
 
 
Welcome to D. G. Counseling Inc.  Please read the following information about our professional series and business polices. Your signature is an acknowledgement of your agreement to abide by these 
policies. 
 

• Psychological Services 
Counseling is a powerful treatment. There are some risks as well as benefits. As with any treatment decision, you should be aware of the risks and benefits of counseling. For example, in counseling you 
may experience uncomfortable levels of feelings and recall unpleasant memories. In counseling, major life decisions are sometimes made. Changes in relationships, employment or lifestyle may result from 
participation in counseling. Clients may call into question many of their beliefs and values. Your counselor will be available to discuss any of your assumptions, problems, or possible negative side effects 
that you may experience in your work together. 
 
The benefits of counseling are many and have been well researched by scientists. People suffering from depression may find their mood lifting. Feelings of fear, anger or anxiety may be relieved. 
Relationships or coping skills may greatly improve. Personal goals may become clarified.  There are no guarantees about the outcome of counseling. As professional licensed counselors we do not accept 
clients that we do not think that we can help. However, we enter the counseling relationship with you with optimism. 
 

• Appointments 
Appointments are generally 50 minutes. Except for illness or emergencies, a 24-hour notice is required for cancelled appointments. If the appointment is not kept or cancelled without 24-hour notice; you 
will be charged 50% of the fee. This is not coverable by insurance. 
 

• Fees for Service 
Regular sessions of 50 minutes are $300.00, although this may vary. Payment is requested at time of service. Payment may be made by cash, check, or credit card. 
 

• Insurance Reimbursement 
Your health insurance policy may provide some coverage for mental health treatment. Remember that we have no role in determining your insurance plan. Please take proper steps to confirm your benefits 
and deductibles with your insurer. 
 

• Contacting your Counselor 
In the event that your counselor or their alternate is not available, please contact your family physician or go to the nearest emergency room. 
 

• Confidentiality 
We will treat all your information with great care. We do not divulge anything without your permission in writing. It is your legal right that your information is kept confidential. The only way that we can 
release information about you is if you sign a Release of Information Form. There are a few legal exceptions to your confidentiality. 

• If your counselor believes that you are at risk of harming yourself or someone else 
• If your counselor believes that a child, elderly person or disabled person is being abused 
• If a judge subpoenas records or counselor testimony 
• If you report sexual exploitation by another mental health professional 

These situations are very rare, but it is important that you are aware of these exceptions to confidentiality. Should such a situation occur, your counselor will make every effort to discuss it with you before 
acting. 
 
In the case of relationship or family counseling, no information will be released without the signed consent of all adults involved in the counseling. No information about minors will be released without 
parental/guardian consent. 
 
There are two situations where your counselor may discuss your case with another counselor. The first situation is if your counselor is going to be away for an extended period of time. Another counselor 
will be available should you need care while your counselor is away. The counselor providing coverage will be told basic information about your case. This counselor is also an employee of D.G. 
Counseling Inc. The second situation is clinical supervision or consultation with another counselor about cases. NO identifying information is shared with the supervisor. Clinical supervision allows us to 
provide high quality counseling. In both cases, the other counselors are required to keep client confidentiality just as your counselor is. 
 
Generally, your health insurance company will receive only the dates of your appointments, type of service provided, cost and your diagnosis. This information will become a part of your permanent 
medical record. We CANNOT ensure confidentiality of information released to your insurance company. If you have any concerns about the release of information to your insurance company, please speak 
your concerns. 
 
I acknowledge that I received, read (or have had read to me) and understand the Consent and Contract for Counseling form. I further acknowledge that I have had the opportunity to ask questions about 
this contract with my counselor(s). I acknowledge that I am willingly entering into counseling. I understand that developing a treatment plan with this counselor and regularly reviewing our progress in 
meeting the treatment goals are in my best interest. 
 
 I agree to take an active role in the counseling process. I understand that no specific promises have been made to me by my counselor about the results of counseling, the effectiveness of the procedures 
used by any counselor, or the number of sessions necessary for counseling to be effective. I understand that 1 have the right to speak to my counselor anytime about my progress in counseling. I am aware 
that I may stop counseling at any time. The only thing that I will be responsible for is paying for the services that I received.  
I understand that I may lose other services or have other problems if I stop counseling prematurely. 
 
 I agree that I will discuss any concerns about my counseling with my counselor before I end counseling. I understand that I must call to cancel an appointment at least 24 hours before the time of the 
appointment or a fee of $125 will be charged to me. I agree that my insurance company or other third-party payer may receive information about the type, date and cost of services, as well as my 
diagnosis. I understand that I am responsible for the payment of fees. I understand that my counselor may cease treatment if payment for services is not received.  
 
I understand and agree to the terms and conditions stated on this form. 
 
