1. School Therapy?
Yes
No
2. Client Information
Today's Date
Date of Birth

Child's Legal Name
Assigned Sex at Birth
Male
Female

Phone Number

Preferred Name
Gender Identity

Preferred Pronouns

School Attending:

Email address:
Child's Home Address:

Apt./Unit #:

State:

Zip Code:

Parent/Guardian's Name: (Best Contact for
communication)

Parent's Email:

City:

Parent's Address (if different from
Child's)

Apt./Unit #:

City:

State:

Zip Code:

Phone Number:

Add'l Parent/Guardian Information: Name

Parent's Email address:

Street Address:

Apt./Unit #:

City:

State:

Zip Code:

Phone Number:

3. Insurance Information: In Lieu of filling this out, we can also accept a legible copy/scan of the insurance card.
Child Lives With:
Primary Insurance Company

Contact Number for Insurance company
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Insurance Contract Number
Subscriber Name

Insurance Group Number
Subscriber DOB

Subscriber SSN:

Secondary Insurance Company (If Applicable)

Contact Number for Secondary Insurance

Secondary Insurance Contract Number

Secondary Insurance Group Number

Secondary Subscriber Name:

Secondary Subscriber DOB:

Secondary Subscriber SSN:

4. Patient Contacts- Emergency Contacts; PCP;
Emergency Contact #1

Relationship to You

Phone Number

Emergency Contact #2

Relationship to You

Phone Number

Primary Care Physician

Office Address

Phone Number:

I authorize West Michigan Psychological Services, LLC to contact my employer and my insurance company
in order to verify insurance benefits. I authorize the release of any medical information necessary to my
insurance company and the Payment of Benefits to the Provider for services received. I also authorize the
release of information to listed physicians and/or individuals.
-

I acknowledge responsibility for payment of all medical fees regardless of insurance I may have to assist
me in this responsibility. The only exception will be charges for services covered under a contractual
agreement that has been entered into between my provider and an insurance company, HMO, or other
managed care entity. If for any reason the account should become delinquent, I am liable to pay for all
collection and legal fees.
5. RELEASE OF INFORMATION AUTHORIZATION Records and Information may be released and exchanged between West
Michigan Psychological Services, 616-952-9957. Address: 890 Washington Ave., Suite 150, Holland, MI 49423 and
School Teacher/ School
Street Address

Phone Number
City, State, & Zip Code

6. RELEASE OF INFORMATION AUTHORIZATION Records and Information may be released and exchanged between West
Michigan Psychological Services, 616-952-9957. Address: 890 Washington Ave., Suite 150, Holland, MI 49423 and
Primary Care Physician/ Place of Treatment
Street Address

Phone Number
City, State, & Zip Code
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7. Information Authorized for Release (Check all that apply):
History and Physical
Immunization Records
Other

Discharge Summary
Mental Health Treatment

Clinical Notes
Social Work Notes

Purpose of Disclosure: Continued Patient Care and Treatment CONSENT: I understand that my records are
protected under federal and state laws and cannot be disclosed without my written consent unless
otherwise provided by law. I further understand that the specific type of information to be disclosed may
include psychiatric, psychological, and social service records (including communications made to a social
worker, psychiatrist, or psychologist indicated in my records), evaluation and treatment for physical,
mental, and/or emotional illness, dug and alcohol abuse, infections which include venereal disease,
tuberculosis, hepatitis, HIV (Human Immunodeficiency Virus), AIDS (Acquired Immunodeficiency Syndrome)
an ARC (AIDS Related Complex). I understand that authorizing the disclosures of this health information is
voluntary. I understand that once the above information is disclosed by the recipient, it may be redisclosed and the information may not be protected by the Health Insurance Portability and Accountability
Act (HIPAA), but will be covered by the Family Educational Rights and Privacy Act (FERPA) which regulates
re-disclosure of the information by school districts. This consent is valid for twelve (12) months from the
date signed but may be revoked by me to the extent action has already been taken in reliance upon this
authorization, at any time by revocation. This information released is for the specific purpose stated above
and may not be provided in whole or any part to any other agency or person.
-

Witness Signature
-
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W EST M ICHIG AN P SYCHO LOGICAL S ERVICES
890 Washington Ave, Ste 150
Holland, Michigan 49423
616-952-9957

