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Consent for Services 

Patient Name: DOB: 

Patient Home Address: 

City: State: Zip: 

Phone Number: 

 

Consent for Treatment 

___ I authorize The Healing Place Practitioners to provide medical and psychiatric assessments, 

medication management, and psychotherapy in collaboration with my treatment plan. The type of 

treatment will be decided upon during the initial assessment with the practitioner group. I fully 

understand that the purpose of these procedures will be explained to me by the practitioner and is 

subject to my verbal agreement. I understand that I may benefit from psychotherapy and I also 

understand that there is no guarantee that this will occur. I understand that the full benefit of the 

therapy sessions is dependent upon my consistent participation.  

 ___ I understand that there is a twenty-four-hour notice required for canceling or rescheduling 

appointments. If not given a 24-hour notice, a charge of $25 for missed appointments will be made 

(exceptions would be sudden sickness or death in family or another event which is sudden and could not 

have been foreseen.). The missed appointment charge must be paid before another appointment can be 

scheduled.   

___ I understand that telephone calls outside of scheduled appointments may be accepted. There is no 

charge for a phone call that lasts ten minutes or less. For telephone consultations that require more 

than ten minutes, our office charges $40 for 15-minute schedule blocks.   

 

LIMITS OF CONFIDENTIALITY/Consent for use and disclosure of Protected Health Information 

 

____ I understand that the law protects the privacy of all communications between a practitioner and 
practitioner. In most situations, the practitioner can only release information about your treatment to 
others if you sign a written authorization form that meets the legal requirements imposed by HIPPA. 
There are other situations that require only that you provide written, advance consent. Your signature 
on this form provides consent for those activities as follows: You will need to be aware that I employ 
administrative staff. In most cases, I need to share protected health information with these individuals 
for purposes of scheduling, billing, and quality assurance. All staff members have received training about 
protecting your privacy and have agreed not to release any information outside of the practice without 
the permission of a professional staff person and the client. 
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___ I understand that if a client threatens harm to him/herself, the practitioner may be obligated to 
seek hospitalization for him/her, or to contact family members or others who can provide protection. If 
you choose to contact our emergency line after hours, you will be contacted by the practitioner on call, 
which may or may not be me. While the practitioner on call will protect your privacy as a professional, 
your call will acknowledge to them you’re being a client of mine who is receiving services. 

 ____ I understand that there are some situations where the practitioner is permitted or required to 
disclose information without your consent or authorization. If you are involved in a court proceeding 
and a request is made for information concerning your diagnosis and treatment, such information is 
usually protected by the Practitioner-client privilege law. The Practitioner cannot provide any 
information without you (or your legal representative’s) written authorization or a court order. If you 
are involved or contemplating litigation, you should consult with your attorney to determine whether a 
court would be likely to order me to disclose information. While this written summary of exceptions to 
confidentiality should prove helpful in informing you about potential problems, it is important that we 
discuss any questions or concerns that you may have now or in the future. The laws governing 
confidentiality can be quite complex, and the Practitioner is not an attorney. In situations where specific 
advice is required, formal legal advice may be needed. Your signature below indicates that you have 
read the information in this document, understand it, and agree to the terms described. 

 

_________________________   _____________________ 

Client Signature    Date Signed 

_________________________   ______________________ 

Practitioner Signature    Date Signed 
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Patient Authorization for Release of Health Information 

Patient Name: DOB: 

Patient Home Address: 

City: State: Zip: 

Phone Number: 

 
In accordance with the Health Insurance Portability and Accountability Act of 1996 (HIPPA) The Healing 
Place will not release confidential health information, either in person or by telephone, email, or fax to 
any unauthorized people. When returning telephone calls, we will not leave a message on an answering 
machine unless we are authorized in writing to do so. Information will not be given to an unauthorized 
person who may answer your telephone. If you would like to authorize us to release medical 
information to someone other than yourself or to leave information on a recording device, please 
complete the following:  

I authorize the staff at The Healing Place to release confidential medical information pertaining to my 
care by the following methods and to the following people. I understand that it is my responsibility to 
notify The Healing Place if this authorization information changes.  

Is it ok to leave confidential medical information on your phone:  Yes      No       

(Optional) 

Authorization of any individuals to access your confidential medical information: Yes      No     

List Specific Names or Practice 
  

  
If you answered yes and listed contact information on the previous question, please select the following options 
you would prefer to disclose your confidential information. I authorize this information to be disclosed in the 
following ways:  

Print      Verbal      Fax   

Specific description of the protected health information that I authorize for disclosure:  

Entire Records      Notes      Treatment Plans     

I understand this authorization will atomically renew in 1 year unless otherwise specified on the following date: 
______________  

I have carefully read and understand the above, have had any questions explained to my satisfaction, and do 
herein expressly and voluntarily authorize disclosure of the above information about or medical records of my 
condition to those persons or agencies listed above.  

_________________________   _____________________  

Client Signature    Date Signed  

 

_________________________  _____________________  

Practitioner Signature   Date Signed 
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Telemedicine Health Informed Consent 

Patient Name: DOB: 

Patient Home Address: 

City: State: Zip: 

Phone Number: 

 

I, _____________________________________, hereby consent to participate in telemedicine health 
with, The Healing Place , as part of my treatment plan. I understand that telemedicine health is the 
practice of delivering clinical health care services via technology assisted media or other electronic 
means between a practitioner and a client who are located in two different locations. I understand the 
following with respect to telemedicine health:  

1. I understand that I have the right to withdraw consent at any time without affecting my right to 
future care, services, or program benefits to which I would otherwise be entitled. 
 

