Empowered Harmony
Counseling, Psychiatryv &
Wellness Center

"REAL SOLUTIONS FOR REAL LIFE.”™

CLIENT INTAKE PACKET

CONFIDENTIAL CLIENT DOCUMENTS
“REAL SOLUTIONS FOR REAL LIFE."

CONFIDENTIAL

Copyright & 2026 Empoweared Harmony Counseling, Psychiatry & Wallnass Canter®
All Righls Reserved.



Empowered Harmony Counseling, Psychiatry & Wellness Center®
REAL SOLUTIONS FOR REAL LIFE,

ACKNOWLEDGMENT OF RECEIPT OF CLIENT
INTAKE PACKET

ACKNOWLEDGMENT

I acknowledge that | have received a complate copy of the Empowered Harmony Counseling, Psychiatry &
Wallness Centar® Client Intake Packet.

I understand that the intake packet coniains important information regarding my rights and responsibilities as a
client, informed consent, privacy practices, financial policies, office policies, and other documents related 1o my
Care.

I undarstand that it is my respansibility 10 retain this copy for my personal records and future reference.

i | request an additional paper or electronic copy of the infake packet affer oday's appointment, | understand
that applicable copying, adminisiralive, shapping, or mailing fees may apply, as permitted by applicable federal

and state law and the policies of Empowerned Harmony Counsaling, Psychiatry & Wellness Center®,

I acknowledge that | have had the opportunity to review the intake packet, ask questions, and receive
clarification regarding its contents before signing Delow.

CLIENT ACKNOWLEDGMENT

Client Mama:
Cliemt Signature: Date:
Parent/Legal Guardian (i1 applicabla): Date:

Witneas/Staff Signature: Date:

Emnpownnsd Hamoany Counsalng, Payschiaing & W




Empowered Harmony
Counseling, Psychiatry &
Wellness Center

“REAL SOLUTIONS FOR REAL LIFE.”
Patient Registration Form

Patient Information

First Namo: Last Name: M
Proforrod Namo: DatoolBith: ________________  Sex:
Stroot Address:
Chty: Stato: 2Zip:
Best Contact Numbor: Email:
Primary Caro Physician: Psychiatrist:
Insurance Information
Primary Insurance:
Momber/Encollee 1D Number: Group Number:
Insured Party Namo (if different from pationt):
Rolationship 10 Pationt: Dateol Binh: ________________ Sex:
Insurod Party Stroot Addross:
Chty: Stato: 2Zip:
Secondary Insurance (if appicablo):
Momber/Encoliee 1D Number: Group Number:

Responsible Party for Billing

(The person responsdio for any out-ofpockot costs including copays, late cancollation fees, etc.)
Tho responsiblo party will rocoivo phone calls, omall, and mail if thoro is a balance on the account.

I the pationt is 18 or older and somoone olso s responsiblo for biling, the pationt must sign a release,
Pationt is tho rosponsiblo party for billing: Yes [ | No| |

Rosponsdle Party Namo: Sox: oo Rolationship:
Date of Buth; S8N: Employer:
Stroot Addeess (1 ddferent from pationt):
Cay: Stato: Zip:
Best Contact Numbor: Email:
Emergency Contact
Contact Name: Best Contact Number: Relationship:
How did you hoar about us?

Signature: Date:




Empowered Harmony
Counseling, Psychiatry &
Wellness Center

“REAL SOLUTIONS FOR REAL LIFE.”
CLIENT INFORMATION ADDENDUM

CLIENT INFORMATION
Logal Name

Proforrod Namo:

Dato of Biurth

Pronouns:

Occupaton

Employer (Optional):
EMERGENCY CONTACT
Namo:

Rolasionship to Client;

Phono Numbor:

Arornate Phono

MEDICAL PROVIDERS
Primary Care Providor:
Primary Care Providor Phone Number:
Last Therapest

Last Thorapist Phono Numbor
Psychiatrist / Provider:

Psychiatrist Phone Number:

Volcemail permission with signed ROI: (] vos [ ] No

Empowered Harmony Counseling, Peychiatry & Wellness Center® | Confidential Client Document | Page 1 of 1




Empowered Harmony
Counseling, Psychiatry &
Wellness Center

“REAL SOLUTIONS FOR REAL LIFE.”

Nondiscrimination and Language Access Policy

Policy Statement

Empowered Harmony Counseling, Psychiatry & Wellness Center® is committed to providing equitable,
respectful, and accessible care to all patients. We comply with applicable federal and state civil rights
laws and do not discriminate on the basis of race, color, national origin, age, disability, sex, religion,
gender identity, sexual orientation, or any other characteristic protected by law, Patients will not be
denied services, treated differently, or receive a lower quality of care because of a protected
characteristic.

Communication Assistance for Individuals with Disabilities

In accordance with the Americans with Disabilities Act and other applicable laws, Empowered Harmony
Counseling, Psychiatry & Wellness Center® provides appropriate auxiliary aids and services to support
effective communication for qualified individuals with disabilities. Services may include qualified
sign-language or oral interpreters, accessible electronic materials, large-print documents, and other
reasonable communication accommodations, When required by law, these services are provided at no
Ccost to the patient,

Language Assistance Services

Patients whose primary language is not English may request language assistance to support meaningful
access to care. When required by applicable law, Empowered Harmony Counseling, Psychiatry & Wellness
Center® will provide a qualified healthcare interpreter at no cost to the patient. Services may include
telephone interpretation, video remote interpretation when clinically appropriate, qualified
spoken-language interpreters, translated essential documents when required, and interpretation during
clinical discussions and informed-consent activities.

Minor children should not be used as interpreters except during an emergency involving an imminent threat
when no qualified interpreter is immediately available, Family members or friends should not be used when a
qualified interpreter is needed for accurate, confidential, and clinically appropriate communication, except as
permitted by law and after the patient has been informed of available language-assistance options.

Requesting an Accommodation or Interpreter

Patients should notify the practice as early as possible when an interpreter, auxiliary aid, translated
document, or other communication accommodation is needed. Requests may be made during
scheduling, before an appointment, or when services begin. The practice will assess each request based
on the patient's communication needs, the clinical setting, available technology, and applicable legal
requirements,

Questions or Grievances

Patients who believe they were denied appropriate communication assistance or experienced
discrimination may contact the Civil Rights Coordinator at hr@empoweredharmony.com. Empowered
Harmony Counseling, Psychiatry & Welliness Center® will review concerns promptly and will make
reasonable efforts to resolve complaints involving accessibility, language access, or discrimination in
accordance with applicable law. Retaliation against a person who requests an accommeodation or files a
grievance is prohibited.

Empowered Harmony Counseling, Psychiatry & Wellness Center® Real Solutions for Real Life.



Empowered Harmony Counseling, Psychiatry & Wellness Center®
INFORMED CONSENT FOR COUNSELING AND PSYCHOTHERAPY MENTAL HEALTH SERVICES

Purpose of This Consent

Al Empowored Harmony Counseling, Psychiatry & Wollnoss Conter®, we rocognize that soeking holp from a montal hoalth professional may
not bo easy. We hope that treatment will holp you better understand your circumstances, strongthon coping skills, and move toward growth in
challonging aroas of e, Our cliniclans work within tho contoxt of cach pationt's boliofs, values, culture, and preferences. No chnician will
attompt 10 impose a porsonal thoology or bokel systom,

Therapist and Scope of Services

Your thorapist is a liconsod or otherwise appropriately credontialed montal hoalth profossional who provides behavioral hoalth services within
the lnits of professional training, liconsure, and appicablo law, Your thorapist will discuss tho ovaluation peocess, diagnostic formulation when
applcable, recommendoed treatment mathods, potential benelits and risks, possible sido offects, and reasonable alternatives. You may ask
Questions at any timo. You may withdraw from troatment at any timo, athough you are encouragod 1o discuss that decision with your therapsst
50 that appropriate reforrals of transition planning may bo considored.

Number and Length of Sessions

Tho number, frequency, and length of sossions dopond on clinical neod, troatmont goals, avallability, ingurance or program roquiremonts, and
mutual agrooment botwoen you and your thorapist, No spociic rosult or length of treatment can bo guaranteed.

Professional and Therapeutic Relationship

Your relationship with your thorapist is professional and therapoutic. To presorve clinical objectivity and protect treatment, your therapist wil
avoid rolationships that could iImpair professional judgmem or croate a confiict of interest, Porsonal, social, romantic, Snancial, or business
rolationships with your therapist aro not appropriate. Gifts, bartoring, trading services, and social-media refationships may bo decined or kmited
In acoordance with othical and practioo policios.

Goals, Purposes, and Techniques of Therapy

There may bo several appropriato intorvontions for tho concems you are exporioncing. You are encouragod to discuss quostions about
roatment recommaendations and 10 participale in sotting goals, Troatmoent goals and mothods may change as therapy progresses. Sorvices may
Inciucdo assessment, psychothorapy, care coordination, psychooducation, referrals, safoty planning, and othor clinically appropriate
inforventions

Confidentiality and Its Limits

Indormation shared in troatmont is confidontial and will not be releasod without your written authorization unless disclosure is permitted or
requred by law. Excoptions may include suspoctod abuse of neglect of a child, older adult, dependent adult, or parson with a disability; a
S0n0us and imminent throat of harm; modical emorgoencios; court ordors or othor lawlul logal procoss; hoalth ovorsight activitios; insurance,
payment, and hoalth-care oporations; profossional consultation; audits; liconsing-board matters; or othor disclosures authonzed or required by
fodoral or stato law. Addtional information appears in the Notice of Privacy Practicos.

