TURNING POINT COUNSELING-TENDER HELP FOR TOUGH PROBLEMS

PATIENT INFORMATION

THERAPIST ____________________________________
PATIENT’S NAME

(Please print clearly)

___________________________________________ Date of Birth __________ Age ______ Sex ____
Last

Minor

First

Unmarried

Middle

Married

Separated

Divorced

Widowed

Address __________________________________________________________ Email ______________________________________
Number & Street

City

State

Zip

PLEASE PRINT CLEARLY

Occupation ______________________________________________________

Home Phone (

)_______________

Patient’s Employer ________________________________________________

Work Phone (

)_______________

Cell Phone

)________________

Name

___________________________________________________________

(

Address

SPOUSE’S OR PARENT’S NAME ____________________________________ Date of Birth __________ Age ______
Spouse’s or Parent’s Employer ________________________________________________

Email ___________________________

Name & Address

_______________________________________ Home Phone (

) _______________
) _______________
) ________________

______________________________________________ Work Phone (
______________________________________________ Cell Phone (
Occupation

CLOSEST FRIEND OR RELATIVE, NOT LIVING AT YOUR HOME, TO CONTACT IN EVENT OF EMERGENCY
Name _____________________________________________________________
Last

First

Middle

Relationship

Phone (

)_______________

Address ________________________________________________________________________________________
Number & Street

City

State

Zip

PARTY TO TAKE FINANCIAL RESPONSIBILTY FOR COUNSELING (If same as “patient” indicate “self”)-Must sign at bottom
Name _____________________________________________________________
Last

First

Middle

Phone (

)_______________

Relationship

Address ________________________________________________________________________________________
Number & Street

City

State

Zip

REFERRED BY ______________________________________(____)______________________________________
Name

Phone

Relationship

Have you or any member of your family ever been treated at a Turning Point Counseling office?

Yes

No

If “Yes,” NAME OF COUNSELOR ______________________________________ WHEN (approximately) __________________
INSURANCE

Turning Point Counseling’s policy is that ALL FEES FOR COUNSELING ARE TO BE PAID IN FULL BEFORE OR AT THE TIME OF
SERVICE. Insurance reimbursement is the sole responsibility of the client. If applicable, your therapist will give you a coded receipt and may assist you in
filling your claim form. However, TPC cannot and will not take responsibility for your relationship with your insurance carrier and their reimbursement to
you.

FINANCIAL AGREEMENT AND AUTHORIZATION FOR TREATMENT
I authorize treatment of the person(s) named above and agree to pay all fees and charges for such treatment at the time of service. I agree to pay all charges
for me and members of my family shown by statements, promptly upon presentment, unless credit arrangements are agreed upon in writing. I AGREE
TO PAY $30 CHARGE FOR EACH RETURNED CHECK.
I give permission to allow referring person or agency to be thanked for referring me to Turning Point Counseling, I further give permission to Turning
Point Counseling to place my name on their mailing list/emailing list so that I may be informed of upcoming events, services, or resources. Turning Point
Counseling’s mailing list will not be given or sold to any other third-party individual or agency.
I understand that all CANCELLATIONS MUST BE MADE 24 HOURS IN ADVANCE OTHERWISE A FULL CHARGE WILL BE MADE. I
will be fully responsible for such charges.
[For Couples/Marital or Family Counseling both partners/parents must sign]

Signature(s) ______________________________________Spouse Sig ___________________________________ Date____________
Parent or Legal Guardian if minor

OFFICE USE ONLY: Fee $_______________

Reason for Intake: _______________________

Referral Thanked: ___________________

Informed Consent for Treatment Services &
Office Policies & General Information
Please read all of this information. This is your treatment contract with TPC!
N

NOTICE OF PRIVACY PRACTICES and YOUR RIGHTS UNDER HIPAA

All communication between client(s) and clinician and all records of such communication are legally considered “privileged
communication” and are included in your “Protected Health Information” (PHI). All services rendered to you by Turning Point
Counseling are subject to the Federal Health Information Portability and Access Act (HIPPA), which establishes how your PHI may
be used, stored, and communicated to others. HIPAA provides you with many rights with regard to your clinical records and
disclosures of PHI, including the right to have an accounting of disclosures of your PHI, the right to file a grievance, and the right to
restrict how your PHI will be disclosed. All details of HIPAA and how it relates to your treatment can be provided to you by your TPC
therapists at your request, including the procedures for filing a grievance, and this information is also posted on the TPC website at:
http://www.turningpointcounseling.org/appointment-forms.html. Signing this agreement acknowledges you have been given access
to the Notice of Privacy Practices which outlines your rights under HIPAA.

