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ADULT CLIENT INFORMATION QUESTIONAIRRE 
 
Your cooperation in completing this questionnaire will be helpful in planning our services for you. If you will be attending sessions 
with your partner, each partner should complete their own questionnaire. 
 
Full Name: __________________________________________________________   Date:  __________________________________ 

Address: ____________________________________________________________________________________________________ 

Email address:________________________________________________________________________________________________ 

Telephone number(s):  Home: _________________________________ Work: ____________________________________________ 

Emergency Contact:      Name/Relation: ___________________________________________________________________________ 

Emergency Contact Number: ____________________________________________________________________________________ 

Who referred you to us? Please check one: 

___ Internet ___ Family (name): _____________________________________________________________________________ 

___ Physician (name): ______________________________       Professional name: ________________________________________ 

___ Place of Worship, if Applicable (name):_________________________________________________________________________ 

___ School (name): _____________________________________      Other: ______________________________________________ 

Date of Birth: _________________________________  Gender (you identify as): ____________________________________ 

Assumed Birth Date (for adoptees): ______________________________________________________________________________ 

Date of Adoptive Placement(s) (for adoptees):______________________________________________________________________ 

Birth Country (for transnational adoptees): ________________________________________________________________________ 

Ethnicity (you identify with) *Optional:   White Black/African-American Hispanic      Asian     Native American    

Other: ______________________________________________________________________________________________________ 

Marital Status (circle one): Single  Married   Separated Divorced  Remarried 

PHYSICAL HISTORY 

Are you currently under a doctor’s care? ___Yes     ___No If yes, for what diagnosis? ___________________________________ 

Are you presently taking any medications? ___Yes     ___No  If yes, please list, and reason why: ____________________________ 

 ___________________________________________________________________________________________________________ 

Any recurrent or chronic conditions? If yes, what? __________________________________________________________________ 

Approximate date of last medical examination (month/year) _________________________________________________________ 

List any health problems for which you are currently receiving treatment (including diabetes, heart disease, cancer, etc.) 

____________________________________________________________________________________________________________ 
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Have you had any recent major illnesses or surgeries? If yes, what? ____________________________________________________ 

____________________________________________________________________________________________________________ 

Have you been hospitalized for a physical illness? ___Yes     ___No Describe:__________________________________________ 

____________________________________________________________________________________________________________ 

Have you been hospitalized for a mental illness or “mental breakdown”? ___Yes     ___No  

If yes, how many times? _____________________________   List all dates of hospitalization (month/year/name of hospital): 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

Reason for admission/admitting diagnosis (if known) _______________________________________________________________ 

Do you smoke cigarettes? ___Yes     ___No     Do you smoke weed/marijuana/blunts? ___Yes     ___No 

Do you take drugs of any kind? If Yes, what? _______________________________________________________________________ 

What method? (snort, pills, inject, smoke, huff etc.) _________________________________________________________________ 

Do you drink alcohol? ___Yes     ___No     If yes, how much do you drink and how often? (For example, “I drink a six-pack of beer 

every night”) _________________________________________________________________________________________________ 

Indicate any mental health problem(s) that exist in your immediate or extended families, and please list the relative’s relationship 

or names next to the corresponding mental health problem. 

Depression _________________________________ Bipolar Disorder ___________________________________________________ 

Anxiety Disorder ____________________________ Drug/Alcohol Addiction _____________________________________________ 

Obsessive/Compulsive Disorder __________________________    Schizophrenia  _________________________________________ 

Suicide _____________________________________ Other ___________________________________________________________ 

WORK HISTORY/EDUCATION 

Occupation:  _______________________________     Current Employer: ________________________________________________ 

How long have you been at your current job? ____________    Job Title/General Description _______________________________ 

____________________________________________________________________________________________________________ 

Gross Annual Income:  _________________________________________________________________________________________ 

If presently unemployed, how do you spend your time? _____________________________________________________________ 

If you are a student, what school do you attend, and what are you studying? ____________________________________________ 

