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206 S. Kentucky St. Suite 102                   Phone: 214.945.3979 

McKinney, TX 75069                       www.woodruffcounseling.com  
 

 

 

Child/Teen Intake Form 
 

 
 

Date Referred by   
 
 

Child’s Name   
Last First Middle Nickname 

 

Date of Birth   Age   Sex   Grade   
 

 

Mother’s Name   Date of Birth   
 

Address   
Street City State Zip 

 

Phone  Home    Cell    Work   
 

Mother’s Employer Email   
 
 

Father’s Name   Date of Birth   
 

Address   
Street City State Zip 

 

Phone  Home    Cell    Work   
 

Father’s Employer Email   

 
 

In the event of an emergency and I must cancel, where should I call?   
 

Non-Family Emergency Contact   
Name Cell/Home Work 

 
What concerns do you have about your child?   

 
 

 
 

 

How long have these existed?   
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What do you think might be causing this?   
 
 

 
 

 

Anyone else expressed concerns about your child?   
 
 

 

What are your expectations for therapy?    
 
 

 

Has your child ever been seen by another counselor?  Yes   No   Dates   
 

Who?   Outcome   
 
 

 

 

Family 
 

Name Age Education 
Level or 
Grade 

Occupation Does child 
get along 
with them? 

Mother               

Father               

Sibling               

Sibling               

Step Parent               

Step Sibling               

Half Sibling               
 

List all persons living in the home with child   
 

Current marital satisfaction of Mom   Dad   
 

Has child been impacted by any serious marital strife? Yes   No   When?   
 
 

 

 

Is child adopted?  Yes No When?   
 

Parents’ significant unhappiness or worry during child’s first three years?   
 
 

 

Divorce?  Yes   No   
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Dates of remarriage: Mom   Dad   
 

Describe child’s relationship with step mom/dad   
 

Any history of mental illness in family, diagnosed or undiagnosed in child’s blood relatives (parents, grandparents, 

siblings, aunts, uncles, etc)?      

 

 

Biggest struggle in your family’s history   
 

Current stressors in family   
 

Child’s reaction to birth of sisters and brothers   
 

Parental unemployment? Dates:   
 

Any deaths your child has experienced? (family, friend, pet)   
 

Any moves?  If so, when and where   
 

Child exposed to disaster? Describe   
 

Any lengthy separation from either parent?   
 

Child’s contact with other children (church, sporting events, etc.)   
 

   How often?   
 

What are your child’s favorite activities?   
 

What does your child dislike doing the most?   
 

Describe your child’s temperament   
 

Who is your child like?   
 

What are your child’s strengths?   
 

What makes your child mad?   
 

What are your child’s responsibilities?   

 
 

Church Affiliation 

 
1. Are you a member of a local church?     YES NO     (Circle One) 

2. If so, what is the name and location of the church? 

                

3.  If so, how long have you attended this church?      
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Developmental History 

 
 

Parental attitude of pregnancy   
 

Was mother on medication or drugs during pregnancy?  If yes, explain   
 

Mother’s health after delivery   
 

Primary caretaker for first year   
 

Did Mother and child attach/bond? Did Father and child attach/bond?   
 

Birth weight   Age walked   Age talked   Age potty trained   
 

Please rate your child’s development in the following areas: 

 
 

 
 

Social 

Below Average 

 

   

Average 

 

   

Above Average 

 

   

Emotional          

Intellectual          

Physical          

Language          

Behavioral          

 
Age began nursery school/day care Any separation problems?   

 

Any speech/language isues?   
 

Any problems with bed-wetting?    
 

Any problems with bladder/ bowel control?    
 

Any eating problems?    
 

Any sleep problems? Hours per night?   
 

Any fears?    
 

Any gender identity issues?   
 

Sensitivity to sounds, noises, textures?_   
 

Does your child engage in rituals or exhibit any compulsive behaviors?   
 

Any physical, sexual, emotional or verbal abuse?   
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Parenting 
 

Discipline style: Mom   
 

Dad   
 

How does each parent spend alone time with the child doing something they both enjoy? 
 