ABOUT CONFIDENTIALITY
WHAT IS CONFIDENTIALITY? By law, all communication between you and your professional counselor is absolutely
confidential, which means the content of your communications and your clinical records may not be revealed to anyone without
your permission, except where disclosure is allowed or required by law.
EXCEPTIONS TO CONFIDENTIALITY: As required by law, confidentiality may not apply under the following conditions: you
are in danger of harming yourself or someone else, your clinician suspects that child abuse, child neglect, domestic violence,
dependent adult or elder abuse has occurred, or that there has been an incident in which any person knowingly developed, duplicated,
printed, downloaded, streamed, or accessed through any electronic or digital media, or exchanged a film, photograph, video… in
which a child is engaged in an act of obscene sexual conduct. All actual or suspected acts of abuse will need to be reported to the
appropriate agencies. Additionally, confidentiality may not apply if you have been referred by an employer for evaluation or treatment
related to job performance or worker's compensation, if your records are legally subpoenaed by a court, or you have been ordered by
the court to undergo psychiatric evaluation or treatment. There is also no confidentiality if the services of the therapist are obtained in
order to commit or plan to commit a crime, or to escape detection or apprehension after the commission of a crime. In the advent that
you are in medical danger and need emergency care, your therapist is allowed by law to notify other medical professionals, and your
clinician is allowed by law to consult with other mental health professionals to ensure the quality of your care (identity will not be
revealed in this latter case). Signing this agreement acknowledges these limitations to confidentiality, including your therapist’s
mandate to report child and elder abuse.
THE DUTY TO WARN: Some courts have held that if someone intends to take harmful, dangerous, or criminal action against
another human being, or against themselves, it is the therapist’s duty to warn appropriate individuals of such intentions. Those warned
may include: the person or the family of the person who is likely to suffer the results of harmful behavior, the family of the client who
intends to harm him/herself or someone, associates or friends of those threatened or those making threats, and/or law enforcement and
medical emergency officials. Signing this agreement acknowledges your therapist’s duty to warn others if you become a danger to
yourself or others.
CONFIDENTIALITY IN COUPLE AND FAMILY THERAPY: If you have contracted with us for family and not individual
therapy, family members and couples may be seen at times individually or conjointly. Information shared during these sessions or in
related settings (e.g., telephone calls) is considered part of the overall family or couple therapy process and is not confidential from the
other participating family members or partners. Your therapist will use his or her discretion in handling these matters. This is referred
to as a “no secrets” policy. It is important that you understand this policy before treatment begins. It supports our belief that healthy
relationships are built on openness and truth. Additionally, your therapist will not release records to any outside party unless
authorized to do so in writing by all adult parties who were part of the family therapy, couple therapy or other treatment that involved
more than one adult client. This includes any request for records in divorce proceedings. Signing this agreement acknowledges that
you are aware of TPC’s “no secrets” policy in family therapy.
CONSENT AND CONFIDENTIALITY IN THERAPY WITH MINORS: For children under 18 years of age (“minors”), in most
cases the legal guardian(s) must provide consent for treatment and may examine the minor’s clinical records. You may be asked to
provide documentation of your legal guardianship status. Therapy for minors with divorced parents must have the consent of all
legally responsible parties. However, by law, there are certain situations where consent for treatment from legal guardians may not be
required, and the guardian(s) may not have access to the clinical record: if the minor is seeking treatment for child abuse, drug abuse,
unwanted pregnancy, or sexually transmitted diseases, or if access to the record would be deemed by the clinician to be harmful to the
minor. Turning Point counselors will not give testimony in any child custody court proceeding, unless ordered by a Judge. Child
custody assessment and testimony is a specialized area of clinical services, usually performed by a court-appointed “Section 730
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evaluator, and our therapists are not trained in this specialty (see About Limitations to Treatment below). If applicable, signing this
agreement acknowledges your consent to treat a minor according to these conditions, and your agreement to not involve the
therapist in divorce proceedings.
CLINICAL CONSULTATION and CLINICAL SUPERVISION: TPC is a training clinic that employs both licensed and prelicensed clinicians. In order to ensure the best treatment possible for each client, TPC staff may consult with each other regarding
cases. In such “case conference” or “peer review” situations, each client's identity remains completely anonymous and confidentiality
is fully maintained. If your therapist is a pre-licensed clinician, they are required by law to weekly review your case with a licensed
supervisor in a confidential group or individual session, which is covered by the same confidentiality laws applying to your therapy.
At times, a co-therapist may work with your pre-licensed clinician. At other times, your pre-licensed clinician may request your
permission to audio or video record your session for training purposes. Such recordings will be used for supervision purposes only and
then destroyed immediately. These procedures are to ensure the quality of service you deserve. Please discuss with your therapist if
you have any questions or concerns about clinical consultation or supervision. Signing this agreement acknowledges that your
therapist may discuss your case in these situations.
ELECTRONIC COMMUNICATIONS (E–MAILS, CELL PHONES, COMPUTERS, AND FAXES): Please be aware that
computers and unencrypted email, texts, and e-faxes communication (which are part of the clinical records) can be relatively easily
accessed by unauthorized people and hence can compromise the privacy and confidentiality of such communication. Because
electronic communication is not always perfect, it is also always a possibility that e-faxes, texts, and email can be sent in error to the
wrong recipient. Your therapist’s laptop/computer is equipped with a firewall, a virus protection and a password, and he/she backs up
all confidential information from his/her computer on a regular basis onto an encrypted hard-drive. However, while data on your
therapist’s laptop/computer is encrypted, the emails, texts and e-faxes are not. Please notify your therapist if you decide to avoid or
limit, in any way, the use of email, texts, cell phones calls, phone messages, or e-faxes. If you communicate confidential or private
information via unencrypted email, texts or e-fax or via phone messages, your therapist will assume that you have made an informed
decision, will view it as your agreement to take the risk that such communication may be intercepted, and will honor your desire to
communicate on such matters. Please do not use texts, email, voice mail, or faxes for emergencies. Signing this agreement
acknowledges that you have been informed of the limitations of electronic communications, should you decide to use them with
your therapist.
SOCIAL MEDIA: TPC likes to share encouraging and helpful information on the Internet, and we hope you will pass it on to others.
TPC will accept friend requests from current or former clients on social networking sites, such as their official page on Facebook.
Your therapist may also have a professional page on Facebook or on other sites. TPC and its therapists will never reveal your status as
a client on a social networking site. However, please be aware that adding your name to these sites and/or communicating via such
sites can compromise your privacy and confidentiality since such sites are a public forum. For this same reason, do not communicate
with your therapist via any interactive or social networking web site. Therapists also do not accept friend requests or engage in social
media interaction with clients through their personal accounts. Signing this agreement acknowledges the limitations of
confidentiality if you choose to participate on TPC’s Facebook page, or your therapist’s page or website.
PERFORMING ROUTINE ADMINISTRATIVE DUTIES: Under law, your PHI may be disclosed without your consent in order
to perform routine healthcare and office operations, including the following: billing, accounting, making or changing appointments,
and other office procedures, such as being called by name in the waiting room. Signing this agreement acknowledges that TPC may
communicate limited information about you for administrative purposes in these situations.
IN AN EMERGENCY:
If there your therapist becomes concerned about your physical or psychological safety, the possibility of you injuring someone else, or
about you receiving proper psychiatric care, they will do whatever they 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, they may also contact the Emergency
Contact you have provided on the biographical sheet. Signing this agreement gives your permission to release limited PHI and
contact to appropriate person(s) in the event of an emergency.

