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CONSENT TO TREATMENT FORM

This form, as well as all other information, will be kept confidential and will not be released without your written consent. 
Name(s) ___________________________________________________________ 
Age*: ___________ Date of Birth: ___________________________ Referred by: Address:_____________________________________________________________________
Main Phone: _________________________ Home Email: ____________________________________ Cell Phone: ___________________________ Work Email: ____________________________________ 
Jordan Wilson may leave messages at these numbers: ____________________________
Jordan Wilson may send email messages to these email addresses: ____________________

EMERGENCY CONTACT 
In the event of an emergency, I authorize Jordan Wilson to contact the person below:
Your emergency contact will only be utilized if you appear to be a safety risk to yourself or others. 

 Name _______________________Relation: _____________ Phone: _____________________ 

PLEASE READ AND SIGN THE FOLLOWING STATEMENT I, the undersigned, agree to be in therapy with Jordan Wilson. I understand that I may refuse treatment at any time, which would require the closing of the file. In exchange for professional services, I agree to pay Jordan Wilson $125.00 per 50-minute session. 

I also understand that a 24-hour notice is required for cancellation of an appointment, or I will have to pay a $50.00 fee for the missed appointment. I also understand that the fee stated above is payable to Jordan Wilson on the day of services provided. 

CONFIDENTIALITY	

With the exception of certain specific exceptions described below, you have the absolute right to the confidentiality of your therapy. I cannot and will not tell anyone else what you have told me, or even that you are in therapy with me without your prior written permission. Under the provisions of the Health Care Information Act of 1992, I may legally speak to another health care provider or a member of your family about you without your prior consent, but I will not do so unless the situation is an emergency. I will always act so as to protect your privacy even if you do release me in writing to share information about you. You may direct me to share information with whomever you chose, and you can change your mind and revoke that permission at any time. You may request anyone you wish to attend a therapy session with you.

You are also protected under the provisions of the Federal Health Insurance Portability and Accountability Act (HIPAA). This law insures the confidentiality of all electronic transmission of information about you. Whenever I transmit information about you electronically (for example, sending bills or faxing information), it will be done with with special safeguards to insure confidentiality.

If you elect to communicate with me by email at some point in our work together, please be aware that email is not completely confidential. All emails are retained in the logs of your or my internet service provider. While under normal circumstances no one looks at these logs, they are, in theory, available to be read by the system administrator(s) of the internet service provider. Any email I receive from you, and any responses that I send to you, will be printed out and kept in your treatment record.

The following are legal exceptions to your right to confidentiality. I would inform you of any time when I think I will have to put these into effect. 1. If I have good reason to believe that you will harm another person, I must attempt to inform that person and warn them of your intentions. I must also contact the police and ask them to protect your intended victim.

2. If I have good reason to believe that you are abusing or neglecting a child or vulnerable adult, or if you give me information about someone else who is doing this, I must inform Child Protective Services within 48 hours and Adult Protective Services immediately. If you are between the ages of 16 and 18 and you tell me that you are having sex with someone more than five years old than you, or sex with a teacher or a coach, I must also report this to CPS, even though at age 16 you have the right to consent to sex with someone no more than five years older than you. I would inform you before I took this action.

3. If I believe that you are in imminent danger of harming yourself, I may legally break confidentiality and call the police or the county crisis team. I am not obligated to do this, and would explore all other options with you before I took this step. If at that point you were unwilling to take steps to guarantee your safety, I would call the crisis team.

4. If you tell me of the behavior of another named health or mental health care provider that informs me that this person has either a. engaged in sexual contact with a patient, including yourself or b. is impaired from practice in some manner by cognitive, emotional, behavioral, or health problems, then the law requires me to report this to their licensing board at the WA Dept. of Health. I would inform you before taking this step. If you are my client and a health care provider, however, your confidentiality remains protected under the law from this kind of reporting.


COORDINATION OF CARE/RELEASE OF INFORMATION 

To protect your privacy, I may not speak to anyone with regard to your work in therapy without your expressed and written permission. If you would like me to coordinate care with another provider (for example, your psychiatrist, primary care physician, etc.), or if you wish for me to be in contact with another individual or entity about your care (for example, a school counselor or administrator, an attorney or court, etc.) complete this form to authorize release of psychotherapy information attached to the end of this document. 




Client Signature: _______________________________________________ Date: ___________ 
Therapist Signature: ___________________________________________Date: ___________ 