Mom How often?   
 

Dad How often?   
 

Is spending time alone with your child pleasurable or frustrating?   
 

Are you confident in your parenting abilities?   
 

What desires do you have for your child?   
 

What does your family do together?   
 

Do parents support each other in parenting?   
 

Additional parenting concerns   

 
 

 

 
 

Medical History 
 

Child’s Pediatrician Phone     
 

Is child currently being treated for any medical problem? If yes, please explain   

 
 

 

Is child currently taking any medications?  If so, list   
 

Explain any problems during pregnancy or soon after, including mother’s illness   

 
 

 

Were there problems with delivery?   
 

Was child carried full term?  If no, explain   
 

Any hospitalizations or surgeries?   
 

Any head trauma?   Any physical handicaps or deformities?   
 

Any seizures or convulsions? Any allergies or drug tolerances?   
 

Describe any serious health problems or injuries in family  
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School History 
 

Child’s School   Teacher   
 

Special Class? Yes          No          Describe  
 

Current School Performance: Academics 
 

Above Average  Average  Below Average  Failing  
 

Current School Performance: Behavior 

 
Above Average  Average  Below Average  Failing  

 
Please describe any academic or behavioral problems your child is experiencing in school   

 
 

 

When did these begin? Repeated a grade?  Yes  No Which one?   
 

What do teachers say about your child?   
 

Has your child changed schools for any reason?   
 

What does your child like best about school?   
 

What does your child like least about school?   
 

Is your child currently in any after school or daycare program?   
 

Any additional comments   

 
 

 
 

 
 

 
 

 
 

 

 

REFERRALS 

Please provide the information below regarding who referred you to John Woodruff Counseling.  
 

Name:     Address:          

Email:        Phone:        

Church/Ministry Affiliation:     

 

May I send them a card extending my appreciation for their trust in my services?    YES        NO      (Circle One) 
The note will be a general thank you note and NO information will be given, including name, etc.
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206 S. Kentucky St. Suite 102                   Phone: 214.945.3979 

McKinney, TX 75069                       www.woodruffcounseling.com  
 

 

 

DISCLOSURE AND CONSENT FORM 

COUNSELOR CREDENTIALS AND LICENSURE 

 
John Woodruff, M.A., LPC, holds a license in the State of Texas to provide counseling services. I am also a Registered 

Play Therapist (RPT). Under this license, I practices under the authority of the Texas LPC licensing board, and 

therefore must adhere to the board’s ethical guidelines.  

 
METHOD OF COUNSELING  

 
It is my desire to see the problem that brought you into counseling resolved to your satisfaction. As a Biblical counselor 

I base my counseling on biblical truth and principles. I also desire that you will grow in your ability to experience deep 

joy and love others in a powerful way. To reach these goals, I will need to get to know you, how you view your problem, 

and how you relate to significant people in your life. Because I believe God has built us to be involved in and enjoy 

relationships with Him and others, we will pay attention to the relationships in your life as we work through the 

problems you have identified. 

 

RESPONSIBILITIES AS YOUR COUNSELOR 

 
I believe that all aspects of a person are important and as such will consider spiritual, psychological, social, and 

biological factors when working with you. I desire that the therapeutic relationship be mutually respectful, 

supportive, and challenging in an effort to help you reach your stated goals. Change is difficult and the process of change 

can sometimes introduce discomfort. Remembering and resolving unpleasant events can arouse fear, anger, 

depression, or other emotions that may feel foreign, but are a normal part of the growth process. Questions about the 

counseling process are always welcome. I desire and expect that you will benefit from this professional relationship but I 

cannot guarantee specific results. 

 
I am responsible to be honest with you and to keep careful, confidential records concerning the directions being pursued 

in the counseling process. I will follow a course of counseling that is in your best interest and will attempt to resolve only 

those problems, which are within the scope of my training. 

 
Certain problems brought into counseling may have (or develop) physical components. In such cases, I will advise medical 

consultation. 