____________________________________________________     Grade/Year in School ____________________________________ 

Generally what type of grades do you receive? _____________________________________________________________________ 

Any recent decline in grade and/or attendance? ____________________________________________________________________ 
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What are some of your hobbies, extracurricular activities, or enjoyable activities? ________________________________________ 

____________________________________________________________________________________________________________ 

Check highest level of education completed: 

___ Grade school ___ Middle School ___ GED ___ High School         ___ Some College  ____ Vocational 

___ Master’s degree ___ Advanced degree (Ph.D., M.D., etc.) _____________________________________________________ 

LEGAL HISTORY 

Have you been arrested for any crimes? ___Yes     ___No     If yes, what were the charges and/or what were you convicted of, and 

what dates?  _________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

If you have previous arrest/convictions, are you currently on: 

Probation ___Yes     ___No Parole: ___Yes     ___No  Court Supervision ___Yes     ___No 

FAMILY & RELATIONSHIP INFORMATION 

Where were you born, if known? (city/state/country) _______________________________________________________________ 

Where did you grow up most of your childhood, if known? (city/state/country) __________________________________________ 

____________________________________________________________________________________________________________ 

Racial/Ethnic Identification, (if known) ___________________________________________________________________________ 

Were you ever in foster care growing up? ___Yes     ___No 

Are you adopted (even if adopted by family members)? ___Yes     ___No 

Have you initiated a birth search/reunion? If Yes, when? _____________________________________________________________  

Did you grow up being raised by anyone other than one or both of your biological parents at any time in your life (grandparents, 

guardians, aunts, uncles, cousins, adoptive parents, etc.) ___Yes     ___ No 

If yes, who were you raised by? _________________________________________________________________________________ 

Sexual Orientation (heterosexual, gay/lesbian, bisexual, pansexual, etc.) _________________________________________________________ 

If not heterosexual, are you ‘Out?’_______________________________________________________________________________ 

Marital Status (single, married, divorced, widowed, domestic partnership, etc.) ______________________________________________________ 

Number of Marriages _________     How long married? _______________________________________________________________ 

If married, spouse’s name: ______________________________________________________________________________________ 
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Partner/boyfriend/girlfriend? ______________________   If Yes, how long together: _______________________________________ 

Partner’s Name: ______________________________________________________________________________________________ 

List the first name and current age of each of your siblings, if known (if any are deceased, please indicate): ____________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

Where are you in relation to your siblings? (youngest, oldest, middle etc.)____________________________________________________ 

Did you grow up in a family where someone in the home had a history of alcoholism and/or drug use? ___Yes     ___No 

If Yes, who? __________________________________________________________________________________________________ 

Domestic Violence in Family/Who? _______________________________________________________________________________ 

Sexual Abuse in Family/Who? ___________________________________________________________________________________ 

Were one or both of your parents in jail/prison at any time while you were growing up? ___Yes     ___No 

Did your parents/guardians divorce or separate while you were growing up? ___Yes     ___No 

If Yes, your age at the time of divorce or separation? ________ 

If one or more of your parents/guardians are deceased, who? _________________________________________________________ 

Your age at the time of their death _______________________________________________________________________________ 

Cause of death, if known _______________________________________________________________________________________ 

If you currently have step parents, please describe your relationship with them: ___________________________________________ 

____________________________________________________________________________________________________________ 

How was conflict dealt with in your household/s growing up? (yelling, secrets, open communication, etc.)______________________ 

____________________________________________________________________________________________________________ 

Do you have children by birth, adoption, foster care, step-children, or artificial reproductive technology (IVF/sperm or egg donation) 

___Yes     ___No If Yes, how did your children come into your family? ___________________________________________________ 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 
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Please list all individuals that are currently living in your home and their relationship to you. 