Duty to Protect and Emergency Intervention

When your therapist reasonably bolovos that you prosont a sorious risk of harm 1o yoursell or anothor porson, the therapist may take stops
pormitiod of roquired by law. Thoso stops may nclude COMACHNG emorgoncy sorvices, law enforcemont, a hospital, an identified person at risk,
& paront or logal roprosontative, or anothor porson who may holp roduce tho danger. Only information reasonably necossary for safoty may bo
Cuclosed.

Authorization, Revocation, and Re-disclosure

When you sign a separato authorization for the rolease of protoctod health information, you may rovoko that authorization in writing at any tme,
oxcopt 10 the extont that action has alroady boen takoen In rellance on i or when another legal exception applies, nformation Gsciosed 10 cenan
recpionts may no longer be protected by the federal HIPAA Privacy Rule and may be subject to re-disclosure, although other federal or state
protections may still apply. Troatmont generally will not bo conditionod on signing an authorization unless the authorization is necossary for the
roquosiod senvico o othorwise pormitted by law.

Risks and Benefits of Therapy

Thorapy may provide incroasod insight, improvod coping, strongoer relationships, symplom reliod, and better daily functioning. Therapy may also
woive discussing paintul expernencos and may lomporarily increase sadnoss, anxiety, angor, grief, fatigue, relationsiNp tension, or other
Gutross. Progross is not always immodiato or inoar, and rosults cannot bo guarantood. Ploaso loll your thorapist If troatment feols unsafe,
unholplul, or overwholming so the plan can be roviowed.

Records and Documentation

Your thorapist will maintain clinical records as requirod by law, payer contracts, and professional standards. Records may include assossmonts,
Gagnoses, reatmont plans, progress noles, communications, billing Information, and othor documentation. Requosts for access, Coples,
amendments, restrictions, of accounting of disclosures will be handlod undor applicable law and the Notice of Privacy Practices.

Empowerod Marmory Counseling, Paychialry & Wellneas Center® | Page 1



Empowered Harmony Counseling, Psychiatry & Wellness Center®
INFORMED CONSENT FOR COUNSELING AND PSYCHOTHERAPY MENTAL HEALTH SERVICES

Payment for Services

Payment is duo at tho time sorvicos are rendored unloss a dforont writton paymeont arrangoment apples. Cortain appointments, evaluations,
intonsives, solf-pay S0nices, or othor designatod Sorvices roquire paymen at loast 24 hours belore the scheduled service. If required advance
payment is not rocoived by the appicablo doading, the appoiniment may be cancoled, roleased 10 another patient, and treated under the
applcablo lato-cancellation, no-show, or administrativo-foe policy. You romain responsible for chargos not pakd by insurance and for foos
poermitied under the financial agreement and appicabio law,

Court, Legal, and Record-Request Fees

When rocords, ropors, consultnlion, tostimony, deposition, modiation, court attendance, or othor legal involvement is requested or required,
1heso SOrvices are not considerod routing psychothorapy and may not be covered by insurance, Coples of records are charged at $5.00 per
page, plus applicable shipping and handling costs, where permitted by law. Report writing, record review for legal matters,
deposition, mediation, consultation, tostimony, and court attendance are billed at $350.00 per hour. Additonal charges may nclude
proparation tme, travel time, miloage, transportation, lodging, meals, parking, waiting time, and othor reasonable oxpenses. A retainer of
advanco paymeont may be roquired bolore logal sorvicos are provided. Paymont rosponsitdity romaing with the requesting or responaible party
unloss othorwise roquired by law or court ordor.

After-Hours Urgent Needs and Emergencies

Empowored Harmony Counseling, Psychiatry & Wollnoss Contor® is not a 24-hour crisis sonvico. Routing mossagoes may be answered during
normad busingss hours. If you aro oxperiencing a lo-throatoning modical or mental health emorgoncy, call 911 or Qo 10 the Noarest emergency
copantment. You may also call o toxt 588 for the Suicido & Crisis Lifoling. Do not rely on voicomad, email, toxt, a pationt portal, or social meda
for omeargoncy assistanco.

Therapist's Incapacity, Death, or Practice Closure

I your therapist bocomes Incapaciiatod, dies, loavos tho practico, of is othorwiso unable 10 continue services, a liconsod or othorwise logally
authorized montal hoalth professional or records custodian may obtain accoss 10 your records for continuity of care, record maintenance,
required notices, transter, or lawiul reloaso. Roasonablo oMorts will be made to protect confidentiality and provide information about avallable
opons.

Electronic Communication and Telehealth

You undorstand that 1elophono, voicomall, omail, 1oxt mossaging, portals, eloctronic forms, and telohealth involve privacy and technology risks.
Tho practico will use roasonablo safoguards, but absolute socurity cannol be guaranteod. You agroe 1o provide accurate contact informastion,
prompely roport changos, and toll tho practice about commuNCAton rostrictions or preferonces. Telohoalth may be imited by your physical
locaton, technology. clinical noeds, omorgoncios, of koonsing rulos,

Coordination of Care

With your writton authorization, your therapist may coordinato with phyysiclans, psychiatrists, schools, attornoays, family members, or other

providers. Cortain coordination may oocur without authorization whon pormitied or required for treatment, paymaent, hoalth-care oporations,
saloty, or logal comphance. You may decling optional coordination, although doing $0 may kmit the effoctivonoss of care in some situations.

Consent to Treatment

By signing this form, you voluntarily agroo 10 receivo montal hoalth assossment, counsoling, psychothorapy, and refated bohavioral hoalth
SOrvioos. You authorize the treating clinkcian 10 provide care considorad clinically appropeiato within the clinician’s peolessional scope. You
understand that you may pariopalo in troatment planning, ask questions, roquost AomMatves, docling a recommendation, or stop treatment at
any tmo, subject 10 logal, satoly, program, or court-rolatod roquiromonts that may apply,

Acknowledgment

Your signature confirms that you havoe had an opportunity 10 road this documont, ask questions, and rocoive clarificaton. Your signature also
confems rocopt of, Of Accoss 10, tho practico polickos and Notico of Privacy Practicos. This consont romains in offect during your opisode of caro
unioss revokod of replaced in writing, excopt whero continued action is permitted or required by law,

Patient Name Date of Birth
Patient Ssgnature Dato
Pareat or Logal Represontative Rotationship
Representative Segnature Date
Therapist or Witness Signsture Date

Errpowerod Harmony Counseling, Paychialry & Wellneas Center® | Page 2



Empowered Harmony
Counseling, Psychiatry &
Wellness Center

“REAL SOLUTIONS FOR REAL LIFE."

NOTICE OF PRIVACY PRACTICES

As required by the Privacy Regulations created under the Health Insurance Portability and Accountability Act of 1996 (HIPAA).

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 REVIEW IT CAREFULLY.

I. Our Commitment to Your Privacy

Our practico is comenittod 10 maintaining tho privacy of your protected hoalth information (PHI). In conducting our business, wo wil
croate rocords regarding you and the troatment and sorvices we provide for you, We are required by law to maintain the
confidentiality of health information that identifies you. We are also required by law to provide you with this notice of our legal duties
and privacy practicos concoeming your PHI, By federal and state law, we must follow the torms of the notice that we have in effect at
the time,

Il. Uses and Disclosures

Treatment. Your PHI may bo used by staff members or disclosed 10 other health-care professionals for the purpose of evaluating
your hoalth, diagnosing clinical conditions, and providing treatment. An example of treatment would be when we consult with another
health-caro provider, such as your family physician or anothor professional counselor,

Payment. Your PHI may be used 1o seok payment from your health plan, from other sources of coverage such as an automobde
insuror, or from credit-card companies that you may use 1o pay for sorvices. For example, your health plan may request and recoive
information about datos of sorvice, the services provided, and the clinical condition boing treated.

Health-care operations. Your PHI may be used as necessary 10 support the day-to-day activitios and management of Empowered
Harmony Counseling, Psychiatry & Wollnoss Contor®. For examplo, information on the sorvices you received may be used o
support budgeting and financial reporting, and activities to evaluate and promote quality,

Law enforcement. Your PHI may be disclosed to fodoral, state, or local law-enforcement agencios, without your permission, o
support governmont audits and inspections, facilitate law-onforcoment investigations, and comply with govemment-mandated
reportng.

Public-health reporting. Your PHI may be disclosed 1o public-health agoncies as required by law. For example, we may be required
10 ropor cortain communicable disoasos to tho state's public-health dopartment.

Appointments. Your PHI wil be used by our staff 1o comact you to schedule an appointment, roemind you of an appointment,
reschedulo an appointiment, or notity you of other pertinent information. Contact may be made by telephone, U.S. mall, emad, or text

MOSSAQo

Informative information. Your PHI may be used to send you information about the treatment and managoment of your
psychological or medical condition that you may find helpful. We may also send information describing health-related goods and
SOrvices that wo believe may intorest you.

Breach notification. If there is ever a breach of your health-care information and it comes 10 our attention, we will inform you as
00N as possdio as roquired by appicable law.

Empowered Marmony Counsoieg . Paychiatry & Welress Contor® Notce of Privacy Practices | Page 1



Empowered Harmony
Counseling, Psychiatry &
Wellness Center

“REAL SOLUTIONS FOR REAL LIFE."

NOTICE OF PRIVACY PRACTICES, CONTINUED

Ill. Personal Rights

You have cortain rights under federal privacy standards. These include:
-mbmmmmmmmwNndyowPHI.Hom.wmnanquhdbwbmmwu
* The right %0 receive confidontial communications concerming your psychological or medical condition and treatment,

* The right 1o amend or submit corrections 1o your protectod hoalth information,

* The right 10 receive a printed copy of this notice.

