
Adult Intake Form 

Birth Date:  ______ /______ /______              Age:  ________          Gender:  □ Male □ Female 

Client’s Name: ____________________________________ SS#:_______________________________ 

Address: 

____________________________________________________________________________________ 
(Street and Number) 

____________________________________________________________________________________ 
(City)         (State)         (Zip) 

Home Phone:  (_______)______________________________  May we leave a message?  □ Yes   □ No 

Cell/Other Phone: (________)__________________________  May we leave a message?  □ Yes   □ No 

E-mail: ____________________________________________  May we email you? □ Yes □ No

*Please note: Email correspondence is not considered to be a confidential medium of communication.

Occupation : ______________________________ Place of Employment: ________________________ 

Work number: ____________________________           If needed, is it ok to call at work? □ Yes □ No 

Emergency Contact: 

Name: _______________________________________  Phone Number: _________________________ 

Address:_____________________________________________________  Relationship:____________ 

Occupation : ______________________________ Place of Employment: ________________________ 

Work number: ____________________________           If needed, is it ok to call at work? □ Yes □ No 
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Please take your time in providing the following information. The questions are designed to help me begin to 

understand you so that our time together can be as productive as possible. All information provided is 

confidential.    

Referred by:   

□ Department of Children’s Services

□ Medical Provider

□ Insurance Provider

□ Website: https://flpcounseling.com

□ Psychology Today website

□ Friend/Family

Have you previously received any type of mental health services? □ No □ Yes

If yes, which of the following:   

□ Psychotherapy □ Medication □ Outpatient Hospitalizations □ Inpatient Hospitalization

Please provide: 

Name of provider or facility: ______________________________________________________  

Location: _____________________________________________________________________  

Dates of treatment: ______________________________________________________________ 

Reason for treatment: ____________________________________________________________  

Briefly, what brings you in today?   

When did your problem first start?  Within the last:   

□ 30 days □ 6-12 months □ 2 years □ During adolescence □ During childhood

What areas of your life have been affected because of this problem?  
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Are you currently experiencing overwhelming sadness, grief or depression?    

□ No □ Yes

 If yes, for approximately how long? ______________________________________________   

Are you currently experiencing anxiety, panic attacks or have any phobias?    

□ No □ Yes

 If yes, when did you begin experiencing this? 

Please describe any major losses or traumas you have experienced:  

What significant life changes or stressful events have you experienced recently?  
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Prior Counseling/Psychiatric History 

Prior outpatient psychotherapy?   Yes  □    No   □   

If yes, on how many occasions? ________________________________________________________________________ 

Longest treatment provided by _________________________________________________________________________ 

(Print Provider’s Name) 

How many sessions did you attend? ____________________________ From _______/________ to  _______/________ 

(month)  (year)   (month)  (year) 

List prior provider’s information below: 

Provider’s Name: Location:  Diagnosis: Intervention: Beneficial? 

(Yes/No) 

Has any family member had outpatient therapy?   Yes  □    No   □ 

If yes, please list who/relationship and why: 

Prior inpatient treatment for a psychiatric, emotional, or substance use disorder?  Yes  □    No   □ 

If yes, on how many occasions? ________________________________________________________________________ 

Longest treatment provided at_____________________________________  From _______/________ to  ______/______ 

  (Print Name of Facility)       (month)  (year)   (month)     (year) 
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List prior inpatient treatment below: 

Facility Name: Location: Diagnosis: Intervention: Beneficial? 

(Yes/No) 

Has any family member had inpatient treatment for psychiatric, emotional or substance use disorder?   Yes  □    No   □ 

If yes, please list who/relationship and why: 

What would you like to accomplish out of your time in therapy?  
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Family History 

Where were you born? _______________________________________________________________________ 

Where did you grow up? _____________________________________________________________________  

□ City □ Suburbs □ Country

Please list your parents and siblings. Please use additional space on the back if needed. 

Name: Age: Relationship: Where do they 

now live? 

If deceased, age and cause of 

death 

 Who did you live with growing up?  

__________________________________________________________________________________________ 

Mother’s occupation:  

__________________________________________________________________________________________ 

Father’s occupation:  

__________________________________________________________________________________________ 

In the section below identify if there is a family history of any of the following.  If yes, please indicate the 

family member’s relationship to you in the space provided (father, grandmother, uncle, etc.).    

Condition: Please 

circle: 

Please 

circle: 

List Family Member(s): 

Alcohol/Substance Abuse Yes No 

Anxiety Yes No 

Depression Yes       No 
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Domestic Violence Yes No 

Sexual Abuse Yes No 

Eating Disorders          Yes No 

Obesity Yes No 

Obsessive Compulsive 

Behavior     

Yes No 

Schizophrenia Yes No 

Suicide Attempts   Yes No 

Other diagnosed mental 

health condition?   

Yes No 

Relationship Status:     

□ Never Married   □ Initmate □ Married   □ Separated     □ Divorced □Widowed

For how long? _________________________  Please give partners name:__________________________  

On a scale of 1-10 (best), how would you rate your relationship? 1   2   3   4   5   6   7   8   9   10   

If widowed, please give partners name, and year deceased:  __________________________________________ 

List any children, their names, and ages:  

Name: Age: Name of other parent: If deceased, age and cause of 

death: 
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Physical Health 

Please list any medications, herbs, or supplements. Be sure to include the condition, as some medications are 

prescribed for off-label use. Continue on the back if needed or provide a separate list. If you have a complicated 

medical profile, please supply supporting documentation to be able to facilitate a comprehensive understanding 

of your health.  

Medication/Supplement: Dosage: Condition: Began/Stopped: 

Prescribing provider and contact information: 

Name: ____________________________________________________________________________________ 

Specialty: _________________________________________________________________________________  

Facility:___________________________________________________________________________________ 

Phone/Email/Fax: ___________________________________________________________________________ 

How would you rate your current physical health?  (please circle)  

       Poor         Unsatisfactory         Satisfactory         Good         Very good   

 Please list any specific health problems you are currently experiencing:  

 How would you rate your current sleeping habits?  (please circle)  

       Poor         Unsatisfactory         Satisfactory         Good         Very good   

If you are having problems, in which phase of sleep? (please circle)  

       Falling Asleep   Staying Asleep        Waking Early        Sleep Apnea      Insomnia 

Please list any other specific sleep problems you are currently experiencing: 
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How many times per week do you generally exercise? ______________________________________________  

What types of exercise to you participate in?   

