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www.recoveryhappens.com  

 
PLEASE PRINT, COMPLETE AND BRING IN AT THE TIME OF YOUR FIRST APPOINTMENT 

Information on Services, Fees and Payments 
Clients are seen once or twice weekly on an appointment-only basis, at a mutually convenient time. All 
counseling sessions are 45 minutes in length. Payment Fees is $175 unless otherwise stated by your assigned 
clinician. 

 

Please note: All missed or canceled appointments will be billed at the usual rate without 48 hours confirmed 
notice. Due to this, we recommend that if your child cannot attend a session, then you come in their place to 
continue to work on and process your part in helping your child. 

 

Confidential messages can be left on your counselor’s voice mail 24 hours a day, seven days a week. They will 
make every effort to return your call at their earliest convenience. If your call has not been returned within a 
reasonable time, please call again. No call is deliberately ignored, but the occasional error may occur. 

 

When additional services are required, such as conferences with your physician or other treatment providers, 
meetings with school personnel, or court attendance, there will be a charge. The fee for returned checks is 
$25.00. 

 

Payments can be made by check or card in our office.  

 

Payment is expected at the time of or before each counseling session. For future appointments, please 
bring a check or send it in with your child at the beginning of the session so that time for our next client is not 
used waiting for a check to be written. 

Please make your check payable to: Recovery Happens Counseling Services 
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Payment Agreement 
I understand that payment for services is due at the time of each session. If I cannot make it to a 
scheduled appointment, I must provide a 48-hour notice of cancellation otherwise I will still have to 
pay for the missed session. I understand that it is not acceptable for me to have an outstanding 
balance. 

 

I take all financial responsibility for counseling sessions scheduled with my counselor at Recovery 
Happens Counseling Services. I take all financial responsibility for counseling sessions for myself and 
any family members. I agree to pay any portion of treatment that my insurance company fails to pay. 

 

 

Print Name: ___________________________________ 

 

Signature: ____________________________________ Date: ________________ 
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Client Information 
Today’s Date:___________ 

 

Your Name___________________________________________ Date of Birth__________________ 

Your Cell#______________________ Address:__________________________________________ 

Occupation:___________________________ E-mail:_____________________________________ 

 

Spouse___________________________________________ Date of Birth_____________________ 

Cell#___________________________ Address:__________________________________________ 

Occupation:___________________________ E-mail:_____________________________________ 

 

 

Your Physician:______________________________________________________________ 

Your Psychiatrist:_____________________________________________________________ 

 

Emergency Contact: ____________________Relationship:____________ Phone # ______________ 
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Please provide us with the name and contact information of the person who 
referred you to our program. 
 
Name of the person who referred you:___________________________ 
 
Who in your family was the info about our program given to?_________________ 
 
Do we have your permission to thank them?______________________ 
 
What is their contact info, ph#, address, 
email,:___________________________________ ___________________________ 
 
Thank you for the information. 
 

Monthly Newsletter 
 We recognize the need to be educated and kept up to date with current 

information related to individual, couples and family mental health and wellness. 
Please provide us with your email address and we will keep you updated. You 

can be removed from the newsletter at anytime with a click. 
 

(PLEASE PRINT CLEARLY) 
Email Address: _________________________________ 
Email Address: _________________________________ 
Email Address: _________________________________ 
Email Address: _________________________________ 

 
Also, if you goto our homepage and sign up for the newsletter you will get a free 

copy of the book: “How to Help Your Child Become Drug Free” 
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Consent to Treatment  
 Most people who participate in treatment benefit from it. Like most kinds of health care, this kind 
of treatment requires a very active effort on your part if you are going to get something out of it. In 
addition, there may be certain kinds of risks involved. For example, the therapy process can be 
challenging and sometimes may involve experiencing some uncomfortable feelings, or engaging in 
difficult interactions, or facing difficult aspects of your life. Nevertheless, most people find that the 
benefits outweigh any such risks. In fact, sometimes there can be more risks associated with not 
participating in therapy.  
 
 It is important that you participate in this treatment willingly. If you have any questions or 
concerns about this document, the services being provided to you, or about other treatment options, 
please feel free to discuss with your therapist.  
 

Acknowledgment  
 By signing your name in the space below, you are acknowledging that you have read and 
understood this document and that you voluntarily agree to participate in this treatment.  
 
