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Privacy of Information Shared in Counseling/Therapy:
Your Rights and My Policies 
What to expect: 
The purpose of meeting with a counselor or therapist is to get help with problems in your life that are bothering you or that are keeping you from being successful in important areas of your life. You may be here because you wanted to talk to a counselor or therapist about these problems. Or, you may be here because your parent, guardian, doctor or teacher had concerns about you. When we meet, we will discuss these problems. I will ask questions, listen to you and suggest a plan for improving these problems. It is important that you feel comfortable talking to me about the issues that are bothering you. Sometimes these issues will include things you don’t want your parents or guardians to know about. For most people, knowing that what they say will be kept private helps them feel more comfortable and have more trust in their counselor or therapist. Privacy, also called confidentiality, is an important and necessary part of good counseling.

As a general rule, I will keep the information you share with me in our sessions confidential, unless I have your written consent to disclose certain information. There are, however, important exceptions to this rule that are important for you to understand before you share personal information with me in a therapy session. In some situations, I am required by law or by the guidelines of my profession to disclose information whether or not I have your permission. I have listed some of these situations below.

Confidentiality cannot be maintained when:
>You tell me you plan to cause serious harm or death to yourself, and I believe you have the intent and ability to carry out this threat in the very near future. I must take steps to inform a parent/guardian/family member of what you have told me and how serious I believe this threat to be. I must make sure that you are protected from harming yourself.

> You tell me you plan to cause serious harm or death to someone else who can be identified, and I believe you have the intent and ability to carry out this threat in the very near future. In this situation, I must inform your parent/guardian/family member, and I must inform the person who you intend to harm.

>You are doing things that could cause serious harm to you or someone else, even if you do not intend to harm yourself or another person. In these situations, I will need to use my professional judgment to decide whether a parent/guardian/family member should be informed.

>If you are a minor and you tell me you are being abused-physically, sexually or emotionally-or that you have been abused in the past. In this situation, I am required by law to report the abuse to the Division of Child Protection and Permanency (DCP&P)

>You are involved in a court case and a request is made for information about your counseling or therapy. If this happens, I will not disclose information without your written agreement unless the court requires me to. I will do all I can within the law to protect your confidentiality, and if I am required to disclose information to the court, I will inform you that this is happening.

Communicating with your parent(s)/guardian(s)/family member(s):
Except for situations such as those mentioned above, I will not tell your parent/guardian/family member specific things you share with me in our private therapy sessions. This includes activities and behavior that your parent/guardian/family member would not approve of — or would be upset by — but that do not put you at risk of serious and immediate harm. However, if your risk-taking behavior becomes more serious, then I will need to use my professional judgment to decide whether you are in serious and immediate danger of being harmed. If I feel that you are in such danger, I will communicate this information to your parent/guardian/family member.

Example: As a minor, If you tell me that you have tried alcohol at a few parties, I would keep this information confidential. If you tell me that you are drinking and driving or that you are a passenger in a car with a driver who is drunk, I would not keep this information confidential from your parent/guardian. If you tell me, or if I believe based on things you’ve told me, that you are addicted to alcohol, I would not keep this information confidential.

Example: If you tell me that you are having protected sex with a boyfriend or girlfriend, I would keep this information confidential. If you tell me that, on several occasions, you have engaged in unprotected sex with people you do not know or in unsafe situations, I will not keep this information confidential. You can always ask me questions about the types of information I would disclose. You can ask in the form of “hypothetical situations,” in other words: “If someone told you that they were doing ________, would you tell their parents?”

Even if I have agreed to keep information confidential – to not tell your parent or guardian – I may believe that it is important for them to know what is going on in your life. In these situations, I will encourage you to tell your parent/guardian and will help you find the best way to tell them. Also, when meeting with your parents, I may sometimes describe problems in general terms, without using specifics, in order to help them know how to be more helpful to you.