Name(s)   Age/Grade            Relationship                   Ethnicity/Race 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

Have you ever experienced pregnancy loss (stillborn, miscarriage) ___Yes     ___No 

Do you have any children that you have not raised due to divorce, other parent not allowing you to see or care for them, children 

that were removed and placed in foster care or children that you placed for adoption, or were told the children were placed for 

adoption? ___Yes     ___No 

Who has custody of the minor children living in your home? __________________________________________________________ 

Have you suffered loss(es) by death(s)?    ___Yes     ___No  If yes, list the loss(es) below: 

Name                                  Relationship                         Date of Death             Cause 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

Have you experienced any significant losses in the past year? If so, please list (i.e.: divorce/separation, loss of job, pregnancy loss, 

terminal illness, pet loss, etc.: ___________________________________________________________________________________ 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________  

SPIRITUAL HISTORY 

Religious upbringing as a child/teen, if any (ex: Baptist, Catholic, etc.) __________________________________________________ 

____________________________________________________________________________________________________________ 

Present Religious Affiliation, if any _______________________________________________________________________________ 

If currently attending religious services, how often do you attend? ____________________________________________________ 

Is attending religious services or spirituality an important part of your life? ___Yes     ___No 
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EMOTIONAL HISTORY & CURRENT STATUS 

Are you currently experiencing strong emotions? ___Yes     ___No     If Yes, please describe: ________________________________ 

____________________________________________________________________________________________________________ 

Do you often make decisions based on your emotions? ___Yes     ___No     If Yes, how has this been working for you? 

____________________________________________________________________________________________________________ 

Have/Are you questioning your sexual orientation? ___ Yes      ___No  If so, when?_________________________________ 

Have/Are you questioning your gender identity? ____ Yes     ____ No  If so, when?_________________________________ 

Have you ever had any thoughts of suicide or harming or cutting yourself in anyway? ___Yes     ___No 

If Yes, when (year and how many times this has occurred) ___________________________________________________________ 

____________________________________________________________________________________________________________ 

Have you actually attempted suicide or harmed yourself by any method? ___Yes     ___No 

If Yes, what did you do, and what year did it occur? _________________________________________________________________ 

____________________________________________________________________________________________________________ 

Do you have any thoughts now to hurt or kill yourself? ______________________________________________________________ 

If Yes, please describe your plans, method ________________________________________________________________________ 

____________________________________________________________________________________________________________ 

Circle any of the following which are presently causing you difficulty. Now place an “X” * next to the TWO items causing you the 

MOST difficulty: 

Abuse Confusion Headaches Parents Sleep 

Alcohol Use Dating Health Problems Premarital Stress 

Allergies Decision Making Inferiority  Relaxation Suicidal Ideation  

Ambition Depression Infidelity Religion Temper 

Anxiety Divorce In-Laws Sadness Tiredness 

Appetite Drug Use  Insomnia School Ulcers 

Assertiveness Education Legal Matters Self-Concept Unhappiness 

Asthma  Energy Loneliness Self-Control Work 

Bed-Wetting Fears Marriage Self-Harm/Cutting My Past 

Bowels Finances  Memory Separation My Thoughts  

Career Choices Food Nervousness Sexual Problems Discrimination 

Children Friends Nightmares Shyness Other:___ 
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Have you ever been physically, sexually, or emotionally abused?  If yes, at what age?  Please indicate the abuser (parent, friend, 

teacher, etc.) and the type of abuse.________________________________________________________________________________ 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

Did you experience any childhood trauma(s) that has strongly impacted your life (divorce of a parent, loss of a close relative, witness to violent 

crime, abandonment by a parent, etc.)? If yes, please describe: _______________________________________________________________ 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

THERAPY HISTORY, EXPECTATIONS & GOALS 

Have you ever consulted a professional counselor/therapist?   ___Yes     ___No 

If yes, Name or agency: ________________________________________________________________________________________ 

What were the reasons for therapy at that time? ___________________________________________________________________ 

____________________________________________________________________________________________________________ 

How was counseling helpful then? _______________________________________________________________________________ 

____________________________________________________________________________________________________________ 

What was NOT helpful then? ___________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