ABOUT YOUR RECORDS AND YOUR RIGHT TO REVIEW and RELEASE THEM
You have the right to have your records shared with others at your request. We will ask for your written permission to document your
request. Please note that clinically relevant information from emails, texts, and faxes are part of the clinical records. As a client, you
have the right to review your records in person or receive a summary of your treatment at any time, except in limited legal or
emergency circumstances or when your therapist assesses that releasing such information might be harmful in any way. It is a
professional standard that records are normally only released in their entirety to other professionals who are trained to properly
interpret them. Therefore, your therapist can provide a copy of your records to any appropriate and legitimate mental health
professional/agency or other entity at your request for as long as they are kept by TPC. If you have concerns or requests regarding
your treatment records, please discuss them with your therapist. There may be a copying and mailing fee for a Release of Records.
Please also note that clinical records belong to Turning Point Counseling and not to your therapist. After your therapy ends, law and
professional standards require that treatment records are kept by TPC for at least 7 years, and in some cases longer. In most cases,
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TPC retains clinical records only as long as mandated by California and federal law. Signing this agreement acknowledges this
information concerning the storage and release of your records.
If you require a release of records, a progress report or letter of participation in therapy: a MINIMUM of 2 weeks’ notice is
required!! …and it make take up to 4 weeks for delivery of a report. We cannot guarantee timely delivery if not enough notice is
given. Prorated fees will apply, based on your set fee in this contract. Signing this agreement acknowledges your responsibility to
notify your therapist at least 2 weeks prior to due dates for any requested correspondence with outside parties.
LIMITATIONS ON DISCLOSURE OF RECORDS DURING LITIGATION: The nature of the therapeutic process involves
many matters of a very private nature, and it is this confidential nature of therapy that enables it to work. When therapy records are
included in legal proceedings, the whole record has to be released, and it often contains many confidential matters not pertinent to the
legal question. It is therefore usually not in the client’s best interest to release such records, and it puts the therapist in a difficult legal
situation since they have the legal responsibility to maintain confidentiality. Therefore, it is TPC’s policy that if the client or the
client’s guardian(s), is involved in any legal proceedings (such as, but not limited to divorce and custody disputes, injuries, lawsuits,
etc.), the records will not be released, and TPC therapists will not testify in court or at any other legal proceeding. Signing this
agreement acknowledges that neither you, nor your attorney(s), nor anyone else acting on your behalf will call on your TPC
Therapist to testify in court or at any other proceeding, nor will a disclosure of the psychotherapy records be requested in such
proceedings unless otherwise agreed upon.