* The right 10 o a complain,

* The right 10 inspect and/or copy PHI that may be used 10 make decisions about you, Including psychological or medical records and
biling records, but not including psychotherapy notes. The provider may provide a summary of the patient’s PHI when, in the
provider's professional judgment, unkmitod accoss could cause emotional or mental distress or endanger the e or physical safety of
the pationt or another person. A pationt does not have tho right to access psychotherapy notes oxcept 10 the extent the treating
profossional approves access in writing or a court ordor authorizos accoss. The practico will respond within the time required by
applcablo law.

IV. Requests to Inspect PHI

As pormitiod by fodoral rogulation, requests 10 Inspect or copy protocted health information must be submitted in writing. You may
obtan a form 10 request accoss to your records by contacting the office stalf at Empowered Harmony Counseling, Psychiatry &
Wolinoss Conter®, We may dony access to PHI under cortain circumstances, but in many cases you may have the decision
reviowed, Upon roquest, wo will discuss the request and denial procoss with you.

V. Revisions to Privacy Practices

As permittod by law, we resorve the right 10 amend or moddy this Notice of Privacy Practices. Any rovision or amendment will apply
10 all records that tho practico has created or maintained in the past and 1o records that may be created or maintained in the future.
Weo will post a copy of the curront notice in a visiblo location and you may request a copy of the most curment notice at any tme.

Vi. Complaints
i you bolove your privacy rights have been violated and you woukl kke to submit a comment or complaint about our privacy
Practicos, you may o 0 in writing. Ploase send your concerms 10:

Civil Rights and Privacy Coordinator
Empowered Harmony Counseling, Psychiatry & Wellness Center®
Emall: e @ empoweredharmony.com

You may also contact the Socretary of the U.S. Department of Health and Human Services. You will not be penalized or otherwise
rotakatod against for fling a complaint.

Empowerod Marmony Counselng, Paychiatry & Welress Centor® Notce of Privacy Practices | Page 2



Empowered Harmony
Counseling, Psychiatry &
Wellness Center

NOTICE OF PRIVACY PRACTICES
ACKNOWLEDGEMENT OF RECEIPT
I acknowledge that | have received or have been offered a copy of the Empowered Harmony Counseling,
Psychiatry & Welliness Center® Notice of Privacy Practices, | understand that this notice explains how my

protected health information may be used and disclosed, how | may obtain access to this information, and
how | may exercise my privacy rights,

Patient Name

Date of Birth Date Signed

Parent or Legal Guardian, If applicable

Patient or Legal Guardian Signature

Patient Acknowledgement
] I received or was offered a copy of the Notice of Privacy Practices,
—] 1 had the opportunity to ask questions regarding the notice,

—] 1understand that | may request another copy at any time,

Staff Witness
Staff Name

Staff Signature Date

Office Use Only

I the patient of legal representative declined 1o sign, document the reason and the date the notice was provided or offered.
Reason

Staff Initials Date

Ermpowerod Harmony Counselng, Psychistry & Weliness Contor® Notice of Privacy Practces | Page 2



Empowered Harmony
| Counseling, Psychiatry &

Wellness Center
“REAL SOLUTIONS FOR REAL LIFE."

ELECTRONIC COMMUNICATION CONSENT FORM

PURPOSE AND AUTHORIZED USE

Empowered Harmony Counseling, Psychiatry & Wellness Center® may use email, text messaging, voicemail, patient portals,
and other electronic methods for appointment scheduling, reminders, billing, forms, care coordination, general follow-up, and
limited treatment-related communication. Electronic communication is not a substitute for a scheduled chinical appointment
and may not be appropriate for detailed or highly sensitive information.

RISKS AND LIMITATIONS

| understand that electronic communication may be intercepted, misdirected, delayed, lost, forwarded, copied, stored, printed, accessed
by unauthorized persons, or delivered to a shared device or account. Messages may contain metadata, remain on servers or devices, or
be exposed through malware, weak passwords, network failures, or other security events. Confidentiality cannot be guaranteed when
communication occurs through unencrypted email, standard text messaging, personal devices, or third-party services. | will not include
unnecessary identifying detalls, diagnoses, treatment records, or other sensitive information unless specifically requested through an
approved secure method

COMMUNICATION EXPECTATIONS PATIENT ACKNOWLEDGMENTS

* Messages may not be reviewed immediately. « | have had an opportunity to ask questions.

* Response times vary and are not guaranteed « | understand the benefits and risks of electronic

» Electronic communication must not be used for emergencies, communication.

urgent safety concerns, or time-sensitive clinical needs. « | understand that participation is voluntary and that | may
* For an emergency, call 911, go to the nearest emergency request another reasonable communication method
department, or contact 988, « | authorize communication using the selections below.

* The practice may redirect detailed climcal matters to a « | understand that this consent remains effective until | revoke it
scheduled session or secure platform, In writing, except for actions aiready taken in rellance on
* | am responsible for keeping my email address, telephone « | understand that the practice may suspeed electronic
number, and communication preferences current. communication when privacy, safety, identity, or chinical

CONCAIMS anse,

COMMUNICATION AUTHORIZATION

Email Text messages Voicemail Patient portal
Preferred email: _ Preferred phone:
May detailed messages be left by voicemadl? [ Yes [ No May appointment details be semt by text? [DYes [INo

CONSENT AND SIGNATURE

By signing below, | voluntarily consent to the electronic commumication methods selected above, | acknowledge that reasonable
safeguards will be used, but no electronic method can be guaranteed to be completely private or secure. | accept the risks described in
this form and agree to notify the practice promptly if my contact information or communication preferences change

Patient Name: Date of Birth

Patient/Parent/Legal Guardian Signature: Date

Printed Name of Parent/Legal Guardian, if applicable:

Relationship to Patient: Staff/Waness:

Empowered Harmony Counseling, Psychiatry & Weliness Center®

Electronic Communication Consent Form | Confidential Patient Record




Empowered Harmony
Counseling, Psychiatry &
Wellness Center

“REAL SOLUTIONS FOR REAL LIFE."

PROVIDER LEVELS, PAYMENT, AND ACCEPTANCE

ADVANCED-LEVEL CLINICIANS

Advanced-level chinicians generally hold & master's or doctoral degree and an independent professional license. They practice
within the scope of their icense and may participate with selected insurance plans.

ASSOCIATE OR PROVISIONALLY LICENSED CLINICIANS

Associate-devel or provisionally licensed clinicians have completed graduate education and hold an associate, temporary,
Emited, or provisional license. They receive chnical supervision as required by the applicable licensing board and may
participate with selected insurance plans when permitted,

INTERNS

Interns are therapists-in-training who are completing the supervised clinical portion of an approved degree program. Interns are
diwectly supervised by a qualified chinician, Intern services may be self-pay and generally are not billed to insurance unless
expressly permitted by the payer and applicable law,

INSURANCE AND SELF-PAY RESPONSIBILITY

When the practice participates with a patient’s insurance plan, contracted rates and payer rules apply. Insurance verification is
not a guarantee of payment, The patient remains responsible for deductibles, copayments, coinsurance, non-covered services,
services rendered when coverage s inactive, and charges denied for reasons that are the patient’s responsibility. Self-pay
patients are responsible for the agreed-upon fee. Payment IS due according to the applicable financial policy or service
agreement,

ACCEPTED PAYMENTS AND OUTSTANDING BALANCES

Accepted payment methods may include credit card, debit card, HSA or FSA card, Zelle, Cash App, Venmo, PayPal, or other
approved electronic methods, Cash may not be accepted. A service charge of $50.00 per month may be added to unpaid
balances that remain outstanding for more than 15 days, when permitted by law, payer contract, and the patient’s financial
agreement,

QUESTIONS AND ACKNOWLEDGMENT

We welcome questions about these policies. By signing below, the patient confirms that they have reviewed this consent, had
an opportunity to ask questions, and agree to follow the practice policies and financial responsibilities described here and in any
related forms, fee schedules, platform agreements, or notices.,

Patient Printed Name Date of Birth
Patient or Legal Representative

Signature Date
Clinician or Authorized Staff

Signature Date

This document should be used together with the Notice of Privacy Practices, financial policy, cancellation policy, telehealth consent, and
any service4pecific agreement

Umpowered Harmany Counselng, Psychiatry & Welness Conter & Consent for Services | Page 2



Empowered Harmony

Counseling, Psychiatry & Wellness Center®
"REAL SOLUTIONS FOR REAL LIFE."

INDEPENDENT CONTRACTOR ACKNOWLEDGMENT
AND PATIENT FEES AGREEMENT

NOTICE OF PROVIDER INDEPENDENT CONTRACTOR STATUS

All provaders rendening services through Empowered Harmony Counseling, Psychiatry & Wellness Cemter® are independent contractons and are not
complovees of the company. Each provider is solely responsible for their own clinical services, treatment decisions, documentation, and professsonal
conduct. By signang below, you acknowledpe that concoms, dispatos, or sssues ansing during your care should be addressed directly with your treating
provader. The practice s nod lable for the isdependent clinical acts or omasssons of indavidaal peovedons

PATIENT FEES AND ADMINISTRATIVE SERVICES

Pationts mast complote a mimimeam of six sesssons before FMLA, medscal kave, workplace accommodation, desabilaty, or sinsilar forms will be conmadened
for completion, Completion s based on the provider's clinscal judgment and the mlormation available in the patient’s recond

ADMINISTRATIVE SERVICE PATIENT FEE

Compictson of PMLA, Long-Term Medical Leave, or other sinvilar forms S150-
Compietson of Short-Torm Medical Leave forms, or other simalar forms requanag completion in fower than 7 days S50+

Late Canccliatson of No-Show Foe, without st lcast 24+ houry' notice SIxS

Modacation Refill Rogquoests without a Schadulod Appointment s

ESA, Emotsonal Support Animal, Letier .