 
FEES and INSURANCE 

 
The standard fee for individual, couple, or family counseling is $120.00 per 50-minute session, unless otherwise 

agreed upon. Payment is expected at the beginning of each counseling session by personal check, cash or credit. I 

have the right to withhold further counseling if you do not financially meet the obligation of payment as cited 

above. As returned checks create an administrative cost, there will be a $15.00 fee for any returned check. 

 

When a client is a minor, counseling fees are the responsibility of the parent/parents or legal guardian. If minor 
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attends session alone, payment must be sent with them or I must have a credit card on file. 

 
I do not verify insurance coverage, file insurance claims nor receive insurance payments, but will provide appropriate 

documentation in order to self-file with your insurance company. Client are responsible for verifying their coverage 

and eligibility should they decide to file a claim for reimbursement. I will provide a receipt to substantiate payment 

of each session fee. The receipt will include a diagnosis, if warranted, and may be used to support claims for 

reimbursement. Clients are responsible for ensuring that the requirements for their claim submission are complete. 

 

CANCELLATION POLICY 
 

In the event you are unable to keep an appointment, 24-hour advance notice of your cancellation is required. Except 

for emergencies such as illness or an accident, you will be charged full fee for a “no show” or for a cancellation 

without a 24-hour notice. 

 
STATEMENT OF CONFIDENTIALITY 
 

Counseling will adhere to very strict confidentiality standards. Client information is managed using procedures 

designed to protect the privacy and security of personal data. Counseling records are strictly confidential, except as 

noted in the provided document “Right to Privacy” and the section below entitled “Client Records and Release of 

Records”. In order to protect your right to confidentiality, your written authorization is required if you desire that 

information be shared by us about your counseling to another person or agency. 

 
In the case of couples (any form of a dyad relationship, including friendship, pre-marital, marriage, etc.), or family 

counseling, there is limited confidentiality, meaning that confidentiality belongs to the relationship and not to 

the individual. When expedient the counselor will share with the counselee the intent to notify relatives or 

authorities before the above actions are taken. 

 
CONFIDENTIALITY AND MARRIAGE COUNSELING 
 
If you enter therapy as a married couple, it is important that you understand that you, as a couple, are my client. As 

such it is standard practice to see both husband and wife together as much as possible so that any and all issues, 

concerns, personal information, and behavioral patterns may be disclosed (or have the opportunity to be disclosed) in 

the presence of each other, as well as in my presence. 

 
If, in the course of therapy, either of you request an individual session, I will ask that the following conditions be in 

place: 

 
1. Your spouse is aware of your desire to have an individual session and has the opportunity to respond to this 

request. 

2. Individual sessions will be added as needed to benefit you as a couple but are not the “norm” for therapy, 

replacing sessions as a couple. 

3. Individual sessions, even if beneficial to you on one hand, do not become a hindrance to your overall ability 

to take hold of, organize, and manage your own personal growth while in the presence of your spouse. 

 
LIMITS OF CONFIDENTIALITY FOR MARRIAGE COUNSELING 
 
If therapy is started as a married couple and one spouse chooses to disclose secret, personal information (such as an affair, 

some pattern of sexual acting out or mismanagement of finances) in an individual session, that information will be held in 

confidence between the spouse and me with the following provisions: 

 
1. Ramifications of the disclosed information will be examined. 

2. Ramification of the potential disclosure of that information to your spouse will be examined. 
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3. We will work to clarify your personal options as to what to do with the disclosed information in relationship to 

the marriage. 

4. You will be encouraged to take personal responsibility and proceed with integrity as this information is 

processed and applied to the growth process of the marriage. 

 
Because I believe that marriages cannot thrive when secrets are present, I will ask that information pertinent to the 

health of the marriage be disclosed to the spouse in a timely manner. If a spouse is not willing to do this and the 

withholding of this information creates a block in the process of marriage counseling I may suggest termination of 

the counseling. If this becomes the case I will clearly and responsibly communicate this to you with discussion. If I 

feel I can no longer be of help to you as a couple (the couple being the client) I will offer options for either 

individual or marriage counseling elsewhere. 

