
 
Client Information 

Date: _________________________      ​                   Age / DoB: _______________________ 

Client’s full legal name: ___________________________________________________________ 

Preferred name: ________________________________________________________________ 

Biological Sex: ​ Male  /  Female      ​ Gender identity: __________________________________ 

Marital Status: ___________________   Race: _________________   Education:_____________ 

Phone numbers: ________________________________________________________________   
 ​                                      Permission to send Texts / Voicemails: (circle) ​ Yes   /   No          ​ (If no, please speak to receptionist) 

Emails: _______________________________________________________________________ 
                                          Permission to send Emails: (circle) ​ Yes   /   No 

Primary Address: _______________________________________________________________ 

City: ________________________________   State: ______________​ Zip: ______________ 

Occupation/Employer/School: _____________________________________________________ 

Referral source: ________________________________________________________________ 

Doctors / Agency: _______________________________________________________________ 

Emergency contact: _______________________________________  Phone: _______________ 

 

By signing below, I hereby attest that the information above is accurate to the best of my knowledge, and I agree it is my 
responsibility to update CCCS when any of the above information changes.  I agree to receiving emails, phone calls or 

text messages from CCCS related to my treatment; including optional automated text appointment reminders.  
 

 
_______________________________________________________     ____________________     
Client Signature                                       ​  ​   ​                                                           Date  

The confidentiality of this information is protected by federal laws including the Health Insurance Portability and Accountability Act of 1996 and the Code of Federal Regulations (42CFR Part2 

Public Law 93-282, Section 2:31(a) and 2:33) as well as the Iowa law (Iowa code Chapter 28). Iowa law requires that disclosures can only be made pursuant to the written authorization of the 

patient or the patient’s legal representative. Civil and or criminal penalties may apply to the unauthorized disclosures of mental health information. 
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Introduction to Services 

Welcome, we are glad you are here!  Please understand the following information on our services 

1. CCCS is an Iowa Chapter 24 accredited mental health agency, held to the state’s highest standards in 
mental health services.  Our staff are dedicated to treating all clients with dignity and respect, and to 
operate in accordance with client-centered, and trauma-informed practices. 

2. Our goal is to help you meet your goals.  Without your consistent and active participation in sessions, and 
collaboratively steering treatment goals and decisions, your goals and growth are unlikely to change 
through these services.  We believe you should understand the purpose and rationale of the services you 
are engaging in each step of the way.  You are encouraged to ask questions and give feedback to 
providers and staff to ensure your needs are understood and met. 

3. Using a combination of psychoanalytic and behavioral approaches to help you find, and live, your best life, 
treatment generally focuses on the following processes: 

a.​Increasing self-awareness and understanding relational dynamics 
b.​Internalizing personal responsibility toward making change 
c.​Exploring barriers to change and incongruence in thoughts, emotions, and behaviors 
d. Enacting and maintaining new efforts to improve circumstances and personal growth 

4. In accordance with state, licensing, and payor requirements, and ethical best practice, your provider 
participates in peer and group supervision with other agency providers, and in individual supervision with 
the agency director who oversees treatment and documentation related to all agency operations. 

5. CCCS provides services in good faith toward legitimate personal desire for change and growth.  
Participation in CCCS services is voluntary for all parties involved (regardless of legal or other obligation).  
Either party is free to end treatment or change providers to ensure the ethical provision of services in a 
safe, therapeutic environment for you, other clients and families, and our staff - whether in our offices or in 
our communities.  If CCCS finds a need to make a change that affects you, you will be informed, and your 
perspective considered in making treatment decisions.  You may discontinue services at any time, 
however, it is best to discuss this decision with your provider first. 

6. Our services are not intended to achieve any aim related to meeting external goals, including extraction or 
validation of information for custody or other legal issues; nor to the purposes of other entities like DHS, 
the court, or an employer - unless those needs align with the Client’s self-determined goals. 

7. Agency personnel must be legally served a subpoena in order to testify in court.  Agency personnel will 
charge a court appearance fee for testimony as this service requires a significant amount of preparation 
and expense related to canceling and rescheduling other client’s appointments, extra travel, seeking 
supervision, and reviewing documentation to prepare testimony.  