Child Informed Consent for In-Person Services During COVID-19 Pandemic
I, _____________________________________, give consent for my dependent,
(Parent Printed/Legal Guardian Name)

_______________________________________, to participate in in-person sessions with
(Child/Dependent Printed Name)

WMPS therapist, __________________________________.
(Printed Therapist Name)

1. I understand the following with respect to in-person sessions during the COVID-19 pandemic:
a. I understand that COVID-19 is extremely contagious and is spread primarily by person-toperson contact.
b. I understand that my therapist has adopted reasonable preventative measures intended to
reduce the spread of COVID-19, but there is still a possibility of transmission as a result of
attending in-person therapy.
c. I understand that federal and state laws typically authorize public health departments to collect
patient information to prevent or control disease and for related public health
needs.
d. I understand that my therapist may be required to report COVID-19 related patient
information to public health departments, HHS, or the CDC. For example, if anyone who has
been in my therapist’s office tests positive for COVID-19, disclosure may be necessary for
contact tracing or other data collection needs. If reporting is required, only the minimum
necessary information will be disclosed.
2. I agree to the following with respect to in-person sessions during the COVID-19 pandemic:
a. I will comply with safety precautions to limit the spread of COVID-19, as directed by my
therapist.
b. I will notify my therapist as soon as possible before my appointment if I have symptoms of
COVID-19 or have been exposed to certain risk factors as directed by my therapist. If this
happens, I will cancel my appointment unless my therapist directs me to come in.
I knowingly and willingly consent to have in-person sessions during the COVID-19 pandemic, and I
acknowledge the health risk of COVID-19 during this pandemic. I have read the information provided
above and discussed it with my therapist, and all of my questions have been answered to my
satisfaction.
__________________________________________

_________________

__________________________________________

_________________

Signature of Parent/Legal Guardian

Signature of Therapist

Date

Date
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Safety precautions to limit the spread of COVID-19:
•
•
•
•

Wait outside the office or in your car until the time of your appointment
Maintain at least 6 feet distance between you and other people (including the therapist) in the
office at all times
We will decide together to wear a face mask or not while in the office
Use hand sanitizer (to be provided) upon arrival in office and after touching your face

Symptoms of COVID-19:
•
•
•
•
•
•

Fever over 100°
Shortness of breath
Dry cough
Runny nose
Sore throat
Loss of sense of smell or taste

Risk factors for COVID-19:
•
•
•
•
•
•

Tested positive for COVID-19
Awaiting results of your own COVID-19 test
In contact with someone in past 14 days who has tested positive for COVID-19
Regularly in close contact with others outside of your family
In prolonged contact with others outside of your family in past 14 days
Traveled by air, bus, subway, train, or cruise ship in past 14 days
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MICHIGAN NOTICE FORM
Client Name

Notice of Therapist’s Policies and Practices to Protect the Privacy of Our Patient’s Health
Information
THIS NOTICE DESCRIBES HOW PSYCHOLOGICAL AND MEDICAL INFORMATION ABOUT YOU MAY BE USED
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE READ IT CAREFULLY.

I . Uses and Disclosures for Treatment, Payment, and Health Care Operations
I may use or disclose your protected health information (PHI), for treatment, payment, and health care
operations purposes with your consent. To help clarify these terms, here are some definitions:
“PHI” refers to information in your health record that could identify you.
“Treatment, Payment, and Health Care Operations”
Treatment is when I provide, coordinate, or manage your health care and other services related to
your health care. An example of treatment would be when I consult with another health care
provider, such as your family physician or another psychologist.
Payment is when I obtain reimbursement for your health care. Examples of payment are when I
disclose your PHI to your health insurer to obtain reimbursement for your health care or to
determine eligibility or coverage.
Health Care Operations are activities that relate to the performance and operation of my practice.
Examples of health care operations are quality assessment and improvement activities, businessrelated matters such as audits and administrative services, and case management and care
coordination.
“Use” applies only to activities within my [office, clinic, practice group, etc.] such as sharing,
employing, applying, utilizing, examining, and analyzing information that identifies you.
“Disclosure” applies to activities outside of my [office, clinic, practice group, etc.] such as releasing,
transferring, or providing access to information about you to other parties.