 
Because you, as a couple, are the client, please note that in the unfortunate event of a divorce, I will not be in a position to 
testify or serve as a witness for either one of you against the other. 
 
CLIENT RECORDS AND RELEASE OF INFORMATION 
 
All communication between the client and counselor becomes part of the clinical record. Records are the property 
of John Woodruff Counseling. In the event of my death or incapacitation, or I close my practice, your file will be 
retained by Teri Mills-Manuel, LPC (214) 585-4859. In accordance with legal requirements, adult client records may 
be disposed of five years after the file is closed; minor client records are disposed of seven years after the client’s 
18th birthday.  
 
In the case of marriage, couples, or family counseling, there is limited confidentiality, meaning that confidentiality 

belongs to the relationship and not to the individual. Therefore, the clinical record belongs to the relationship, not 

to the individual. 

 
While most communication between a client and counselor is confidential, the following limitations and 

expectations do exist: 

 

 With Written Consent 

 
A client may request that specific information be sent to another individual. Prior to a disclosure, the client must 

sign a “Consent for Release of Information” document. Information will not be released for reasons unrelated to 

treatment. 

 
In the event that the client is a relationship, rather than an individual, written consent must be obtained by all 

parties in the relationship prior to release of information. 

 

 Without Written Consent 

 
Client information may be released without consent in the following situations: 

 
1. I may consult with other professionals to gain other perspectives and ideas on how to best help you reach your 

goals. This type of consultation is obtained in a way that maintains complete confidentiality. I do this in order 

to provide the highest possible standard of care.  

 

2. If a court of law orders a subpoena of case records or testimony I will first assert “privilege” (which is your 

right to deny the release of your records). I will release records with your written permission or if a court 

denies the assertion of privilege and orders the release of records. 

 
3. If I feel you are a threat to yourself or others (suicidal or homicidal) I will need to report this to appropriate 

family members, law enforcement professionals and/or mental health professionals. 
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4. There are a broad range of events that are reportable under child protection statutes. Suspicion of physical or 

sexual abuse of a child will be reported to Child Protective Services. When the victim of child abuse is over 

18, I am not legally mandated to report this unless there is reason to believe there are minors still living with the 

abuser who may be in danger of being abused. 

 
5. If I become aware of abusive, neglectful, or exploitive behavior toward an elderly or disabled person I will 

be required to report this to the appropriate authorities. 

 

6. If your insurance company requests information, in order to process his or her claim for reimbursement. 

 
POLICY REGARDING LEGAL MATTERS 
 
I do not testify in court. In most cases, clients are discouraged from having me subpoenaed or having me provide 

records for the purpose of litigation. Because I can only provide a testimony that conforms to the facts of the case in 

accordance to our professional opinion, it could mean that such testimony will not necessarily be in the client’s 

favor. With this in mind, clients seeking records or testimony will be financially responsible for fees for services 

rendered, regardless of the content and implications of the records and/or testimony. In the case of marriage or 

couples counseling, in which individuals are seen separately as well as together, an obvious conflict of interest is 

present when records and/or testimony is sought against the other or is in favor of one over the other. Therefore, 

mutual consent from both parties would be necessary for release of information or when testimony is sought. This 

is in the interest of the maintenance of trust, which is of utmost importance in counseling relationships with clients. 

 

If I am to receive a subpoena (for records or testimony), the attorney (or his or her office staff) will need to call and 

set up a time for the subpoena to be served during business hours. I request a minimum of 72 hours notice of any 

court appearance so that schedule changes for my clients can be made within a reasonable time frame. 

 
Please note: If a subpoena or notice to meet with attorney(s) is received without a minimum of 48 hours, there will 

be an additional $250 express charge. 