Communicating with other adults:
School: I will not share any information with your school unless I have your permission and permission from your parent or guardian. Sometimes I may request to speak to someone at your school to find out how things are going for you. Also, it may be helpful in some situations for me to give suggestions to your teacher or counselor at school. If I want to contact your school, or if someone at your school wants to contact me, I will discuss it with you and ask for your written permission. A very unlikely situation might come up in which I do not have your permission but both I and your parent or guardian believe that it is very important for me to be able to share certain information with someone at your school. In this situation, I will use my professional judgment to decide whether to share any information.

Doctors: Sometimes your doctor and I may need to work together; for example, if you need to take medication in addition to seeing a counselor or therapist. I will get your written permission and permission from your parent/guardian in advance to share information with your doctor. The only time I will share information with your doctor even if I don’t have your permission is if you are doing something that puts you at risk for serious and immediate physical/medical harm.

Communicating with your therapist:

Your therapist can be reached through phone at our main number (908) 829-4839, or email (info@familyfirstcs.org).  Our staff will take your message and contact the therapist who will return your call.  Your therapist will not answer during sessions so please be patient.  Calls will be returned within 24 to 48 hours. 

There may be times when you and your therapist may need to speak on the phone between sessions to discuss treatment.  Any phone call with your therapist lasting longer than 15 minutes will be charged a fee of $50 per 15 minutes, which can’t be billed to insurance.  If you know or anticipate you may need more than 15 minutes on the phone, you are strongly encouraged to schedule an additional session if possible.

There may be times when you and your therapist may need to text messaging between sessions.  This arrangement is agreed upon on a case by case basis with your therapist and not a regular service offered by the agency.  Text messages are also only to be used for short simple communications regarding appointments or questions and are not appropriate for issues that should be covered in session.  Text messaging is NOT appropriate for emergencies.  
Email is best used for scheduling or rescheduling appointments and short simple communications or questions.  Email should not be used for extensive communications or for therapy.  Major issues should be talked about in session.  Email will be responded to as needed within 24 to 48 yours.  Email is NOT appropriate for emergencies.  

Family First Counseling Services and its therapists do not offer emergency treatment services.  If you feel you are at imminent risk of harm to self or others due to suicidal or homicidal ideation you must call 911 or go to your nearest local hospital emergency room.

Sessions

Sessions are 50 minutes.  The first three sessions will be used by you and your therapist to determine whether you are a good fit to work together.  If both you and your therapist feel comfortable meeting, you will work together to create a treatment goal and a plan.  Should you decide you and the therapist are not a good fit, we will make treatment recommendations and/or refer you to another therapist within this practice. If we cannot find you an alternate therapist within this practice, we will refer you to a professional or program independent of the practice. 

Once your treatment has started, the sessions will be once weekly at a time mutually agreed upon by you and your therapist. Sometimes the sessions may be more frequent or less frequent due to clinical circumstances. The fee or co-payment is to be paid at each session except for special circumstances prearranged by you and the practice. Although Cash, checks and credit cards are accepted, the preferred method of payment is by credit card.  

Please note:* You will be charged the regular full fee for any session canceled with less than 24 hours notice.

Consent for Treatment
Name:  _________________________
Address: ___________________________________

Date of Birth:  ______/______/______



         

Signing below indicates that you have reviewed the policies described above carefully, understand what to expect from therapy, understand the limits to confidentiality, and voluntarily agree to engage in therapeutic services with Family First Counseling Services and its staff. 
I understand that at any time, I may choose to discontinue treatment by withdrawing my consent.

If you have any questions as we progress with therapy, you can ask your therapist at any time.
Client Signature ________________________________________ 
Date__________

Therapist Signature ______________________________________ 
Date__________

Emergency Contact information
In the event I become at risk of imminent harm to myself or others while receiving treatment in the offices of Family First Counseling Services or online, I authorize the staff of Family First Counseling Services to contact the following person(s) and share with them any and all details of my condition necessary to maintain my safety as well as the safety of others.  
Primary Emergency Contact:  

Name: ______________________________

Relationship to Client: ______________________________

Phone: ______________________________

Email: ___________________________________________

Alternate Emergency Contact:  