Why have you decided to come for counseling/therapy at this time? What happened to make you say “A-Ha, now is the time”? 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

How long has this issue been a problem for you? ___________________________________________________________________ 

What would you like to experience that is different from what you are experiencing now? _________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 
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Please tell me anything else that you think would be helpful for me to know about you. 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 
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CONSENT TO TREATMENT 

The TNC Psychotherapy Group provides therapy and assessments which utilize systems, methods, and processes which 
include interpersonal, cognitive, cognitive-behavioral, developmental, psychodynamic, affective, family systems, and/or 
play therapy methods and strategies with individuals, couples and/or their families to achieve mental, emotional, 
physical, moral, educational, spiritual adjustment and/or career development through the changing individual and family 
life cycle.  These approaches assist in stabilizing and alleviating mental, emotional or behavioral problems/issues of an 
individual, couple, or family.  When an individual, couple or family makes changes, there is the possibility of discomfort 
or discord.  If this occurs, the client(s) are asked to discuss this with the therapist.  It is the hope of The TNC 
Psychotherapy Group to strengthen individuals and their families through counsel. 
 
I have read and understand the treatment as described above.  I authorize The TNC Psychotherapy Group to provide for 
my care.  I also understand that I may withdraw this consent and terminate treatment at any time. 
 

______________________________  ________________________________ 
Client      Witness 
 
______________________________  _________________________________ 
Client       Therapist  
 
______________________________  __________________________________ 
Client      Date 
 

If you are bringing a minor to therapy, please complete the following: 
 

CONSENT TO TREAT YOUR CHILD: 
I/we the parent(s) of: _____________________________ give my/our consent for my/our child to be seen by: 

_________________________________ for counseling.  I/we acknowledge, have read and understand, that the 

treatment as described in the first paragraph above also applies to my/our child.  I/we authorize The TNC Psychotherapy 

Group to provide for my/our child’s treatment. I/we also understand that I/we may withdraw this consent and 

terminate treatment at any time. 

 
________________________________  ____________________________________ 
Parent/Legal Guardian    Witness 
 
________________________________  ____________________________________ 
Parent/Legal Guardian    Therapist 
 
________________________________  ____________________________________ 
Date      
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HIPPA DISCLOSURE 

 

CLIENT CONSENT FOR USE AND/OR DISCLOSURE OF HIPAA DEFINED PROTECTED HEALTH INFORMATION TO 

CARRY OUT TREATMENT, PAYMENT AND HEALTHCARE OPERATIONS 

 

I,                                                                                           , hereby state that by signing this Consent, I acknowledge 
and agree as follows: 
 
The Provider’s Privacy Notice has been provided to me prior to my signing this Consent.  The Privacy Notice includes a 

complete description of the uses and/or disclosures of my protected health information (“PHI”) necessary for 
the Provider to provide treatment to me, and also necessary for the Provider to obtain payment for that 
treatment and to carry out its health care operations.  The Provider explained to me that the Privacy Notice will 
be available to me in the future at my request.  The Provider has further explained my right to obtain a copy of 
the Privacy Notice prior to signing this Consent, and has encouraged me to read the Privacy Notice carefully 
prior to my signing this Consent. 

 
The Provider reserves the right to change its privacy practices that are described in its Privacy Notice, in accordance with 

applicable law. 
 
I understand that, and consent to, the following appointment reminders that may be used by the Provider: 

___ Yes  ___ No — a letter mailed to me at the address provided by me 

___ Yes  ___ No — telephoning my home and leaving a message on my answering machine or with the 

individual answering the phone 

___ Yes  ___ No — telephoning my office and leaving a message on my phone mail or with the individual 

answering the phone 

___ Yes  ___No — an email may be sent to an email address provided by me 

___ Yes  ___No — a text may be sent to a number provided by me 

The Provider may use and/or disclose my PHI (which includes information about my health or condition and the 
treatment provided to me) in order for the Provider to treat me and obtain payment for that treatment, and as 
necessary for the Provider to conduct its specific health care operations. 

