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 9707 Talleyran Cove,
Austin, TX 78750

(737) 777 - 8452
Suzanna Finnegan Guyton Counseling LPC-S 

___/___/___ 

Client Name (Please Print) Marital Status
S M W D P Sep.

Client Home Address 
 

City/State Zip Code

Client’s Employer
 

Occupation (Indicate if Student)How long employed?

Employer’s Address
 

City/State Zip Code

In case of emergency, contact (name, relationship, and phone number): 

Spouse’s Name 

Spouse’s Employer
 

Occupation (Indicate if Student)

Employer’s address
 

City/State

Who referred you to this practice (or how did you find us)?
 

Zip Code 

Date of Birth 

Primary Care Physician 

Business Phone # 

Business Phone # 

Person responsible for payment, if not above Address / City / State / Zip Code Phone # 

Insurance Company Name Policyholder Name Date of Birth 

Insurance Phone # Insurance Authorization # 

Insurance ID #/Subscriber# Insurance Group # 

Home Phone # Cell Phone # 

Client Driver’s License # 

 
Today’s Date:

Client Information 

Insurance Information 
Note: Please provide insurance information only if you have made arrangements with our office to file your insurance.  



Mother’s/Guardian Name 

Mother’s/Guardian Employer 

Employer’s Address / City / State / Zip Code 

Father’s/Guardian Name 

Father’s/Guardian Employer 

Employer’s Address / City / State / Zip Code 

Occupation (Indicate if Student)

Occupation (Indicate if Student)

Address / City / State / Zip Code

Address / City / State / Zip Code

Father’s/Guardian Driver’s License # 

Mother’s/Guardian Driver’s License # 

Home Phone # 

Home Phone # 

Business Phone # 

Business Phone # 
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If Client is a Minor or Student 
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2.

we can communicate by phone calls instead. 

Please indicate your personal preference below and sign the following: 

 
I DO

Email can be “hacked”, giving a third party access to email content and addresses 

3. Email providers (Gmail, Yahoo, Hotmail, etc) retain a copy of each email in their systems, where it could be
accessible to employees. 

For these reasons, I will not use email or text to discuss clinical, personal information (session content). 

I will use email text to reference scheduling. 

 or  I DO NOT consent to the use of email/text for administrative matters by my therapist Suzanna 
Finnegan Guyton. If given, consent will expire 2 years after last appointment. This means I will not contact you by email
although you are welcome to contact me and I can reply briefly if you do. 

_______________________
Client / Patient Name 

____/____/____ 
Date 

HIPAA Regulations and my professional code of ethics require that I keep your Protected Health Information private and
secure and I am committed to doing so. While email and texting is convenient to communicating regarding administrative
matters,it is not entirely 100% secure. Potential email risks include: 

1. Missed delivery of email to an incorrectly typed address 

 
Email & Texting Consent 

If you are comfortable with it,
 
If you are not comfortable with it, 
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Client Consent to Treatment 

https://editor.wix.com/html/editor/web/renderer/render/document/5608bdfc-a6e5-4ec8-8e55-8ce4ab01e479
https://editor.wix.com/html/editor/web/renderer/render/document/5608bdfc-a6e5-4ec8-8e55-8ce4ab01e479


[Signatures and Consent to Treatment on Next Page] 

Duty to Warn / Duty to Protect: if my therapist believes that I am in any physical or emotional danger to myself or
another human being, I hereby specifically give consent to my therapist to contact any person who is in a position to
prevent harm to me or another, including, but not limited to, the person in danger. I also give consent to my therapist to
contact the following person(s) in addition to any medical or law enforcement personnel appropriate: 

Name 1 Telephone number 

Name 2 Telephone number 
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: By signing this client information and consent form as the client or guardian of said client, I 
knowledge that 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 requests clarification for anything that is unclear to me. I am
voluntarily agreeing to receive mental health assessment treatment and services and I understand that I may stop such
treatment at any time 

_______________________
Signature of Client / Parent

____/____/____ 
Date 

_______________________
Signature of Spouse / Partner / Parent

____/____/____ 
Date 

_______________________
Therapist

____/____/____ 
Date 

I hereby authorize the release of necessary medical information for insurance reimbursement purposes. 

_______________________
Client / Parent

____/____/____ 
Date 

I authorize the payment of medical benefits to the provider of services. 

_______________________
Client / Parent

____/____/____ 
Date 
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Consent to Treatment