Name: ______________________________

Relationship to Client: ______________________________


Phone: ______________________________

Email: ___________________________________________

Client Signature ________________________________________ 
Date__________

Therapist Signature ______________________________________ 
Date__________

Authorization to Release and Obtain Information
Name:  _________________________
Address: ___________________________________

Date of Birth:  ______/______/______



         

Permission is hereby granted to Family First Counseling Services to release information to and receive information from:

______________________________________________________

Person/Agency (Name & Phone Number)

______________________________________________________




Person/Agency (Name & Phone Number)

______________________________________________________





Person/Agency (Name & Phone Number)

______________________________________________________







Person/Agency (Name & Phone Number)

Regarding any physical or mental status exam, social or familial history, educational evaluation, and/or ongoing treatment regarding:

The purpose for disclosure is to facilitate assessment, treatment and planning.

I understand that by law, I do not have to release this information.  However, I choose to do so voluntarily for the purpose specified above.  I further understand that I may cancel this authorization for release of information at any time unless the information has already been sent.  The permission to release the above information will expire in one year.

______________________________________________


_____________________

Signature of Client/Parent/Guardian






Date

______________________________________________


_____________________

Signature of Client (If 14 and above)






Date

______________________________________________


_____________________

Signature of Witness (Clinician) & credentials




Date

______________________________________________

Name of Witness (Print)
Credit Card Authorization

By signing this agreement, I am authorizing Family First Counseling Services staff to charge my credit card for all professional services rendered to you, the “Client” that are not paid at the time of service, or for situations which fall under the late cancellation policy listed below.  I agree that I will not dispute those charges (charge back) which may include, but are not limited to:

· A missed session that has not been cancelled with 24 hours or more notice will be charged the full session fee which cannot be billed to insurance, as outlined in the Cancellation Policy.

· Telephone sessions in prorated increments of 15 minutes will be charged at a rate of $50/15min.

· Any other agreed upon service provided by Family First Counseling Services to the “Client.”

This form will be stored securely in the your chart and updated upon request at any time.

Card Number: _________________________________________________

Security Code: ____________________ Expiration Date: _______________

Name as Printed on Card: ________________________________________

Card Type: ____________________________________________________

Billing Address: ________________________________________________

City: ________________________________ State: _______ Zip: ________

Email Address: ________________________________________________

Signature: ____________________________________________________

Psychosocial/Demographic information

Name:
__________________________________________

Date of Birth: ______/______/______

Gender: _______________


Ethnicity/Race: ____________________

Date of Assessment: ______/______/______
  


Language of the Home: ___________________

Parent/Guardian:  ________________________________________

Phone Number: ___________________

Address:  ________________________________________________    
 
Cell Number: _____________________


   ________________________________________________

Email: ___________________________

Best Way to Be Reached: __________________________________________________
Permission To Leave a Voicemail:___________ Permission to Leave a Text:_________

Additional Reporter’s Name (if any): _______________________________    Relationship to Client: _________________

How did you hear about this practice? __________________________________________________________

Reason for seeking outpatient mental health treatment: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
PHYSICAL HEALTH
Primary Care Physician: _____________________________________   

Phone Number: ___________________

Please describe your current health (Please include current and/or past medical/developmental conditions):

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

FAMILY FUNCTIONING

Family Composition:



  Name

           
            Relationship to Youth
 
 Age

    Gender
        ____________________________
     ________________________             ______
             ____________

        ____________________________        ________________________            _______
             ____________

        ____________________________        ________________________            _______
             ____________

        ____________________________        ________________________            _______
             ____________

        ____________________________        ________________________            _______
             ____________

Extended Family and Supports:

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

Significant Family Events: _________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

Family Activities:  Please provide information about activities the family members enjoy:

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

Family Values:  Please describe values that family members consider especially important:

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

Immigration and Acculturation:  Please detail significant immigration events, particularly separations and reunions.  Describe youth’s and family’s experience of the acculturation process.