II. Uses and Disclosures Requiring Authorization
I may use or disclose PHI for purposes outside of treatment, payment, or health care operations when your
appropriate authorization is obtained. An “authorization” is written permission above and beyond the
general consent that permits only specific disclosures. In those instances when I am asked for information
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outside of treatment, payment, or health care operations, I will obtain an authorization from you before
releasing this information. I will also need to obtain an authorization before releasing your psychotherapy
notes. “Psychotherapy Notes” are notes I have made about our conversation during a private, group, joint,
or family counseling session, which I have kept separate from the rest of your medical record. These notes
are given a greater degree of protection than PHI.
You may revoke all such authorizations (of PHI or psychotherapy notes) at any time, provided each
revocation is in writing. You man not revoke an authorization to the extent that (1) I have relied on that
authorization; or (2) if the authorization was obtained as a condition of obtaining insurance coverage, law
provides the insurer the right to contest the claim under the policy.

III.Uses and Disclosures with Neither Consent nor Authorization
I may use or disclose PHI without your consent or authorization in the following circumstances:

Child Abuse – If I have reasonable cause to suspect child abuse or neglect, I must report this suspicion
to the appropriate authorities as required by law.
Adult and Domestic Abuse – If I have reasonable cause to suspect you have been criminally abused, I
must report this suspicion to the appropriate authorities as required by law.
Health Oversight Activities – If I receive a subpoena or other lawful request from the Department of
Health or the Michigan Board of Psychology, I must disclose the relevant PHI pursuant to that
subpoena or lawful request.
Judicial and Administrative Proceedings – If you are involved in a court proceeding and a request is
made for information about your diagnosis and treatment of the records thereof, such information is
privileged under state law, and I will not release information without your written authorization or a
court order. The privilege does not apply when you are being evaluated or a third party or where the
evaluation is court ordered. You will be informed in advance if this is the case.
Serious Threat to Health or Safety – If you communicate to me a threat of physical violence against a
reasonably identifiable third person and you have the apparent intent and ability to carry out that
threat in the foreseeable future, I may disclose relevant PHI and take the reasonable steps permitted
by law to prevent the threatened harm from occurring. If I believe that there is an imminent risk that
you will inflict serious physical harm on yourself, I may disclose information in order to protect you.
Worker’s Compensation – I may disclose protected health information regarding you as authorized by
and to the extent necessary to comply with laws relating to worker’s compensation or other similar
programs, established by law, that provide benefits for work-related injuries or illness without regard
to fault.
IV.Patient’s Rights and Therapist’s Duties
Patient’s Rights:

Right to Request Restrictions – You have the right to request restrictions on certain uses and disclosure
of protected health information. however, I am not required to agree to a restriction you request.
Right to Receive Confidential Communications by Alternative Means and at Alternative Locations – You
have the right to request and receive confidential communications of PHI by alternative means and at
alternative location. (For example, you may not want a family member to know that you are seeing
me. On your request, I will send your bills to another address.)
Right to Inspect and Copy – You have the right to inspect or obtain a copy (or both) of PHI in my mental
health and billing records used to make decisions about you for as long as the PHI is maintained in the
record. I may deny your access to PHI under certain circumstances, but in some cases you may have
this decision reviewed. On your request, I will discuss with you the details of the request and denial
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process.
Right to Amend – You have the right to request an amendment of PHI for as long as the PHI is
maintained in the record. I may deny your request. On your request, I will discuss with you the deails
of the amendment process.
Right to an Accounting – You generally have the right to receive an accounting of disclosures of PHI.
On your request, I will discuss with you the details of the accounting process.
Right to a Paper Copy – You have the right to obtain a paper copy of the notice from me upon request,
even if you have agreed to receive the notice electronically.
Therapist’s/Psychologist’s Duties:
I am required by law to maintain the privacy of PHI and to provide you with a notice of my legal duties
and privacy practices with respect to PHI.
I reserve the right to change the privacy policies and practices described in this notice. Unless I notify
you of such changes, however, I am required to abide by the terms currently in effect.
If I revise my policies and procedures, I will inform you in writing either by mail or at our next
appointment.

V .Questions and Complaints
If you have questions about this notice, disagree with a decision I make about access to your records, or
have other concerns about your privacy rights, you may contact our Practice Manager at 616-460-0174.
If you believe that your privacy rights have been violated and wish to file a complaint with me/my office,
you may send your written complaint to our Practice Manager at 890 Washington Ave., Suite 150, Holland,
MI 49423.
You may also contact the department of Consumer Industry Services – Complaints Division at 517-373-9196
or send a written complaint to the Secretary of the U.S. Department of Health and Human Services, 200
Independence Ave., SW, Washington, D.C., 20201.
You have the specific right under the Privacy Rule. You will not be penalized for filing a complaint.