ABOUT YOUR THERAPY
BENEFITS AND RISKS OF THERAPY: Participation in therapy can result in a number of benefits to you, including improving
interpersonal relationships and resolution of the specific concerns that led you to seek therapy. Working toward these benefits,
however, requires effort on your part. Psychotherapy requires your very active involvement, honesty, and openness in order to change
your thoughts, feelings, and/or behavior. Your therapist will ask for your feedback and views on your therapy, its progress, and other
aspects of the therapy and will expect you to respond openly and honestly. Sometimes more than one approach can be helpful in
dealing with a certain situation. During evaluation or therapy, remembering or talking about unpleasant events, feelings, or thoughts
can result in you experiencing considerable discomfort or strong feelings of anger, sadness, worry, fear, etc., or experiencing anxiety,
depression, insomnia, etc. Your therapist may challenge some of your assumptions or perceptions or propose different ways of looking
at, thinking about, or handling situations, which can cause you to feel very upset, angry, depressed, challenged, or disappointed.
Attempting to resolve issues that brought you to therapy in the first place, such as personal or interpersonal relationships, may result in
changes that were not originally intended. Psychotherapy may result in decisions about changing behaviors, employment, substance
use, schooling, housing, or relationships. Sometimes a decision that is positive for one family member is viewed quite negatively by
another family member. Change will sometimes be easy and swift, but more often it will be slow and even frustrating. There is no
guarantee that psychotherapy will yield positive or intended results. If you have any unanswered questions about any of the
procedures used in the course of your therapy, their possible risks, your therapist’s expertise in employing them, or about the treatment
plan, please ask and you will be answered fully. You also have the right to ask about other treatments for your condition and their risks
and benefits.
SCOPE OF PRACTICE and LIMITATIONS TO TREATMENT: Every therapist must provide services that are within the legal
definition of their license, and within the scope of their specific training and experience. Within this “scope of practice”, your
therapist will draw on various therapeutic approaches according to what they think is appropriate to your problem or issue and what
will best benefit you. Please be aware of the following legal limitations as to what they can provide for you or your family:
• Your therapist cannot provide custody evaluation recommendations or medication or prescription recommendations or legal
advice, as these activities do not fall within their scope of practice.
• Your therapist is legally forbidden to attempt to change a person’s professed sexual orientation. In 2013, SB 1172 of the
California State Assembly was upheld prohibiting mental health providers from engaging in sexual orientation change efforts (such
as conversion therapy) with minors, and any that do so will be considered as engaging in unprofessional conduct and will be subject
to discipline by the provider’s licensing entity. Federal laws applying these standards to persons of any age are currently being
considered. Such laws, however, do not prevent a therapist from helping an individual explore or discuss what he or she believes his
sexual orientation may be, if the individual chooses to make this a part of their therapy.
TREATMENT PLANS: Within a reasonable period of time after the initiation of treatment, your therapist will discuss with you their
working understanding your problem and discuss a treatment plan, which means the goals of treatment, the approaches that will be
used, your responsibilities, the frequency of sessions, the type of sessions, who will be seen in therapy and the approximate length of
treatment. This treatment plan may include referral to another therapist that better fits with your needs. This treatment plan can be
discussed and/or modified at any time in collaboration with your therapist.
TERMINATION: Usually termination of therapy is something that both you and your therapist agree on ahead of time, and work
towards to have appropriate closure to the treatment relationship. However, you have the right to terminate therapy and
communication at any time. If you are unhappy with the way that therapy is going, we hope that you will discuss this with your
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therapist, and communicate your reasons for considering termination. We always encourage appropriate assertive communication and
“good good-byes” when possible.
Your therapist also may under certain circumstances, choose to terminate their therapy relationship with you:
• If your problems or goals are outside their scope of practice.
• If at any point during therapy, your therapist assesses that he is not helping you reach your goals.
• If you are non-compliant or non-responsive to the treatment plan you agreed to, such as not showing up for sessions.
• If you violate the provisions of this agreement, such as not paying for services.
In all instances, if you are available and/or it is possible and appropriate to do so, your therapist will discuss the situation with you and
conduct pre-termination counseling. Whether you initiate termination or your therapist does, or if at any time you want another
professional’s opinion or wish to consult with another therapist, if appropriate and/or necessary, your therapist will provide you with
names of other qualified professionals whose services might be better suited to your needs. If you request it and authorize it in
writing, your therapist can talk to the referred therapist in order to help with the transition or with a consultation.
DUAL RELATIONSHIPS: A “dual relationship” is defined as a situation in which the therapist and client have some other kind of
relationship outside of the contracted therapy relationship, especially one in which there is an authority or financial relationship
involved. Therapists are ethically and legally constrained to avoid any dual relationship with a client that impairs their objectivity,
clinical judgment or could be exploitative in any way. For example, therapy never involves any sexual contact or sexual
relationship whatsoever. According to California laws, any kind of sexual contact, or asking for sexual contact, or sexual misconduct
by a psychotherapist with a client is illegal, as well as unethical (Business & Professional Code Section 726, 728, and 498 (k)) and
should be reported to both TPC management and to the therapist’s licensing board. Therapists do not treat their own family members,
or anyone with whom they have a close ongoing social or work relationship. However, not all dual or multiple relationships are
unethical or avoidable. In some communities, particularly churches, small towns, small communities, military bases, university
campuses, spiritual and rehabilitation communities, etc., multiple relationships are either unavoidable or expected. Your therapist will
never acknowledge working with anyone without their written permission. Many clients have chosen their therapist because they
knew the therapist before they entered therapy with them, and/or are personally aware of their professional work and achievements.
Nevertheless, your therapist will discuss with you the often-existing complexities, potential benefits and difficulties that may be
involved in dual or multiple relationships. Dual relationships can enhance trust and therapeutic effectiveness but can also detract from
it and often it is impossible to know which ahead of time. It is your responsibility to advise your therapist of any dual relationship with
the therapist that you are aware of, and if the dual relationship becomes uncomfortable for you in any way. Your therapist will always
listen carefully and respond to your feedback and will discontinue the dual relationship if they find it interfering with the effectiveness
of the therapy or your welfare and, of course, you can do the same at any time.
Signing this agreement acknowledges that you understand the risks and benefits of therapy, your responsibilities in therapy, your
therapist’s scope of practice, the procedures for planning and terminating therapy, and the risks of dual relationships with your
therapist.

