[image: ]		  SMART CARE CLIENT CASE #

pursuing alternative choices through knowledge (pack) 
cLIENT/Student permission & INFORMED CONSENT FORM
(print clearly in Blue or Black ink)
student information:  
Have you received an LPC-Intern Brochure [image: ]Yes or [image: ]  No, If not please ensure that you obtain one as soon as possible.
Please Circle All that applies:   BARWISE 	KIRBY	MCNEIL   RIDER	   KIRBY 	   WFHS	  HHS	DENVER
Other: _______________	Grade:_________
Name:  ____________________________________________ Social Security #____________________ 
Gender: ______Race: ____ DATE OF BIRTH: __________Home Address: _____________________City: WF 
State: TX   Zip: 76301 76302 76305 76306 76308 76309 76310 76311
Phone#    ______________________     
PARENT/GUARDIAN (ADULT RELATIVE) INFORMATION:
What is your relation to the student? Mom	  Dad    Guardian 	Grandparent 	Sibling
Other: ________________Name: 	_____________________________ Phone#                 
PLEASE READ CAREFULLY THE FOLLOWING:
By signing below, I give Helen Farabee Center representative(s) permission to gather data (information) through the use of assessments and surveys that will help determine the applicants needs for services. The services that are provided to each applicant are academic, behavioral and mental health and substance abuse services that are provided through individual and group counseling, life skill training, mentorship and psychoeducation and psychotherapy. 		
I give permission and or authorize Helen Farabee and United Way to take and or use photograph(s) or video footage of My Child/ Or Self for program support purposes. Yes [image: ]  No  [image: ]       
I give permission and or authorize Helen Farabee Centers to provide and or obtain information from the following agencies and its staff: Communities in Schools (CIS), Barwise, Kirby, McNeil, Rider, Wichita Falls High School, Hirschi High School, Denver Alternative Center and United Way. This information provided and or obtained will be used for healthcare and administrative use only.  HIPPA Guidelines and Confidentiality Rules will be honored.   Yes  [image: ] No  [image: ]  


[image: ]
Minors may sign only if the following applies: 
If you are under the age of 18, Texas State Law requires that we obtain permission from your parent or managing conservator/guardian in order to offer you counseling services/psychiatric treatment, unless any of the following circumstances apply (please check all that apply). 
According to Family Code 32.003, treatment by a licensed physician can occur if:
· I am on active duty in the armed forces OR 
· I am 16 years of age or older and reside apart from parents, conservator, or guardian AND I manage my own financial affairs (regardless of the source of income). 
Note: If you checked one of the 2 above items, we can offer you psychiatric treatment without parental/guardian consent. 
According to Family Code 32.004, consent for counseling can occur when: 
· I am thinking about suicide. 
· I have concerns about alcohol and/or drug addiction or dependency. 
· I have been sexually, physically, or emotionally abused. 
Note: If you checked one of the 3 above items, we can offer you counseling without parental/guardian consent. If none of the above situations apply and you are a minor between 16-18 years of age, Texas State Law requires you request outpatient mental health services from the administrator of the facility: 
In accordance with Health and Safety Code 572.001(a), I hereby voluntarily request outpatient mental health services from the administrator of this facility. 
Parental or Guardian Consent: 
If the above statement does not apply to you, then we will need parental/guardian consent before your counseling begins. Please obtain written permission from your parent or managing conservator/guardian for counseling services before an appointment is scheduled. Under Texas State Law, parents/guardian may still have access to your counseling/psychiatric record and/or could talk with your counselor/psychiatrist whether parental consent is necessary or not. A counselor/psychiatrist may contact a parent/guardian without consent, if deemed necessary.
__________________________________________		_________________
Client/Student Signature (Must be 18 years or older)			Date
______________________________________			_________________
Parent/Guardian or Legally Authorized Representative			Date