 
Client’s Signature (or Parent/Guardian’s Signature) _________________________________________________________________  
 
Client’s Printed Name________________________________________________________________________________________ 
 
 
I, the counselor, have discussed the issues above with the client and/or parents/guardians. I believe that this person fully understands this contract and is competent and willing to enter into counseling. 
 
Counselor's Signature _________________________________________________________________________________Date_______________________________________ 

 
 



 
 

 
 
 
Clients Name: __________________________________________________________________                          

             First     Middle     Last 
 
Clients Date of Birth: ________________________________________            _____M______F 

                                                    Month/Day/Year 
 
Address: ______________________________________________________________________ 
 
______________________________________________________________________________ 
City       State      Zip 
 
Phone Number __________________________              Ok to leave message   _____Y ______N 
 
Email: _________________________________________________________________________ 
 
Referred By: ____________________________________________________________________ 
 
Names and Ages of Everyone Living in the Home:  

 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 

Insurance Information 
 
Name of Primary Insured_________________________________________________________ 
 
Primary Insured Date of Birth______________________________________________________ 
 
Primary Insured Address (if different) _______________________________________________ 
 

Emergency Contact Information 
 
Name __________________________________Phone_________________________________ 

 
Signature ____________________________________________________Date_____________ 
 
Clinician’s Signature___________________________________________Date______________ 
 
Clinician’s Printed Initials________ 
 
 
 



 
 

 
 

Privacy Policy (HIPAA) 
1. You have a right to know D. G. Counseling, Inc.'s guidelines and procedures regarding your health information and in most 
instances, to consent or to refuse consent to disclose such information to others. Neither your spouse nor a parent (if a minor) is 
automatically entitled to receive health information about you. By law, your protected health information may be provided without your 
consent in some criminal investigations or in certain public health and emergency circumstances. 
2. Your protected health information consists of that which we collect in the course of your medical care here and such information 
as you provide or authorize us to get from others. Such information also may be used for internal quality assurance studies, but study 
results will not be disclosed to outside agencies so as to identify you or your medical conditions. 
3. Your medical record is accessible only to members of D. G. Counseling, Inc. staff serving you. Safeguards regarding incidental 
use and disclosure of protected information within D. G. Counseling, Inc. have been established which still permit the staff, as part of the 
supervisory process, to freely explore and discuss the best treatment options with and for you. 
4. Your counseling record, created by the professional staff of D. G. Counseling, Inc. is not part of any other medical record. 
Your physician needs your permission to see your counseling record, as does your counselor to see your medical record.  
Disclosure of Protected Health Information 
1. You must specifically authorize D. G. Counseling, Inc. to use or disclose protected information in most non-routine 
circumstances. D. G. Counseling, Inc. does not sell or otherwise provide protected health information to a business that may want to market 
its products or services to you. 
2. With your written permission, a copy of part or all of a medical record may be sent to other physicians, hospitals, at no charge. 
There is a charge for each copy sent to attorneys, investigating agencies, or others you designate. 
Your Rights 
1. You may request a copy of your record for your personal use. There is a charge for such copies. You may request corrections of 
your record subject to preserving the integrity of the documentation of the treatment process. 
Normally, a review of your medical record should be done in consultation with a health care professional. 
2. If you believe your privacy protections have been violated, you may file a formal complaint with D. G. Counseling, Inc. You may 
also have the right to pursue formal legal actions in state or federal court. 
3. This written notice of D. G. Counseling, Inc. privacy practices and your privacy rights is provided as a matter of law. Please 
acknowledge receipt of this privacy notice by signing on the attached page in the space indicated. A copy of this form will be placed in 
your permanent medical record. We reserve the right to change our practices and to make the new provisions effective for all individually 
identifiable health information we maintain. Should we change our information practices, we will mail a revised notice to the address you 
have supplied us. 
 
------------------------------------------------------------------------------------------------------------------------------------------------------------------------ 

Office Copy 

ACKNOWLEDGEMENT OF NOTICE OF PRIVACY PRACTICES 
D. G. Counseling, Inc. Notice of Privacy Practices provides information about how we may use and disclose protected health information 
about you. 

I acknowledge that I have received the Notice of Privacy Practices. 

 
Signature of Client or Client's Representative Date 

 
Print Name 

If signing as a Client Representative (such as for a minor child): 

________________________________________________ ______________________________________________ 
Client 's Name Relationship to Client 
 
 



 
 

 
 
I, ______________________________________________, do hereby give my consent to receive electronic 

communication from my counselor at DG Counseling, Inc. to my email address listed below or via text to the 

mobile phone number listed below. This does not include consent for marketing purposes. This consent will 

remain in effect unless and until rescinded in writing by myself and acknowledged in writing by DG Counseling, 

Inc. A copy of this consent shall be furnished to the client at the time of signing, if requested. 