 
When a signed authorization to release form is included with the subpoena, the counselor will release only the 

relevant and the minimum necessary information, unless otherwise ordered by the court. This includes disclosure 

of confidential information regarding family members who were part of family therapy or other people in the 

client's life who were discussed in therapy or who attended one or two sessions. The counselor may discuss with 

the client any issues that he or she believes may be clinically or legally damaging to the client and maintains the 

right to withhold the release of such information that is deemed as potentially damaging. In some situations, the 

counselor may offer to provide a summary of the records rather than producing the entire records. 

 
When it comes to court action, the following fees are in effect even if the subpoena is sent from the opposing side of 
the case and even if our ongoing relationship has ended: 

 
1. Preparation Time (including the copying of records, submission of records, and writing summary reports): 

$210/hr  
2. Record copying fees are $.50 per page 

3. Phone Calls: $210/hr  

4. Depositions: $250/hr 

5. Time Required in Giving Testimony: $250/hr 

6. Travel Expense: $.55 mile (plus the actual cost of meals and lodging, if needed). 

7. Time Away from Office Due to Deposition or Testimony: $210/hr 
8. All attorney fees and costs incurred by the therapist as a result of legal action. 

9. Filing Documents with the Court: $100 per document plus any fees incurred for filing 

10. The minimum charge for a court appearance: $2000 
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A non-refundable retainer of $2000 is due at least 72 business hours before the scheduled court appearance. The 

remainder of the costs will be billed after the court appearance and will be due upon receipt. If the therapist is 

subpoenaed and the case is reset with less than 72 business hours notice prior to the beginning of the day of the 

scheduled subpoena, trial, and/or the testimony, then the client will be charged $500 (in addition to the original 

retainer of $2000 to appear in court). 

 
All fees listed above are doubled if the therapist is scheduled to be going out of town. 
 

Bills are presented to clients on a weekly basis and payment is due upon receipt. If payment is not made within a 

week of date of the invoice, the client agrees to a 15% surcharge to be added to the balance. A zero balance will 

need to be kept at all times. 

 
You are responsible for any legal fees that I incur as related to your case or treatment. 

 
CLIENT’S RIGHTS AND RESPONSIBILITIES 

 
The course of therapy is determined mutually by me, the counselor, and you, the client. You are encouraged to 

freely ask me any questions you have regarding my educational and professional background, therapeutic 

approach, and the specific therapy plan and progress. 

 
People often ask how long they will be in counseling. Some clients need fairly brief therapy to understand their conflicts 

and reach the goals they set for themselves. Others may require many months or even years of work to achieve the 

growth they desire. However, whether your program of therapy is brief or long, the best results in therapy are often 

obtained by those who attend sessions on a regular basis. I attempt to work with people in such a way that they have 

sufficient time to meet their individual therapy goals but I discourage clients becoming inappropriately dependent 

upon therapy. Consequently, treatment duration varies from person to person. Clients typically know when they are 

beginning to “feel finished” with therapy work and I encourage you to discuss this when it happens for you so that we can 

close our relationship as carefully as we begin it. Please keep in mind that the best results in therapy are often obtained by 

those who attend sessions on a regular basis. 

 
State certification requirements for professional counselors do not imply the effectiveness of any treatment. It is your 

responsibility to determine whether the services offered are appropriate and ultimately helpful. 

 
It is always my intention to provide services in a professional manner that is consistent with all accepted ethical 

standards. If at any time in the course of our work together you feel that there may have been a misunderstanding or 

you have any question or complaint about my services, please bring this up with me immediately so that I can become 

aware of your concern and resolve the matter with you. I am required to abide by the rules set forth by the Texas State 

Board of Examiners of Professional Counselors. These rules include guidelines for counseling methods and practices as 

well as professional ethical standards. 