 ______________________________________________________________________ 
 Client Signature          Date 
 
 ______________________________________________________________________ 
 Witness’ Signature         Date  
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Authorization to Consult 
I understand and authorize the staff at Recovery Happens Counseling Service to consult with each 
other for the sole purposes of evaluation, assessment, diagnostic, treatment planning, and continuity 
of care for myself and my family. Any case consultation with a clinician required outside of Recovery 
Happens Counseling Services will first require a separate authorization to release information form 
separate from this one. 

 

Client:_______________________________________________________ Date: _______________ 

 

 

Counselor:__________________________________________________ Date: ________________ 

 

Please keep a signed copy for your records too 
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COUNSELOR-CLIENT CONFIDENTIALITY, CLIENT SAFETY, AND CLIENT RECORDS 
The confidentiality of communications between a client and a counselor is important and, in general, 
is protected by law. Subject to legal exceptions, information given in therapy will not be shared with 
anyone without the client’s written permission. The following outlines some, but not all, of the 
circumstances when California or Federal law allows, or requires, a counselor to breach a client’s 
confidentiality. 
 
Safety: If a client communicates directly that they are a threat of physical harm to an identifiable 
person, we are required by law to warn the intended victim and notify the police. If a client is in such 
mental or emotional condition that he/she poses a danger to him/herself or others, or the property of 
another person, confidentiality may be breached to contact others to facilitate the client’s safety. It 
may be required to initiate psychiatric hospitalization of a client for up to 72 hours, even without 
client’s voluntary consent. A counselor has both a legal and ethical responsibility to take action to 
protect endangered individuals from harm when his or her professional judgment indicates that such 
a danger exists. If such a situation should arise, it is our policy to fully discuss these matters with a 
client before taking any action, unless, in our professional opinion, there is a good reason not to do 
so. If there is reasonable suspicion of child abuse or neglect, or abuse of a dependent, or elder adult 
(age 65 or older), it is required by law to file a report with the designated protective agencies. 
 
Privilege: In most legal proceedings, a client may assert the Counselor-Patient privilege to protect 
information about his or her treatment. However, certain legal activities or court actions, such as a 
client making his/her mental or emotional state an issue in a court proceeding, may limit a therapist’s 
ability to maintain confidentiality. A court may also order a therapist to disclose confidential client 
information. If you are involved in a legal proceeding, please speak with your attorney about the limits 
of confidentiality. 
 
Group: In the event that group therapy services are provided, the counselor or practice of 
professionals involved in conducting or co-conducting the group therapy cannot be held responsible 
for a breach of confidentiality on the part of group members. However, the therapist will uphold 
confidentiality and mandated reporting as above listed.  
 
Secrets Policy: When a client shares information outside of the presence of other persons 
participating in the therapy (such as a spouse or other family members), this information may be 
shared with other therapy participants. This is commonly referred to as a “no secrets policy”.  
 

Minors: Information shared by minors will generally not be shared with parents or others outside of 
the therapy unless circumstances meet the mandated or permissible reporting criteria described in 
this section, or if the minor child discloses information which suggests that they are engaging in 
serious, at risk behavior. However, family sessions may be used to create the space for the child to 
share their truth with their family. 
 
Insurance: Most insurance agreements require you to authorize your counselor to provide clinical 
information, for example, a diagnosis, a treatment plan or summary, or even a copy of the entire 
record. Once the insurance company has this information, the counselor has no control over what the 
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insurance company does with it. If you request that I provide information to your insurance company, I 
will ask you to sign an authorization for that purpose. If the use of a collection agency becomes 
necessary, I will furnish them with the required information to collect the fees due. 
 
Use of Technology: Communication platforms such as e-mail, texting, or other electronic methods 
may be used for scheduling sessions or discussing relevant information to therapeutic work. This will 
not be a form of therapy, but used for the above mentioned purposes. If mutual agreement for 
telehealth sessions are determined as a good fit, you will be asked to fill out a separate informed 
consent for telehealth services. Please know that there are associated risks involved in the use of 
technology. I cannot guarantee complete confidentiality when using these resources due to 
unexpected access by unauthorized persons, and technical failures could result in disrupted 
communication. Please discuss with me any forms of technological communication you would like to 
decline for any of the above reasons. 
 
Therapist/Treatment: Recovery Happens is committed to serving those impacted by drug and 
substance abuse, along with their family system, in order to bring sustainable change to those 
suffering. The clinicians working within Recovery Happens employ modalities such as Family 
Systems, Attachment Theory, 12-Step, and Cognitive Behavioral Therapy. Each clinician will have 
their own style and personality within these, and may be receiving attentive supervision while they 
obtain their licensing hours.   
 Your Therapist’s Name/Title:________________________________________ 
 Supervised by: Dr. Angela Chanter, PsyD #20014 Licensed Psychologist in California  
 
Records: This office maintains confidential client records for 7 years after the client is 18, or 7 years 
after termination of therapy if already 18 at initiation. After the 7-year post termination period, the 
client’s records will be destroyed so as to protect client confidentiality. 
 
