
 
 

 
711 PLEASANT STREET 
ST. JOSEPH, MI 49085 
269.408.8474 

 
Confidential Client Information (ADULT) 

 
Welcome to THRIVE Psychology.  We want to make the most of each appointment you have with us.  One way of 
doing this is for you to write down some basic information in advance of your first appointment.  Please fill out the 
following as completely and legibly as possible.  This information is confidential.  If you have concerns about the 
relevance of any information and wish to leave it out, please feel free to do so. 

 
Patient: _______________________________________________________________________________________ 
 
Date of Birth:______/______/______     Age: _______     Gender M / F / T   Preferred gender pronoun: __________ 
  
Address: ______________________________________________________________________________________ 
  
EMAIL: ________________________________________________________________________________________ 
  
Phone: (H) _________________________  (W) _________________________  (Cell) _________________________ 
  
Employer / School: ______________________________________________________________________________ 
  
Relationship status (circle one): Single   Married   Partnered   Separated   Divorced   Widowed 
 
Spouse/Partner’s name:  _____________________________________   Age: _____ Years in relationship: ________ 
 
Phone (Cell): _________________________________ 
  
Children (gender, age):___________________________________________________________________________ 
  
  
Emergency Contact  - Please circle:    SPOUSE/PARTNER OTHER 
 
If OTHER - NAME: _________________________________________________     Phone: _____________________ 
  
Relationship to client: ____________________________ 

 
Primary Care Physician:  ____________________________________________     Phone: _____________________ 
 
 
Please describe any significant current or past medical problems:   ________________________________________ 
 
______________________________________________________________________________________________ 
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Please list any medications you currently take.  Include prescription and over-the-counter medications and their 
dosage.  
______________________________________________________________________________________________ 
 
______________________________________________________________________________________________ 
  
 
Have you had previous psychological care or counseling? ◻ Yes   ◻ No 
 
If yes, please give the name of the clinician(s), the months you saw them (e.g., Nov 06 - Feb 07), and the nature of 
the difficulty at the time. 
______________________________________________________________________________________________ 
 
______________________________________________________________________________________________ 
 
_____________________________________________________________________________________________  
 
Have you ever been hospitalized for a psychological difficulty? ◻ Yes   ◻ No 
 
If yes, please give the dates and the nature of the difficulty at the time:  ___________________________________ 
 
______________________________________________________________________________________________ 
 
______________________________________________________________________________________________ 
 
In your own words, what is the nature of the concern that you wish to address in therapy?  Feel free to describe 
this in as much or as little detail as you wish.  Use additional paper if you like.  
 
______________________________________________________________________________________________ 
 

 
 
______________________________________________________________________________________________ 
 
 
Therapy can be a powerful force for change.  In order for it to be most effective it helps to have a clear and specific 
goal.  You may find it difficult to express your hopes for therapy in the form of a goal, but please make an initial 
effort.  You can discuss this further with your therapist.  Feel free to list more than one goal if you wish. 
 
______________________________________________________________________________________________ 
 
______________________________________________________________________________________________ 
 

 
 
 
Please list any concerns or barriers to psychotherapy at this time: ________________________________________ 
 
______________________________________________________________________________________________ 
 
______________________________________________________________________________________________ 
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INFORMED CONSENT FOR TREATMENT 
 
 
I ___________________________________________________________________________ (name of patient)  
 
agree and consent to participate in behavioral health care services offered and provided by THRIVE Psychology and 
 
________________________________________________ (Name of your clinician), a behavioral health care 
provider. I understand that I am consenting and agreeing only to those services that the above clinician is qualified 
to provide within: (1) the scope of the provider’s license, certification, and training; or (2) the scope of the license, 
certification and training of the behavioral health care providers directly supervising the services received by the 
patient. 
 
Signature: _________________________________________________________Date:________________________ 
 

 
 
 

TELEPHONE NOTIFICATION CONSENT 
 

Patient confidentiality is a top priority at THRIVE Psychology. In order to meet your needs in this area, we are 
requesting that you sign a release allowing us to contact you by phone and leave a message identifying that the call 
is from your healthcare provider.  
 
_____ YES, I give permission for THRIVE Psychology to leave me a detailed information regarding my appointment 
or general information regarding my business with this office.  
 
In the event you cannot reach me I authorize you to contact the following people: 
  
Contact Person   Relationship                         Contact Number: 
 

__________________________________      ____________________________        _________________________ 

__________________________________      ____________________________        _________________________ 
  
_____ NO, I do not wish to give permission to leave detailed information to anyone, including myself. 
 
 

 
 

HIPAA NOTIFICATION 
 

Your signature below indicates that you have read the Psychotherapist-Patient Service Agreement and the 
Michigan Notice Form (Notice of Psychologist’s Policy & Practices to Protect the Privacy of your Patient Health 
Information), agree to abide by its terms during our professional relationship, and received the HIPAA Notice Form. 
 
Your signature also verifies the telephone notification consent. 
 
