CLIENT INFORMATION –  Youth
Last Name_______________________   First Name _________________   Physician  _______________________   
Date of Birth ______________    Phone:     Home ____________   Work_____________  Cell ________________
Address  _________________________________     City/Town __________________  Postal Code____________
Names & Phone Numbers of Parents/Guardians   ____________________________________________________ 

______________________________________________________________________________________________

Email  ___________________________                     Appointment Notifications ?   Text  ______    Email _____
Referral Source:  _______________________________________________________________________________

I understand that my records are the property of the psychologist.

I understand that my psychologist will not disclose any information about me except in the following situations:
1. When a third-party payment (e.g., EAP, insurance company, etc.) necessitates such a disclosure.  I further understand that it is my responsibility to know the conditions of such disclosure.  
2. When my records or my psychologist are subpoenaed into court.

3. When I express intent to harm myself or someone else, or if there is indication of abuse against a minor.

I understand that fees are payable at the time of the session.  Fees will be charged for reports and for some telephone consultations.
I understand that I am responsible for paying a cancellation fee of the standard fee per session for any missed appointment or any appointment that is cancelled with less than 24 hours notice.

Signature of Parents or Guardian:

_________________________________________________

    Date ____________________________

_________________________________________________

    Date ____________________________
