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Consent for Treatment
Welcome to therapy. We are happy that you have taken the first, and often difficult step, towards investing in your
well-being. We are honored and excited to empower and support you through your journey. Therapy can bring
about so many wonderful moments but it is important to understand that during your therapeutic journey you may
also experience a range of distressing emotions such as sadness, guilt, anxiety, anger, frustration, loneliness and
helplessness, because the process of therapy often requires discussing the unpleasant aspects of your life. However,
therapy has been shown to have benefits for individuals who undertake and invest in this journey. Therapy often
leads to a significant reduction in feelings of distress, increased satisfaction in interpersonal relationships, greater
personal awareness and insight, increased skills for managing stress and resolutions to specific problems. But, there
are no guarantees about what will happen. Psychotherapy requires a very active effort on your part. In order to be
most successful, you will have to work on things we discuss outside of sessions.
APPOINTMENTS
Appointments will be approximately 1 hour in duration, once per week at a time we agree on, although some
sessions may be more or less frequent as needed. If you need to cancel or reschedule a session, we ask that you
provide us with 24 hours notice. We understand that emergencies do arise, however, if you miss a session without
canceling, or cancel with less than 24 hours notice, our policy is to charge for the missed appointment at the rate of
$50 [_____ initial]. If possible, we will try to find another time to reschedule. In addition, you are responsible for
coming to your session on time; if you are late, your appointment will still need to end on time.
PROFESSIONAL FEES
The standard fee for the initial intake is $150 and each subsequent session is $150. You may be eligible for an out of
pocket discount and/or further discounts when prepaying for sessions. You are responsible for paying at the time of
your session unless prior arrangements have been made. We accept cash and checks. In order to make our services
more accessible to the community, we may offer a reduced fee based on a sliding scale on a case-by-case basis.
CONFIDENTIALITY
Our confidentiality policies are further outlined in the HIPAA Notice of Privacy Practices and the Client Rights
handouts. If you have any questions about these documents or confidentiality please feel free to bring it up
throughout your course of treatment. There are certain exceptions to confidentiality within therapy, which you
should be aware of before entering into a therapeutic relationship. Please read through these exceptions and be sure
to ask your counselor if you have any questions:
➢ If you pose a threat of harm to yourself, another person, or the community, we will take whatever steps are
required by law, or permitted by law to help prevent the potential harm from happening. This may include
contacting your family or law enforcement;
➢ In the event of a psychiatric hospitalization
➢ If you report information indicating that a child, disabled, or elderly person is suffering abuse or neglect;
➢ A court order, issued by a judge, could require us to release information contained in your records, or could
require a therapist to testify
PARENTS & MINORS
While privacy in therapy is crucial to successful progress, parent/guardian involvement can also be essential. All
information pertaining to minors will be released to their parents or legal guardians upon their request, unless it
would seriously affect the therapeutic process. The adult accompanying the minor to the appointment is responsible
for the payment at the time of service.
I, as the legal parent or guardian agree to allow confidentiality for my minor.
_________________________________________________________________________________________
Legal Parent / Guardian Signature

Date
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CONTACTING US
Phone numbers: Mary (608) 305-4325 & Kelly (608) 520-0846
We often are not immediately available by telephone. We will not answer the phone when with clients or
unavailable. At these times, you may leave a message on our confidential voice mails and your call will be returned
as soon as possible, but it may take a day or two for non-urgent matters.
If, for any number of unseen reasons, you do not hear back from us or we are unable to reach you, and you feel you
cannot wait for a return call or if you feel unable to keep yourself safe:
1. Contact the Dane County 24-Hour Mental Health Crisis Line at 608-280-2600,
2. Go to your Local Hospital Emergency Room, or
3. Call 911 and ask to speak to the mental health worker on call.
In case of an emergency with your therapist, provisions have been made and your case will be handled by either
Mary Williams LLC or Kelly Toltzien LLC. Every attempt will be made to inform you in advance of planned
absences, and provide you with the name and number of the therapist covering our practice.
OTHER RIGHTS
If you are unhappy with what is happening in therapy, we hope you will let us know so that we can respond to your
concerns. Such comments will be taken seriously and handled with care and respect. You may also request to be
referred to another therapist and are free to end therapy at any time. You have the right to considerate, safe and
respectful care, without discrimination as to race, ethnicity, color, gender, sexual orientation, age, religion, national
origin, or source of payment. You have the right to ask questions about any aspects of therapy and about my specific
training and experience.
Although these documents are long and sometimes complex, it is very important that you understand them.
When you sign this document, it will also represent an agreement between us. We can discuss any questions
you have when you sign them or at any time in the future.
CONSENT TO PSYCHOTHERAPY
Your signature below indicates that you have read this Agreement and the Notice of Privacy Practices and agree to
their terms.
_____________________________________________________________________________________________
Client Name (please print)