Maodscal Rocord Coprying & per page, plas madling covty

INSURANCE AND PAYMENT DISCLAIMER

None of the fees linted in this agreement are covered by Insurance, Pavment is due in full before any document, form, letter, record

copy, or related administrative service bs created, completed, or sent to the patient or any third party,

PATIENT ACKNOWLEDGMENT

By sigmang bedow, 1 acknondodge that 1 have read and understand the independent contracion motice, mMinkmum session requirement, admimistrative
sorvioe foos, and insurance and payment torms statod im this agreement

Patient Name, Printed

Patsont Signature Date

Empowerod Harmony Counseling, Peychiatry & Weliness Conter® | Confidentisd Cllent Documaent | Page 1 of ¥




Empowered Harmony
Counseling, Psychiatry &
Wellness Center

“REAL SOLUTIONS FOR REAL LIFE.”

INFORMED CONSENT FOR TELEHEALTH SERVICES

PURPOSE AND NATURE OF TELEHEALTH
Tolehoalth uses socure video, audio, messagng, or other elctronic cCommunication 1o provide bohavioral hoalth assessment, Gagnosss,
consultation, reatment, care coordination, and psychoeducation whon the pationt and chnician are in different locasions.

POTENTIAL BENEFITS POTENTIAL RISKS AND LIMITS
. IMpIoved A0008s 1O Care, InChuding 1or rural and undorsorvod . Tochnology Talluros may imormupt, dedary, o end & sedsion
COMMUNes . Privacy of security broachos may occur despto reasonable
. Conversence, reducod travel, and groater consinuity of troatment. safoguards,
2 ACOoss 10 specaizod clinicans when clinically appropriato : Some 155053MOMs Of INKONVENLONS MAaY NGUIe N-POrson care

. Tolohoalth culcomos cannot bo guarantoed

PATIENT ACKNOWLEDGMENTS AND RESPONSIBILITIES

1 will prowvide my current physical location and a roliable call-back number a1 the beginning of oach sossion

1 will idoriity an omorgoncy Contact and authonze the cinician 10 CONLACE 0MOIGONCY SONVICOS O My amargency contact whon clinically necessary
10 2ddross an imminent safety concom,

1 will partcipato from a privato, roasonably socuro location and undorstand that tho clinician cannot control othor peoplo, devices, of recordng
oqupment in my onviEonment

1 will not record, photograph, Ivostroam, of Pormit ancthor POrson to cbSONVG A Sesson without tho cliniian's prior witton consent

1 understand that senvicos gonerally may bo peovided only whon | am physically locatod in a jurisdiction where the chrcian is authorized %o
Practioo

I lechnoiogy fads, tho chnician may atlomnpt 10 roconnect, call mo, roschedulo, of recommMond IN-Pamaon of eMargency servicos based on chnical
nood

1 undorstand that inporson caro may bo avallable as an altornative and may bo recommended when telehoalth is not chnically appropriate

PRIVACY, CONSENT, AND RIGHT TO WITHDRAW
Foderal and stato privacy laws apply 10 tolohoah, | undorstand that electronic communication carmos someo risk. | may ask quostions, deckne
tolohoath, of withdraw this consent al any timo without affocting my right to roquost othor avalable senvices. Withdrawal does not change servicos
aoady provided of actions alroady 1aken in roliance on this consent

PATIENT CONSENT
1 havo road and undorstand this form., | had the opportunity 10 ask quostions, and my questions wore answored 10 my satisfaction. | voluntanly
consent 10 1000ive 10kehealth sorvices from Empowered Harmony Counsoling, Psychiatry & Woliness Contor® and its authorized chircians. |
undorstand that this consent romains offectivo untd | withdraw 1 In writing or appiicablo kaw requires ronowal

Patont Proned Name DO8
PatectLogal Roprosertatve Snature Oato
Clnvcian'Winess Sgraturo Dato

Emesgency Contact Name and Phone




Empowered Harmony

Counseling, Psychiatry & Wellness Center®
"REAL SOLUTIONS FOR REAL LIFE."

PSYCHIATRY AND MEDICATION MANAGEMENT
ACKNOWLEDGMENT

INTEGRATED BEHAVIORAL HEALTH MODEL

1 undenstand that paychiatne evaluation and medication management services are offered as part of an mtegrated behaviorl health treatment
model. Modication managoment is intonded to complement psychotherapy and other clinically appropriate interventions, It s not designed 1o
replace ongoang therapoutic care when therapy is recommended by my treatment foam

I ACKNOWLEDGE AND UNDERSTAND

&
2]
O
4]
o
o
@
@
o

My peoscribor wall determine whether paychuatnie medicatson s ¢lmically appropriste baned on my sympsoms, medical havtory, diagpaones, treatment

rospoung, and professional yjedpeent

Treatmont recommendatsons may inchade psychothorapy, medication managoment, both services, or reforral o another provider when climcally
Nk

1 agroe 1o sntond schoduled prychisane appointments and actively participase in treatmont

I onpoang peychotherapy i rocommendod as part of my treatenent plan, (alure 10 participate may roguire rcassosument of oy treatment plan, e haling
IO ALK INANMEOMIONE ACTVICOL

Proscrngtom may be d&elayved, modified, or ducomtinued when clinically indicated, including comoms regarding safety, mussad apposntments
noacompliance with trcatment recommendationn, masuse of medication, or Tailure o complete requested laboratory 1esting or modical follow wp

Paychustne enodicatsons may have risks, side effocts, saeractions, and haatatsons, which will be discussed by my preseniber

No modication of Breatmen! oulcome can by guanatecd

| agroe 10 notly my prescriber of chasgoes 1n my medical condiion, pregnancy status, modications, allergies, hospitalizations, of advene medication
ot

I have had the opportunity 1o ask questions and usdontand the information provided

CLUIENT ACKNOWLEDGMENT

Hy

Chicst Name

Chemt Signature Date
Prescnber Signature Date:

Empowerod Harmony Counseling, Peychiatry & Weliness Comter® | Confidentisd Cllent Documaent | Page 1 of Y




Empowered Harmony

Counseling, Psychiatry & Wellness Center®
"REAL SOLUTIONS FOR REAL LIFE."

WELLNESS AND COACHING CONSENT FORM

PURPOSE

This coment explains the nature of wellness and coaching scrvices. Coaching supports personal growth, goal achievement, behavior change,
stress managomont, and wellness. Coaching is not psychotherapy, counseling, psychiatry, medical treatment, crisis care, or a substitute for
hoonsed mental health services

SCOPE OF SERVICES

Services may include accountabelity, education, motivation, goal planning, litestyle improvement, mndfulness, and personal development
Coaches do not diagnose mental bealth conditions, prescesbe medication, o provide psychotherapy

CONFIDENTIALITY

Information is handlod respectiully and privately. Confidentiality may be limited when disclosure is required by law or when there is a rsk of
scnows hamm to yoursell or others

COMMUNICATION

Email, text, and phone communacation are stended Tor scheduling and brel adminsstrative matters only. These commumication methods are
pot continuously monitored and must not be used for emergencies

VOLUNTARY PARTICIPATION
You may discontinue coaching at any time. If your needs exceed the scope of coaching, you may be referred to a licensed mental health or
modical provider

ACKNOWLEDGMENT

By signing this form, you acknowledge that you have received and agread to the Wellness and Coaching Financial Payment Policy and
Rates. You also understand that wellness coaching is separate from psychotherapy and mental health treatment. You bave had the
opportumnty 10 ask guestions and volustanly consent to reccive wellness and coaching services

Pationt Name
Paticnt Signature Date:

Coach Signature Date

Empowered Harmony Counseling, Peychinstry & Weliness Center® | Condidential Chient Document | Page 1 of 1




Empowered Harmony
Counseling, Psychiatry &
Wellness Center®
“REAL SOLUTIONS FOR REAL LIFE.”

SPECIALTY SERVICES CONSENT FORM

Empowered Harmony Counseling (EHC)

Empowered Harmony Counseling (EHC) offers a range of specialty services that support holistic weliness
and complement traditional therapy. These services may include, but are not limited to:

G | B | B B B

2y £
Reiki Energy Hypnotherapy Wellness Nutritional | Virtual Spiritual
Healing Coaching Psychiatry | Therapy &
Support Meditation Practices

These services are offered by trained and qualified practitioners. Participation in these services is entirely
voluntary and NOT required to receive psychotherapy, medication management, or other clinical services at EHC.

PAYMENT & INSURANCE
Most specialty services offered by Empowered Harmony Counseling, Psychiatry & Wellness Conter® are not covered

Dy hoalth inswr andce and are provided on a solf-pay basis, Clionts are resporsibile for a applicable fees. Payment is
U aCCOrding 1o the practice’s financlal polickes, Insurance coverage of reimbursemaent is not guaranteed, Claents

should verify any avallable bonefits duectly with thelr insurance carrier,

BENEFITS & LIMITATIONS

Specialty services are not a substitute for medical or mental health treatment, They may serve as supportive
interventions and are intended to enhance personal growth, relaxation, healing, and overall well-being.

BY SIGNING THIS FORM, YOU ACKNOWLEDGE THAT:
= Youunderstand these services are optional and not medically necessary.,

= You have the right to decline or discontinue participation at any time.

= Youunderstand that outcomes vary and are not guaranteed.

= You may discuss any concerns or questions about these services with your provider at any time.
Client Name:
Chient Signature: Date:
Provider Signature: Date:

COMPASSION . INTEGRITY ’ EMPOWERMENT . EXCELLENCE



Empowered Harmony

Counseling, Psychiatry & Wellness Center®
"REAL SOLUTIONS FOR REAL LIFE."