 
I understand that I have a right to request that the Provider restrict how my PHI is used and/or disclosed to carry out 

treatment, payment and/or health care operations.  However, the Provider is not required to agree to any 
restrictions that I have requested.  If the Provider agrees to a requested restriction, then the restriction is 
binding on the Provider. 
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I understand that this Consent is valid for seven years and that I have the right to revoke this Consent, in writing, at any 
time for all future transactions, with the understanding that any such revocation shall not apply to the extent 
that the Provider has already taken action in reliance on this consent. 

 
I understand that if I revoke this consent at any time, the Provider has the right to refuse to treat me. 
 
I understand that if I do not sign this Consent evidencing my consent to the uses and disclosures described to me above 

and contained in the Privacy Notice, then the Provider will not treat me. 
 
I have read and understand the foregoing notice, and all of my questions have been answered to my full satisfaction 
in a way that I can understand. 
 
 
__________________________________________    __________________________________________        
Name of Client (Printed)      Signature of Client/Parent/Guardian 
 
__________________________________________  __________________________________________        
Signature of Legal Representative     Relationship to Client 
(e.g., Attorney-In-Fact) 
 
__________________________________________  __________________________________________ 
Date  Therapist 
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HIPAA NOTICE OF PRIVACY PRACTICES 
Effective April 14, 2003 

 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 
DISCLOSED AND HOW YOU CAN GET ACCESS TO THAT INFORMATION 

 
PLEASE REVIEW THIS NOTICE CAREFULLY 

 
This Provider is committed to maintaining the privacy of your protected health information ("PHI"), which 
includes information about your health condition and the care and treatment you receive from the 
Provider.  The creation of a record detailing the care and services you receive helps this office to provide 
you with quality health care.  This Notice details how your PHI may be used and disclosed to third parties.  
This Notice also details your rights regarding your PHI. 
 
CONSENT REQUIRED 
 
The Provider may use and/or disclose your PHI provided that it first obtains a valid Consent signed by you.  
The Consent will allow the Provider to use and/or disclose your PHI for the purposes of: 
 

(a) Treatment - In order to provide you with the health care you require, the Provider will 
provide your PHI to those health care professionals, whether on the Provider's staff or not, 
directly involved in your care so that they may understand your health condition and 
needs.  For example, a physician treating you may need to know the condition for which 
you are being counseled by this office. 
 

(b) Payment - In order to get paid for services provided to you, the Provider will provide your 
PHI, directly or through a billing service, to appropriate third party payee, pursuant to their 
billing and payment requirements.  For example, the Provider may need to provide 
information to your insurance plan about treatment you are going to receive so that it can 
determine whether or not it will cover the treatment expense. 
 

(c) Health Care Operations - In order for the Provider to operate in accordance with applicable 
law and insurance requirements and in order for the Provider to continue to provide 
quality and efficient care, it may be necessary for the Provider to compile, use and/or 
disclose your PHI.  For example, the Provider may use your PHI in order to evaluate the 
performance of the Provider's personnel in providing care to you. 
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NO CONSENT REQUIRED 
 
The Provider may use and/or disclose your PHI, without a written Consent from you, in the following 
instances: 
 

(a) De-identified Information - Information that does not identify you and, even without your 
name, cannot be used to identify you. 
 

(b) Business Associate - To a business associate if the Provider obtains satisfactory written 
assurance, in accordance with applicable law, that the business associate will appropriately 
safeguard your PHI.  A business associate is an entity that assists the Provider in 
undertaking some essential function, such as a billing company that assists the office in 
submitting claims for payment to insurance companies or other payee. 

 
(c) Personal Representative - To a person who, under applicable law, has the authority to 

represent you in making decisions related to your health care. 
 