The signature below indicates understanding and acceptance of these service policies. 
I will only sign after I understand and agree to the above policies. 

  
___________________________________________________________     ________________ 
Client Signature                                                      ​                                                                                      Date  

The confidentiality of this information is protected by federal laws including the Health Insurance Portability and Accountability Act of 1996 and the Code of Federal Regulations (42CFR Part2 

Public Law 93-282, Section 2:31(a) and 2:33) as well as the Iowa law (Iowa code Chapter 28). Iowa law requires that disclosures can only be made pursuant to the written authorization of the 

patient or the patient’s legal representative. Civil and or criminal penalties may apply to the unauthorized disclosures of mental health information. 
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Appointments and Financial Responsibility 

1. Services work best with intention and consistency.  It is the Client’s responsibility to attend and participate 
in scheduled appointments.  Sessions are generally scheduled on a weekly, or bi-weekly basis; unless 
otherwise requested and collaboratively agreed between you and your provider. 

2. Cancelation of appointments is expected with 24 hours prior notice whenever possible.  Cancelation allows 
us planful use of that time for various other needs, and to reschedule other clients who may be waiting for 
an opening.  This only takes a quick call, text, or email to the office, or to your provider if they choose to 
allow direct communication with clients.  

3. Failure to attend scheduled appointments -without cancellation- is considered a no-show resulting in a $30 
no-show fee added to your account depending on our contractual conditions with your insurance. 

4. After three consecutive no-shows, all future scheduled appointments will be canceled.  You are welcome to 
request to resume services – which you will then have to initiate.  Resuming services will depend on the 
provider’s agreement and availability, and your account being brought up to date.  You will not be 
guaranteed your previous schedule, and may be put on a cancellation waitlist. 

5. Appointment charges, deductible, co-payment, existing balance, or other Client financial responsibility is 
due at the time of service or by the terms of a payment plan agreement with the Agency.  In case of 
financial limitations, please speak with our office staff.  We frequently work with clients to facilitate services 
when financial difficulties are present.   

6. The Client, regardless of insurance coverage, is ultimately responsible for payment of provided services 
and no-show fees - unless under specific contractual circumstances with your insurance.  We will help you 
understand how your insurance policy contributes to payment of services as best we can, however, it is in 
your best interest to understand the basic terms of your policy related to co-payment and coverage 
periods.  It is your responsibility to keep the agency up to date with any and all applicable changes to your 
health insurance coverage to avoid increased financial responsibility. 

7. Ongoing complications with meeting financial responsibilities may result in a pause in services until a 
payment agreement can be reached.  In the event that a payment agreement is not reached, or if the client 
does not participate in efforts to address the balance owed, termination of services may occur, and the 
past due account may ultimately need to be pursued by a collection agency. 

 

Signature below indicates the Client’s understanding and agreement of their responsibility to attend or cancel all 
scheduled sessions, and to fulfill their financial responsibility as outlined in this document.  I will only sign when I 

understand and agree to the above information. 

  

  
___________________________________________________________     ________________ 
Client Signature                                                      ​                                                                                      Date  

The confidentiality of this information is protected by federal laws including the Health Insurance Portability and Accountability Act of 1996 and the Code of Federal Regulations (42CFR Part2 

Public Law 93-282, Section 2:31(a) and 2:33) as well as the Iowa law (Iowa code Chapter 28). Iowa law requires that disclosures can only be made pursuant to the written authorization of the 
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Confidentiality 

CCCS utilizes an online HIPAA-compliant electronic health record platform.  Each client’s digital 
clinical chart contains all information related to treatment, including: demographics, appointments, 
intake information, treatment planning, and progress notes.  Your records will not be released to 
any entity without your prior written consent, unless in these situations as outlined below: 

Issues discussed in therapy are private, personal, and are generally legally protected as 
confidential and “privileged” under HIPAA.  There are limits to the privilege of confidentiality.  All 
CCCS providers are legal Mandatory Reporters under the criteria set forth by the State of Iowa.  
Limits of confidentiality include: 

1.  Suspected physical, emotional or sexual abuse, or neglect, of a dependent child, or a dependent elderly or 
disabled individual as outlined in Iowa Mandatory Reporter criteria. 