IMPORTANT INSURANCE NOTICE

YOUR INSURANCE COVERAGE

11 & your responsibility to understand your mdividual insurance policy. Many policies contain exclusions. Moast policies include
deductibles, co-payments, and co-msurance. Some insurance policics may not cover our services. Most services at Empowered Harmony
Counscling should be covered by your insurance

NETWORK STATUS AND INSURANCE VERIFICATION

You are responsible for contacting your insurance career to confirm whether the provider you are secing & listed as an “inenctwork™ provader
11 the provader is not in network, you may have a higher deductible, cospayment, co-insurance amount, or other out-of-pocket expense

IMPORTANT FINANCIAL RESPONSIBILITY NOTICE

Regardiess of insurance coverage, YOU ARE RESPONSIBLE for all charges not covered by your insurance policy,

INDEPENDENT PRACTITIONERS AND PROFESSIONAL RESPONSIBILITY
The practitioners 3t Empowered Harmony Counseling are independent of one another in the delivery of thewr professsonal services. Any clasm,
concern, or dispute, whether implicd or expressed, regarding professional care will be addressed between the patient and the treating
peychotherapest, provider, MHNP, PA-C, or psychaatnst

PAYMENT, MISSED APPOINTMENTS, AND COLLECTIONS

* 1 accopt full responsibility for payment of services and agree 1o pay all amousts due at the time of service unless other arangements have been
approved by my snsurance Canmer of provder

* | accopt full responsibality for a missed-appomtment charge of S185 or more when at Jeast 24 howury” advance notice of cancellatoon i not
provadod. This pobicy includes now-patient appointments

* | accopt responmabality for a $100 collection foo 1f coliection action is required to recover an unpasd account balance. | authonse the minimum

nocessary reloase of informatson required for collection purposes

CLIENT ACKNOWLEDGMENT

By signing below, | acknowlodge that 1 have read, understand, and agroe 10 this insurance and financial responsibility notice
Chent Name
Clhient Signature Date

Provider Signature Date

Empowered Harmonry Counseling, Psychiatry & Wellness Center® | Contidential Chient Document | Page 1ol
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CONSENT TO USE AND DISCLOSURE OF
PROTECTED HEALTH INFORMATION (HIPAA)

Thig farm explains hiow your protected health information (FHI) fmay be uibed and discloied snd how you
can access this information. Please read it carefully and sign below to acknowledge your understanding.

@ PURPOSE OF THIS COMSENT
Psychiatry & Wellness Canter® bo use and dischose your
protected hoalth information for trestiment. paymant,
healihcare operations, and as othersise permitted of
resgpairid by lire,

@ AUTHORIZATION

1. TREATMEMT: We fay wie and ihace your PHI with
haaithcars providens and professionals who ang inbeed
in your care to coondinate and provide appropriate
L A LAY

1. PAYMEMT: We may use and disclose your FHl o
Wil YO INSUNENGE COMPany of other papere

3 HEALTHCARE OPFERATIONS: 'Wa may ue ancd
dacione your PRI for busiress activities. that support

highi-quakty care, such as gqualiy improvesmaent,
training, complisncs, snd sdminisirathe funcions.

@ HOTICE OF PRIVACY PRACTICES
| achroreladge that | have necesmid (o have baen offersd
o oopy of) Ehay MobCe of Privecy Practices, which describes
haew ey haalth irdormaticn may be used and disclosed and
Py Tl egahreg 1hat mnlos rration

PATIENT RIGHTS SUMMARY

¥ou bhunne thay right Ba;

w Gt & copry of your Faalth inlformaticn

= (Recquadt comaciaont bo your haalth infcemation

+ [Request restrictions on hew your Infdemation s used
or disclosed

* Request confudental comemundcations

* Reconed & eoountirg of diaclotired
= [Filip i corrgilairt il you Balieve your privecy ghts
have baen wiclated
Wi el vl setalband Sgponincl o For EoRrciirng pour rghtl.

CONFIDENTIAL COMMUNICATIONS

¥our buee Bhee rightt 1o requaest that we commaanicate with
¥OU ainoul your health information in & specilio way or at
& specilic locaon. W will Accomimadans reasonabie
AR

REVOCATION OF CONSENT

You vy renvolos this Somsend in writing a8 sny timas,
excapl b0 1he exbend that we huee alresdy taken action
in relignce on this conaend. Rvocation will not afect
uses or disclosures thad ocouned befors we recersed
YOUT writhen requesi.

COMPLAINTS & PRIVACY OFFICER

W yems bl younr privacy rights b basn wiolatoed, you
ey e o complaint with our Privacy Oficer or with the:
U5, Deparment of Health s Humen Serdoes.
Privacy Officar:

Fiona ey contact sur Privacy Officer in writing for any
quEsticns, concerns, of o Bl o complaint regarding
your privacy rights.

M retaliation will coour far ling & comykaint.

.

By signing berliow, | acknowbedge that | have resd ard understand this

ol | eodurnitanly sathorine Empoessnnd Hamoey Counssling.
Prychiatry & Welnedd Conter® to uid and diiclods my protpctsd
Fepalth information aa described aboreg,
Fatigrl Prinkad hame
Chat o Barthy Techinys: Dt
Patint Lagr

Privstied Masvss

Sighatuie

SRS

PARENT [ LEGAL REPRESENTATIVE [ appicabie)
Prirted Mame
Relationahip to Patient
Signature
Crate
B umeniation of legal sulhorily may be requeshed,

Foode [Winness § Faerpoeter
Dt

A pigmed copy of this consent will by madnfadned in yeur clinical record.



Empowered Harmony

Counseling, Psychiatry & Wellness Center®
"REAL SOLUTIONS FOR REAL LIFE."

NO SURPRISES ACT
FEE DISCLOSURE, RIGHTS, AND RESPONSIBILITIES

IMPORTANT FEDERAL FEE NOTICE

Under foderal Law, patients who are uninsured or not using insurance may request a Good Faith Estimate of expected charges before
FOCCIVIBE SCIVICOS

PATIENT RIGHTS
* You have the night 1o recerve a Good Faith Estimate before scheduling non-cmergency services
& 10 your ball i at Jeast S400 mare than your Good Faith Estimate, you may dispute the bill
* You are not required 10 reccive services and may decline or withdraw at any tine
* For additional snformation, visit www.oms, gov/nosurprises of call 1-8300-985.3059

FEES

Curront service foes are avaslable on our website. Please visit www.empoweredharmony com for the most current pricing informaton before
schodubing services

PATIENT RESPONSIBILITIES
& Amive on time and participate actively in services
* Provade at lcast 24 houry' potice for cancellations
* A noabow foe and Ime-cancellatson policy apply 10 all scheduled sessions
* Masntan updated payment informatson on file

PROVIDER RESPONSIBILITIES
* Delover high-quality, ethacal, and culturally competent care
* Provade transparent communication regarding foes

* Offer a Good Fasth Estimate upon roquest

ACKNOWLEDGMENT
By signing bedow, | acknowlodge that 1 received and reviewed this fee diselosure and undentand my nghts and respossibiditees
Paticnt Name

Pationt Signature Date

Therapist Signature Date

Empowered Harmony Counseling, Peychinstry & Weliness Center® | Condidential Chient Document | Page 1 of 1




Empowered Harmony

Counseling, Psychiatry & Wellness Center®
"REAL SOLUTIONS FOR REAL LIFE."

i
TELEHEALTH SESSION SAFETY, PRIVACY, AND NO-RECORDING POLICY

PURPOSE
This policy protects cliont salety, confidontiality, and the integrity of telohoealth sorvicos. It applies to all vietual therapy, counsoling
psychiatry, coaching, consultation, and wollnoss sossions provided by Empowered Harmony Counseling. Psychiatry & Weliness
Contor»

1. NO DRIVING OR OPERATING A VEHICLE

Chonts may not drivo, sit in active traflic, or oparate any moving vohiclo, machinery, or equipment during & session. Cllonts must be safely
pariued belore the sossion boging, i the provider dotormines that a clon I8 driving Of otherwise participating from an unsale setting, the
provider may immeodiatoly pause or ond tho s0ssion. Tho appointmen may be treatod as & lato canceliation or missed sossion under the
apphcablo paymont policy

2. PRIVATE AND CONFIDENTIAL SPACE REQUIRED

Chonts must participate rom a privialo, secwro spaco whore othor poople cannot hoar, obsorve, intorrupl, Of participate in the session unioss
the provider has approved tholr prosenceo in advance. This includos tamily mombers, chidron, frends, coworkors, partnors, and other third
partos. Hoadphonos are strongly oncouraged whoen complote sound privacy cannot othorwise bo mantained

3. NO RECORDING, SCREENSHOTS, OR LIVE TRANSMISSION

Chonts may notl audio-re00rd, video-rocord, photograph, scroen-rocord, take scroonshots, ivostream, copy, distnbute, or allow another
POTSON Of SOV 10 Capture any part of & $0850n WEhOU! tho providers pror written consent, Tho practico will Not record a 203300 without
the chent’s pror writlen consent, excopt when specifically permitted or required by law

SESSION LOCATION AND EMERGENCY INFORMATION
Al tho boginning of each lelohenith sossion, the cliont may bo asked 10 confirm their physical location and a relable emergency contact
The chent agroes 10 provide accurate information so the providor can respond appropriately if & medical, psychiatne, or safoty emergency
ocCurs

POLICY VIOLATIONS

A violation may rosult in the session boing paused or ondod, application of the applicable lae-cancellation or no-show fee, roviow of
whaethor tolohoakh romains clinically appropriato, or tormination of sorvices whon necossiary. The provider may Consiior omengencios.,
AC00SSDIY NOOAS, 800, Chnical Circumstances, and othor rolovant factors belore taking acton

CLIENT ACKNOWLEDGMENT AND AGREEMENT
By sgring bolow, | confirm that | have read, understand, and agroe (o follow this policy. | understand that these requirements are intended
10 protoct my safoty, privacy, confidentiality, and qualty of care

Chont Nameo

Chont Signature: Date:
Logal Guardian, # applicable: Dato:
Providor Signature Dato:

Empowered Harmony Counseling, Peychiatry & Weliness Center® | Confidential Cllent Document | Page 1 of 1
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Counseling, Psychiatry & Wellness Center®
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SLIDING-SCALE FEE AGREEMENT AND PAYMENT POLICY

IMPORTANT NOTICE

Slding-scale sorvices aro limited, iIncomo-based, and avalablo onty afor financial okgitility is verdiod. Approval is not automatic and may
Do reviowed or discontinuod when oligibdity changos

1. SLIDING-SCALE ELIGIBILITY AND VERIFICATION
Shaing-scalo feos are oMorod basoed on domonstrated financial noed, Clionts must provide accurate and current income verification and
any addmonal supponting documontntion roquestod by the practice, Acceoptable documentation may include recent pay stubs, benofit
statoments, unemployment documentation, tax records, or othor prool of household income. Eligibility may be reviewed poriodically,
and updated documontation may be required 10 contnue recelving the reduced rate.