 (d) Emergency Situations: 
(i) for the purpose of obtaining or rendering emergency treatment to you 

provided that the Provider attempts to obtain your Consent as soon as 
possible; or 

(ii) To a public or private entity authorized by law or by its charter to assist in 
disaster relief efforts, for the purpose of coordinating your care with such 
entities in an emergency situation. 
 

(e) Communication Barriers - If, due to substantial communication barriers or inability to 
communicate, the Provider has been unable to obtain your Consent and the Provider 
determines, in the exercise of its professional judgment, that your Consent to receive 
treatment is clearly inferred from the circumstances. 
 

(f) Public Health Activities - Such activities include, for example, information collected by a 
public health authority, as authorized by law, to prevent or control disease. 
 

(g) Abuse, Neglect or Domestic Violence - To a government authority if the Provider is 
required by law to make such disclosure.  For example, the Provider is required by Section 
681.43 of the Texas Administrative Code to report (1) abuse or neglect of minors, 
(2) abuse, neglect, or exploitation of elderly or disabled persons, (3) abuse, neglect, and 
illegal, unprofessional, or unethical conduct in an inpatient mental health facility, a 
chemical dependency treatment facility, or a hospital providing comprehensive medical 
rehabilitation services, and (4) sexual exploitation by a mental health services provider.  
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(h) Health Oversight Activities - Such activities, which must be required by law, involve 

government agencies and may include, for example, criminal investigations, disciplinary 
actions, or general oversight activities relating to the community's health care system.  
 

(i) Judicial and Administrative Proceeding - If you are involved in a lawsuit or a dispute, the 
Provider may disclose medical information about you in response to a subpoena, a court 
order, or administrative order.  For example, the Provider may be required to disclose your 
PHI in response to a court order or a lawfully issued subpoena. 
 

(j) Law Enforcement Purposes - In certain instances, your PHI may have to be disclosed to a 
law enforcement official.  For example, your PHI may be the subject of a grand jury 
subpoena, court order, warrant, summons or similar process.  The Provider may disclose 
your PHI if the Provider believes that a death was the result of criminal conduct.  The 
Provider may disclose your PHI to law enforcement officials to identify or locate a suspect, 
fugitive, material witness, missing person, or to report a crime. 
 

(k) Coroner or Medical Examiner - The Provider may disclose your PHI to a coroner or medical 
examiner for the purpose of identifying you or determining your cause of death. 
  

(l) Organ, Eye or Tissue Donation - If you are an organ donor, the Provider may disclose your 
PHI to the entity to whom you have agreed to donate your organs. 
 

(m) Research - If the Provider is involved in research activities, your PHI may be used, but such 
use is subject to numerous governmental requirements intended to protect the privacy of 
your PHI.   

(n) Avert a Threat to Health or Safety - The Provider may disclose your PHI if it believes that 
such disclosure is necessary to prevent or lessen a serious and imminent threat to the 
health or safety of a person or the public and the disclosure is to an individual who is 
reasonably able to prevent or lessen the threat. 
 

(o) Specialized Government Functions - This refers to disclosures of PHI that relate primarily to 
military and veteran activity.  
 

(p) Workers' Compensation - If you are involved in a Workers' Compensation claim, the 
Provider may be required to disclose your PHI to an individual or entity that is part of the 
Workers' Compensation system.  
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q) National Security and Intelligence Activities - The Provider may disclose your PHI in order 
to provide authorized governmental officials with necessary intelligence information for 
national security activities and purposes authorized by law.  
 

(r) Military and Veterans - If you are a member of the armed forces, the Provider may disclose 
your PHI as required by the military command authorities. 
 

(s) Protective Services for the President and Others - The Provider may disclose medical 
information about you to authorized federal officials so they may provide protection to the 
President, other authorized persons, or foreign heads of state or conduct special 
investigations. 

 
APPOINTMENT REMINDER 
 

The Provider may, from time to time, contact you to provide appointment reminders or 
information about treatment alternatives or other health-related benefits and services that may 
be of interest to you.  The following appointment reminders may be used by the Provider with 
your consent:  

 
(a) telephoning your home and leaving a message on your answering machine; and/or  

 
(b) telephoning your cell and leaving a message on your phone mail. 