 

You have the right to report violations to: 

 

Texas State Board of Examiners of Professional Counselors 

1100 West 49th Street 

Austin, Texas, 78756-3183 

(512-834-6658) 

 
You have the right to end therapy at any time without any moral or legal obligations. Financial obligations will be only 

those already accrued. If you choose to end the counseling relationship, I ask that you participate in a termination 

session. 
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OFFICE POLICY FOR PARENTS OF MINORS 

 
For the safety and welfare of your child, parents of minor children must remain on the premises and available to the 

counselor while their child is in session. Please note that if you are waiting on the premises but away from our lobby 

you need to come in at least 10 minutes prior to the end of your child’s session so that you are available to your child 

and their counselor when the session is over. 

 
EMAIL AND PHONE CONSULTATIONS 
 
I do not provide counseling via email. All email correspondence with me should be kept to a minimum and will not 

involve the giving of advice or counsel or to address sensitive issues. I do not monitor email continuously; so the most 

effective way to reach me is via phone. If required, time spent by your counselor in the sending or responding to 

emails or in phone conversations when exceeding more than 15 minutes will be billable for a minimum of one half 

hour with payment due at the next counseling appointment.  

 

EMAIL IS NOT RECOMMENDED AS A METHOD FOR CONTACTING ME IN AN EMERGENCY.  

 
EMERGENCIES: 
 
John Woodruff Counseling is not a crisis response center. Emergencies should be directed to appropriate agencies 

that provide emergencies services. In the event of what appears to the client as an emergency, he or she should 

contact a physician, a local emergency room, or the local police department when necessary and appropriate (dialing 

911). It is the client’s responsibility to seek the appropriate resources in emergency situations. 

 
Your counselor may contact the emergency contact provided by the client on his or her intake information, should 

the counselor deem it necessary in regard to the client’s mental and/or physical safety and care. 
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NOTICE OF PRIVACY PRACTICES 

THIS NOTICE DESCRIBES HOW MEDICAL/MENTAL HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED 

AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. THE PRIVACY OF YOUR 

INFORMATION IS IMPORTANT TO US. 

 
OUR LEGAL DUTY 

We are required by applicable federal and state law to maintain the privacy of your health information. We are also required to give you this 

Notice about our privacy practices, our legal duties, and your rights concerning your health information. We must follow the privacy practices that 

are described in this Notice while it is in effect. This Notice takes effect July 1, 2016, and will remain in effect until we replace it. 

 

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are permitted by applicable 

law. Before we make a significant change in our privacy practices, we will change this Notice and make a new Notice available upon request.  

 

USES & DISCLOSURES FOR TREATMENT, PAYMENT, AND HEALTH CARE OPERATIONS 
 

1. We may use or disclose your protected health information (PHI), for treatment, payment, and health care operations purposes. To help clarify 

these terms, here are some definitions: 

 “PHI” refers to information in your health record that could identify you. 
 

 “Treatment, Payment and Health Care Operations” 

o Treatment is when we provide, coordinate or manage your health care and other services related to your health care. An 

example of treatment would be when we consult with another health care provider, such as your family physician or other  

practitioner. 

o Payment is when we obtain reimbursement for your healthcare. Examples of payment are when we disclose your PHI to your 

health insurer to obtain reimbursement for your health care or to determine eligibility or coverage. 

o Health Care Operations are activities that relate to the performance and operation of our practice. Examples of health care 

operations are quality assessment and improvement activities, business-related matters, such as audits and administrative 

services, and case management and care coordination. 
 

 “Use” applies only to activities within John Woodruff Counseling, such as sharing, employing, applying, utilizing, examining, and 

analyzing information that identifies you. 
 

 “Disclosure” applies to activities outside of John Woodruff Counseling, such as releasing, transferring, or providing access to 

information about you to other parties. 
 

2. We may disclose to a family member, other relative, a close personal friend of yours, or any other person identified by you, the health 

information directly relevant to such person’s involvement with your care or payment related to your health care. 

 

3. Contacting You. We may use and disclose health information to reach you about appointments and other matters. We may contact you by 

mail, telephone or email. We may leave voice messages at the telephone number you provide us with, and we may respond to your email address. 