Please list any difficulties you experience with your appetite or eating patterns:  

Any change in weight over the past year?    □ No □ Yes

If yes, describe:  

Are you currently experiencing any chronic pain?   □ No      □ Yes

If yes, describe: 

Please describe current use of alcohol, cigarettes, and/or recreational drugs:  

Please describe previous use of alcohol, cigarettes, and/or recreational drugs:  

Substance: Age at first 

use: 

Age of last 

use: 

Currently 

using: 

(Yes/No) 

Frequency: Amount: 

Alcohol 

Amphetamines/Speed 

Barbiturates/Owners 

Cocaine 

Crack Cocaine 

Hallucinogens (e.g., 

LSD) 

Inhalants (e.g., glue, gas) 
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Marijuana or Hashish 

Opioids 

PCP 

Prescription 

Other: 

Additional Information 

What do you enjoy about your work (full-time homemaker included)? If retired, what did you enjoy about your 

work?  

What do you find particularly stressful about your current or previous work?   

What do you enjoy doing in your free time? What do you do to relax? 

Do you consider yourself to be spiritual or religious?  □ No     □ Yes   

If yes, describe your faith or belief:     

What do you consider to be some of your strengths?   

What do you consider to be some of your weakness?  
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ONLY TO BE USED FOR ALCOHOL AND DRUG COUNSELING 

Past Drug Use and Treatment History 

What is your motivation to get “clean” or “stay clean”? 

Not Important           Very Most 

         An Issue        Important             Important 

For myself, to better my life. □ □ □ □

I am sick and tired of chasing drugs. □ □ □ □

To be a better parent to my kid(s). □ □ □ □

So that I can get my kid(s) back.  □ □ □ □

Because I am pregnant. □ □ □ □

For my family. □ □ □ □

I get drug tested for court/probation. □ □ □ □

I get drug tested at work. □ □ □ □ 

Describe in your own words your reason for wanting to get clean and stay clean: 

Did your problem with, or addiction to, opioids start with: 

□ Recreational use, that is, not prescribed to you for pain.

□ Prescribed use, prescribed for a pain issue.

Do you now, or have you ever used a needle, that is, used a drug IV (shoot drugs)?  □ Yes □ No

If yes, when did you last use a needle? __________________________________________________________________ 

What made you decide to stop using a needle? 
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Have you ever used Suboxone or Subutex with a needle?   □ Yes          □ No

Do you know anyone who uses, or has used, Suboxone or Subutex with a needle? □ Yes □ No

Have you ever overdosed? □ Yes          □ No; If yes, how many times? ___________________________________

If you have ever overdosed, please described what happened.  
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Communication Acknowledgement Form 

The following serves as a notice of communication boundaries between the client and therapist. The FLP 

therapist will respond to all communication with 24 business hours of receiving a phone call, text message, or 

email.  If communication occurs after hours, staff will respond the following business day. In the event of an 

emergency, it is my responsibility to contact 9-1-1.  

By signing this form, I understand the communication guidelines set in place by FLP and my therapist.  

I acknowledge that I have read and fully understand this consent form.  

Client/Guardian Signature of Acknowledgement: ________________________________ Date: ____________ 

FLP Staff Signature: _________________________________________________  Date:__________________ 
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Client’s Rights Policy 

FLP takes the rights and responsibilities of our clients, families, and employees seriously.  It is important these 

rights and responsibilities be clearly stated at the beginning of services and are not subject to modification: 

As a Client, you have the Right to: 

➢ Receive all rights applicable by TN state laws as well as those rights afforded by the United States government

and to be assisted in the exercise of their civil rights;

➢ Access available services, regardless of your age, race, ethnicity, gender, religious or political affiliation, sexual

orientation, sexual identity, physical or mental disability, or infectious disease; and the right to referral, as

appropriate, to other service providers;

➢ Be treated with consideration, respect, and full recognition of their dignity and individuality;

➢ Participate in the development of the client’s individual program or treatment plan and to receive sufficient

information about proposed and alternative interventions and program goals to enable them to participate

effectively;

➢ Be informed about their care/services in a language they understand;

➢ Review, upon request, your own records and ask for corrections to material in their records; to have the right to

include a written statement in their records of the reasons they disagree; File/voice a grievance to staff of FLP, to

the licensee, and to outside representatives of their choice with freedom of restraint, interference, coercion,

discrimination, or  reprisal;

➢ Receive a description of the FLP grievance procedures and the information sheet advising grievance procedures

for the TN Department of Mental Health & Substance Abuse Services;

➢ Refuse services and/or treatment in accordance with State and Federal laws.  FLP/MK is required to notify your

DCS worker of your choice to receive or refuse services especially those recommended by the DCS;

➢ Have your personal information kept confidential in accordance with state and federal confidentiality laws;

o Policies and procedures which ensure the confidentiality of client information and which include the

following provisions:

▪ The facility staff must comply with applicable confidentiality laws and regulations (e.g. T.C.A. §

33-3-103; federal alcohol and drug regulations found at 42 C.F.R. Part 2);

▪ The client must not be required to make public statements which acknowledge gratitude to the

licensee or for the licensee’s facility services;

▪ The client must not be required to perform in public gatherings; and,

▪ Identifiable photographs of the client must not be used without the written and signed consent

of the client or the client’s guardian;

➢ Receive services in a safe environment;

➢ Have the right to be protected by the licensee from neglect; from physical, verbal and emotional abuse (including

corporal punishment); and from all forms of misappropriation and/or exploitation;

➢ Be free of any requirement by FLP that they perform services that are ordinarily performed by FLP staff;