Non-Competing Contract: Should your primary clinician ever move on to another job elsewhere, 
please understand that that clinician has signed a non- compete contract which prevents them from 
taking Recovery Happens Counseling Service’s clients with them. Recovery Happens Counseling 
Services will assist you with another clinician within the program as all of the clinicians are trained in 
the same model of treatment. 
 
HIPAA: Please review the following page for the following specifics to your rights about this 
authorization under the Health Insurance Portability and Accountability Act of 1996, as amended from 
time to time (“HIPPA”).  
 
Acknowledgement: Your signature below indicates that you have read and understood these 
policies, you have read and understood HIPAA and you have been offered a copy. Please sign and 
print your name and write today’s date on the line below. 
 
Client:_______________________________________________________ Date: _______________ 

 

Counselor:__________________________________________________ Date: ________________ 
Please keep a signed copy for your records too 
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HIPAA 
 

The following specifies your rights about this authorization under the Health Insurance Portability and 
Accountability Act of 1996, as amended from time to time (“HIPAA”). 
 

1.  Tell your mental health professional if you don’t understand this authorization, and they will 
explain it. 
 

2. You have the right to revoke or cancel this authorization at any time, except: (a) to the extent 
information has already been shared based on this authorization; or (b) this authorization was 
obtained as a condition of obtaining insurance coverage.  To revoke or cancel this 
authorization, you must submit your request in writing to your mental health professional and 
you’re your insurance company, if applicable.   

 
3. You may refuse to sign this authorization.  Your refusal to sign will not affect your ability to 

obtain treatment, make payment, or affect your eligibility for benefits.  If you refuse to sign this 
authorization, and you are in a research-related treatment program, or have authorized your 
provider to disclose information about you to a third party, your provider has the right to decide 
not to treat you or accept you as a client in their practice.   

 
4. Once the information about you leaves this office according to the terms of this authorization, 

this office has no control over how it will be used by the recipient.  You need to be aware that 
at that point your information may no longer be protected by HIPAA.   

 
5. If this office initiated this authorization, you must receive a copy of the signed authorization. 

 
6. Special instructions for completing this authorization for the use and disclosure of 

Psychotherapy Notes.  HIPAA provides special protections to certain medical records known 
as “Psychotherapy Notes.”  All Psychotherapy Notes recorded on any medium (i.e., paper 
electronic) by a mental health professional (such as a psychologist or psychiatrist_ must be 
kept by the author and filed separate from the rest of the client’s medical records to maintain a 
higher standard of protection.  “Psychotherapy Notes” are defined under HIPAA as notes 
recorded by a health care provider who is a mental health professional or a group, joint, or 
family counseling session and that are separate from the rest of the following: (a) medication 
prescription and monitoring, (b) counseling session start and stop times, (c) the modalities and 
frequencies of treatment furnished, (d) the results of clinical tests and (e) any summary of: 
diagnosis, functional status, the treatment plan, symptoms, prognosis, and progress to date.   
In order for a medical provider to release “Psychotherapy Notes” to a third party, the client who 
is the subject of the Psychotherapy Notes must sign this authorization to specifically allow for 
the release of Psychotherapy Notes.  Such authorization must be separate from an 
authorization to release other medical records.  
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Phone: (916) 276-0626, Fax: (916) 241-9836 

Fair Oaks Location: Old Winding Way, Suite #300, Fair Oaks CA 95628 
Davis Location: 204 F Street, Suite E, Davis, CA 95616 

Roseville Location: 3017 Douglas Blvd, Suite #300, Roseville CA 95661 
Walnut Creek Location: 2121 North California Blvd. #290, Walnut Creek CA 94596 

Authorization to Release/Receive Information 
Client Name:__________________________ Date of Birth:_________________ PH#___________________ 

Address:_________________________________________________________________________________ 

 

I authorize the exchange of information between: 

My counselor at Recovery Happens Counseling Services: 

(Name, Ph#, Fax#)_________________________________________________________________________ 

and 

(Name, Ph#, Fax#)_________________________________________________________________________ 

 

Duration: The authorization is effective immediately and shall remain in effect for one year from the 
authorization date unless otherwise specified:__________________ 

Information to Be Exchanged:  

( ) Mutual exchange of information relevant to assessment, diagnosis and treatment. 