2. PAYMENT AND APPOINTMENT REQUIREMENTS
2.1, Paymeont is due in full al loast 24 howrs belore oach schedulod appointmeont,
2.2. 1 payment is not rocoived at least 24 hours in advanco, tho appointmont may be cancelod and the full schoduled session feo will be
charged as tho missod-appointmont of no-show loe,
2.3, The no-show oo oguats 100% of tho cliont’s approved siding-scalo s08sion rato

3. MISSED APPOINTMENTS, DISCONTINUATION, AND REACTIVATION
ANor two missod appointments of NO-shows, Servicos may be discontinued at the practice’s discretion. A client who requests 1o resume
SOTVICOS may be required 10 complete tho reactivation process and pay a non-rafundablo $50 administrative reactivation fee before a
new appointment i schodulod. Paymant of the reactivation 100 doos not guarantoo roinstatoment, provider avallabiity, of acceptanceo
back ino care

4. ACCURACY OF FINANCIAL INFORMATION
Providing false, incomploto, or misleading financial information may rosult in immaodsate loss of siding-scale oligibility, adjustment to the
standard solf-pay rate, responsdility for unpaki fee differences, termination of this agreement, or possible discharge from services

5. APPROVAL, REVIEW, AND EXCEPTIONS
Shding-scalo approval apphios only 10 the chont and rate listod below. The practice may review oligibikty when housohold income,
omploymont, INSUrance covoerage, or financial circumstancos chango. Excoptions 10 advance-payment o missed-appointment
roquiromonts may bo considerod 1or documoemod omorgencios st tho practice's sole discretion. Consistont attendance and timely
payment are condtions of continued slidng-scale participation,

6. CLIENT ACKNOWLEDGMENT
By signing bolow, | confirm that | have read, understand, and agroe 1o this Siding-Scale Fee Agreemont and Payment Policy. | understand
that shiding-scale approval is based on verfiod inancial noed, paymonts aro duo 24 howrs in advanceo, and missed appointments may result
in e full session oo, dscontinuabion of care, or a $50 roactivation oo

Chont Namw:
Household Swe Vorified Monthly Incomo: $
Approved Session Rato: $ Eftoctive Date:

Empowered Harmony Counseling, Psychiatry & Wellness Center® | Confidential Client Document | Page 1 of 1
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“REAL SOLUTIONS FOR REAL LIFE.”
COURT-ORDERED THERAPY AND CHILD-WELFARE DISCLOSURE POLICY
NOTICE REGARDING RECORDS, COMMUNICATIONS, TESTIMONY, SUBPOENAS, AND COURT APPEARANCES

Clhent Name: o I o —— Date of Birth: .
Case Number, i applicable: R . S Court or Agency: B
1. PURPOSE AND SCOPE

Empowered Harmony Counseling, Psychiatry & Wollnoss Centor® provides bohavioral-hoalth $0rvicos that may be court-ordered or
conneciod 10 child-wollaro, cusiody, depondoncy, probation, guardian ad Iom, or other legal mattors. This policy explaing the limits of the
provider’s rode and the condtions under which Information may be roleased.

2. PRIVACY AND AUTHORIZATION REQUIREMENTS

Information may be disclosed only whon permitted by applicable law and supported by one of the following:

1. A vald, speoric writion authorzation or Rolease of Information signod by tho chent or legally authorized reprosentative,

2. A vald court ordor, of another logally sulficient diroctive, that cloarty identifies the information requestod and the persons
authorized 10 receive &,

3. A logal oxcoption that permits or requires disclosure, including an Immaediato safety concom, suspocted abuse or neglect, o
anothor mandatory-reporting duty.

3. LIMITS OF THE THERAPIST'S ROLE
* Tho providor doos NOt act s An INvestigator, custody ovalualor, pareming coordnalor, madialorn, oxport witness, or logal advocate
unless & separate writlon agreoment spocifically stmos otherwise,
* Treatment is dosigned 10 suppon cinical goals, i is not intonded 1o detormine custody, parental itnoss, criminal respongibity,
crodibiity, of the logal monts of a caso.
* The peovider will not communicalo with attornoys, courts, chiki-woltaro workers, peobation officers, or other third parties without
propor authorization of a logally rocognized axcoption.

4. RECORDS, SUBPOENAS, AND COURT TESTIMONY

A subpoona alono may not avtomatically authorize disclosure of protoctod health information. The providor will roview oach request and may
sook logal or professional consultation bodoro responding. When disclosure is logally required, the provider will release only the information
roquired or pormitted. Psychothorapy notes, ff mantaned soparatoly, receno additional protoction undor federal law.

Court appeaances, depositions, alfdavits, record proparation, logal consultation, traved, wailting time, and testimony are not iIncluded in
rOUtne thorapy foes, Thoso sorvioos requind advancoe paymont undor the peactice’s current legal-sorvico foe schedule, Foes may apply even
whon an appearance is cancoliod with limited notico,

5. CLIENT ACKNOWLEDGMENT

By signing bolow, | confirm that | have read and undorstand this policy. | undorstand that treatment records and communicaions
are protocted, that dsclosure roquiros proper logal authority, that the provider's rolo Is clinical rather than forensic, and that
acdtional foos may apply 10 logal requosts or court involvoment,

.

Clent or Logal Representative Signature Date
Printed Name and Relationship, If applicable Caso Number
Provider Signature Date

Administrative Notice: This polcy does not provide logal advice and doos Not roplaco any cedor Issuod by a court with proped jursdiction. The practice may
OViSe s PORCY 10 remain Conmistont with changes in law, reguiation, prolossional standards, Of COurt reQuirements.

Empowered Harmony Counselng, Peychiatry & Wolnoss Centor® | 1-877427.6879 | support® empoweredharmony com
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INTERN INTAKE & THERAPY CONSENT FORM

Solt Pay Beharvorn Health Sorvicos | Compiote ol sectons Wike NAA shan & guastion doos not appdy

1. PATIENT INFORMATION

Logal narve Prolorred mameo

Date of eth Pronouns Gondort idertity

Sveet adross Cay St 2P

Phone Emad Bost contact method
() [ ] Tem Cmat (] vescomat porminied (] Portal message Oeher

Parert Mo guardan. ! appicablo Retabornhp Phone

Emergency contact Rolatonsiip Phone

2. CUINICAL INTAKE

Prienary roason 10f 500MNg servicos

Currert concerns SYTeLoma. OF sirosairs

Whon dd these concerms bogn? What wosld you No 10 improve fwough Sheapy”

Pruor mraetad hoath voarment No (] Yoo Providerntypo and dates

Curreort paychaing modCations [ Norw Modcaton, 0ose. and proscrbor

Modoal condBons, alerges, Of 000ty Needs Primary caro proveder

Substance use that may affoct treatment "] None Describe

Curront safety conceens Nono L] Thoughts of selt haem L] Thoughts of harming oo Recert wolances abuse
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Empowered Harmony
Counseling, Psychiatry &
Wellness Center

“REAL SOLUTIONS FOR REAL LIFE.”

Spiritual History & Psychotherapy Integration

Would you like spirituality to be integrated into therapy? 0] Yes ) No Initials:
Religious affiliation, if any:

Do you currently attend a place of worship? ] Yes [ No

List three words that describe your personal faith:

Do you have any sleep problems? [ Yes CJ No

If yes, please describe:

Have you experienced spiritual trauma or religious abuse? (] Yes ] No

If yes, please explain:

How does your faith or spiritual practice support your mental health?

Are there any spiritual beliefs or practices you would like to explore or strengthen through
therapy?

Are there any spiritual or religious topics you prefer not to discuss in therapy?