2.  If your provider believes that you have serious intent of significantly harming or injuring yourself or another; 
that self or other are in danger of intentional loss of life, or you are unable to protect yourself. 

3.  When an insurance entity is paying toward services, we are contractually required to share client information 
related to filing a claim, documentation audits, case review, appeals, and other processes. 

4.  CCCS providers participate in peer, group, and individual case supervision in accordance with state, 
professional, and insurance standards and best practices.  All CCCS staff are bound to confidentiality. 

5.  If your provider is subpoenaed to release sensitive client information for legal purposes, our policy is to resist 
that request until unavoidable - and then request release only under limited access.  This is not a guaranteed 
request, and at times we are legally compelled to comply.  CCCS is not responsible for being legally compelled 
to release records, is not responsible for records after their release, and is not responsible for the 
consequences of release. 

6.  In the event of natural disasters, or vandalism, protected records may become unavoidably exposed.                             

7.  Iowa Chapter 24 accreditation requires occasional Agency documentation audits. 
  
You may request, or may be requested to sign a limited release of information form to enable 
Agency staff to share information about your case, verbally or in writing, with anyone you identify.  
This includes family members, professionals, or other service providers (teachers, lawyers, 
doctors).  Without documented release of information authorization, or legal compulsion, providers 
cannot and will not engage in discussions, write letters, or share or report information to any 
outside entity pertaining to your case. 

  

CCCS will not be held liable to any damages or breach of confidentiality under the terms in this document. 
The signature below indicates understanding and acceptance of this service policy. 

I will only sign when I understand and agree to the above information. 
 

 
___________________________________________________________     ________________ 
Client Signature                                                      ​                                                                                      Date  

The confidentiality of this information is protected by federal laws including the Health Insurance Portability and Accountability Act of 1996 and the Code of Federal Regulations (42CFR Part2 

Public Law 93-282, Section 2:31(a) and 2:33) as well as the Iowa law (Iowa code Chapter 28). Iowa law requires that disclosures can only be made pursuant to the written authorization of the 
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Client Rights and Responsibilities 

Much of the therapeutic process takes place between sessions.  Your progress may be based on 
your use of therapeutic feedback and direction outside of sessions.  You may be asked to 
complete questionnaires or assignments. The client understands that it is their responsibility to put 
forth adequate effort in their treatment to produce results - not that of the therapist.  All clients 
share in the following rights and responsibilities while engaged in services with CCCS: 

  
1.  To be treated with dignity and respect for your personal values and beliefs. 
2.  Your privacy and confidentiality will be protected in accordance with our confidentiality policy. 
3.  To receive reasonable access to services regardless of race, religion, gender, sexual orientation,    
       ethnicity, age, or physical ability. 
4.  Will be informed, and included in processes and decisions related to your treatment. 
5.  Can discuss with Providers, medically necessary treatment options regardless of cost or coverage. 
6.  Have the right to include or exclude family participation in treatment planning if you so choose. 
7.  Clients over 12 years of age may participate in treatment planning when developmentally appropriate. 
8.  Clients have the right to individualized treatment, including: 

a.  ​Adequate and humane services regardless of source(s) of financial support. 
b. ​ Provision of services within the least restrictive environment available. 
c.  ​ An Individualized, and periodically reviewed treatment plan. 
d. ​ Competent, qualified clinical staff to provide treatment. 

9.  Designate a surrogate decision-maker if the client requires, or so chooses. 
10.  To subpoena their therapist and request documentation or letters for court as outlined above. 
11.  Participate in the consideration of ethical issues that may arise in the provision of services. 

  

Access to services is dependent on our ability to maintain a safe, respectful, and healthy 
therapeutic environment for all clients and families.  Clients acknowledge that they may be asked 
to leave if Agency personnel find the environment to be jeopardized in any way.  If a client refuses 
to comply with such a request, police will be called to intervene to maintain the safety of all clients 
and Agency staff. 