( ) Evaluation or Progress Letter 

( ) Treatment Summary 

( ) Other: ____________________________________________________________________ 

 

I have had explained to me and fully understand this request/authorization to release records and information, 
including the nature of the records, their contents, and the consequences and implications of their release. This 
request is entirely voluntary on my part. I understand that I may take back this consent at any time, except to 
the extent that action based on this consent has already been taken. This consent will expire automatically 
after one year from the date on which it is signed, or upon fulfillment of the purposes stated above. I 
acknowledge that I have been offered a copy and may either accept or refuse. 

Authorizing Signatures: 

Client:___________________________________________________ Date:_________________________ 

 

Treatment Provider:________________________________________Date:__________________________ 
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Informed Consent for Telehealth Services 

This is an optional form of treatment to be used as needed. If you would like this treatment option, please sign. 

Telehealth allows my therapist (Name:___________________ License Title/#__________________) to 
diagnose, consult, treat and educate using interactive audio, video or data communication regarding treatment. 
I hereby consent to participating in psychotherapy via telephone or the internet.  
I understand that my therapist is under supervision by:_______________________ License #:____________: 
 
Client Name: ______________________________________ Date: _______________________ 
 
I understand I have the following rights under this agreement: I have a right to confidentiality with Telehealth 
under the same laws that protect the confidentiality of my medical information for in-person psychotherapy. 
Any information disclosed by me during the course of my therapy, therefore, is generally confidential. I 
understand that the fee will be $175, or the same as your individual, face to face session.  
 
All information discussed within sessions is confidential, except when required by law or if required by your 
health insurance if you are asking them to help pay for my services.  Disclosure may be legally required when: 
1) there is a reasonable suspicion of child or elder abuse, 2) there is reasonable suspicion that a client 
presents an imminent danger of violence to others, or 3) a client is likely to harm him/herself unless protective 
measures are taken. If my client is an adolescent, I let the confidentiality rest between the adolescent and 
myself, except for mandated reporting. 
 
I understand that while psychotherapeutic treatment has been found to be effective in treating a wide range of 
mental disorders, there is no guarantee that all treatment of all clients will be effective. Thus, I understand that 
while I may benefit from Telehealth, results cannot be guaranteed or assured. At the initiation of service, I 
acknowledge that I will be asked my full name and address of present location in case of emergency.  
 
I further understand that there are risks unique and specific to Telehealth, including but not limited to, the 
possibility that therapy sessions could be altered by technical failures or could be accessed by unauthorized 
persons. In addition, I understand that Telehealth treatment is different from in-person therapy and that if my 
therapist believes I would be better served by another form of psychotherapeutic services, such as in-person 
treatment or crisis management, I will be locally referred in my geographic area as my therapist may not be 
local at the time of service.  
 
I have read and understand the information provided above. I have the right to discuss any of this information 
with my therapist and to have any questions I may have regarding my treatment answered to my satisfaction. I 
understand that I can withdraw my consent to Telehealth communications by providing written notification. My 
signature below indicates that I have read this Agreement and agree to its terms. 
 
Client Signature:________________________________________   Date:____________ 

Parent/Guardian Signature:________________________________  Date:____________  
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Client History 
Counseling History 
What do you want to resolve with counseling?  

_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________ 
 

Prior to coming to our program, what actions were undertaken to address the issue?  

_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________ 
 

At this time, what problems do you directly attribute to the issues that bring you to treatment?  

_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________ 
 

Which therapists or programs have you worked with in the past? 

_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________ 

 

Additional Information 

_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________ 
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Your Medical History 
 
Doctor’s name:_________________________________________________________ 

History of health issues and hospitalizations: 

________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________ 

________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________ 

 

List any medications or supplements you are taking: 

________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________ 

 

What other information would be helpful for our team: 

_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________ 

_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________ 

_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________ 
 
  



www.recoveryhappens.com        Revised 7.24.2018 
 

14 

 

 

Family History 
List who currently or in the past who in your family has had a problem with alcohol, other drugs or 
process addictions, i.e., eating disorders, sex, gambling, workaholic, etc: 

_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________ 
 

List who in your family are in recovery: 

_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________ 
 

List who in your family has had a history of mental health issues, i.e., depression, anxiety, personality 
disorders, schizophrenia, bipolar, etc: 

_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________ 

_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________ 
 

Any other information you think might helpful: 

_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________ 

_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________ 
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Check the box below regarding your observations of yourself. “Current” represents in the 
past 90 days, Past is 90 days ago or longer.  

 