➢ Have the right of privacy while receiving FLP services;

➢ Vote, make contracts, buy or sell real estate or personal property, or sign documents, unless the law or a court

removes these rights;

➢ Participate fully, or to refuse to participate, in community activities including cultural, educational, religious,

community services, vocational and recreational activities

Local advocacy services: 

Department of Children’s Services (Washington Co.).  .  .  . (423) 854-5311
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Child Abuse Hotline – Tennessee.  .  .  .  .  .  .  .  .  .  .  .  .  .  . 1-877-237-0004

Children’s Advocacy Center.  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . (423) 279-1222

TN Commission on Children and Youth.  .  .  .  .  .  .  .  .  .  .  . (423) 979-4585

First Tennessee Area Agency on Aging & Disability (Options Line) 

1-866-836-6678

National Alliance on Mental Illness.  .  .  .  .  .  .  .  .  .  .  .  .  . 1-800-950-6264

Crisis Help .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .Text “NAMI” to 741741 

Disability Law and Advocacy Center of TN.  .  .  .  .  .  .  .  .  .  (865) 670-2944

Adult Protective Services .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .   1-888-277-8366

Suicide Prevention Network (TN) .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 1-800-273-8255

Crisis Text Line.  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . Text “TN” to  741741 

National Domestic Violence Hotline.  .  .  .  .  .  .  .  .  .  .  .  .   1-800-799-7233

American Red Cross (Northeast Tennessee).  .  .  .  .  .  .  .  . (423)- 765-4222

Safe Place (For Teens).  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  1-877-288-1828

Mobile Crisis (Tennessee).  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  1-877-928-9062

Upper East Tennessee Human Development Agency (UETHDA) 

(423) – 246-6180

Appalachian Regional Coalitions on Homelessness (ARCH) 

Non-Veterans.  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  1-844-989-2273

Veterans.  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  1-877-754-8387 

Additional Rights of Residential Services Clients: 

➢ If residential services are provided, clients must be allowed to send personal mail unopened and to receive mail

and packages which may be opened in the presence of staff when there is reason to believe that the contents

thereof may be harmful to the client or others;

➢ If residential services are provided, clients must be allowed to have free use of common areas in the facility with

due regard for privacy, personal possessions, and the rights of others;

➢ Clients have the right to be accorded privacy and freedom for the use of bathrooms when needed;

➢ Clients shall be permitted to retain and use personal clothing and appropriate possessions including books,

pictures, games, toys, radios, arts and crafts materials, religious articles, toiletries, jewelry and letters;

➢ If residential services are provided and if married clients reside in the facility, privacy for visits by spouses must

be ensured, and if both spouses are clients residing in the facility, they must be permitted to share a room;

➢ If residential services are provided, clients have the right to associate and communicate privately with persons

of their choice including receiving visitors at reasonable hours; and,

➢ If residential services are provided, persons supported have the right to be given privacy and freedom in the use

of their bedroom/sleeping area.
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My signature certifies I have received a copy of the FLP Client’s Rights Policy. 

Client/Guardian Signature:____________________________________________________________________ 

Date: _____________________________________________________________________________________ 

FLP Assessor Signature:______________________________________________________________________ 

General FLP/ MK rules and regulations for services are found in each client’s file:

Agreement of Understanding Regarding Compliance with Services  

Agreement of Safe Environment 

Communication Consent Form 

Safety Contract 

Privacy Policy 

Client’s Rights Policy 

Notification of Equal Access to Programs and Services and Grievance Procedures 

Family Service Plan   
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Tennessee Department of Children’s Services 

Notification of Equal Access to Programs and Services and 

Grievance Procedures 

Title VI of the Civil Rights Act of 1964 makes it illegal for people to be discriminated against on the basis of their race, color or national origin in all 

programs, benefits, and services provided by the Department of Children’s Services (DCS) which receives Federal Financial Assistance.  The 

Americans With Disabilities Act Amendment of 2008 (ADA) and the Rehabilitation Act of 1973 makes it illegal for people to be discriminated 

against on the basis of disability in all programs, benefits, and services provided by DCS that receives Federal Financial Assistance.” 

It is the policy of the State of Tennessee, Department of Children’s Services, to ensure that all management staff, contractors, and service 

beneficiaries are aware of the provisions of Title VI of the Civil Rights Act of 1964 and the Americans With Disabilities Act Amendment of 2008 

(ADA) as well as the Rehabilitation Act of 1973.  If you feel that you have received disparate treatment based on race, color, national origin, 

disability or any other classification protected by Federal and/or Tennessee State Law, you are encouraged to file a complaint with the DCS Office 

Civil Rights. To file such complaint, you should do the following: 

1. You must file a written complaint within one hundred-eighty (180) days to the date of the alleged discrimination.  You are encouraged to file

your complaint as soon as possible in order to allow sufficient time to file an appeal with an external agency if you are not satisfied with the

results of the DCS investigation.

2. In your complaint, be sure to include your name, address, and telephone number.

3. The complaint should contain the name and address of the agency, institution, or department you believe discriminated against you. 

4. Indicate how, why, and when you believe you were discriminated against.  Include as much specific detailed information as possible about

the alleged acts of discrimination and any other information that you deem relevant to your complaint.

5. If known, provide the names of any persons who the DCS Office of Civil Rights could contact for clarity regarding your allegations.

6. Please sign your written complaint and then submit it to:

Office of Civil Rights 

Department of Children’s Services 

UBS Tower, 12th Floor 

315 Deaderick Street 

Nashville, TN 37243 

Telephone: (615) 532-5552 

Fax: (615) 532-7602 

7. You may also file your complaint in writing to the offices listed below: 

Director 

Tennessee Human Rights Commission 

Attention: Title VI Compliance 

William R. Snodgrass Building/Tennessee 

Tower 

312 Rosa L. Parks Blvd, 23rd Floor 

Nashville, TN  37243 

Telephone: (615) 741-5825 

Fax: (615) 253-1886 

or 

Director 

Office for Civil Rights 

U.S. Department of Health & Human Services 

61 Forsyth Street, S.W. 

Suite 3B70 

Atlanta, GA  30323 

Telephone: (404) 562-7886 

Fax: (404) 562-7881 

You should file a complaint under this procedure if you feel you have been excluded from participation in, denied the benefit of a service or 

subjected to discrimination under a program or activity receiving federal financial assistance from the Department of Children’s Services. 

