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NAME: ________________________________________________________     DATE: ____________________

PHONE NUMBER: _______________________________________    BIRTHDATE: ____________________

PROFESSIONAL RELATIONSHIP:  You and your Therapist/Practitioner have a professional relationship existing exclusively for therapeutic treatment. Your Therapist/Practitioner can best serve your needs by focusing solely on your goals and avoiding any type of social or business relationship.  
AVAILABLE SERVICES:  Therapeutic life coaching, individual and group psychotherapy, career assessment and counseling, personal development, hypnotherapy, EVOX, customized executive services.  Effective therapeutic coaching and psychotherapy is founded on mutual understanding and good rapport.  It is our intent to convey the policies and procedures used in our practice, and we are pleased to discuss any questions or concerns you may have. Psychotherapy services only available in the state of Texas. Consulting, coaching and training services may be provided worldwide.
NewStarts uses cutting edge practices and methods as part of our armamentarium which provide a high level of positive results. Although these techniques and methods are highly effective, some are relatively new or recent and may not be recognized by other practitioners who use more common practices. 
CONFIDENTIALITY:  Ethical standards prescribed by state and federal law are followed consistently.  Records are confidential with the exceptions noted below and in the Notice of Privacy Practices.

Discussions between a Therapist/Practitioner and a patient/client are confidential and in most cases is protected by law.  However, the law also makes some important exceptions to your privacy. Possible exceptions to confidentiality include but are not limited to the following situations:  risk or harming yourself or someone else; child abuse; abuse of the elderly or disabled; abuse of patients in mental health facilities; sexual exploitation; criminal prosecutions; child custody cases; suits in which the mental health of a party is in issue; situations where the Therapist/Practitioner has a duty to disclose, or where, in the Therapist/ Practitioner’s judgment, it is necessary to warn or disclose; fee disputes/unpaid balances; a legal suit brought by the patient/client against our office or your Therapist/Practitioner; or the filing of a complaint with a licensing or certifying board.  
By signing this Information and Consent Form, you are giving consent to our office to share confidential information with persons mandated by law including third payors. Third party payors, such as insurance carriers, require certain information including, but not limited to, diagnosis, appointments, symptoms, and your progress. We do not file insurance but are happy to provide you with a statement which you can file on your own. If a dispute arises over billing or your account with us, our office may be required to provide a collection agency information necessary to collect any outstanding balances.

By signing below you are releasing and holding harmless NewStarts from any departure from your right of confidentiality that may result.
RISKS AND BENEFITS:  Psychotherapy and counseling are highly effective and beneficial, but as with any treatment, there are inherent risks.  Discussions about personal issues may bring to the surface emotions such as anger, guilt, and sadness.  The benefits of treatment can far outweigh any discomfort encountered during the process, however.  Some of the possible benefits are reduced stress, improved personal relationships, less emotional distress, and effective problem solving.  We cannot guarantee benefits but is 
our goal and desire to work with you to attain personal goals and improved opportunities for success.
RECORDS: Records are stored in a locked filing cabinet in our main office. In the unlikely event of the death or disability of a practitioner, you will be notified as soon as possible, and your records will be protected by our office and secured by a qualified professional, at which time you may choose to receive copies of your records or have them delivered to another practitioner of your choosing. 
ELECTRONIC COMMUNICATION:  Email and/or texting are not secure forms of communication and must
be used with caution. By signing this form, you consent to communication via electronic means, including email, texting, and appropriate video conferencing.

_____ I understand the risks of electronic means of communication.

_____ I authorize your office to leave messages etc at the following:

          Phone: _____________________________

          Email: _____________________________

          Address: ________________________________________________________________________________________
SOCIAL MEDIA POLICY: Our professional practice standards limit accepting requests to connect via social media sites. 
COURT APPEARANCES: NewStarts practitioners are not forensic experts and our office does not routinely provide forensic services. If subpoenaed or requested to appear as a result of any court case, a daily rate of $3000.000 will apply which must be paid prior to scheduling a court appearance. 
_____ I agree to pay retainer of $3000 before scheduling my Practitioner for a court appearance. 
_____ I agree that if NewStarts must retain legal counsel for any reason as a result of our affiliation, I
will pay legal fees up to maximum of $10,000. 