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

PSYCHOSOCIAL HISTORY
Is there a history of medical, psychiatric, substance abuse problems in the family? (If yes, please describe)

____________________________________________________________________________________________________________________________________________________________________________________________________

Is there a history of abuse or neglect in the family? (If yes, please describe) ____________________________________________________________________________________________________________________________________________________________________________________________________

Is there a history of losses/deaths/suicide in the family? (If yes, please describe)

____________________________________________________________________________________________________________________________________________________________________________________

SPIRITUALITY/RELIGION/CULTURE/ETHICITY

Impact of Spiritual and Cultural Identity on Treatment: (if any) 

__________________________________________________________________________________________________
__________________________________________________________________________________________

__________________________________________________________________________________________

SOCIAL FUNCTIONING
Describe your relationships with your spouse:

____________________________________________________________________________________________________________________________________________________________________________________________________

Describe your relationships with your family:

____________________________________________________________________________________________________________________________________________________________________________________________________

Describe your relationships with your extended family:

____________________________________________________________________________________________________________________________________________________________________________________________________

Describe your relationship with yourself: __________________________________________________________________________________________________

__________________________________________________________________________________________________

How do you identify yourself sexually? 
(i.e. Gay, Lesbian, Bisexual, Questioning, Non-binary, Heterosexual, other)

____________________________________________________________________________________________________________________________________________________________________________________________________

EDUCATION HISTORY (Highest level of education)

School: _______________________________________
Degree: ___________________
Year Graduated: __________

School: _______________________________________
Degree: ___________________
Year Graduated: __________

School: _______________________________________
Degree: ___________________
Year Graduated: __________

EMPLOYMENT HISTORY
Company: ____________________________________
Position/title: ___________________
Dates: __________

Company: ____________________________________
Position/title: ___________________
Dates: __________

Company: ____________________________________
Position/title: ___________________
Dates: __________

HISTORY OF BEHAVIORAL HEALTH TREATMENT 
TX:__________
Provider:____________________
Dates:__________ -- ____________
Reason:______________________________
TX:__________
Provider:____________________
Dates:__________ -- ____________
Reason:______________________________
TX:__________
Provider:____________________
Dates:__________ -- ____________
Reason:______________________________
Which, If any were helpful?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

HISTORY OF MEDICATION TREATMENT
Med:____________________________________
Prescribing MD:___________________________             Dates:________ -- __________


Reason:_________________________________________________________________________________________________________________
Med:____________________________________
Prescribing MD:___________________________             Dates:________ -- __________


Reason:_________________________________________________________________________________________________________________
Med:____________________________________
Prescribing MD:___________________________             Dates:________ -- __________


Reason:_________________________________________________________________________________________________________________
Which, If any were helpful?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
SUBSTANCE USE HISTORY
List past and/or present substance use/abuse history (include substance types of use/abuse; age at time of 1st use, frequency of use, amount of use, date last used and periods of abstinence):

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
SUICIDAL RISK
Current Suicidal Ideation/intent/plan (if yes, please explain in detail) _________________________________________

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________        

History of suicidal ideation/intent/plan history (if yes, please explain in detail) _________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________

 Self-Harmful behaviors (past/present-describe) __________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

HOMICIDAL RISK
Current Homicidal ideation/intent/plan (if yes, please explain in detail): ​​​​​​​​​​​​​​​​​​​​​​​​​​​​_______________________________________

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________

History of homicidal ideation/intent/plan (if yes, please explain in detail) ______________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________
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Aggressiveness/Hostility            Animal Cruelty 
        Sexualized Behaviors 

Fire setting Behaviors             Firearms in the home/accessible (please describe where it is and who has access)
 Please describe additional risk behaviors: ________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

SIGNIFICANT EVENTS/MISCELLANEOUS INFORMATION ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

DIAGNOSTIC IMPRESSIONS: (For therapist only)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________
CLINCAL FORMULATION/TREATMENT RECOMMENDATIONS
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

______________________________________________


_____________________

Signature of Clinician






Date

______________________________________________



Name & Credentials of Clinician
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