 
 

USES AND DISCLOSURES REQUIRING AUTHORIZATION 
 

We may use or disclose PHI for purposes outside of treatment, payment, and health care operations when your  appropriate authorization is 

obtained. An “authorization” is written permission that is above and beyond the general consent that permits only specific disclosures. In those 

instances, when we are asked for information for purposes outside of treatment, payment and health care opera tions, we will obtain an 

authorization from you before releasing this information. We will also need to obtain an authorization before releasing your counseling notes. 

“Counseling notes” are notes we have made about our conversation during a private, group, joint, or family counseling session, which we have 

kept separate from the rest of your medical record. These notes are given a greater degree of protection than PHI. You may revoke all such 

authorizations (of PHI or counseling notes) at any time, provided each revocation is in writing. You may not revoke an authorization to the extent 

that (1) we have relied on that authorization; or (2) if the authorization was obtained as a condition of obtaining insurance  coverage, and the law 

provides the insurer the right to contest the claim under the policy. 

 

 

USES AND DISCLOSURES WITH NEITHER CONSENT NOR AUTHORIZATION 
 

We may use or disclose PHI without your consent or authorization in the following circumstances:  

 
Child Abuse: If we have cause to believe that a child has been, or may be, abused, neglected, or sexually abused, we must make a report of such 

within 48 hours to the Texas Department of Protective and Regulatory Services, the Texas Youth Commission, or to any local or state law 

enforcement agency. 

Adult and Domestic Abuse: If we have cause to believe that an elderly or disabled person is in a state of abuse, neglect, or exploitation, we must 

immediately report such to the Texas Department of Protective and Regulatory Services.  
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Health Oversight: If a complaint is filed against us with the State Board of Examiners, the board has the authority to subpoena confidential 

mental health information from us relevant to that complaint. 

Judicial or Administrative Proceedings: If you are involved in a court proceeding and a request is made for information about your diagnosis 

and treatment and the records thereof, such information is privileged under state law, and we will not release information wi thout written 

authorization from you or your personal or legally appointed representative, or a court order. The privilege does not apply when you are being 

evaluated for a third party or where the evaluation is court ordered. You will be informed in advance if this is the  case. 

Serious Threat to Health or Safety: If we determine that there is a probability of imminent physical injury by you to yourself or others, or there 

is a probability of immediate mental or emotional injury to you, we may disclose relevant confidential mental health informat ion to medical or 

law enforcement personnel. 

Worker’s Compensation: If you file a worker's compensation claim, we may disclose records relating to your diagnosis and treatment to your 

employer’s insurance carrier. 

 

Health-Related Services. We may use and disclose health information about you to send you mailings about health-related products and services 

available John Woodruff Counseling. 

 

 

PATIENT RIGHTS 
 

Right to Request Restrictions: You have the right to request restrictions on certain uses and disclosures of protected health information about 

you. However, we are not required to agree to a restriction you request. You may revoke the authorization, in writing, at any  time, but we cannot 

take back any uses or disclosures of your health information already made with your authorization. 

Right to Receive Confidential Communications by Alternative Means and at Alternative Locations: You have the right to request and 

receive confidential communications of PHI by alternative means and at alternative locations.  

Right to Inspect and Copy: You have the right to inspect or obtain a copy (or both) of PHI in our mental health and billing records used to make 

decisions about you for as long as the PHI is maintained in the record. We may deny your access to PHI under certain circumst ances, but in some 

cases you may have this decision reviewed. On your request, we will discuss with you the details of the request and denial  process. 

 
Right to a Paper Copy of This Notice. You have the right to a paper copy of this Notice. You may ask us to give you a copy of this Notice at 

any time. Even if you have agreed to receive this Notice electronically, you are still entitled to a paper copy of  this Notice. You may obtain a 

paper copy of this Notice at any of our facilities or by calling 214.945.3979. You may view this Notice at our Web site, 

http://www.woodruffcounseling.com 

 

Right to Amend: You have the right to request an amendment of PHI for as long as the PHI is maintained in the record. We may deny your 

request. On your request, we will discuss with you the details of the amendment process. 