APPOINTMENTS:  Appointments are scheduled based on your individual needs and the program you have elected to pursue. This can be changed at any time after a discussion with your Therapist/Practitioner.  If 
you must cancel or reschedule your appointment, call our office at 817-600-7611 at least 24 hours in advance.  This is important to free your appointment time for someone else. If you miss an appointment it
is your responsibility to contact us to make arrangements and reschedule. Two missed appointments will result in termination of services.
______ I understand the 24-hour cancellation policy and agree full payment for the session will be required in the event of missed appointment or failure to observe the 24-hour cancellation policy. 
SERVICES AND FEE SCHEDULE:


Individual Session (hourly rate)                                                                                      $250.00/hr
Hypnotherapy (30 min session)                                                                                      $150.00
Intensives: 2 hr session                                                                                                  $500.00

                  4 hr session                                                                                                 $1000.00

EVOX series (10 sessions)                                                                                              $3000.00

Peer Groups:

Executive (meets monthly)






           $395.00/mo
Specialty (meets weekly)







           $300.00/mo

Returned check fee                                                                                                             $25.00                                                   

Records fee 








(based on situation, please ask admin)       









PAYMENT: Payment due prior to each appointment. Statement for services rendered available upon request. 
______ I understand and agree payment is required at time of service. 

______ A credit card may be kept on file for billing purposes.

______ Gifts are greatly appreciated, but not allowed by professional ethics, nor is any trade for services. 

OFFICE HOURS: Typical office hours are 9:00 a.m. to 5:00 p.m. We make every effort to return phone calls the same day, but do not routinely make calls or check messages after office hours. In cases of emergency, call 911 or go to the nearest emergency room. 

EMERGENCIES:  In the event you encounter a personal issue which requires prompt attention, contact our office regarding the nature and urgency of the circumstances.  We will make every attempt to schedule you as soon as possible or to offer other options, but understand it is not always possible to return calls immediately. If an emergency arises after hours or on a weekend, or if you are experiencing a life-threatening emergency, call 911 or have someone take you to the nearest emergency room.   

DUTY TO WARN/DUTY TO PROTECT:  If your Therapist/Practitioner believes you (or your child if child is the patient/client) are in any physical or emotional danger to yourself or another human being, the law allows us to contact medical authorities or law enforcement including, but not limited to, the person in danger. (Texas Health and Safety Code 611.04.a.2)

_____ I give consent to contact the following person(s) in addition to any medical or law enforcement personnel deemed appropriate:
Name of Emergency Contact:
_________________________________________________________________________

Relationship: _____________________________________________




   

Phone Number: ___________________________________________
CONSENT TO TREATMENT:  
By signing this Information and Consent Form as the Patient/Client or Guardian of said Patient/Client, I acknowledge I have read, understand, and agree to the terms and conditions contained in this form.  I have been given appropriate opportunity to address any questions or request clarification for anything that is unclear to me.  I voluntarily agree to receive services for myself (or my child if said child is the patient/client) and understand treatment or services may be discontinued at any time.  
NOTE:  In regards to treatment of a minor child, if a court order has been entered with respect to the conservatorship of said child, or impacting your rights with respect to consent to the child’s mental health care and treatment, services will not be rendered to the child until Therapist has received and reviewed a copy of the most recent applicable court order.
_________________________________________________________
           ___________________________________________
Signature – Patient/Client





Date
__________________________________________________________
___________________________________________

Signature – Parent/Guardian





Date
__________________________________________________________
___________________________________________

Signature – Spouse/Partner





Date
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