1.  Violence will not be tolerated: physical, verbal, or non-verbal (simulated or gestured). 
2.  Clients are responsible for any children they bring to the premises and are not to leave children  
        unaccompanied or unattended on Agency grounds. 
3.  Clients will not be on Agency grounds under influence of intoxicants, nor with any substances.  

  
The signature below indicates understanding and acceptance of this service policy. 

I will only sign when I understand and agree to the above information. 

  
___________________________________________________________     ________________ 
Client Signature                                                                                            ​                                      Date  

The confidentiality of this information is protected by federal laws including the Health Insurance Portability and Accountability Act of 1996 and the Code of Federal Regulations (42CFR Part2 

Public Law 93-282, Section 2:31(a) and 2:33) as well as the Iowa law (Iowa code Chapter 28). Iowa law requires that disclosures can only be made pursuant to the written authorization of the 
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Client Grievance and Appeals Policy 

We make our best effort to satisfy all client questions or concerns, however, situations may arise in 
which a client has an unresolved grievance.  We believe a well-handled grievance can facilitate 
communication and understanding in order to be resolved in a healthy manner.  Each client 
grievance will be documented when officially brought to our attention in writing.  Clients may 
request a grievance form from office staff in order to file an official grievance.  Detailed notes will 
be taken at any and all meetings related to an officially filed grievance. 

 

The following steps will be followed when a client files an official grievance: 

1. Since most concerns are minor, or the result of a misunderstanding, the first recourse is for the 
affected parties to discuss and attempt to resolve the matter between them.  This will typically happen 
as a grievance is shared, or within a week of a raised issue, or at the Client’s next appointment. 

2. If the first effort fails to resolve the Client’s concern, a meeting with the Client, Provider, and Agency 
Director can be requested.  The Client is welcome to bring a third party to participate in this resolution.  
This meeting will attempt to be scheduled within a week of the first attempt at resolution, in place of 
Client’s next appointment, or as parties are reasonably available.  

3. If the Client’s concern is not resolved by the second effort the client may request to meet with the 
Director alone.  The Director will assess the likelihood of a resolution.  If, after consultation, a third 
meeting seems helpful, one will be scheduled with the client within one week, or in place of the next 
appointment.  

4. If this third step fails to resolve the issue, the Client will be provided with a referral to another Provider 
or to a different Agency.  The treating Provider will make reasonable efforts to assist the client in this 
process as available and as appropriate. 

  
 

The signature below indicates understanding and acceptance of this service policy. 
I will only sign when I understand and agree to the above information. 

  

 ​ 
  

 

___________________________________________________________     ________________ 
Client Signature                                                                                             ​                                      Date  

The confidentiality of this information is protected by federal laws including the Health Insurance Portability and Accountability Act of 1996 and the Code of Federal Regulations (42CFR Part2 
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Telehealth Consent Form 

Telehealth is healthcare provided by any means other than a face-to-face visit. This opens up more 
options for scheduling or rescheduling appointments.  In telehealth services, medical and mental 
health information is used for diagnosis, consultation, treatment, therapy, follow-up, and education. 
Health information is exchanged interactively from one site to another through electronic 
communications. Telephone consultation, videoconferencing, transmission of still images, e-health 
technologies, patient portals, and remote patient monitoring are all considered telehealth services. 

By signing at the bottom of this page you consent to the following conditions: 

1. I understand that telehealth involves the communication of my medical/mental health information in an 
electronic or technology-assisted format. 

  

2. I understand that I may opt out of the telehealth visit at any time. This will not change my ability to 
receive future care at this office. 

  

3. I understand that telehealth services can only be provided to patients, including myself, who are residing 
in a state where my provider is licensed at the time of this service. 

  

4. I understand that telehealth billing information is collected in the same manner as a regular office visit. 
  

5. My financial responsibility will be determined by my insurance carrier, and it is my responsibility to check 
with my insurance plan to determine coverage.  Lack of coverage will result in a bill. 