 
DIRECTORY/SIGN-IN LOG AND APPOINTMENT CALENDAR 
 

The Provider does not maintain a sign-in log for individuals seeking care and treatment in the 
Provider’s office. The Provider does maintain a secure appointment calendar which is located in a 
position where the Provider and staff can readily see the initials of who is seeking care in the 
office.  

 
FAMILY/FRIENDS 
 

The Provider may disclose to your family member, other relative, a close personal friend, or any 
other person identified by you, your PHI directly relevant to such person's involvement with your 
care or the payment for your care.  The Provider may also use or disclose your PHI to notify or 
assist in the notification (including identifying or locating) a family member, a personal 
representative, or another person responsible for your care, of your location, general condition or 
death.  However, in both cases, the following conditions will apply: 
 



 
 

16 | P a g e  
 

407 N. Cedar Ridge Drive, Suite 235 | Duncanville, Texas, 75116 | P: 469.868.6595 

If you are present at or prior to the use or disclosure of your PHI, the Provider may use or disclose 
your PHI if you agree, or if the Provider can reasonably infer from the circumstances, based on the 
exercise of its professional judgment, that you do not object to the use or disclosure. 
 

(a) If you are not present, the Provider will, in the exercise of professional judgment, 
determine whether the use or disclosure is in your best interests and, if so, disclose 
only the PHI that is directly relevant to the person's involvement with your care. 

 
AUTHORIZATION 
 

Uses and/or disclosures, other than those described above, will be made only with your written 
Authorization. 

 
YOUR RIGHTS  
 

You have the right to: 
 

(a) Revoke any Authorization and/or Consent, in writing, at any time.  To request a 
revocation, you must submit a written request to the Provider's Privacy Officer. 
 

(b) Request restrictions on certain use and/or disclosure of your PHI as provided by 
law.  However, the Provider is not obligated to agree to any requested restrictions.  
To request restrictions, you must submit a written request to the Provider's Privacy 
Officer.  In your written request, you must inform the Provider of what information 
you want to limit, whether you want to limit the Provider's use or disclosure, or  
both, and to whom you want the limits to apply.  If the Provider agrees to your 
request, the Provider will comply with your request unless the information is 
needed in order to provide you with emergency treatment. 
 

(c) Receive confidential communications or PHI by alternative means or at alternative 
locations.  You must make your request in writing to the Provider's Privacy Officer.  
The Provider will accommodate all reasonable requests.  
 

  (d) Inspect and copy your PHI as provided by law.  To inspect and copy your PHI, you 
must submit a written request to the Provider's Privacy Officer.  The Provider can 
charge you a fee for the cost of copying, mailing or other supplies associated with 
your request.  In certain situations that are defined by law, the Provider may deny 
your request, but you will have the right to have the denial reviewed as set forth 
more fully in the written denial notice. 
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  (e)  Amend your PHI as provided by law.  To request an amendment, you must submit a 
written request to the Provider's Privacy Officer.  You must provide a reason that 
supports your request.  The Provider may deny your request (1) if it is not in 
writing, (2) if you do not provide a reason in support of your request, (3) if the 
information to be amended was not created by the Provider (unless the individual 
or entity that created the information is no longer available), (4) if the information 
is not part of your PHI maintained by the Provider, (5) if the information is not part 
of the information you would be permitted to inspect and copy, and/or (6) if the 
information is accurate and complete.  If you disagree with the Provider's denial, 
you will have the right to submit a written statement of disagreement.  

 
  (f) Receive an accounting of disclosures of your PHI as provided by law.  To request an 

accounting, you must submit a written request to the Provider's Privacy Officer.  
The request must state a time period which may not be longer than six (6) years 
and may not include dates before April 14, 2003.  The request should indicate in 
what form you want the list (such as a paper or electronic copy).  The first list you 
request within a twelve (12) month period will be free, but the Provider may charge 
you for the cost of providing additional lists.  The Provider will notify you of the 
costs involved and you can decide to withdraw or modify your request before any 
costs are incurred. 