I have read the above procedure of how to file a Title VI or ADA complaint.  This procedure was explained to me in detail and a copy 

was issued to me for my records.  I was advised that this form is available in other languages. 

 Client/Guardian Signature Date 

FLP Case Manager Date 

Client Copy 
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Tennessee Department of Children’s Services 

Notification of Equal Access to Programs and Services and 

Grievance Procedures 

Title VI of the Civil Rights Act of 1964 makes it illegal for people to be discriminated against on the basis of their race, color or national origin in all 

programs, benefits, and services provided by the Department of Children’s Services (DCS) which receives Federal Financial Assistance.  The 

Americans With Disabilities Act Amendment of 2008 (ADA) and the Rehabilitation Act of 1973 makes it illegal for people to be discriminated 

against on the basis of disability in all programs, benefits, and services provided by DCS that receives Federal Financial Assistance.” 

It is the policy of the State of Tennessee, Department of Children’s Services, to ensure that all management staff, contractors, and service 

beneficiaries are aware of the provisions of Title VI of the Civil Rights Act of 1964 and the Americans With Disabilities Act Amendment of 2008 

(ADA) as well as the Rehabilitation Act of 1973.  If you feel that you have received disparate treatment based on race, color, national origin, 

disability or any other classification protected by Federal and/or Tennessee State Law, you are encouraged to file a complaint with the DCS Office 

Civil Rights. To file such complaint, you should do the following: 

8. You must file a written complaint within one hundred-eighty (180) days to the date of the alleged discrimination.  You are encouraged to file

your complaint as soon as possible in order to allow sufficient time to file an appeal with an external agency if you are not satisfied with the

results of the DCS investigation.

9. In your complaint, be sure to include your name, address, and telephone number.

10. The complaint should contain the name and address of the agency, institution, or department you believe discriminated against you. 

11. Indicate how, why, and when you believe you were discriminated against.  Include as much specific detailed information as possible about

the alleged acts of discrimination and any other information that you deem relevant to your complaint.

12. If known, provide the names of any persons who the DCS Office of Civil Rights could contact for clarity regarding your allegations.

13. Please sign your written complaint and then submit it to:

Office of Civil Rights 

Department of Children’s Services 

UBS Tower, 12th Floor 

315 Deaderick Street 

Nashville, TN 37243 

Telephone: (615) 532-5552 

Fax: (615) 532-7602 

14. You may also file your complaint in writing to the offices listed below: 

Director 

Tennessee Human Rights Commission 

Attention: Title VI Compliance 

William R. Snodgrass Building/Tennessee 

Tower 

312 Rosa L. Parks Blvd, 23rd Floor 

Nashville, TN  37243 

Telephone: (615) 741-5825 

Fax: (615) 253-1886 

or 

Director 

Office for Civil Rights 

U.S. Department of Health & Human Services 

61 Forsyth Street, S.W. 

Suite 3B70 

Atlanta, GA  30323 

Telephone: (404) 562-7886 

Fax: (404) 562-7881 

You should file a complaint under this procedure if you feel you have been excluded from participation in, denied the benefit of a service or 

subjected to discrimination under a program or activity receiving federal financial assistance from the Department of Children’s Services. 

I have read the above procedure of how to file a Title VI or ADA complaint.  This procedure was explained to me in detail and a copy 

was issued to me for my records.  I was advised that this form is available in other languages. 

 Client/Guardian Signature Date 

FLP Case Manager Date 

File Copy 
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FLP FILE COPY 

CREDIT CARD AUTHORIZATION AGREEMENT 

Your credit card information will be stored securely, in compliance with Federal HIPAA standards. If you have 

any questions or concerns regarding billing/payment policies, please discuss with me.  

I _______________________ (First and last name of card holder) authorize FLP Counseling to charge my 

credit/debit for professional services.   

Please initial the following: 

___________You will be charged a full fee for any missed sessions with less than 48 hours’ notice. 

Missed Session Policy:  

___________ If you have more than 2 cancelations during the course of therapy, we may discuss the need for 

continuing therapy. Should you express and wish and/or desire to continue therapy, prepayment will be 

required.  

I have read and understand the Credit Card Authorization Agreement and authorize FLP Counseling to 

charge my credit card as stated above.  

CARD HOLDERS SIGNATURE: ____________________________________ Date:_______________ 

Card Type (circle one): VISA/  MASTERCARD/ DISCOVER/ AE       If FSA/HAS please check: ____________ 

Number: ________________________________________  Expiration Date:______________________ 

Verification/Security Code (3 digit code on back of card): _______  

Name as printed on the card: _______________________________   Zip Code: ___________________ 

Email Address I would like my receipts sent to: _____________________________________________ 
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 Authorization to E-mail Receipt 

________ I have been informed that third party receipts such as square and from the therapist via email is not 

HIPAA Compliant.   

I, ____________________ give permission to FLP Counseling to send me counseling receipts via e-mail from 

the therapist and a third party service such as Square and I will not hold FLP  Counseling liable for any legal 

and/or personal damages.  

___________________________________________________ ______________________ 

Client Signature       Date 
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    HIPPA Policy 

  Notice of Privacy Practicesactices 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE 

USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. 

       PLEASE REVIEW THIS NOTICE CAREFULLY. THEN, KEEP IT ON FILE FOR REFERENCE. 

LEGAL OBLIGATIONS 

Foundations for Life Principles, LLC., is required to maintain the privacy of all medical information as required by 

applicable laws and regulations (hereafter defined to as “legal obligations”); provide this notice of privacy practices to all 

members; inform members of the company’s legal obligations; and advise members of additional rights concerning their 

medical information. Foundations for Life Principles, LLC, must follow the privacy practices contained in this notice 

from its effective date of April 14, 2003, until this notice is changed or replaced. 