Date

_____________________________________________________________________________________________
Client Signature

Parent / Guardian Signature (if a minor)
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Client Rights
Right to request how we contact you
It is our normal practice to communicate with you at your home address and daytime phone number you provided us
with when you scheduled your appointment, about health matters, such as appointment reminders, etc. Sometimes
we may leave messages on your voicemail. You have the right to request that our therapists communicate with you
in a different way.
1. May we contact you at home? (circle one) Yes or no?
2. If yes, may we leave a message? Yes or no?
3. May we contact you at work? Yes or no?
4. If yes, may we leave a message? Yes or no?
5. May we contact you by cellphone? Yes or no?
6. If yes, may we leave a message? Yes or no?
7. May we contact you by email? Yes or no?
8. May we contact you by text message? Yes or no?
Right to release your medical record
You may consent in writing to release your records to others. You have the right to revoke this authorization, in
writing, at any time. However, a revocation is not valid to the extent that we acted in reliance on such authorization.
Right to inspect and copy your medical and billing records
You have the right to inspect and obtain a copy of your information contained in our medical record. To request
access to your billing or health information, contact your therapist. Under limited circumstance we may deny your
request to inspect and copy. If you ask for a copy of any information, we may charge a reasonable fee for the cost of
copying, mailing, and supplies.
Right to add information or amend your medical records
If you feel that information contained in your medical record is incorrect or incomplete, you may ask us to add
information to amend the record. We will make a decision on your request with 60 days, or some cases within 90
days. Under certain circumstances, we may deny your request to add or amend information. If we deny your
request, you have a right to file a statement that you disagree. Your statement and our response will be added to
your record. To request an amendment, you must contact your therapist. We will require you to submit your
request in writing and to provide an explanation concerning the reason for your request.
Right to an accounting of disclosures
You may request an accounting of any disclosures, if any, we have made related to your medical information, except
for information we used for treatment, payment, or health care operational purposes or that we shared with your
family, or information that you gave us specific consent to release. It also excludes information that we are required
to release. To receive information regarding disclosure made for a specific time period no longer than 6 years and
after April 14th, 2003, please submit your request in writing to the Privacy Officer. We will notify you of the cost
involved in preparing this list.
Right to request restrictions on the use and disclosure of your health information
You have the right to ask for restrictions on certain uses and disclosures of your health information. This request
must be in writing and submitted to your therapist. However, we are not required to agree to such requests.
Right to complain
If you believe your privacy rights have been violated, please contact us personally, and discuss your concerns. If
you are not satisfied with the outcome, you may file a written complaint with the US Department of Health and
Human Services. An individual will not be retaliated against for filing such a complaint.
Right to receive changes in policy
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HIPAA Notice of Privacy Practices
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION. PLEASE REVIEW IT CAREFULLY.
Effective date: April 14, 2003
We respect our clients and their privacy and are therefore very committed to maintaining client
confidentiality. We will only release healthcare information about you in accordance with
federal and state laws and ethics of the counseling profession.
This notice describes our policies related to the use and disclosure of your healthcare
information.
Uses and disclosures of your health information for the purposes of providing services.
Providing treatment services, collecting payment and conducting healthcare operations are
necessary activities for quality care. State and federal laws allow us to use and disclose your
health information for these purposes.
TREATMENT We may need to use or disclose health information about you to provide,
manage or coordinate your care or related services. Which could include consultants and
potential referral sources.
PAYMENT Information needed to verify insurance coverage and/or benefits with your
insurance carrier, to process your claims as well as information needed for billing and collections
purposes. We may bill the person in your family who pays for your insurance.
HEALTHCARE OPERATIONS We may need to use information about you to review our
treatment procedures and business activity. Information may be used for certification,
compliance and licensing activities.
Other uses or disclosures of your information which does not require your consent. There
are some instances where we may be required to use and disclose information without your
consent. For example, but not limited to; information you and/or your child or children report
about physical or sexual abuse: then by Wisconsin state law we are obligated to report this to the
Department of Child Protective Services. If you provide information that notifies us that you are
in danger of harming yourself or others. Information to remind you of/or to schedule
appointments or treatment alternatives. Information shared with law enforcement if a crime is
committed on our premises or against our staff or as required by law such as a subpoena or court
order.
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Consent for Disclosure & Acknowledgement of HIPAA
You have the right to receive any future policy changes secondary to changes in state and federal
laws. This can be obtained from your therapist.