 
(g) Receive a paper copy of this Privacy Notice from the Provider upon request to the 

Provider's Privacy Officer. 
 

(h) Complain to the Provider or to the Secretary of HHS if you believe your privacy 
rights have been violated.  To file a complaint with the Provider, you must contact 
the Provider's Privacy Officer.  All complaints must be in writing. 

 
PROVIDER'S REQUIREMENTS 
 

The Provider: 
(a) Is required by federal law to maintain the privacy of your PHI and to provide you 

with this Privacy Notice detailing the Provider's legal duties and privacy practices 
with respect to your PHI.   

 
(b) Is required by State law to maintain a higher level of confidentiality with respect to 

certain portions of your mental health records than is provided for under federal 
law.  In particular, the Provider is required to comply with the Texas Health and 
Safety Code, Chapter 611, concerning confidentiality and access to records. 
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(c)  Is required to abide by the terms of this Privacy Notice. 
 

(d) Reserves the right to change the terms of this Privacy Notice and to make the new 
Privacy Notice provisions effective for all of your PHI that it maintains. 
 

(e) Will distribute any revised Privacy Notice to you prior to implementation.   
 

(f) Will not retaliate against you for filing a complaint. 
 
 

EFFECTIVE DATE 

This Notice is in effect as of April 14, 2003 and updated as of October 13, 2014.  
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OFFICE DIRECTIONS 
 
Address:  
Cedar Place 
407 N. Cedar Ridge Dr., Suite 235  
Duncanville, Texas, 75116 
 
Parking: Parking is free. You may park in front of the building upon arrival. We encourage you to give yourself 
extra time before your first visit so you will have ample time to park and find your way to our office. 
 
Entry: Doors to the building are open between 9am and 6pm. Once in the building, you will take the main 
lobby elevators to suite 235 on the 2nd floor. If you are coming after hours or on the weekend, please call 
your therapist and they will come downstairs to open the door for you. 
 
Directions: If you are traveling South from Dallas, merge onto I-35E S/US-77 S toward Waco. Merge onto US-67 
S toward Cleburne. Merge onto I-20 W toward Ft Worth. Take EXIT 461 toward Cedar Ridge Dr. 
Turn left onto Escuela Dr. Turn left onto N. Cedar Ridge Dr. Make a right into the parking lot of the Cedar Place 
building. If you are traveling East from the Arlington/Ft. Worth area, merge onto I-20 E. Take EXIT 461 toward 
Cedar Ridge Dr. Turn right onto N. Cedar Ridge Dr. Make a right into the parking lot of the Cedar Place 
building. 
 
Address:  
Meadow Park Tower 
10440 N. Central Expressway, Suite 800 
Dallas, Texas, 75231 
 
Parking: Parking is free. You can park in front of the building (facing the access road), on the ground level of 
the parking garage, or behind the parking garage. Please give yourself extra time before your first visit so you 
will have ample time to park and navigate the building. 
 
Entry: Doors to the building are open between 8am and 5pm. Upon arrival, you will take the main lobby 
elevators up to the 8th floor and enter the reception area. The receptionist will buzz our office and your 
therapist will come get you from the waiting area. If you are coming after hours or on the weekend, please call 
your therapist and they will come downstairs to open the door for you. There is also an after-hours security 
guard, and they are often willing to let you in if we give them a heads up that you are coming. 
 
Directions: If you are traveling North from the downtown area on 1-75, take the Walnut Hill/Meadow exit. The 
first tall office building after Meadow, on your right, is the building in which our offices are located. If you are 
coming South from I-75/I-635, exit Walnut Hill/Meadow, and make a u-turn at Meadow. The building has two 
signs on it – Walters, Balido & Crain/Eberstein-Wither. Make an immediate right into the building parking lot. 