[image: ]
[image: ]
Please Read Thoroughly!
Informed Consent and Confidentiality Statement
Student Agreement
This is an agreement that serves to inform both student and parent/guardian of the language and concerns regarding student mentorship and or counseling as part of the Pursuing Alternative Choices through Knowledge Program (PACK) provided by the Helen Farabee Centers Substance Abuse Program. 
Confidentiality: Texas State ethical standards, state that counselors have a responsibility to protect information received through confidential counseling relationships with students. Confidentiality should not be abridged unless there is a clear and present danger to the student, other individuals, or both. 
Confidential Relationship: A relationship that has been established between student and counseling professional at an assigned academic institution. Additionally, if I see you outside the office I will not acknowledge you first. However, if you choose to greet me, I will be friendly but avoid any personal issues, and let you lead the conversation.
Limits of Confidentiality: The authorization and necessity of discussing and consulting the particulars of case with others to include parent/guardians legally. 
Confidentiality and Email: If you elect to communicate with me by email at some point in our work together, please be aware that email is not completely confidential. All emails are retained in the logs of an internet service provider. While under typical circumstances no one looks at these logs, they are, in theory, available to be read by the system administrator(s) of the internet service provider. Any email I receive from you, and any responses that I send to you, will be printed out and kept in your treatment record.
Limits of Confidentiality consist of discussion of Harm, Abuse or Neglect:
Harm: To self or others. This includes things like suicide attempt or plan, self-mutilation, eating disorders, violence or threats of violence, illegal behaviors and other detrimental activities that may be constituted as harm to self or others.
Abuse or Neglect: To self or others. This includes things like emotional, physical, sexual, verbal or other forms of abuse or neglect done to me; or I to others.   
The following are the few legal exceptions and or situations that may require me to break confidentiality: 
- If I have good reason to believe that you are an imminent danger to yourself or others 
- If you disclose that you or someone you know is committing abuse or neglect of a child, a dependent adult, or an elder 
- If I am court-ordered to release records as part of a legal proceeding 
- If I am consulting with another therapist or a supervisor (I do not share your name or identifying features) 
- If you brought a legal claim against me and I needed to defend myself in court 
I must take steps to ensure your safety up to and including contacting the police or the county crisis team. I would explore all other options with you before I took this step. If after that discussion you remained unwilling or unable to take steps to guarantee your safety, I would call the crisis team. 


[image: ]
Records Keeping: 
I keep electronic records of visits and sessions, noting your attendance, which interventions were used, and the topics we discussed. You have the right to a copy of your file at any time, unless I believe that this disclosure would cause you psychological harm. If this is the case, I will be happy to provide your records to an appropriate mental health professional of your choice. 
Because client records are professional documents, they can contain information that is confusing or upsetting when taken out of context. If you wish to review your records, it is best to review them with me so that we can discuss their content together. You have the right to request that I correct any errors in your file. I will always maintain your records in a secure location. 
HIPAA: You are protected under the provisions of the Federal Health Insurance Portability and Accountability Act (HIPAA). This law insures the confidentiality of all electronic transmission of information about you. Whenever I transmit information about you electronically, it will be done with special safeguards to insure confidentiality. 
Student: By signing this agreement, I understand that I am able to understand the process of mentoring and or counseling which includes the verbiage/language written herein and the counseling and or mentoring process regarding the purpose, plan, goals, termination and referral.  I understand that my counselor’s or mentors primary obligation for confidentiality is to the student and or client.
By signing this Consent Form, I am acknowledging that:
1. I have read this form and understand its contents, including the limits of confidentiality stated above.
2. The information I have provided is accurate.
3. I request and authorize academic, behavioral and mental health services from Helen Farabee Center’s PACK program and its affiliates for myself. Must be 18.
X_______________________________	________________________________      ____________________
Print Last Name, First (Student)		  Signature			 	     Date
Parent: By signing this agreement, I understand that I am able to understand the process of mentoring and or counseling which includes the verbiage/language written herein and the counseling process regarding the purpose, plan, goals, termination and referral as it pertains to my child, said student.  I understand the counselor’s or mentors primary obligation of confidentiality is to student; said child.
By signing this Consent Form, I am acknowledging that:
1. I have read this form and understand its contents, including the limits of confidentiality stated above.
2. The information I have provided is accurate.
3. I request and authorize academic, behavioral and mental health services from Helen Farabee Center’s PACK program and its affiliates for my child or ward.
X____________________________	_________________________	_____________________
Print Last Name, First (Parent/Guardian)		Signature		Date


[image: ]

PACK COORDINATOR ONLY:

__________________________	    	_______________________	         ____________________
Print Last Name, First 				Signature 			        Date
Supervised by Andrew Martin, MA, LPC-S

6 of 6
This form supersedes all form prior to August 2019, as of 9/10/2019
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