential while using these systems, 100%
confidentiality cannot be absolutely guaranteed due to inherent issues with telecommunication systems. |
acknowledge that it is my personal responsibility to ensure the integrity and security of my won computer, internet
connection or phone line and privacy of space in which | choose to conduct my therapy. Signing this form shows
an awareness of these issues and a decision by this client to use these systems for telehealth services. | will not
hold VCS or its staff liable for gathering or use of client information by these service providers.

By signing this document, | agree that certain situations including emergencies and crises are inappropriate for
telehealth services. If | am in aa crisis or an emergency, | should immediately call 911 or go to the nearest
hospital or crisis facility. By signing this document, | understand that emergency situations may include thoughts
about hurting or harming myself or others, having uncontrolled psychotic symptoms, if am in a life threatening or
emergency situation and/or if | am abusing drugs or alcohol and are not safe, By signing this document, |
acknowledge | have been told if | fee suicidal, | will call 911 and/or text HOME to 741741 in the United States.

Client/Parent Signature(s)

Print Name(s) Date
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Client Intake
Demographics
Name: Date:
Address:
Email: Phone #:
Marital Status: DOB: Gender: Ethnicity:
Emergency Contact: Relationship to You: -
Email: Phone #:

Referral Source:

Previous Counseling: Yes No

What did you find most helpful?

What did you find least helpful?

Reason for Seeking Therapy




Please describe your symptoms:

When did they start?

Any Previous Mental Health Diagnosis?

Medical Diagnosis?

Medications

List all known prescriptions, over the counters, herbals, and vitamin/mineral/dietary (nutritional)
supplements. Attach list if more room is needed.

Medication Dose Frequency Prescribed By

Physical Symptoms

Headaches Sexual Problems Fatigue

Muscle Tension Rapid Heartbeat Vision Changes

Chest Pains Trembling/Shaking Blackouts

Numbness Joint/Muscle Pain Chills/Hot Flashes

Sweating Heart Pounding Stomach Aches

Shortness of Breath D@@hea Nausea

Dizziness Fainting Other:




Immediate Family Members Living with Client

Name

Gender

Age

Relationship to Client

Living with Client

How would you describe your current level of connection and support from your family?

Have you experienced loss?

Family Mental Health History

Issue/Diagnosis

Self

Father

Mother

Sister

Brother

Child

Grandparent

Depression

Anxiety

Bipolar Disorder

Schizophrenia

ADHD / ADD

Trauma History

Abusive Behavior

Alcohol Abuse

Drug Abuse




Suicide

Other:

Social History

Additional Notes

Are your parents divorced?
Yes
No

Are childhood events contributing to current problems?

Yes
No

Briefly describe your childhood (happy, chaotic, troubled):

Have you experienced any abuse (physical, sexual, verbal?

Yes
No

How satisfied are you with your current family life?
[ ISatisfied
Unsatisfied

How satisfied are you with the support received from

family and friends?
Satisfied
Unsatisfied

How satisfied are you with your quality of life?
Satisfied
Unsatisfied

Do you enjoy leisure/recreational activities?
Yes
No

Are you spiritual?
Yes
No

Do you have any habits you’d like to change?
Yes
No




Chemical Use History

Chemical Use

Yes

No

Past

Currently

Regularly use alcohol (more than 2x a week)?

Had trouble (legal/family/work) because of alcohol?

Felt you should cut down on drinking?

Felt bad or guilty about drinking?

Ever drank first thing in the morning?

Used medications not prescribed to you?

Taken more than the recommended daily dosage of meds?

Do you use marijuana?

Have you ever used a needle to get high?

Ever use more than 1 chemical at a time?

Do you avoid family activities so you can use?

Do you use substances to improve your emotions, such as
when you’re sad or depressed?

What is important for me to know about you?

What are your strengths?

Client Signature Printed Name

Date




Client Health Questionnaire and General Anxiety Disorder
(PHQ-9 and GAD-7)

Over the last 2 weeks, how often have you been bothered by any of the following problems?
Please circle your answers.

PHQ-9

Not at
all

Several
days

More than half

thed

S

Nearly
every day

Little interest or pleasure in doing things.

Feeling down, depressed, or hopeless.

Trouble falling or staying asleep, or sleeping too much.

Feeling tired or having little energy.

Poor appetite or overeating.

og M wWINIE

Feeling bad about yourself — or that you are a failure or have let
yourself or your family down.

7. Trouble concentrating on things, such as reading the
newspaper or watching television.

8. Moving or speaking so slowly that other people could have
noticed. Or the opposite — being so fidgety or restless that you
have been moving around a lot more than usual.

9. Thoughts that you would be better off dead, or of hurting

yourself in some way.

Total Score (add your column scores):

If you checked off any problems, how difficult have these made it for you to do your work, take care of things at home, or
get along with other people? (Circle one)

Not difficult at all Somewhat difficult

Very Difficult

Extremely Difficult

Over the last 2 weeks, how often have you been bothered by any of the following problems?
Please circle your answers.

GAD-7

Not at all
sure

Several
days

th

d

Over half

S

Nearly
every day

Feeling nervous, anxious, or on edge.

Not being able to stop or control worrying.

Worrying too much about different things.

Trouble relaxing.

Being so restless that it's hard to sit still.

Becoming easily annoyed or irritable.

N|o|galMwINIE

Feeling afraid as if something awful might happen.

Total Score (add your column scores):

If you checked off any problems, how difficult have these made it for you to do your work, take care of things at home, or
get along with other people? (Circle one)

Not difficult at all Somewhat difficult

Very Diff

icult

Extremely Difficult
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Adverse Childhood Experience (ACE) Questionnaire

Finding your ACE Score rnbr 102406
While you were growing up, during your first 18 years of life:

1. Did a parent or other adult in the household often ...
Swear at you, insult you, put you down, or humiliate you?

or
Act in a way that made you afraid that you might be physically hurt?
Yes No If yes enter 1

2. Did a parent or other adult in the household often ...
Push, grab, slap, or throw something at you?
or
Ever hit you so hard that you had marks or were injured?
Yes No If yes enter 1

3. Did an adult or person at least 5 years older than you ever...
Touch or fondle you or have you touch their body in a sexual way?
or
Try to or actually have oral, @nal, or vaginal sex with you?
Yes No If yes enter 1

4. Did you often feel that ...
No one in your family loved you or thought you were important or special?

or
Your family didn’t look out for each other, feel close to each other, or support each other?
Yes No If yes enter 1

5. Did you often feel that ...
You didn’t have enough to eat, had to wear dirty clothes, and had no one to protect you?

or
Your parents were too drunk or high to take care of you or take you to the doctor if you needed it?
Yes No If yes enter 1

6. Were your parents ever separated or divorced?
Yes No If yes enter 1

7. Was your mother or stepmother:
Often pushed, grabbed, slapped, or had something thrown at her?
or
Sometimes or often kicked, bitten, hit with a fist, or hit with something hard?
or
Ever repeatedly hit over at least a few minutes or threatened with a gun or knife?
Yes No If yes enter 1

8. Did you live with anyone who was a problem drinker or alcoholic or who used street drugs?
Yes No If yes enter 1

9. Was a household member depressed or mentally ill or did a household member attempt suicide?
Yes No If yes enter 1

10. Did a household member go to prison?
Yes No If yes enter 1

Now add up your “Yes’” answers: This is your ACE Score




