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Adults, Teens, & W - (737) 777 - 8452

Suzanna Finnegan Guyton Counseling LPC-S

Today'sDate: ___/___ [/ ___
Client Information

Client Name (Please Print) Marital Status Date of Birth

SMWDP Sep.
Client Home Address City/State Zip Code Home Phone # Cell Phone #
Client’s Employer Occupation (Indicate if Student)How long employed? Business Phone #
Employer’s Address City/State Zip Code Client Driver’s License #

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

Spouse’s Name

Spouse’s Employer Occupation (Indicate if Student) Business Phone #
Employer’s address City/State Zip Code
Who referred you to this practice (or how did you find us)? Primary Care Physician

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

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 #
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Suzanna Finnegan Guyton Counseling, LPC-S
Client Information Form

If Client is a Minor or Student

Mother’s/Guardian Name

Address / City / State / Zip Code Home Phone #

Mother’s/Guardian Employer

Occupation (Indicate if Student) Business Phone #

Employer’s Address / City / State / Zip Code

Mother’s/Guardian Driver’s License #

Father’s/Guardian Name

Address / City / State / Zip Code Home Phone #

Father’s/Guardian Employer

Occupation (Indicate if Student) Business Phone #

Employer’s Address / City / State / Zip Code

Father’s/Guardian Driver’s License #
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9707 Talleyran Cove,

L% LT TR Austin, TX 78750
- (737) 777 - 8452

Suzanna Finnegan Guyton Counseling LPC-S

Email & Texting Consent
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

2. 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).

If you are comfortable with it, I will use email text to reference scheduling.

If you are not comfortable with it, we can communicate by phone calls instead.

Please indicate your personal preference below and sign the following:

IDO  ©F | 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
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Suzanna Finnegan Guyton Counseling LPC-S

Client Consent to Treatment

IMPOETANT INFORMATION AND CLIENT CONBENT: Please rend and sign at the end stating you have
fully read and understand the informntion helow,

CLIENT/THERAPIST BELATIONSHIF: You and your Therapist have & professional pelationship exigting exclusively for
H?l&l":'l-,Fl\.'J.lL'ii.' treatient. This relationship fimerions mos effectively when if remaimes sociby prodessoonal amd pivolve doly e
UJ:'."EE| elic aspect. Your Therapist cm bt serve v neests by focasing selely on by anid avoiding amy e of snciab or
buminess relufonship, Gifls are ool sppropriste, oo is wey soet of iade of service for service.

RISHS AND BENEFITS: Conanseling and pasychotherapy are bemeficial, bt as wokl any reatment, there are
inherent dalm, During coungeling, you will have discussions about personal issues which may hring to the
surface unmmmfortsble emotions such &8s anger, guilt, smd zadoess. The benefits of cnunseling ean far
outweigh any discomiort encountered during the poeess, however. Some of the poesible benefits are
improved personal relntionstups, reduced feetings of emotional distress, and apecilic problem solving. We
caAnnat piiarantee these benefits, nf course. I 15 our desine, however, to work with yon to #ttain yoar peraonal
goals for counseling andfor peychotherapy.

COUNSELING: We provide short-term coumseling designed to address maoy of the sscees oor clents ares
dealing with, Your first visil will be an asscaament sesaion in which vou and your Thempist will determine
¥our concerms, and if both apres that the thermpst can meet yoor therapeatic neaeds, develop a plan of
resatment, Should yonl choose not to follomr the ]:Il.EII. of treatment prowided to yon b your Therapnsl, services
o youl may e terminsted.

My mosal of is to provede the most effectve thempeutic expenience available to you. If at any tme you focl that
we amre not & gocd 7, please disounss this mmatfer with e lor deteromine if Trwsfcn'jjjg i 8 more suitable
Therapist iz mght for yaw.