I, ____________________________________________, understand that information pertaining
to myself of my dependant’s treatment program/therapy will be regularly discussed during
staffing between Mary Williams, LLC and Kelly Tolzien, LLC. Confidentiality will be strictly
maintained under the guidelines of counseling and art therapy professional ethics. I understand if
my therapist is being supervised my case may be discussed during said supervision while still
adhering to above stated confidentiality and ethical guidelines.

I, ____________________________________________, acknowledge that I have been offered
a copy of the HIPAA Notice of Privacy Practices and if I would like more information, I may
visit www.hhs.gov/ocr/privacy/.

_____________________________________________________________________________________________
Client / Guardian

Date

_____________________________________________________________________________________________
Therapist

Date
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Missed Appointments and Scheduling Guidelines
We do understand that life gets busy, things can be forgotten or overlooked, and emergencies or
other important obligations come up. However, our time is valuable and we strive to provide as
much availability to our clients as possible. Please review each guideline below, initial, and sign
at the bottom showing your understanding of said guidelines.

_______If you miss a session without canceling, or canceling with less than 24 hours notice, it is
our policy to charge for the missed appointment at the rate of $50 at the therapist’s discretion.
_______It is within the therapist’s rights to discharge a client upon missing 2 consecutive
appointments without canceling or making other arrangements in advance.
_______Unless otherwise notified, we will wait approximately 20 minutes past the scheduled
start time of the session but after this time we will consider this a no show and the remainder of
your appointment will not be held. This means the therapist cannot guarantee remaining in the
office or not filling the appointment.

_____________________________________________________________________________________________
Client / Guardian

Date

_____________________________________________________________________________________________
Print Name
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Child Intake Form
Please provide the following information about your child:
Full Name: __________________________________________________
Nick Name: __________________________________
Birth Date: _____________________

Today’s Date: _____________________

Behavioral Excesses:
What does your child currently do too often, too much, or at the wrong times that gets
him/her in trouble? Please list all the behaviors you can think of.

Behavioral Deficits:
What does your child fail to do as often as you would like, as much as you would like, or
when you would like? Please list all the behaviors you can think of.

Behavioral Assets:
What does your child do that you like? What does he/she do that other people like?

Others Concerns:
Do you have any other concerns about your child or your family that you have not
mentioned yet?

Treatment Goals:
From your preceding list of your child's behavior and your family concerns, what problem
behaviors do you want to see change FIRST: and how much must they change for you to be
satisfied?
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Family History:
The name of the child's biological parents:
Mother: __________________________ Father: ________________________
Who has legal guardianship of your child?
Who are other household members with your child?
Names
Ages

Relationship to child

Who are your child's significant others NOT living with your child?
Names
Ages
Relationship to child

Please describe any past counseling that either your child or any family member has had.

Does anyone in the child's family use currently (or in the past) any type of drug, tobacco, or
alcohol? _________ if yes, please describe:

Education History:
What school does your child attend?
Address:
Phone: ________________________ Teacher’s Name: _____________________
Current Grade: _____________
What does your child's teacher say about him/her?
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Other schools attended (including pre-school):

Has your child ever repeated a grade? If so which one(s)?

Has your child ever received special education services?

Has your child experienced any of the following problems at School?
Fighting

Lack of friends

Suspension

Learning Disabilities

Gang influence

Drug/Alcohol

Detention

Poor attendance

Incomplete homework

Poor grades

Behavior problems

Medical History:
What is the name of your child's primary care physician? ________________________
Address: ___________________________________ Phone: ______________
Date of your child's last medical examination: ___________________________
Did the child's mother smoke tobacco or use any alcohol, drugs or medications during the
pregnancy? If so, please list which ones:

Did the child's mother have any problems during the pregnancy or at delivery? If so, Please
describe them:

Has your child experienced any of the following medical problems?
A serious accident

Hospitalization

Surgery

Asthma

A head injury

High fever

Convulsions/seizures

Eye/ear problems

Meningitis

Hearing problems
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Allergies

Loss of consciousness

Other

Please list any current medical problems or physical handicaps:

Please list any medications your child takes on a regular basis:

Other History:
Has your child ever experienced any type of abuse (physical, sexual, or verbal)? If so please
describe:

Has your child ever made statements of wanting to hurt him/her self or seriously hurt
someone else?

Has he/she ever purposely hurt himself or another?
If yes to either question please describe the situation:

Has your child ever experienced any serious emotional losses (such as a death of or
physical separation from a parent or other caretaker)? If yes, please explain:

Finally, what are some of the things that are currently stressful to your child and his/her
family?
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