Foundations for Life Principles, LLC. reserves the right to change its privacy practices and the terms of this notice at any 

time, as permitted by the legal obligations. Any changes made in these privacy practices will be effective for all medical 

information that is maintained, including medical information created or received before the changes took place. All 

members will be notified of any changes by receiving a new notice of the company’s privacy practices. 

You may request a copy of this notice of privacy practices at any time by contacting Foundations for Life Principles, LLC. at 

the address listed in this notice. 

ORGANIZATIONS COVERED BY THIS NOTICE 

This notice applies to the privacy practices of Foundations for Life Principles, LLC. and all subsidiaries or affiliates (Medical 

information about members may be shared among these organizations as needed for treatment, payment or health care 

operations. 

USES AND DISCLOSURES OF MEDICAL INFORMATION 

Your medical information may be used and disclosed for treatment, payment, and health care operations. For example: 

TREATMENT: Your medical information may be disclosed to a doctor or hospital that asks for it to provide treatment. 

PAYMENT: Your medical information may be used or disclosed to pay claims for services, which are covered under your 

health insurance policy. 

HEALTH CARE OPERATIONS: Your medical information may be used and disclosed to determine premiums, conduct 

quality assessment and improvement activities, to engage in care coordination or case management, accreditation, 

conducting and managing legal services, and for other similar administrative purposes. 

AUTHORIZATIONS: You may provide written authorization to use your medical information or to disclose it to anyone for 

any purpose. You may revoke your authorization in writing at any time. That revocation will not affect any use or 

disclosure permitted by your authorization while it was in effect. The company cannot use or disclose your medical 

information for any reason except those described in this notice, without your written authorization. 

PERSONAL REPRESENTATIVE: Your medical information may be disclosed to a family member, friend, 

or other person as necessary to help with your health care or with payment for your healthcare. You must agree 

that the company may do so, as described in the Individual Rights section of this notice. 
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Privacy Policy page 2 of 3 

PLAN SPONSORS: Your medical information, and the medical information of others enrolled in your group health plan, 

may be disclosed to your plan sponsor in order to perform plan administration functions. Please see your plan documents 

for a full description of the uses and disclosures the plan sponsor may make of your medical information in such 

circumstances. 

UNDERWRITING: Your medical information may be received for underwriting, premium rating or other activities relating 

to the creation, renewal or replacement of a health insurance or benefits contract. If the company does not issue that 

contract, your medical information will not be used or further disclosed for any other purpose, except as required by law. 

MARKETING: Your medical information may be used to provide information about health-related benefits, services or 

treatment alternatives that may be of interest to you. Your medical information may be disclosed to a business associate 

assisting us in providing that information to you. We will not market products or services other than health-related 

products or services to you unless you affirmatively opt-in to receive information about non-health products or services 

we may be offering. 

RESEARCH: The Company’s legal obligations permit your medical information to be used or disclosed for research 

purposes. If you die, your medical information may be disclosed to a coroner, medical examiner, funeral director or 

organ procurement organization. 

AS REQUIRED BY LAW: Your medical information may be used or disclosed as required by state or federal law. 

COURT OR ADMINISTRATIVE ORDER: Medical information may be disclosed in response to a court or administrative order, 

subpoena, discovery request, or other lawful process, under certain circumstances. 

VICTIM OF ABUSE: If you are reasonably believed to be a victim of abuse, neglect, domestic violence or other crimes, medical 

information may be released to the extent necessary to avert a serious threat to your health or safety or to the health or safety of others. 

Medical information may be disclosed, when necessary, to assist law enforcement officials to capture an individual who has admitted 

to participation in a crime or has escaped from lawful custody 

MILITARY AUTHORITIES: Medical information of Armed Forces personnel may be disclosed to Military authorities under 

certain circumstances. Medical information may be disclosed to authorized federal officials as required for lawful intelligence, 

counterintelligence, and other national security activities. 

INDIVIDUAL RIGHTS 

You have the right to look at or get copies of your medical information, with limited exceptions. You must make a written request, 

using a form available from the Privacy Office, to obtain access to your medical information. If you request copies of your 

medical information, you will be charged 2.50 per page, $10 per hour for staff time required to copy that information, and 

postage if you want the copies mailed to you. If you request an alternative format, the charge will be based upon the cost of providing 

your medical information in the requested format. If you prefer, the company will prepare a summary or explanation of your medical 

information for a fee. For a more detailed explanation of the fee structure, please contact the Privacy Office. The company requires 

advance payment before copying your medical information. 

You have the right to receive an accounting of any disclosures of your medical information made by the company or a business 

associate for any reason, other than treatment, payment, or health care operations purposes after April 14, 2003. This accounting will 

include the date the disclosure was made, the name of the person or entity the disclosure was made to, a description of the medical 

information disclosed, the reason for the disclosure, and certain other information. If you request an accounting more than once in a 

12-month period, there may be a reasonable cost-based charge for responding to those additional requests. Please contact the Privacy

Office for a more detailed explanation of the fees charged for such accounting.

You have the right to request restrictions on the company’s use or disclosure of your medical information. The company is not 

required to agree to such requests. The company will only restrict the use or disclosure of your medical information. 
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as set forth in a written agreement that is signed by a representative of the Privacy Office on behalf of the company. 

If you reasonably believe that sending confidential medical information to you in the normal manner will endanger you, you have the 

right to make a written request that the company communicate that information to you by a different method or to a different address. 

If there is an immediate threat, you may make that request by calling a Foundations for Life Principles, LLC. Customer 

Service Representative.  Follow up with a written request when feasible. The company must accommodate your request if it is 

reasonable, specifies how and where to communicate with you, and continues to permit collection of premium and payment of claims 

under your health plan. 