Right to an Accounting: You generally have the right to receive an accounting of disclosures of PHI for which you have neither provided 

consent nor authorization (as described previously). On your request, we will discuss with you the details of the accounting process. 

 

CHANGES TO THIS NOTICE 
 

John Woodruff Counseling may change this Notice at any time. Any change in the Notice could apply to medical information we already have 

about you, as well as any information we receive in the future. We will post a copy of the current Notice at each of our facilities and on our Web 

site, www.woodruffcounseling.com. The effective date of the Notice is on the first page in the top right corner. 

 
QUESTIONS OR COMPLAINTS 
 

For more information about our privacy policy or have questions or concerns, please contact us. If you are concerned that we have violated you r 

privacy rights, or you disagree with a decision we made about access to your records, you may complain to us using the contac t information listed 

at the end of this Notice. You may also send a written complaint to the Secretary of the U.S. Department of Health and Human Services. We will 

provide you with that address to file your complaint upon request. 

 

Contact: John Woodruff  

Telephone: 214.945.3979 

Address: 206 S. Kentucky St. Suite 102 

McKinney, TX 75069 
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ACKNOWLEDGEMENT 

I acknowledge that I understand and agree with the following: 

 
FEES AND CANCELLATION POLICY: 

 
1. Fees for all services are due at the time of my appointment by cash, check, or credit card (when available), unless 

other arrangements have been previously agreed upon. 

2. If I do not give 24-hour advance notice for a missed appointment, I am responsible for paying the full amount of the 

session. 

 
Initials:    
 

INSURANCE RELEASE: 

 
I authorize my counselor to give out psychological information that is needed by my insurance company. This 

authorization for release is valid for the duration of the therapeutic relationship. I understand and agree that a diagnosis 

must be given and that the diagnosis will become a part of my insurance records. 

 
Initials:    
 

LEGAL POLICY AND COURT FEES: 

 
I have read and understand the legal policy and fees stated I in this document. I understand if I seek records or 
testimony then I will be financially responsible for any and all fees for services rendered, regardless of the content 
and implications of the records and/or testimony. 
 
Initials:    

 

COPY OF DISCLOSURE AND CONSENT (please sign both copies): 

 
By signing this disclosure and consent statement, the client acknowledges having been informed of his/her rights and 

responsibilities under regulatory laws for counselors in Texas. In addition, the client acknowledges he/she has read and 

understands the administrative policies for this counseling office. 

 
 

Signature of client Date 
 
 

Signature of Spouse/Guardian Date 
 
 

Signature of Counselor/Therapist Date 
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ACKNOWLEDGEMENT 

I acknowledge that I understand and agree with the following: 
 
FEES AND CANCELLATION POLICY: 
 

1. Fees for all services are due at the time of my appointment by cash, check, or credit card (when available), unless 
other arrangements have been previously agreed upon. 

2. If I do not give 24-hour advance notice for a missed appointment, I am responsible for paying the full amount of the 

session. 

 
Initials:    
 

INSURANCE RELEASE: 
 

I authorize my counselor to give out psychological information that is needed by my insurance company. This 

authorization for release is valid for the duration of the therapeutic relationship. I understand and agree that a diagnosis 

must be given and that the diagnosis will become a part of my insurance records. 

 
Initials:    
 

LEGAL POLICY AND COURT FEES: 
 

I have read and understand the legal policy and fees stated I in this document. I understand if I seek records or 

testimony then I will be financially responsible for any and all fees for services rendered, regardless of the content 

and implications of the records and/or testimony. 

 
Initials:    
 

COPY OF DISCLOSURE AND CONSENT (please sign both copies): 
 

By signing this disclosure and consent statement, the client acknowledges having been informed of his/her rights and 

responsibilities under regulatory laws for counselors in Texas. In addition, the client acknowledges he/she has read and 

understands the administrative policies for this counseling office. 

 

Signature of client Date 
 
 

Signature of Spouse/Guardian Date 
 
 

Signature of Counselor/Therapist Date 
 

(Client’s Copy) 