______________________________________________________________________________________________ 
Patient Name (Please Print) 

 
______________________________________________________________                __________________ 
Patient’s Signature Date  
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Therapist / Client Service Agreement 
 
Congratulations on your decision to begin the therapy process! The choice to begin to move toward positive 
change is highly respected. The relationship between therapist and client is a meaningful, unique, and powerful 
connection through which restoration, forward movement, and measurable positive change are achieved. We 
understand this commitment includes a financial, emotional, and time investment. This document contains 
important information about the professional services and policies. Please take time to review our payment and 
attendance policy as follows: 
 
Professional Fees, Payment, and Billing: 
 
Your insurance will be billed as a courtesy. Please be aware that your plan may require a copay or deductible 
that is assigned as patient responsibility.  
 
Service charges: 
Initial Diagnostic Session: $350.00 
45-55 min Psychotherapy: $200.00 
 
In addition, there is a charge for other professional services requested, such as phone calls over 15 minutes, legal 
activities, preparation of records or treatment summaries, correspondence to other professionals, evaluations, etc.  
 
Cancellations: 
If the need arises to cancel your scheduled appointment, please call the office at 269.408.8474 at least 24 hours 
prior. If you give less than 24 hours notice or do not show for your appointment, you will be charged $75. 
 
Confidentiality: 
The information you disclose during a therapy session is confidential. Information will not be released to anyone 
without your written consent. The limits to confidentiality arise in the case that an individual expresses intention to 
harm him or herself or someone else, or do not appear suitable to perform safety-sensitive duties. In such cases, 
we may be required to break confidentiality to assess the health and safety of all concerned. In addition, we are 
mandated by law, to report to the appropriate state authority any information regarding child and elder abuse or 
neglect. Finally, information presented during therapy may need to be disclosed in the case of a court order or 
medical emergency.  
 
If you are having difficulty consistently managing the balance on your account, and arrangements for payment have 
not been agreed upon, we will discuss the barriers around payment with you and develop a plan to address the 
balance in a reasonable amount of time.  
 
By signing the Therapist/Client Agreement document, you indicate that you have read and agree to follow the 
policies and procedures as written. If at any time you have concerns about this agreement, available alternatives 
will be discussed. Your signature also serves as an acknowledgment that you have received the HIPAA Notice of 
Therapist’s Policies and Practices to Protect the Privacy of Your Health Information.  
 
Your signature grants us permission to bill your insurance company and receive reimbursement (if applicable). For 
clients between the ages of 18-26 who remain on their parents’/guardians’ insurance plan, this signature grants 
permission to share financial information (including statements) with parents/guardians.  
 
 
_________________________________________ _________________ 
Client Signature                 Date 
 
 
_________________________________________ _________________ 
Parent / Guardian Signature Date 
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       THRIVE Psychology Financial Agreement 
 

Thank you for choosing THRIVE Psychology as your mental health provider. There are many aspects of supporting a 
successful outcome for you, including your financial responsibility regarding treatment. Following is our financial 
policy: 
 
Indicate your understanding and agreement with each of the following statements by signing your initials at the 
left of each statement. 
 
Initials:  
 
_______ Payment/Copayment is due at the time of service. Cash, personal check, money order, MasterCard, Visa, 
Discover, and HSA cards are accepted. If you do not pay by cash or check, we may ask that you keep a credit card 
on file to be charged after every visit. 
 
_______ Billing statements will be emailed directly to you using the email address provided on page 1.  
 
_______ Private Pay/Self Pay: Our practice offers a cash rate for those who do not have insurance coverage or 
choose not to use insurance. Payment is required at time of service. We may ask you to keep a credit card on file to 
be charged after your visits. 
 
_______  A $75.00 fee will be charged for missed appointments as well as appointments cancelled or rescheduled 
without 24-hour notice: Note: These costs cannot be submitted to your insurance company for reimbursement and 
you are fully responsible.  
 
_______ We will inform you of your expected copay/deductible responsibility, and that amount will be collected at 
time of visit. Your insurance policy is a contract made between you and the insurance company. THRIVE Psychology 
is not a part of the contractual agreement. You are encouraged to contact your insurance company to confirm your 
benefits. You are responsible for any and all charges that your insurance doesn't pay.  
 
_______ THRIVE Psychology charges a processing fee of $50 for release of medical records, completion of disability 
forms and/or other miscellaneous forms. This fee will be charged for each subsequent set of forms that are 
completed. 
 
_______THRIVE Psychology will charge a fee of $50 per quarter hour for phone-calls, emails, etc that are made on 
your behalf as part of your treatment plan. 
 
_______ THRIVE Psychology does not participate with Medicaid Health Insurance. 
  
_______ Unpaid fees of any type may indicate a break not only in this agreement, but in the therapeutic process as 
well. THRIVE Psychology reserves the right to review your treatment. As we strive to increase your ability to 
manage all areas of life, we will not increase your financial stress by enabling a large debt to accrue.  
 
By initialing each item above and signing below, I confirm I have read and understood this financial policy. 
Further, my initials and signature indicate my agreement to adhere to the policy outlined in this agreement.  
 
 
Signature of Responsible Party_________________________________________________ Date______________

 
 
 
___________________________________________ 
Printed name of client or responsible party  
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