Wellness la more than the absence of diseseses; 1l is o slate of optimal well-being, It goes beyond the curing of
illreeas to achieving heaiith. Throwgh the ongoeing intepration of owe physical, emotional, mental, and spirinoal
solf, each persnn has the opporbenity to create and preserve & whole and happy life. Our aervices are

,j.cmp;nec[ o pn:lwil:l:,- LT chenis an :i:J.T.EgJ'aEEL‘I solution 1or thear rmined, boedy, 5]_'.|1'ri1', amd hife to enhance their
liwes and resolve Esues

APPOINTMENTS: Appointments are tvpically schedubed on a weekly basis and are approximately 55 minutes
fong. More frescpuiemit sessions oF an intensmee omtpatient schedsle are avasilable i determined appropriate bw
your Therapist. If you must cancel or reschedule your appoinirment, we ask that yvon call oue office at 512
EOE- 2588 at feast 29 hours in advandesg, whenever possible. This will free your appointment tione for another
client

FEE SCHEDULE: Thizzprangt e & Evaluation Seasion {19 visit) S120.00
FEepular Cffice Vialts [50 minutes] (Individuals, Couples & Flay Therapy]  $100.00
Written Reporls ((nEWrance companse:s, SUEHEr WIS, CLe. pre meebed at BL0.00

PAYMENT /INSURANCE FILING: Pavment of fees, including any required co-pays, is expected at the time of
each appointment. We request that payment be made belore your session begins. 1§ you are using insurance
benefits, | will file insurance claims for you, and we will homor any contractual agresments with ma 3
health eare eompanies that have specific reimbursement restrictions and claim requirements, 1f you are not
using a Managed Care/FPO/HMO insurance plan aned wish te file your own claim, we expect full payment at
the time of SETVice.

EMERGENCIES: You may encounter a personal emergency which will require prompt attention. In this
event, plense contact our office regarding the nature and argency of the cireumatances. We will make every
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attempl to schadule you as spon a8 possible or Lo offer other options.  Brause clicnts may be sC mﬂif
bicle-to-baclk, it is nol alwaye poseible to et a call momediately. [-!uwmr, wie will Toake cwery © your
SESPONG T YouT emeryency in a tmely marmer. | your cnergency arises after hoors ar on 2 WesEEs
Therapists poger numiber will be given on oo weice mail syatern. 1 yoa are “"'."“"""“’"E““mmm o Therapist
smermeney, call 911 or have someone talke you o the reorest emergency dept for help. your

i ol Di-'tﬂ'iﬂ'.l'l,jq:ru will b advised acd E‘.'_\rm 1k pamne ol fam on-call Thermpast

CORFIDERTIALFTY: 1 fillow all ethir standards prescribed by state and federml Lavw.- w;a are chgsﬁ.:;u;n 1;:_;;1
practice gurdelines and standards of care to keep records of your counscling. Thess: records are
wilh the empeptions noted belowr and nothe Notice of Privacy Prectices provided to youl

T L sty & Theramst and a client are eonfidential. No miormation will be released without the
ﬂlfnul;:ﬁf:: ;::tm.m unjfﬂla mandatesd by law, Fosaible creeqtions to confidentality ﬁdﬁh&;m;:::m
limnited tn the following situations: child abmar; Abuse of the elderly or disabled; abuse pi'ﬁ"m_ s i
health Faeilities: criminal prosecntions; child custody Cases; suits n which the mexnizl ]:I.ll.‘.E!l ELPESJL'I:_'L
immue; sitnations whers the Therapist has 8 dqmi:ﬁhﬂs:;ﬁw 1.:hl_-:::, ;ﬁ'dl'hfmwwmnaqmw o Elh-:]jz, fa

BOrERATY o Warn oF discinse; & mepligrnce sl « clionl against the T the
Er.u.uplﬂ.'u;L with the leensing oo certifyiog board. I Fora hawe any questians n;@Iﬂ.}'ﬂg mnﬂ:_!mna!mr,r}ﬂu
shoild bring them to the attention of the Thempizt when yom and the Therapist discuss this ::na.th:l; mu.tthm:
By signing this Informetion and Consent Form, yom i piving conscni to the undersignedd Themrn;d mﬂhsrrﬁ
mn.ﬁdml—ia]1Efnﬂn£tﬁunwirhaup:rmnnmﬂulcd.hthandmmﬂmrnp_mq that Tefrrred Fou 1
insnremes carrer responsible for providing yoer ments] health care services and payment for ﬂlcw
Eﬂd?uuuﬁ&ﬂbrﬂmmhiﬁ&nﬂhuhﬂﬂghmi&ﬁﬁﬂmﬂmgﬂﬁi%ﬂmmsnjmm FOmr
ripht of comfidentiatity that meay result.

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

[Signatures and Consent to Treatment on Next Page]
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Consent to Treatment: 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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