Do you use prayer, meditation, or rituals for emotional support? (] Yes 0 No

If yes, please describe: o - -
EMPOWEr¢d HArmony CounSenng, PEYCRIaTY & WeElTness TEntere



Empowered Harmony

Counseling, Psychiatry & Wellness Center®
*REAL SOLUTIONS FOR REAL LIFE.*

AUTHORIZATION FOR RELEASE OF INFORMATION

PRIVACY NOTICE

To profoct your peivacy, we cansot share information or confinm that you are receiving services without your writton consent. Thas suthorization must
be completod before mformation aboswt treatment, scheduling, balling, or other services may be shared with a spouse, co-parent, physician, peossder,
agoncy, of other third party

PATIENT INFORMATION
Name of Patiemt Date of Barth:

PURPOSE AND AUTHORIZATION

1 undontand that the purpose of thas release s 80 assist with my or thas patient's trcatment by smpeovisg commumication between professional servxe
pronadons or agencios and important individuals in my or the pationt's life. | authonize Empowered Harmony Counseling, Pyychuatry & Wellness Conter® to
e, disclone, and o roguest the proteciod hoalth information selocted below

INFORMATION AUTHORIZED FOR USE, DISCLOSURE, OR REQUEST

0 Name of thorapist or Sockor [ Diagnosis
O Schodelod apposmtments O Progress notes
D Treatmont plan or sumenary D Compliance with treatment
O Mycholopical evaluation of 10t results 0 Medications
O Tresmont plan 0 milling or accoust.related information
D Duscharge of sermenataon plans D Other
PERSON, PROVIDER, FACILITY, OR THIRD PARTY
Name Relationahap to Pationt
Fhooe Email
Facslity Fax

Mohaod o ;
4 oF Commmmicetion 0 rhose 0 rax 0 Email [ Secure Poetal

AUTHORIZATION RIGHTS AND LIMITS

1 have Bhe gt 50 roquost a copy of this Sorm after sigming It and to isapoct of copry mformation used of disclosed under thas authornzation when permitiod by state and
fodoral law, inchadng 45 CFR 3164 524 1 may revelde this authonzation at any time by notifying Empowered Harmsony Counseling, Psychaatry & Wellaess Contor®
o woting 8 dosonbod an the Notsoe of Privacy Peactices. Rovocatson will not affect actons taken before the revocation wias received of actions Baken i relance o
s suthorwratson. The practace will maintan S conBidentiality of my protectod healdh information; bowever, information dislosed purssant 10 this suthorzation may
b rodinciosod by the rocipiont and may o kagor be prosected by HIPAA

ACKNOWLEDGMENT AND SIGNATURES

Chent Name Date
Client Signature Date
PFasont or Gusedian Naene Date
Parcet or Gusedian Sipnasure Date
Witncss Name Dare
Witness Signature Date

Empowered Harmony Counseling, Psychiatry & Weliness Conter® | Confidentisd Client Documaent | Page 1 of ¥




Empowered Harmony
Counseling, Psychiatry & Wellness Center®
*REAL SOLUTIONS FOR REAL LIFE."

MENTAL HEALTH SAFETY PLAN

&3

Patent Name Dare

Date of Barth Chinician

1. MY PERSONAL WARNING SIGNS
2. HEALTHY COPING STRATEGIES | CAN USE ON MY OWN

3. PEOPLE AND PLACES THAT HELP ME FEEL SAFE 4. PEOPLE | CAN CONTACT FOR SUPPORT

Name
Phone
Name

Phome

5. PROFESSIONAL SUPPORTS

Pyychastrsa Provader Phone

Ot Professmonal Supywet Phone

958 Suicide & Crisls Lifeline: Call or Text 988 Emergency: 911 or nearesat emergency department

6. MAKING MY ENVIRONMENT SAFER
7. MY REASONS FOR LIVING AND STAYING SAFE

ACKNOWLEDGMENT AND SIGNATURES

Paticnt Sspnature Date

Clnician Sagnature Date

Empowered Harmony Counseling, Paychiatry & Weliness Center® | Confidential Client Documant | Page 1o




Empowered Harmony
Counseling, Psychiatry &
Wellness Center

“REAL SOLUTIONS FOR REAL LIFE.”

Provider Credential Reference

The credentials below may appear beside the names of clinicians and wellness professionals.
BCBA: Board Certified Behavior Analyst.
CADC: Certified Alcohol and Drug Counselor.
CMH: Clinical Mental Health Counselor.
DO: Doctor of Osteopathy, Psychiatrist,

Health Coach: A professional who helps clients make lifestyle changes to improve physical and mental
health,

LCADC: Licensed Clinical Alcohol and Drug Counselor.

LCP: Licensed Clinical Psychologist.

LCPC: Licensed Clinical Professional Counselor.,

LCSW: Licensed Clinical Social Worker,

LICSW: Licensed Independent Clinical Social Worker.

LMFT: Licensed Marriage and Family Therapist.

LMHC: Licensed Mental Health Counselor,

LMSW: Licensed Master Social Worker.

LPC: Licensed Professional Counselor.

LPCC: Licensed Professional Clinical Counselor,

Life Coach: A professional who helps individuals achieve personal or professional goals.
MD: Doctor of Medicine, Psychiatrist.

PA-C: Physician Assistant, Certified, who may specialize in psychiatry.

PMHNP: Psychiatric Mental Health Nurse Practitioner,

PhD: Doctor of Philosophy in psychology or a related field.

PsyD: Doctor of Psychology.

RDN: Registered Dietitian Nutritionist, who may provide mental health-related support,

Wellness Coach: A professional who supports clients in improving overall well-being, including mental
and physical health,

Empowered Harmony Counseling, Psychiatry & Wellness Center®



EMPOWERED HARMONY COUNSELING, PSYCHIATRY & WELLNESS CENTER® Comprohensive Intake Assessmont

PREVIOUS COUNSELING

Outpationt, place and yoar
inpationt, place and yoear

Intensive outpationt program oOr partial hospitadzation,
place and year

FAMILY & SUPPORTIVE RELATIONSHIPS
Marital status: D Single O Married D Divorced O Widowed © Committed parinership

Relationship

(spouse, chid, Inond, et )

Name Age Quality Lives with you?

DGood OFar OPoor 0Yes ONo
0 Good OFar QPoor O Yes ONo
DGood OFar OPoor  OYes ONo
QGood QFar OPoor O Yes ONo
DGood OFar OPoor DYes ONo

DGood OFar OPoor OYes ONo

EDUCATION
Highest level completed: O High school O Attended college or technical school O College degree O Graduate degree O Other

EMPLOYMENT / CAREER
0 Employed O Unemployed O Disabled O Rotired O Stay-at-home parent

FINANCES
Overall financial stress level: O High O Medium O Low

SPIRITUALITY / RELIGIOUS BACKGROUND & PRACTICE

Religious upbringing: O None D Attended religious services O Belle! in God O Other
Present practice: O Inactive O Active O Searching O Other

TRAUMA HISTORY

Have you expenienced trauma, abuse, or neglect? O Yos O No
If yos, chock all that apply: O Physical O Soxual 0 Emotional © Neglect O Verbal © Othor

Ploase provide any detalls you would ke your chinician 10 know



EMPOWERED HARMONY COUNSELING, PSYCHIATRY & WELLNESS CENTER® Comprohensive Intake Assessmont

MEDICATIONS & SUPPLEMENTS

List all curront modications and supplomonts, Attach anothor page or bring a compiote list 10 your appointment if neoded

Name of medication or supploment Dosage / amount Frequency

Have you had an allergic reaction to medication? O Yes O No
Medication: Reaction:

Medication: Reaction:

MEDICAL INFORMATION (Optional)

Chock all medical issuos 1or which you have rocoivoed troatmont:

O Allorgies 0O Blood disease

(aBergic roachions, soasonal alieeplos, oi0) (anemia, Dleedng dsorders, olc.)

O Bone disease 0 Digestive system disoose

({Oslo0porons, Arthritis, brokon bones, olc.) (Wcors, hoartburm, celiac deoase, |1BS, otc.)

O Endocrine disease 0 Gonetic disease

(Gabotos, thyrosd CONAMIONS. Jow $08A0SP0N0, 045.) (Sickio 0ol (isoase, fetal MOOhO! SyNdroma, other Syndromes, obc. )

O Head or brain Winess / injury 0 Heart / cardiovascular disease

(Tanting, CONOUSSION, Sorures, demontia, olc,) (arriyythria, hoart attack, high biood pressure, oic )

O immune disease 0 Lung or breathing discase

(s0nous Ioctons, Moumaloid arthritis, o) (asthma, COPD, omplysoma, etc.)

© Mouth or dental disease 0 Musclo or movement disease

(Oum A0ase, 00K SO0, Canker 8Os, ol (romors, Bos, rostiess logs, Parkinson's desoase, olc.)

O Polsoning or chemical exposure 0 Serlous Injuries or wounds

(ovordone. 0ad exposure, workpiaco fumes, 04 ) (Berna, Cuts, stabbing injurios, crushod mbs, efc. )
O Other
Check all areas in which you have had surgery:

O Cancer proceduros O Cardac / vasoular

O Ear, nose, or throat 0 Gastroonterciogy / (gestive syslem

0 Obstotrics and gynocology 0 Orhopedic

O Plastc surpery 0 Neurosurgory

© Urology 0 Vision

O Weight-loss surgory 0 Other

Do you have any current or ongoing medical concorns?



EMPOWERED HARMONY COUNSELING, PSYCHIATRY & WELLNESS CENTER® Comprohensne Intake Assessmeont

PAIN & FUNCTIONING

Do you have problems with pain? O Yes O No
Severityof pain: D10203040506070809010
Location of pain:

Have your medical concoms inorforod with your abilty to work, relato 10 othars, or participate in activities outside your home? O Yes
O No
I yos, please oxplain

SUBSTANCE USE
Do you use alcohol? O Yes O No. i yos, number of drinks and frequency:

Do you use recroational or illicit drugs? D Yes O No. If yos, substance and froequency

Have othors viewod your substance uso as a problem? O Yes O No
Have you ever tried 10 roduce or stop your alcohol or drug use? O Yes O No

Has aloohol or drug use interered with famaly, work, or interpersonal relationships? O Yes O No

Have you had prior substanco-use treatment? O Yes O No

When? Where?