VI.Effective Date, Restrictions, and Changes to Privacy Policy
This notice will go into effect on July 1, 2020.
I will limit or deny the accessibility to inspect and/or copy the PHI when, in the exercise of professional
judgment, the access requested is reasonably likely to cause or bring substantial harm to you, the patient, if
access to the PHI were allowed. This is because technical language can be misinterpreted and/or upsetting
to untrained readers. You may have denial reviewed by a licensed health care professional who is
designated by me who did not participate in the original decision to deny. Both the request and denial
should be in writing.
I reserve the right to change the terms of this notice and to make the new notice provisions effective for all
PHI that I maintain. I will provide you with a revised notice in writing either by mail or at our next
scheduled appointment.

Signature

Date
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W EST M ICHIG AN P SYCHO LOGICAL S ERVICES
890 Washington Ave, Suite 150
Holland, Michigan 49423
616-952-9957

CONSENT FOR TELEHEALTH CONSULTATION
West Michigan Psychological Services offers therapy in the form of video sessions (“telehealth”), but
this is strictly a stopgap measure for interim sessions offered to clients who are unable to get to our
office due to unforeseen circumstances. We will not provide video sessions as a sole modality for
treatment. If you are interested in using telehealth as a therapy modality, please let us know so we
can discuss how it can be used. If you think video therapy sessions would be beneficial to you, please
consider the following.
• The telehealth service we use with our practice adheres to the required HIPAA security
standards.
• Although you may benefit from telehealth sessions, there is no guarantee that they will yield
positive or intended outcomes or results similar to in-office sessions.
• There are risks and consequences to using telehealth. Sessions may be interrupted or the
transmission distorted as a result of technical failures.
• Telehealth-based services may not be as complete as in-person services. Through video
sessions, we may not be able to see non-verbal communication or other sensory observations
that we are able to experience in person.
• Video sessions are not recorded and stored. The session is documented in a progress note
just like any in-office session.
• All laws regarding the confidentiality of healthcare information and a patient’s rights to his or
her medical information also apply to video sessions.
• The limits of confidentiality (i.e., mandated reporting of abuse of children or vulnerable elderly,
threats of self-harm or suicide, etc.) also apply to video sessions.
CONSENT TO USE THE TELEHEALTH BY DOXY.ME SERVICE
Telehealth by Doxy.me is the technology service West Michigan Psychological services will use to
conduct telehealth videoconferencing appointments. It is simple to use and there are no passwords
required to log in. By signing this document, I acknowledge:
• Telehealth by Doxy.me is NOT an emergency service and in the event of an emergency, we
will use a phone to call 911.
• Though my provider and I may be in direct, virtual contact through the telehealth service,
neither Doxy.me nor the telehealth service provides any medical or healthcare services or
advice including, but not limited to, emergency or urgent medical services.
• The telehealth by Doxy.me service facilitates videoconferencing and is not responsible for the
delivery of any healthcare, medical advice or care.
• I do not assume that my provider has access to any or all of the technical information in the
telehealth by Doxy.me service – or that such information is current, accurate or up-to-date. I
will not rely on my health care provider to have any of this information in the telehealth by
Doxy.me service.
• To maintain confidentiality, I will not share my telehealth appointment link with anyone
unauthorized to attend the appointment.
1

By signing this form, I certify:
• That I have read or had this form read and/or had this form explained to me.
• That I fully understand its contents including the risks and benefits of the procedure(s).
• That I have been given ample opportunity to ask questions and that any questions have been
answered to my satisfaction.
• That use of email correspondences in order to facilitate telehealth services may or may not be
HIPAA compliant.
•
BY INTIALLING BELOW I AM AGREEING THAT I HAVE READ, UNDERSTOOD AND AGREE TO
THE ITEMS CONTAINED IN THIS DOCUMENT.
Initials: ________

SIGNATURES
(Must be signed in order to provide telehealth services.)
By signing this document, you are declaring your agreement with the following statement:
I have read this document and have had the opportunity to ask questions. I have discussed this with
my clinician and understand the risks/limitations and benefits of video conferencing. I agree to
telehealth sessions (CPT code includes the modifier 95) via video conferencing and agree to pay
normally, as I would for each session utilizing my healthcare insurance.