ABOUT FEES and YOUR FINANCIAL RESPONSIBILITIES
PAYMENTS: Payment is required at the time services are rendered. You are responsible for all costs of treatment at TPC,
unless there is a prior arrangement to cover costs by a third private party. Payments may be made in cash (exact change please!), by
check made out to “Turning Point Counseling”, by online payment before the session, or by debit or credit card (if available from your
therapist). Signing this agreement acknowledges your responsibility to pay for services at the time they are rendered, unless other
explicit arrangements are made with your therapist.
FEES:
• Your set fee (see below) is for a standard 45-50 minute session of therapy, whether it is individual, couple or family therapy. Half
sessions (25 minutes), double, or extended sessions are prorated at the same rate.
• Other services: Site visits, writing and reading of reports and letters, consultation with other professionals, releases of information,
reading records, travel time, etc. will be prorated at the same rate, unless indicated and agreed upon otherwise.
• Telephone conversations with your therapist exceeding 5 minutes will be billed in 15 minute increments, prorated according

to your set fee. All calls are time and date stamped.

• Testing procedures: If recommended by your therapist to expedite and enhance the quality of treatment, additional fees

will be charged for each test administered as explained by your therapist.
• Cancellations: Since the scheduling of an appointment involves the reservation of time specifically for you,

APPOINTMENTS MUST BE CANCELLED at least 24 HOURS IN ADVANCE.
OTHERWISE A FULL SESSION WILL BE CHARGED.
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NEGLECT OF OUTSTANDING DEBT: Please notify your therapist if any problems arise during the course of therapy regarding
your ability to make timely payments. In the event that credit arrangements have not been agreed upon in writing and the charges have
not been paid within 30 days of the due date, there will be a late charge of 1.5% per month on the unpaid balance. The charge for a
returned check is $30 in addition to the fee owed. In the event that you fail to honor, after reasonable efforts to collect, your debt,
TPC may use place your account in the hands of an agency or attorney for collection or legal action. This will necessitate the release
of pertinent demographic information as well as accounting information, but no clinical information from your record will be
released.
HEALTH INSURANCE:

TPC does NOT bill health insurance plans.

• If you have health insurance, please be aware that that professional services rendered by TPC are charged to you and not your
insurance company. At your request, your therapist can provide you with a copy of your receipt (superbill) at the time of each session,
which you can then submit to your insurance company for reimbursement if you wish. Not all problems which are dealt with in
therapy are reimbursed by insurance companies. It is your responsibility to verify the specifics of your coverage.
• Please be aware that submitting a mental health invoice for reimbursement carries a certain amount of risk in terms confidentiality.
Disclosure of confidential information may be required by your health insurance carrier or HMO/PPO/MCO/EAP in order to process
your claims. Only the minimum necessary information will be communicated to the carrier and only with your permission. Your
therapist has no control over, or knowledge of, what insurance companies do with the information submitted or who has access to this
information. Submitting a mental health invoice for reimbursement carries a certain amount of risk to your privacy and/or to your
future capacity to obtain health or life insurance or even a job because mental health information is entered into the insurance
company digital database and is likely to be reported to the National Medical Data Bank. Accessibility to companies' computers or to
the National Medical Data Bank database is always in question as computers are inherently vulnerable to hacking and unauthorized
access. Medical data has also been reported to have been legally accessed by law enforcement and other agencies.
Signing this agreement acknowledges that TPC does not bill insurance, that TPC cannot and will not take responsibility for your
relationship with your insurance carrier and their reimbursement to you, and that TPC makes no guarantee that our services will
be covered by your insurance plan if you choose to submit your own claim.
ABOUT RESOLVING DISPUTES:
All disputes arising out of, or in relation to, this agreement to provide psychotherapy services shall first be referred to mediation,
before, and as a pre-condition of, the initiation of arbitration. The mediator shall be a neutral third party chosen by agreement of you
and your TPC therapist. The cost of such mediation, if any, shall be split equally, unless otherwise agreed upon. In the event that
mediation is unsuccessful, any unresolved controversy related to this agreement should be submitted to and settled by binding
arbitration in Orange County, CA in accordance with the rules of the American Arbitration Association which are in effect at the time
the demand for arbitration is filed. The prevailing party in arbitration or collection proceedings shall be entitled to recover a
reasonable sum as and for attorney's fees. In the case of arbitration, the arbitrator will determine that sum. Signing this agreement
acknowledges your willingness to submit all disputes to arbitration.