You have the right to make a written request that the company amends your medical information. Your request must explain why the 

information should be amended. The company may deny your request if the medical information you seek to amend was not 

created by the company or for other reasons permitted by its legal obligations. If your request is denied, the company will provide a 

written explanation of the denial. If you disagree, you may submit a written statement that will be included with your medical 

information. If the company accepts your request, reasonable efforts will be made to inform the people that you designate about that 

amendment. Any future disclosures of that information will be amended. 

If you receive this notice on the company’s Web site or by electronic mail (e-mail), you may request a written copy of this notice by 

contacting the Privacy Office. 

QUESTIONS AND COMPLAINTS 

If you want more information concerning the company’s privacy practices or have questions or concerns, please contact the Privacy 

Office. 

If you are concerned that: (1) the company has violated your privacy rights; (2) you disagree with a decision made about access to 

your medical information or in response to a request you made to amend or restrict the use or disclosure of your medical information; 

(3) to request that the company communicate with you by alternative means or at alternative locations; please contact the Privacy

Office. You may also submit a written complaint to the U.S. Department of Health and Human Services. The company will furnish

the address where you can file a complaint with the U.S. Department of Health and Human Services upon request.

The company supports your right to protect the privacy of your medical information. There will be no retaliation in any way if you 

choose to file a complaint with Foundations for Life Principles, LLC. or with the U.S. Department of Health and Human Services. 

Foundations for Life Principles, LLC 

Attn:  The Privacy Office 

P.O. Box 5815 

Johnson City, TN 37602 

Phone: (423-262-0180) 

E-mail: cdmarchantmk@moralkombat.com 

Ref: Privacy Practices 
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FLP HIPAA Policy 

I have received a copy of FLP HIPAA Policy. 

Client/Guardian Signature:  ______________________________________________ Date: ________________ 

FLP Assessor Signature:_________________________________________________  Date: _______________ 

Foundations for Life Principles 
423.262.0180 

www.flpcounseling.com

24



Limits of Confidentiality 

Psychotherapy is confidential, with the below stated exceptions: 

Duty to Warn: Therapists are mandated by law to disclose pertinent information discussed in therapy if the 

client has an intent or plan to harm another person.  

Suicide/Self harm: Depression is a common emotion expressed in therapy. 

If a client is feeling hopeless enough to imply or disclose a plan for suicide, steps need to be taken to ensure 

safety. This would include making reasonable attempts to notify the family and possible admission to psych 

emergency services. 

Vulnerable Adults and Children: Mental health professionals are required by law to report stated or 

suspected abuse of a child or vulnerable adult to the appropriate social service agencies.  

Prenatal Exposure to Controlled Substances: In keeping with protecting vulnerable populations, Mental 

Health Providers are required to report admitted use of controlled substances during pregnancy that are 

potentially harmful to the fetus. 

Minors/Guardianship: Parents or legal guardians have the right to access a minor client’s health 

information. Age of adults for psychotherapy is ______. 

Insurance Providers: Information requested includes description of impairments, dates and times of 

service, diagnosis, treatment plans, treatment progress, and prognosis for improvement, case notes and 

summaries. 

Court Subpoena: The therapist you see will testify in court proceedings if ordered by the judge. 

I have read and understand the above-stated limitations to confidentiality. I accept the subsequent ramifications 

should there be a need to act on one of the above-stated exceptions. Other than the noted exceptions, if there are 

reasons to disclose my protected confidential information, I understand that I will be provided with a Release of 

Information form. 

Client Signature: ______________________________________________    Date: _______________________ 
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Notice of Privacy Practices 

PLEASE REVIEW THIS NOTICE CAREFULLY.  

Your health record contains personal information about you and your health.  This information about you that 

may identify you and that relates to your past, present or future physical or mental health or condition and 

related health care services is referred to as Protected Health Information (“PHI”). This Notice of Privacy 

Practices describes how we may use and disclose your PHI in accordance with applicable law, including the 

Health Insurance Portability and Accountability Act (“HIPAA”), regulations promulgated under HIPAA 

including the HIPAA Privacy and Security Rules, and the American Association of Marriage and Family 

Therapy (AAMFT).  It also describes your rights regarding how you may gain access to and control your PHI.  

We are required by law to maintain the privacy of PHI and to provide you with notice of our legal duties and 

privacy practices with respect to PHI. We are required to abide by the terms of this Notice of Privacy Practices.  

We reserve the right to change the terms of our Notice of Privacy Practices at any time.  Any new Notice of 

Privacy Practices will be effective for all PHI that we maintain at that time. We will provide you with a copy of 

the revised Notice of Privacy Practices by posting a copy on our website, sending a copy to you in the mail 

upon request or providing one to you at your next appointment.  

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU 

For Treatment:  Your PHI may be used and disclosed within our practice (FLP Counseling) by those who are 

involved in your care for the purpose of providing, coordinating, or managing your health care treatment and 

related services. This includes consultation with clinical supervisors or other treatment team members.  We will 

disclose PHI to any other consultant only with your authorization.   

For Payment: We may use and disclose PHI so that we can receive payment for the treatment services 

provided to you.  This will only be done with your authorization. Examples of payment-related activities are 

making a determination of eligibility or coverage for insurance benefits, processing claims with your insurance 

company, reviewing services provided to you to determine medical necessity, or undertaking utilization review 

activities.  If it becomes necessary to use collection processes due to lack of payment for services, we will only 

disclose the minimum amount of PHI necessary for purposes of collection.    

For Health Care Operations:  We may disclose your PHI to facilitate the efficient and correct operation of our 

practice. Example: We may provide your PHI to our attorneys, accountants, consultants, and others to make 

sure that we are in compliance with applicable laws.  

Required by Law:  Under the law, we must disclose your PHI to you upon your request.  In addition, we must 

make disclosures to the Secretary of the Department of Health and Human Services for the purpose of 

investigating or determining our compliance with the requirements of the Privacy Rule.  

Without Authorization:  Following is a list of the categories of uses and disclosures permitted by HIPAA 

without an authorization.  Applicable law and ethical standards permit us to disclose information about you 

without your authorization only in a limited number of situations.    
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Child Abuse or Neglect: We may disclose your PHI to a state or local agency that is authorized by law to 

receive reports of child abuse or neglect.    