 

Email address: _______________________________________________ 

Mobile phone number for texts: _________________________________ 

Client Signature: _______________________________________________________ 

Parent/Guardian Signature: ______________________________________________ 

Client Printed Name: ____________________________________ Date: ______________________  

Counselor Signature: _____________________________________  Date: ______________________ 

 

 
 

 

 

 

 

 

 

 

 

 



 
 

 

Medication Questionnaire 

Please include all drugs you take, including ‘over the counter” medications like aspirin, Tylenol, cough syrup, 
vitamins, homeopathic and herbal products, as well as prescription drugs, regardless of whether they are ordered 
by a provider or what kind of provider ordered them. Please write “none” and initial if you do not take anything.  

Drug Name         

Date Started 
(Date ended 
for recent 
changes) 

        

Doctor         

What are 
you taking 
this for? 

        

Dose (each 
time) 

        

What 
time(s) of 
day? 

        

New 
Problems 
or 
complaints 
since you 
began this 
medication. 
When did 
they start? 

        

Is this 
medication 
working? 

        



 
 
 

Authorization for Disclosure of Mental Health Treatment Information 

I, _______________________________ (Name of Patient/Client), whose date of birth is __________, authorize D.G. 
Counseling, Inc. to disclose to and/or obtain information from:  

Name: _______________________________________________________________________________________ 

Address: _____________________________________________________________________________________ 

City, State, Zip Code____________________________________________________________________________ 

Phone Number: ________________________________________________________________________________ 

I understand I have the right to refuse to sign this form and I have a right to revoke this authorization, in writing, at any time, 
by sending written notification to D.G. Counseling, Inc. 1001 Maple Ave., Downers Gove, IL 60515. I further understand 
that a revocation of the authorization is not effective to the extent that action has been taken in reliance on the authorization.  

I understand that there is the potential that the protected health information that is disclosed pursuant to this authorization 
may be redisclosed by the recipient and the protected health information will no longer be protected by the HIPAA privacy 
regulations, unless a State law applies that is stricter than HIPAA and provides additional privacy protections.  

I may request a copy of this authorization for my records. 

This release will expire one year from the date signed, unless otherwise specified. 

_____________________________________________________________________________                                   
Signature of Patient/Client                                                                                  Date  

_____________________________________________________________________________                                 
Signature of Parent, Guardian, or Personal Representative                                 Date  

If you are signing as a personal representative of an individual, please describe your authority to act for this individual 
(power of attorney, healthcare surrogate, etc.).  

_____________________________________________________________________________                        
Signature of Staff Witness                                                                                   Date  

 
NOTICE TO PATIENT AND RECEIVING AGENCY 

Under the provisions of the Mental Health and Developmental Disabilities Confidentiality Act, HIPPA, and applicable 
Federal and State Alcohol and Substance Abuse Confidentiality Acts, there may not be re-disclosure of any of the 
information provided pursuant to this release unless the patient and/or parent of the patient who is a minor, specifically 
authorizes such disclosure. A separate release is required for psychotherapy notes.  
 

 

 



 
 

 

Credit Card Authorization Form  

I authorize DG Counseling, Inc. to keep my signature and credit card information on file to charge psychotherapy session fees  
(individual, group, workshops, couples, family or other) not covered by insurance or for any appoint that are not cancelled 24 
hours before the scheduled appointment time to be charged to my credit, charge, or debit card as filled out below.  Any fees 
related to therapy related materials (workbooks, DVDs, CDs, other materials, and/or fees) for therapy services provided to:   

______________________________________________________ Clients 
Name (please print)  

  

I agree that the card listed below may be charged by DG Counseling, Inc. to settle any outstanding balances accrued by the 
above listed client upon termination of therapy services including any materials (i.e., books, CDs, DVDs, etc.) that I have not 
returned within two weeks of completion of my therapy service and therapy fees that are not covered by insurance. I 
understand that if a chargeback fee is incurred or a retrieval fee of is incurred, I am responsible for these fees.                                           
                                            __________ (Initial here)           

 I agree that if I have any concerns or questions regarding charges to my account, or if the charge fails to post to my account, I 
will contact DG Counseling, Inc. for assistance and/or disclosure. I agree that I will not dispute any charges with my credit card 
company unless I have already attempted to rectify the situation directly with DG Counseling, Inc. and those attempts have 
failed.                                                                                                                

  ___________ (Initial here)   

 I understand that my therapy sessions will be charged $125 unless cancelled 24 hours in advance. 

                      ___________ (Initial here)   

I understand and agree to these terms. I understand the conditions of this payment policy and agree to the conditions stated 
above:   

Cardholder Name (print): _________________________________________________________  

Signature________________________________________________________   

Billing Address: _________________________________________________ Zip Code: _____________________________   

Card Type (circle one):     Visa     MasterCard     Discover 

Card Number _________________________________________________________________CVV________Exp_________ 

Email for automatic receipt _____________________________________________________________________________ 