ABOUT CONTACTING YOUR THERAPIST
FOR ROUTINE MATTERS and CHANGING AN APPOINTMENT: A receptionist is available at our main number 800-9986329 on most business days during business hours. It is preferable if you need to contact your therapist between sessions, to leave a
message on their voicemail (see extension # below) and your call will be returned as soon as possible. Your therapist checks their
messages a few times on business days only, unless they are out of town. Remember that you must cancel appointments with at
least 24 hours notice, or you will be charged for a session. Leaving a message on voicemail is sufficient, since voicemail date and
time stamps your message.
IN AN EMERGENCY: If you or a family member is experiencing a life-threatening crisis, please call 911 or a 24 hour crisis line
such as 800-273-8255. TPC therapists are not equipped to deal immediately with such situations. If you are experiencing a
psychological crisis during business hours, call TPC 800-998-6329 and talk to or leave a message with the receptionist, indicating
clearly that you need to talk to someone right away. You can also leave a message with your therapist, if you prefer, but be aware that
therapists may only check their messages once per day. You may also call your therapist’s cell number if they have provided it to you.
Please do not use email or faxes for emergencies, since your therapist does not always check their email or faxes daily.

ABOUT CHILDCARE DURING SESSIONS
TPC requests that NO child or teenager be left unattended in the waiting areas without an adult present to watch them while
you are in your counseling sessions. TPC does NOT provide childcare.

Please be sure that you have read the Informed Consent for Treatment, Office Policies and General Information
very carefully. If you are not sure you fully understand any of the information about confidentiality, expectations in
treatment, and our policies please ask your therapist for clarification before you sign the Consent to Treatment below.

Your therapist is: ___________________________________

__________________ and is a:

Therapist Name, Degree

Licensed:
Registered:

License/Registration #

☐ Marriage and Family Therapist
☐ Psychologist
☐ LCSW
☐ Associate Marriage and Family Therapist* ☐ Psychological Assistant* ☐ Associate LCSW*

* If your therapist is a registered/pre-licensed therapist (i.e., Associate MFT, PA, Associate LCSW), his/her practice is
conducted under the supervision of a licensed mental health professional. If you need for any reason to contact your therapist’s
supervisor, please do so through the TPC receptionist. The clinical supervisor’s name, license type, and licensure are:
_________________________________

_____________

Name of Clinical Supervisor (if applicable) License Type

_____________
License Number

Your therapist’s email is: __________________________________
Your therapist’s voicemail is: 800-998-6329 at Extension # ______
Your set fee is $__________ for a 45-50 minute/full session. * All other services are prorated as explained above.
Responsible party:  Client

 Client family member  Other: _____________________________

Relationship: _______________________________________________________ e.g. Church, Agency or Scholarship Fund
Contact Name: ____________________ Address: _______________________________________ Phone: _____________

Sessions will occur:  weekly  every other week  other: ___________ *This may be adjusted during treatment.
Estimated length of therapy is _____________ sessions.

*This will be determined at your first or second session.

Consent to Treatment
I consent to receive treatment from Turning Point Counseling according to the provisions of this
agreement. I have read and fully understand all the information about confidentiality, the nature of
therapy, and TPC’s office policies as detailed above. I have had a chance to ask my counselor for
additional clarification regarding this information. I understand that this Consent to Treatment is valid
from the date of signature until treatment is completed and all payments for services rendered are
received. I may revoke this Consent at any time, which will be binding unless my clinician has already
taken action in reliance upon it. If I revoke this agreement, however, my therapist may no longer
provide services to me. My therapist and Turning Point Counseling has the right to change the terms of
this agreement, including privacy policies and practices described in this agreement, but must notify me
of these changes by posting the information on the TPC website, or giving me a copy of it.
 Yes  No
 Yes  No
 Yes  No

I have questions regarding confidentiality and the disclosure of my PHI:
I have questions regarding financial policies and procedures:
I have other questions: __________________________________________________

Client's Name: (print) _________________________

Client's Name: (print) _________________________

Signature __________________________________

Signature __________________________________

Relationship to Client: _______________________

Relationship to Client: _______________________

Date: ___________

Date: ___________

Therapist’s Signature: ______________________________________________ Date ____________
All details of HIPAA and how it relates to your treatment can be provided to you by your TPC therapists at your request, including the
procedures for filing a grievance, and this information is also posted on the TPC website at:
http://www.turningpointcounseling.org/appointment-forms.html

BISCHOF ADULT SYMPTOM INVENTORY
Name: ___________________________ Birth Date: _________________ Test Date: ________________
Circle the number that best describes the degree of difficulty you have been experiencing in each area recently.

If completing on the computer, please enter the number in the light blue text box.