LEGAL HISTORY
Are you currently involved with the legal system, Friond of the Court, or Child Protective Services? O Yes O No
i yos, ploase explain

Do you currently have a probation or parole officer? O Yes O No
i yos, provide the oficer's namo and conmact indormastion

Have you boon involved with the logal system in the past? O Yes O No
i yos, ploase explain

Patioent
signature: Date:




Holmes-Rahe Life Stress Inventory
Social Readjustment Rating Scale

Instructions: Mark each lile event that ctcumed during the past year. Add the comesponding point values o delerming
wiour todal score,

+  Life Event

Death of spouse 100
Divorce 73
Barilal saparation 65
Datantion in jail or instilulion 63
Death of close family mamber 63
Major personal injury or illness 53
Marriage 50
Being fired from work 47
Marital reconciliation 45
Retirement 45
Major change in health/behavior of family member 44
Pragnancy 40
Sexual difficuliies ag
Gain of mew Tamily mermbes 39
Major businass readjustment 38
Major change in financial state 38
Deaih of close friend ar
Change to different line of waork 36
Major change in arguments with spouse 35
Morgage over $10,000 N
Foreclosure of mortgageidoan 30
Change in résponsibillies at work 29
Chisd leaving home 29
Trouble with in-laws 29
Cutstanding personal achievement 28
Spouse beginsstops work 26
Beginfand schoal 26
Major change in ving conditions 25
Revision of personal habils 24
Trouble with boss 23
Change in work haursfconditions 20
Change in residence 20
Change in school 20
Change in recreation 19
Change in church activities 19
Change in social activilies 18

Small loan 17



Change in sleaping habits
Change in lamily gel-togethars
Change in eating habils
Wacalon

Major holidays

Minor viclations of law

TOTAL SCORE

Interpretation

0-142: Low level of life change,

150-288: Modarate kevel of life change.

300 or higher: High level of accumulated lite change associated with increased health risk.

This assessmont i5 lor soreening purposes and should bo interpreled in dinkeal conlexd.

16
15
15
13
12
LR
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DSM-5 Self-Rated Level 1 Cross-Cutting Symptom Measure—Adult

Name: Age: Sex: U Male U Female Date:_

If this questionnaire is completed by an informant, what is your relationship with the individual?

In a typical week, approximately how much time do you spend with the individual?

hours/week

Instructions: The questions below ask about things that might have bothered you. For each question, circle the number that best
describes how much (or how often) you have been bothered by each problem during the past TWO (2) WEEKS.

During the past TWO (2) WEEKS, how much (or how often) have you been
bothered by the following problems?

None
Not at
all

Stight

Rare, less
than a day
or two

Mild
Several
days

Moderate
More than
half the

i5id

1. Uttle interest or pleasure in doing things?

2. Feeling down, depressed, or hopeless?

3. Feeling more irritated, grouchy, or angry than usual?

4. Sleeping less than usual, but still have a lot of energy?

5. Starting lots more projects than usual or doing more risky things than
usual?

[~ R E-RE-RE-0 N

[ B

NN N NN

WUWUU;

Feeling nervous, anxious, frightened, worried, or on edge?

Feeling panic or being frightened?

6.

7.

8. Avoiding situations that make you anxious?

9. Unexplained aches and pains (e.g., head, back, joints, abdomen, legs)?

10. Feeling that your ilinesses are not being taken seriously enough?

<

11. Thoughts of actually hurting yourself?

12. Hearing things other people couldn’t hear, such as voices even when no
one was around?

/oo 0| O

L B B B

NN NN NN

Wiwiwliw w ww

13. Feeling that someone could hear your thoughts, or that you could hear
what another person was thinking?

al alalajalalala a.aaa!igi

Vi,

14, Problems with sleep that affected your sleep quality over all?

15. Problems with memory (e.g., learning new information) or with location
(e.g., finding your way home)?

16. Unpleasant thoughts, urges, or images that repeatedly enter your mind?

17. Feeling driven to perform certain behaviors or mental acts over and over
again?

18. Feeling detached or distant from yourself, your body, your physical
surroundings, or your memories?

X,

19. Not knowing who you really are or what you want out of life?

20. Not feeling close to other people or enjoying your relationships with them?

XL,

21. Drinking at least 4 drinks of any kind of alcohol in a single day?

22. Smoking any cigarettes, a cigar, or pipe, or using snuff or chewing tobacco?

23. Using any of the following medicines ON YOUR OWN, that is, without a
doctor’s prescription, in greater amounts or longer than prescribed [e.g.,
painkillers (like Vicodin), stimulants (like Ritalin or Adderall), sedatives or
tranquilizers (ke sleeping pills or Valium), or drugs like marijuana, cocaine
or crack, club drugs (ke ecstasy), hallucinogens (like LSD), heroin,
inhalants or solvents (like glue), or methamphetamine (like speed))?

-BE-BE-NE- N

[ B IS

NN NN

wWiww W w

E

Copyright © 2013 American Psychiatric Association. ARl Rights Reserved
This matenal can be reproduced without permission by researchers and by chnicians for use with their patients.



NovoPsych

WHO - Quality of Life - Brief ( WHOQOL-BREF)

Instructions:

This assessment asks how you feel about yvour quality of life, health, or other areas of your life. If you are
unsure about which response 1o give to a question, pleasa choose the one that appears most appropriate.
This can alten be your first response.

Please keep in mind your standards, hopes, pleasures and concerns. We ask that you think about your life in
the last two weeks.

Vorypoor | Poor | MOIIPSN | Goos | very good
1 | How would you rabe your guidity af ife? 1 2 3 4 5
Vory : |Bontrrae stisfions ; :
| disaatishod Deaaatishiod | rece dissatistod Satishied Wy satished
2 | How satisfied are you with your haalth T ‘ 1 2 3 4 ]
A moderale | Anextreme
Mod al all A il ST Vary much amount
LL k. e o e s hare eepaerced eciin
q | o e e s 5 R 5 4 3 2 1
el ey, B E
A moderals An exlrame
Mot at all A latle £ Viary mach LT
4 | How much do you need any medical reatmentto | 5 4 3 3 | "
function in your daily Ea?
5 | How much do you enioy lifa? ‘ 1 2 3 4 5
& | To what gubend do you loel your lide o be meaningiul ? 1 2 3 4 5
A moderale
Mot at all A little : Vary muchi Extrosmaly
T | How well arg you abip o concentralg? 1 2 3 4 5
B | How sale da you beed in your daily lilg? 1 2 3 4 5
9 | How healthy i pour physical environment? 1 2 3 4 5

Fage1of 3



Do | Have Anxiety?

Taking self-assessments like the Generalized Anxiety Disorder-7 (GAD-7) for generalized anxiety can
help you understand yourself better. They can also help you:

*  Quickly check for common symptoms of anxiety and depression
* Notice patterns and how they relate to your feelings
«  Be astarting point for talking with a doctor or therapist

These assessments are being used worldwide in routine clinical practice, every day to help people
understand their mental health. To get the most accurate results, complete the questionnaire in a
quiet, private space and use the same version each time to track changes consistently,

Not at Several More than | Nearly every
Over the last two weeks, how often have you been
bothered by the following problems? all days haif the days day
(0) (1) (2) (3)

Feeling nervous, anxious, or on edge

Not being able to stop or control worrying

Worrying too much about different things

Trouble relaxing

Being so restless that it’s hard to sit still
Becoming easily annoyed or irritable
Feeling afraid as if something awful might happen

Add the scores for each question (0-3) for a Total Score: 0-21
0-4: Minimal anxiety  5-9: Mild anxiety  10-14: Moderate anxiety  15-21: Severe anxiety

If your score is elevated or your symptoms are persistent or concerning, consider sharing your results with a
medical or mental health professional. A healthcare provider can help determine whether further evaluation or
treatment may be appropriate,

Important: Self-assessments do not provide a diagnosis. Only a qualified health professional can diagnose a
mental health condition and recommend treatment.

ADAA and Other Mental Health Resources:

ADAA GAD and other Anxiety Resources National Alllance on Mental lliiness (NAMI)
ADAA Find Your Therapis: Crisis Support (U.S.): Dial or text 988
ADAA Peer-1o-Peer Communities

The GAD-7 screeming tool was developed and valsdatod by leading experts in paychiatry and cdisscal psychology to provide a beief, relable measure of sty symptoos.
Spotrer, R L Kroonke, K, Willams, 1 B W, & Linee, B, (2006). The GAD-7. Archives of Internal Madicine, 166{10), 10921097, htpac//doloeg/ 10 1001/
archinte 16610 1092



PATIENT HEALTH QUESTIONNAIRE-9

(PHQ-9)
Over the last 2 wegks, how often have you been bothered More Nearty
by any of the following problems? Soveral thanhalf  every
(Use "o to indicale your answer) Not at all days the days day
1. Litthe interost or pleasure in doing things 0 1 2 3
2. Feeling down, doprossed, or hopeloss 0 1 2 3
3. Trouble falling or staying asleep, or sleeping oo much 0 1 2 3
4. Feeling tired or having ltle energy 0 1 2 3
5. Poor appelite or overeating 0 1 2 3

6. Feoling bad about yoursell — or that you are a failure or
have lot yourself or your family down

7. Trouble concentrating on things, such as reading the
NOWSPApOr or watching television

8. Moving or speaking so slowly that other people could have
noticed? Or the opposite — boing so fidgoty or restless 0 1 2 3
that you have been moving around a lot more than usual

9. Thoughts that you would be better off dead or of hurting
yourselfl in some way

Forormcecoomna __ 0+ + *
=Total Score:

If you checked off any problems, how difficult have these problems made it for you to do your
work, take care of things at home, or get along with other people?

Not difficult Somewhat Very Extremely
at all difficult difficult difficult
0 0 0 O

Developed by Drs. Robert L. Spitzer, Janet BW. Willams, Kurt Kroenke and colleagues, with an educational grant from
Plizer Inc, No pormission roquired 10 roproduce, transiate, display or distributo