2. I understand that there are risks, benefits, and consequences associated with telemedicine 
health, including but not limited to, disruption of transmission by technology failures, 
interruption and/or breaches of confidentiality by unauthorized persons, and/or limited ability 
to respond to emergencies. 
 

3. I understand that there will be no recording of any of the online sessions by either party. All 
information disclosed within sessions and written records pertaining to those sessions are 
confidential and may not be disclosed to anyone without written authorization, except where 
the disclosure is permitted and/or required by law. 
 

4. I understand that the privacy laws that protect the confidentiality of my protected health 
information (PHI) also apply to telemedicine health unless an exception to confidentiality applies 
(i.e. mandatory reporting of child, elder, or vulnerable adult abuse; danger to self or others; I 
raise mental/emotional health as an issue in a legal proceeding). 
 

5. I understand that if I am having suicidal or homicidal thoughts, actively experiencing psychotic 
symptoms or experiencing a mental health crisis that cannot be resolved remotely, it may be 
determined that telemedicine health services are not appropriate and a higher level of care is 
required. 
 

6. I understand that during a telemedicine health session, we could encounter technical difficulties 
resulting in service interruptions. If this occurs, we will end and restart the session. If we are 
unable to connect at the time of our session, we may try to reconnect. If unable to reconnect we 
will re-schedule. 
 

_________________________   _____________________  

Client Signature    Date Signed  

 

_________________________   _____________________ 

Practitioner Signature    Date Signed 
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  Informed Consent for Research Purposes 

This consent may contain words that you do not understand.  Please ask the practitioner or the clinical staff to 

explain any words or information that you do not clearly understand. 

 

You are being asked to participate in a research study with The Healing Place. In addition to the medical 
and psychiatric assessments, medication management, psychotherapy and alternative therapies are 
being monitored for effectiveness. In an attempt to provide the best service to our patients, we will 
gather information and relevant data that may be used to help current and future participants and 
contribute to positive outcomes outside of the traditional services.  
 
You have the right to know what you will be asked to do so that you can decide whether or not to be in 
the study.  Your participation is voluntary.  You do not have to be in the study if you do not want to, and 
this will not affect your treatment.  You may refuse to be in the study, and nothing will happen.  If you 
do not want to continue to be in the study, you may stop at any time without penalty or loss of benefits 
to which you are otherwise entitled.  
 
You will be asked to provide input and feedback that highlight the use of additional treatments during 
your sessions with The Healing Place. Evidence based alternative therapies such as massage, yoga, 
mindfulness, meditation, music therapy, art therapy, aroma therapy and the effects of color on cognitive 
function will be assessed.  This study will begin once you begin services and conclude once services are 
completed. You can stop participating at any time without penalty. Your participation will benefit you, 
other current participants, and clients, as well as future clients to help structure programs that are 
effective forms of standard therapeutic treatment and alternative therapeutic treatments. The 
participation in the alternative treatments is voluntary. There are no significant foreseeable risks with 
these alternative therapies. This research is conducted and funded by The Healing Place.  

You also have the option of not participating in this study and will not be penalized for your decision. 

 

CONFIDENTIALITY 

Information produced by this study will be stored in the practitioners file and identified by a code 
number only.  The code key connecting your name to specific information about you will be kept in a 
separate, secure location.  Information contained in your records may not be given to anyone 
unaffiliated with the study in a form that could identify you without your written consent, except as 
required by law.   

In addition, if photographs, audio recordings or video recordings were taken during the study that could 
identify you, then you must give special written permission for their use.  In that case, you will be given 
the opportunity to view or listen, as applicable, to the photographs, audio recordings or video 
recordings before you give your permission for their use if you so request. 
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WHAT ARE MY RIGHTS AS A PARTICIPANT? 

 

Participation in this study is voluntary. You do not have to participate in this study.  You will also be 
informed of any new information discovered during the course of this study that might influence your 
health, welfare, or willingness to be in this study.  

A Data Safety and Monitoring Board, an independent group of experts, will be reviewing the data from 
this research throughout the study. We will tell you about the new information from this or other 
studies that may affect your health, welfare, or willingness to continue participation in this study. 

 

WHO DO I CONTACT IF I HAVE QUESTIONS, CONCERNS, OR COMPLAINTS? 

Please contact The Healing Place if you have questions about the research.  Additionally, you may ask 
questions, voice concerns or complaints to the clinical staff team. 

 

WHOM DO I CALL IF I HAVE QUESTIONS OR PROBLEMS? 

If you have any questions regarding your rights as a participant in this research and/or concerns about 
the study, or if you feel under any pressure to enroll or to continue to participate in this study, you may 
contact the any clinical staff at the healing place via phone: 305-906-9995 or email:  
thehealingplacepllc@gmail.com  . You may ask more questions about the study at any time.   

 

A copy of this Informed Consent form will be given to you before you participate in the research. 

I have read this consent form and my questions have been answered.  My signature below means that I 
do want to be in the study.  I know that I can remove myself from the study at any time without any 
problems. 

 

_________________________   _____________________  

Client Signature    Date Signed 

 

_________________________   ______________________  

 Practitioner Signature    Date Signed 
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