Judicial and Administrative Proceedings: We may disclose your PHI pursuant to a subpoena (with your 

written consent), court order, administrative order or similar process.  

Deceased Patients:  We may disclose PHI regarding deceased patients as mandated by state law, or to a family 

member or friend that was involved in your care or payment for care prior to death, based on your prior consent. 

A release of information regarding deceased patients may be limited to an executor or administrator of a 

deceased person’s estate or the person identified as next-of-kin.  PHI of persons that have been deceased for 

more than fifty (50) years is not protected under HIPAA.  

Medical Emergencies: We may use or disclose your PHI in a medical emergency situation to medical 

personnel only in order to prevent serious harm. Our staff will try to provide you a copy of this notice as soon as 

reasonably practicable after the resolution of the emergency.  

Family Involvement in Care: We may disclose information to close family members or friends directly 

involved in your treatment based on your consent or as necessary to prevent serious harm.  

Law Enforcement:  We may disclose PHI to a law enforcement official as required by law, in compliance with 

a subpoena (with your written consent), court order, administrative order or similar document, for the purpose 

of identifying a suspect, material witness or missing person, in connection with the victim of a crime, in 

connection with a deceased person, in connection with the reporting of a crime in an emergency, or in 

connection with a crime on the premises.  

Specialized Government Functions: We may review requests from U.S. military command authorities if you 

have served as a member of the armed forces, authorized officials for national security and intelligence reasons 

and to the Department of State for medical suitability determinations, and disclose your PHI based on your 

written consent, mandatory disclosure laws and the need to prevent serious harm.  

Public Safety: We may disclose your PHI if necessary, to prevent or lessen a serious and imminent threat to the 

health or safety of a person or the public.  If information is disclosed to prevent or lessen a serious threat it will 

be disclosed to a person or persons reasonably able to prevent or lessen the threat, including the target of the 

threat.   

Verbal Permission: We may also use or disclose your information to family members that are directly involved 

in your treatment with your verbal permission.  

With Authorization: Uses and disclosures not specifically permitted by applicable law will be made only with 

your written authorization, which may be revoked at any time, except to the extent that we have already made a 

use or disclosure based upon your authorization.  The following uses and disclosures will be made only with 

your written authorization: (i) most uses and disclosures of psychotherapy notes which are separated from the 

rest of your medical record; (ii) most uses and disclosures of PHI for marketing purposes, including subsidized 

treatment communications; (iii) disclosures that constitute a sale of PHI; and (iv) other uses and disclosures not 

described in this Notice of Privacy Practices.   
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If you believe your privacy rights have been violated, you may discuss your concerns with your 

therapist. You may also deliver a written complaint addressed to your therapist and file a complaint to 

the U.S. Secretary of Health and Human Services.   

YOUR RIGHTS REGARDING YOUR PHI 

You have the following rights regarding PHI we maintain about you.   

• Right of Access to Inspect and Copy: You have the right, which may be restricted only in exceptional

circumstances, to inspect and copy PHI that is maintained in a “designated record set”. A designated

record set contains mental health/medical and billing records and any other records that are used to make

decisions about your care.  Your right to inspect and copy PHI will be restricted only in those situations

where there is compelling evidence that access would cause serious harm to you or if the information is

contained in separately maintained psychotherapy notes.  We may charge a reasonable, cost-based fee for

copies. If your records are maintained electronically, you may also request an electronic copy of your PHI.

You may also request that a copy of your PHI be provided to another person.

• Right to Amend:  If you feel that the PHI we have about you is incorrect or incomplete, you may ask us

to amend the information although we are not required to agree to the amendment. If we deny your request

for amendment, you have the right to file a statement of disagreement with us. We may prepare a rebuttal

to your statement and will provide you with a copy.

• Right to an Accounting of Disclosures:  You have the right to request an accounting of certain of the

disclosures that we make of your PHI.  We may charge you a reasonable fee if you request more than one

accounting in any 12-month period.

• Right to Request Restrictions: You have the right to request a restriction or limitation on the use or

disclosure of your PHI for treatment, payment, or health care operations.  We are not required to agree to

your request unless the request is to restrict disclosure of PHI to a health plan for purposes of carrying out

payment or health care operations, and the PHI pertains to a health care item or service that you paid for

out of pocket. In that case, we are required to honor your request for a restriction.

• Right to Request Confidential Communication: You have the right to request that we communicate

with you about health matters in a certain way or at a certain location.  We will accommodate reasonable

requests.  We may require information regarding how payment will be handled or specification of an

alternative address or other method of contact as a condition for accommodating your request.  We will

not ask you for an explanation of why you are making the request.

• Breach Notification: If there is a breach of unsecured PHI concerning you, we may be required to notify

you of this breach, including what happened and what you can do to protect yourself.

• Right to a Copy of this Notice: You have the right to a copy of this notice.

Foundations for Life Principles 
423.262.0180 

www.flpcounseling.com

28



FLP FILE COPY 

We are required to provide you with a copy of our Notice of Privacy Practices, which states how we may use 

and/or disclose your health information. Please sign this form to acknowledge receipt of the Notice. You may 

refuse to sign this acknowledgement, if you wish. I acknowledge that I have received a copy of FLP 

Counseling’s HIPAA Notice of Privacy Practices.   

_______________________________________________________ ______________________________ 

Print Name  Date  

_______________________________________________________ ______________________________ 

Client Signature  Date 

Foundations for Life Principles 
423.262.0180 

www.flpcounseling.com

29



Release of Information: Primary Care Physician 

Communication between Foundations for Life Principles and your Primary Care Physician (PCP) is important to ensure 

that you receive comprehensive and quality health care. This form will allow FLP to discuss Protected Health Information 

(PHI) with your PCP. This information will not be released without your signed authorization. This PHI may include 

diagnosis, treatment plan, and medication if necessary. I have reviewed my rights related to HIPAA provided by FLP.  

I, __________________________________, have read and understand the information and give my authorization: 

      (Print Name) 

□ I agree to release any applicable medical/mental health/substance abuse information to FLP.