0=No Difficulty

1=A Little

2=Moderate

3=Quite a Bit

4=Extreme

1. Depressed mood, hopelessness.

0

1

2

3

4

2. Fatigue, loss of energy, drive or motivation.

0

1

2

3

4

3. Suicidal thoughts or behavior.

0

1

2

3

4

4. Poor concentration, difficulty making decisions.

0

1

2

3

4

5. Loss of appetite.

0

1

2

3

4

6. Sleep disturbance.

0

1

2

3

4

7. Body aches and pains, dizziness.

0

1

2

3

4

8. Restlessness or feeling keyed-up, on edge.

0

1

2

3

4

9. Fearful or anxious about upcoming situations or events.
Managing major life transitions (e.g., the loss of primary relationship,
10.
changes in family, job, health or school, death).
11. Episodes of terror or panic.
12. Unwanted persistent and intrusive thoughts.
13. Hearing voices, seeing things.
14. Socially isolated because of thoughts or beliefs that are not acceptable.
15. Behavior considered eccentric or “different”.

0

1

2

3

4

0

1

2

3

4

0
0
0
0
0

1
1
1
1
1

2
2
2
2
2

3
3
3
3
3

4
4
4
4
4

16. Feelings of worthlessness.

0

1

2

3

4

17. Difficulty with feeling you are in control of your own life.

0

1

2

3

4

18. Difficulty with being yourself, express your feelings.

0

1

2

3

4

19. Lack of self-confidence, feeling critical of yourself.
Difficulty with being able to pursue and enjoy personal interests and
20.
activities.
21. Relationship with family.

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

22. Being able to get along with others.

0

1

2

3

4

23. Feeling lonely even when you are with people.

0

1

2

3

4

24. Difficulty with feeling misunderstood or mistreated by others.

0

1

2

3

4

25. Function on your job or at school to your full potential.

0

1

2

3

4

26. Able to maintain focus on task and get things accomplished.
Job/career not going well (e.g., wrong job, no progress, difficulty with co27.
worker or boss).
Maintaining good work / school evaluations (e.g., attendance, evaluations,
28.
performance statistics, standards).
29. Volatile, aggressive, violent behavior.

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

30. Moody, emotional, driven by your feeling.

0

1

2

3

4

(Continued)

31. Overly sensitive, easily hurt or upset.

0

1

2

3

4

32. Feeling easily annoyed or irritated.

0

1

2

3

4

33. Temper outbursts that you cannot control.

0

1

2

3

4

34. Pains in heart and chest.

0

1

2

3

4

35. Nausea, upset stomach.

0

1

2

3

4

36. Trouble getting your breath.

0

1

2

3

4

37. Feeling weakness in part of your body.

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

RATE DIFFICULTY OVER THE PREVIOUS SIX MONTHS.
38. Recurrent misuse of prescription or illegal drugs.
Diminished effectiveness in major life role; work, school, or home resulting
from use of drugs or alcohol.
Recurrent use of substances in situations that are hazardous or potentially
40.
self-defeating.
Recurrent hangovers or withdrawal symptoms when attempting to cut back
41.
or stop the use of alcohol or drugs.
39.
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PERSONAL HISTORY CHECKLIST

Client Name: ________________________
Date: ______________

Please check all items that have ever applied to the client and/or their family as indicated:
Client as Child
or
Child Client

Client as Adult
or
Child’s Parents

Abnormal pregnancy or delivery
Abnormal milestones/ Developmental Delay
Difficulties eating
Difficulties sleeping
Difficulties with elimination/bowel control
School Difficulties:
Poor grades
Learning Disabilities
ADD/ADHD
Behavioral problems
Difficulty making/keeping friends
Difficulty with anger or aggression
Difficulty with anxiety
Suicidal thoughts, feelings or attempts
Self-injurious behavior
Got into trouble with the law
Difficulty with work
Experienced Abuse:
Sexual
Physical
Neglect/Abandonment
Emotional
Parents separated or divorced
Parent(s) deceased
Lived in Foster care
Adopted
Other trauma: ___________________
Military experience
Substance Abuse:
Drug use
Alcohol use
By other Family Member
Other addiction: __________________
Previous Psychotherapy
Previous Psychiatric medications
Previous Psychiatric Hospitalizations
Medical condition/Serious illness/Medical Hospitalization
Allergies: _____________________
Mental illness in other family member: ______________
Relationship: ____________________
Serious medical illness for other family member

TPC - PERSONAL CHECKLIST (cont.)

Client Name: __________________________

Other Medical Information
Current Medications (Name, dosage, purpose):

Past Psychiatric Medications Tried

Other Medical Conditions (including Allergies) or significant medical history:

Presenting Problem
Why are you seeking help at this time?

When did this problem start?

Describe any event(s) that made the problem(s) surface, or any recent changes/traumas in the family:

What have you tried to do about this problem up to now?

What help would you like to receive from us? What would you like to accomplish in your treatment?

BISCHOF ADULT SYMPTOM INVENTORY
Name: ___________________________ Birth Date: _________________ Test Date: ________________
Circle the number that best describes the degree of difficulty you have been experiencing in each area recently.