  

6. I understand that information exchanged during my telehealth visit will be maintained by providers, and 
facilities involved in my care. 

  

7. I understand that medical information, including medical records, are governed by federal and state laws 
that apply to telehealth. This includes my right to access my own medical records. 

  

8. I understand that Skype, FaceTime, or a similar service may not provide a secure HIPAA-compliant 
platform, but I willingly and knowingly wish to proceed. 

  

9. I understand that all electronic medical communications carry some level of risk. While the likelihood of 
risks associated with telehealth in a secure environment is reduced, the risks are nonetheless real and 
important to understand. These risks include but are not limited to: 

             • It is easier for electronic communication to be forwarded, intercepted, or even changed without my knowledge  
     and despite taking reasonable measures. 

            • Electronic systems that are accessed by employers, friends, or others are not secure and should be avoided.  
     It is important for me to use a secure network. 

            • Despite reasonable efforts on the part of my healthcare provider, the transmission of medical information  
     could be disrupted or distorted by technical failures. 

 
  

 The signature below indicates understanding and acceptance of this service policy. 
I will only sign when I understand and agree to the above information. 

 

  
___________________________________________________________     ________________ 
Client Signature                                                      ​                                                                                      Date  

The confidentiality of this information is protected by federal laws including the Health Insurance Portability and Accountability Act of 1996 and the Code of Federal Regulations (42CFR Part2 
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Client Consent to use of Automated Note Writing Software 

 
With current advances in time-saving technologies, many clinicians have begun utilizing AI 
driven transcription software during sessions to generate session documentation.  This saves 
your clinician hours of documentation time each week to free up time for case review, 
conceptualization and preparation between sessions, as well as ensuring accuracy of session 
content.  Clinicians are required to edit AI generated notes for accuracy before adding 
documentation to your clinical file.  
 
 
 Tool Functionality: 

- The tool converts our conversations into notes and clinical documentation. 
- It uses speech to text technology to create a transcript of our interaction and deletes the transcript once the note  

or document has been created. 
  

Data Retention Policy: 
- Session audio is not stored in any system 
- Transcripts are de-identified with any personal information and disassociated with the record after 14 days. 
- Clinicians may save notes for longer as part of your medical record. 

  
HIPAA Compliance and Patient Data Rights: 

- We adhere to HIPAA standards, ensuring the security and confidentiality of your health information. 
- You have rights under HIPAA, including accessing your records and requesting amendments. 

  
 
 
 
 
 
 
 
 
 
The signature below indicates understanding and consent to the use of this documentation tool in your sessions with 
CCCS clinicians. You acknowledge the data retention policy and understand your rights under HIPAA regarding your 

health information. I will only sign when I understand and agree to the above information. 
  
  

  
 
___________________________________________________________     ________________ 
Client Signature                                                                                              ​                                      Date  

The confidentiality of this information is protected by federal laws including the Health Insurance Portability and Accountability Act of 1996 and the Code of Federal Regulations (42CFR Part2 
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Date:      
 
 

Dear Dr.  

 

I would like to take this opportunity to inform you that _________________________________, 

(DoB) ______________________, has recently become a client at our agency, and has 

identified you as their medical doctor.  I am informing you of this information for professional 

courtesy and to ensure continuity of care.  My current diagnosis for this client is:  

___________________________________________________________________________.   

The mission of Community Centered Counseling Services is to provide superior client-centered 

professional counseling, therapy and behavioral health services to empower children, adults, 

couples and families toward achieving healthy and long-lasting life changes. 

When necessary and to provide the highest quality of service, I will inform you of any ongoing 

issues in treatment and we hope you will reciprocate in kind.  Should you have any questions or 

concerns, please do not hesitate to contact me.  The patient and/or patient’s parent/legal 

guardian has signed a current release of information which can be faxed to you as needed. 

 Sincerely,          ​  

  

                                              Client may Opt out of sending this letter for confidentiality​ ⃞  

 
___________________________________________________________     ________________ 
Client Signature                                                      ​                                                                                      Date 
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