Primary Care Physician: ____________________________________________________________________________

Office: __________________________________________________________________________________________

Phone Number: ___________________________________________________________________________________

□ I do not have a PCP and do not wish to seek one.

□ I do not give Foundations for Life Principles authorization to contact my Primary Care Physician.

 

• You can end this authorization (permission to use or disclose information) any time by contacting

(423) 262-0180.

• If you make a request to end this authorization, it will not include information that has already been used or

disclosed based on your previous permission.

• You have a right to a copy of this signed authorization. Please keep a copy for your records.

Client Signature: _______________________________________________________ Date:_______________ 

FLP Case Manager: _____________________________________________________ Date:_______________ 

Client Authorization 

Client Rights 
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Release of Information: Prior Counseling

Communication between Foundations for Life Principles and your Primary Care Physician (PCP) is important to ensure 

that you receive comprehensive and quality health care. This form will allow FLP to discuss Protected Health Information 

(PHI) with your PCP. This information will not be released without your signed authorization. This PHI may include 

diagnosis, treatment plan, and medication if necessary. I have reviewed my rights related to HIPAA provided by FLP.  

I, __________________________________, have read and understand the information and give my authorization: 

      (Print Name) 

□ I agree to release any applicable medical/mental health/substance abuse information to FLP.

Provider’s Name: _________________________________________________________________________________

Office: __________________________________________________________________________________________

Phone Number: ___________________________________________________________________________________

□ I have not received prior counseling services.

□ I do not give Foundations for Life Principles authorization to contact my previous provider.

 

• You can end this authorization (permission to use or disclose information) any time by contacting

(423) 262-0180.

• If you make a request to end this authorization, it will not include information that has already been used or

disclosed based on your previous permission.

• You have a right to a copy of this signed authorization. Please keep a copy for your records.

Client Signature: _______________________________________________________ Date:_______________ 

FLP Case Manager: _____________________________________________________ Date:_______________ 

Client Authorization 

Client Rights 
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Release of Information: Psychiatric Treatment 

Communication between Foundations for Life Principles and your Primary Care Physician (PCP) is important to ensure 

that you receive comprehensive and quality health care. This form will allow FLP to discuss Protected Health Information 

(PHI) with your PCP. This information will not be released without your signed authorization. This PHI may include 

diagnosis, treatment plan, and medication if necessary. I have reviewed my rights related to HIPAA provided by FLP.  

I, __________________________________, have read and understand the information and give my authorization: 

      (Print Name) 

□ I agree to release any applicable medical/mental health/substance abuse information to FLP.

Provider’s Name: _________________________________________________________________________________

Office: __________________________________________________________________________________________

Phone Number: ___________________________________________________________________________________

□ I have not received prior psychiatric treatment.

□ I do not give Foundations for Life Principles authorization to contact my previous provider.

 

• You can end this authorization (permission to use or disclose information) any time by contacting

(423) 262-0180.

• If you make a request to end this authorization, it will not include information that has already been used or

disclosed based on your previous permission.

• You have a right to a copy of this signed authorization. Please keep a copy for your records.

Client Signature: _______________________________________________________ Date:_______________ 

FLP Case Manager: _____________________________________________________ Date: _______________ 

Client Authorization 

Client Rights 
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Telehealth Informed Consent Form 

I, _____________________, consent to receive counseling treatment via telehealth with FLP Counseling to facilitate both 

my access to professional services and my treatment goals. I understand that telehealth services may include evaluation, 

assessment, consultation, treatment planning, as well as psychological coaching and counseling. Telehealth will occur 

primarily through HIPAA compliant interactive audio, video, telephone and/or other audio/visual communications. I 

understand I have the following rights with respect to telehealth: 

1. I have the right to withhold or remove consent at any time without affecting my right to future care or treatment.

2. The laws that protect the confidentiality of my personal information also apply to telehealth. As such, I understand the

information released by me during the course of my sessions is confidential. I also understand that the dissemination of

any personally identifiable images or information from the telehealth interaction to other entities shall not occur without

my written consent.

3. I understand that there are risks and consequences from telehealth including, but not limited to, the possibility, despite

reasonable efforts on the part of FLP Counseling that the transmission of my personal information could be disrupted or

distorted by technical failures and/or the transmission of my personal information could be interrupted by unauthorized

persons. In addition, I understand that telehealth-based psychological services may not be as comprehensive as in-person

services. I understand that if my psychologist believes I would be best served by other interventions (i.e. in-person

treatment), I will be referred to a psychologist or psychiatrist who can provide these services in my area.

4. By signing this document, I agree that certain situations including emergencies and crises are inappropriate for audio,

video and/or computer-based psychological or psychiatric services. If I am in crisis or I am experiencing a medical or

psychiatric emergency, I should immediately call 911 or go to the nearest hospital or crisis facility.

5. By signing this document, I understand that emergency situations may include thoughts about hurting or harming

myself or others, having uncontrolled psychotic or manic symptoms, experiencing a life threatening or emergency

situation, abusing drugs or alcohol or experiencing other concerns which may present a risk to your safety. I have read and

understand the above information and agree to participate in telehealth services with FLP Counseling.

Client’s Printed Name : _________________________________________________ 

Client’s Signature : _____________________________________________________ 

Date : ________________________________________________________________ 
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Adult Counseling Intake Checklist 

______________________________________________________________ ________________________ 

File Reviewer Signature Date  

Documents: File Reviewer: 

1. Client Information and History

2. Communication Acknowledgement Form

3. Client’s Right’s Policy (Signed for File)

4. Grievance Procedure (Signed for File)

5. Credit Card Authorization *Private Pay Only*

6. Authorization to E-mail Receipt *Private Pay Only*

7. HIPAA Policy (Signed for File)

8. Limits of Confidentiality

9. Privacy Policy Acknowledgement Form

10. Primary Care Physician Release of Information

11. Prior Counseling Release of Information

12. Psychiatric Treatment Release of Information

13. Telehealth Informed Consent
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