If completing on the computer, please enter the number in the light blue text box.

0=No Difficulty

1=A Little

2=Moderate

3=Quite a Bit

4=Extreme

1. Depressed mood, hopelessness.
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1

2

3

4

2. Fatigue, loss of energy, drive or motivation.

0

1
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3

4

3. Suicidal thoughts or behavior.
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1
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3

4

4. Poor concentration, difficulty making decisions.

0

1

2

3

4

5. Loss of appetite.
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1

2

3

4

6. Sleep disturbance.
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1

2

3

4

7. Body aches and pains, dizziness.

0

1

2

3

4

8. Restlessness or feeling keyed-up, on edge.

0

1

2

3

4

9. Fearful or anxious about upcoming situations or events.
Managing major life transitions (e.g., the loss of primary relationship,
10.
changes in family, job, health or school, death).
11. Episodes of terror or panic.
12. Unwanted persistent and intrusive thoughts.
13. Hearing voices, seeing things.
14. Socially isolated because of thoughts or beliefs that are not acceptable.
15. Behavior considered eccentric or “different”.

0

1

2

3

4

0

1

2

3

4

0
0
0
0
0

1
1
1
1
1

2
2
2
2
2

3
3
3
3
3

4
4
4
4
4

16. Feelings of worthlessness.

0

1

2

3

4

17. Difficulty with feeling you are in control of your own life.

0

1

2

3

4

18. Difficulty with being yourself, express your feelings.

0

1

2

3

4

19. Lack of self-confidence, feeling critical of yourself.
Difficulty with being able to pursue and enjoy personal interests and
20.
activities.
21. Relationship with family.

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

22. Being able to get along with others.

0

1

2

3

4

23. Feeling lonely even when you are with people.

0

1

2

3

4

24. Difficulty with feeling misunderstood or mistreated by others.

0

1

2

3

4

25. Function on your job or at school to your full potential.

0

1

2

3

4

26. Able to maintain focus on task and get things accomplished.
Job/career not going well (e.g., wrong job, no progress, difficulty with co27.
worker or boss).
Maintaining good work / school evaluations (e.g., attendance, evaluations,
28.
performance statistics, standards).
29. Volatile, aggressive, violent behavior.

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

30. Moody, emotional, driven by your feeling.

0

1

2

3

4

(Continued)

31. Overly sensitive, easily hurt or upset.

0

1

2

3

4

32. Feeling easily annoyed or irritated.

0

1

2

3

4

33. Temper outbursts that you cannot control.

0

1

2

3

4

34. Pains in heart and chest.

0

1

2

3

4

35. Nausea, upset stomach.

0

1

2

3

4

36. Trouble getting your breath.

0

1

2

3

4

37. Feeling weakness in part of your body.

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

RATE DIFFICULTY OVER THE PREVIOUS SIX MONTHS.
38. Recurrent misuse of prescription or illegal drugs.
Diminished effectiveness in major life role; work, school, or home resulting
from use of drugs or alcohol.
Recurrent use of substances in situations that are hazardous or potentially
40.
self-defeating.
Recurrent hangovers or withdrawal symptoms when attempting to cut back
41.
or stop the use of alcohol or drugs.
39.
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PERSONAL HISTORY CHECKLIST

Client Name: ________________________
Date: ______________

Please check all items that have ever applied to the client and/or their family as indicated:
Client as Child
or
Child Client

Client as Adult
or
Child’s Parents

Abnormal pregnancy or delivery
Abnormal milestones/ Developmental Delay
Difficulties eating
Difficulties sleeping
Difficulties with elimination/bowel control
School Difficulties:
Poor grades
Learning Disabilities
ADD/ADHD
Behavioral problems
Difficulty making/keeping friends
Difficulty with anger or aggression
Difficulty with anxiety
Suicidal thoughts, feelings or attempts
Self-injurious behavior
Got into trouble with the law
Difficulty with work
Experienced Abuse:
Sexual
Physical
Neglect/Abandonment
Emotional
Parents separated or divorced
Parent(s) deceased
Lived in Foster care
Adopted
Other trauma: ___________________
Military experience
Substance Abuse:
Drug use
Alcohol use
By other Family Member
Other addiction: __________________
Previous Psychotherapy
Previous Psychiatric medications
Previous Psychiatric Hospitalizations
Medical condition/Serious illness/Medical Hospitalization
Allergies: _____________________
Mental illness in other family member: ______________
Relationship: ____________________
Serious medical illness for other family member

TPC - PERSONAL CHECKLIST (cont.)

Client Name: __________________________

Other Medical Information
Current Medications (Name, dosage, purpose):

Past Psychiatric Medications Tried

Other Medical Conditions (including Allergies) or significant medical history:

Presenting Problem
Why are you seeking help at this time?

When did this problem start?

Describe any event(s) that made the problem(s) surface, or any recent changes/traumas in the family:

What have you tried to do about this problem up to now?

What help would you like to receive from us? What would you like to accomplish in your treatment?