___________________________________________________________________________
Client Signature
Printed Name
Date
___________________________________________________________________________
If minor, Parent or Legal Guardian Signature
Date
___________________________________________________________________________
Print Name(s), if minor, as well as parent/legal guardian
___________________________________________________________________________
Clinician Signature
Printed Name
Date
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W EST M ICHIG AN P SYCHO LOGICAL S ERVICES
890 Washington Ave, S u i t e 1 50
Holland, Mic higan 49423
616-952-9957

MENTAL HEALTH SCREENING & ASSESSMENT
Process
WMPS and ____________________________________________ for the school year ____________________
(School System Name)

(School Year)

1. Student is recommended for a mental health screening by classroom teacher, school counselor, school
social worker, parent or other staff member and contacts Building Point of Contact (BPOC)
2. BPOC discusses student with success coach, who then completes the Registration Form and the
_____________________________________ Release Form (if needed)
(School System Name)

3. BPOC contacts parent requesting permission for mental health screening and has parent sign a release
form so school and Community Mental Health/Mental Health Professional can communicate.
4. Forms are scanned to __________________________________. Contact can be contacted by phone
(Contact Name)

_____________________ or email ______________________________________________________
(Contact Phone Number)

5.
6.
7.
8.

(Contact Email)

if there are any questions. Forms will be kept in a central location.
Parent will be contacted by WMPS to obtain background information, answer questions, as well as
document the parent information.
Health insurance will be billed for services provided at no cost to the school system or Parent/Guardian.
Co-pay/Deductible issues will be discussed on a case by case issue
Treatment goals and progress are shared with parent, and if a release form is signed it can be shared
with the BPOC and relevant staff in order to coordinate care.
Follow up ma occur from the WMPS as ongoing treatment continues and may include joint/family
treatment sessions as deemed appropriate by WMPS mental health professional.
Parent/Guardian Consent

Child’s Name: _____________________________________________________ DOB:___________________
Parent/Guardian Name:______________________________________________________________________
Contact Information:________________________________________________________________________
West Michigan Psychological Services Agrees to the Following:
1. To conduct an interview, which may include the use of various age-appropriate screening and
assessment tools. The behavioral health assessment may include information as provided by the
Parent/Guardian and/or school staff as is appropriate.
2. To continue to provide individual therapy as needed and agreed upon.
3. To inform the Parent/Guardian of the results of the assessment, including providing information of
appropriate community resources. Parent/Guardian has the right to a copy of the assessment.
4. To maintain the child’s right to privacy and confidentiality, including protection of the written
assessment. In order to share information, a release of information is necessary. Parent/Guardian
may have a copy of the release of information.
5. Contact the Parent/Guardian for follow up.
6. To be a resource for Parent(s)/Guardian(s).
7. To charge child’s insurance on Parent/Guardian’s behalf with permission.
1

By signing this agreement, you (Parent/Guardian) agree to allow the above mentioned child to participate
in an interview examination and therapy. This assessment will be used to provide recommendations for
referral to community and/or school services.

__________________________________________________________________
(Parent/Guardian Signature)

____________________
(Date)

Verbal Confirmation
__________________________________________________________________

_____________________

__________________________________________________________________

_____________________

(Witness Signature)

(Witness Signature)

(Date)

(Date)
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W EST M ICHIG AN P SYCHO LOGICAL S ERVICES
890 Washington Ave, Suite 150
Holland, Michigan 49423
616-952-9957

CREDIT CARD AUTHORIZATION FORM
Please complete all fields. You may cancel this authorization at any time by contacting us. This authorization will remain in
effect until canceled.

Credit Card Information
Card Type:

Mastercard ☐ Visa ☐
Other:

Discover

☐

Amex ☐

Name on Card:
Card Number:
Expiration Date (mm/yy):
ZIP Code for Card:
Security Code:

I,
, authorize West Michigan Psychological Services to charge my
credit card for agreed upon purchases. I understand that my information will be saved in my file for
future transactions on my account.

Signature of Cardholder

Date

For Cancellation:
I,
, rescind my authorization for West Michigan Psychological
Services to charge my credit card and they may no longer charge this card.

Signature of Cardholder

Date

