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CLIENT INFORMATION AND CONSENT 

 
I WELCOME YOU!  

It is my desire to insure that your participation in counseling is a most productive and satisfying one. In 
order to facilitate a therapeutic relationship, I have set forth certain information, which will enable you 
to make an informed consent to counseling.  If, after reading the following information, you have any 
questions please feel free to ask. 
 
Therapist 
My name is Jeannie Barnes, MA, LPC and I am a Licensed Professional Counselor engaged in providing 
mental health care services to clients directly for Foundations Counseling, PLLC.  
 
Mental Health Services 
While it may not be easy to seek help from a mental health professional, it is hoped that through therapy you 
will change in the following ways: 1) gain greater insight into your situation and feelings, 2) develop expanded 
conceptualizations of your life, relationships, circumstances, and future, 3) move toward resolving your 
concerns and, 4) forge a life plan that promotes greater realization of your human potential, happiness, and 
success.  
 
As your therapist, using my knowledge of human development and behavior, human change process, and 
cognitive-behavioral therapy, I will make observations about situations as well as suggestions for new ways to 
approach them. It will be important for you to explore your own feelings and thoughts and to try new 
approaches in order for change to occur. You may bring other family members to a therapy session if you feel it 
would be helpful or if recommended by your therapist 
 
Appointments 
Appointments are made by calling (817) 873-5029 or (469) 200-0497 to schedule an appointment through the 
front desk or email jeannie@foundationscounselingpllc.com  Please call to cancel or reschedule at least 24 
hours in advance, or you will be charged $50 for the missed appointment. Third-party payments will not usually 
cover or reimburse for missed appointments. If you experience a life threatening emergency please go to your 
nearest ER or call 911. 
 
Number of Visits 
The number of sessions depends on many factors and will be assessed and discussed with you by the therapist. 
 
Length of Visits 
Therapy sessions are typically 40-50 minutes but may take longer for testing assessment.   
 



Relationship 
Your relationship with the therapist is a professional and therapeutic relationship. In order to preserve this 
relationship and abide by the ethical standards of the Texas State Board of Examiners of Professional 
Counselors (§ 681.32 Texas Administrative Code, Chapter 681), it is imperative that the therapist refrain from 
any other type of relationship with you. Personal and/or business relationships undermine the effectiveness of 
the therapeutic relationship.  Gifts, bartering, and trading services are not appropriate and should not be shared 
between you and the therapist. 
 

Cancellations 
Cancellations must be received at least 24 hours before your scheduled appointment; otherwise you will be 
charged $50 for the missed appointment. You are responsible for calling to cancel or reschedule your 
appointment. 
 
Payment for Services 

The charge for your sessions is $90.00/hr. unless other arrangements have been made with the therapist or 
sliding scale fee applies.  Payment is expected at the time services are rendered. I accept personal checks, cash 
and major credit cards. If payment becomes a hardship for you, please discuss this with me so we can arrange a 
suitable payment plan. If I am listed as a provider for your insurance plan, I will collect your co-pay and file 
your insurance for you. For out of network plans, you will be provided a receipt so that you can file for 
insurance reimbursement. Insurance benefits usually cover only “medically necessary” treatment, requiring a 
mental health diagnosis. Any diagnosis made will become part of your permanent insurance records and 
may have implications concerning future applications for life insurance, long-term care insurance, or 
future health coverage in the event of a change in health care plans. If you have concerns regarding your 
diagnosis, please discuss these with me. Within contract guidelines, the undersigned therapist will look to 
you for full payment of your account, and you will be responsible for payments of all charges including 
NSF Bank charges. Although it is the goal of the undersigned therapist to protect the confidentiality of your 
records, there may be times when disclosure of your records or testimony will be compelled by law. 
Confidentiality and exceptions to confidentiality are discussed below. In the event disclosure of your records or 
testimony is required by law, payment will be expected from you, regardless of whose attorney subpoenas 
my involvement. Patient records will not be released without written consent, unless court ordered to do so. 
Please note: a subpoena does not constitute a court order. For legal proceedings that require my response, I 
bill $200.00 per hour (includes time spent responding to subpoenas, depositions, time spent waiting to testify, 
driving time to the court, etc.). 
 

Confidentiality 
Discussions between a therapist and a client are confidential. No information will be released without the 
client’s written consent unless mandated by law. Possible exceptions to confidentiality include but are not 
limited to the following situations: (1) abuse or neglect of minors; abuse, neglect, or exploitation of the elderly; 
abuse of patients in mental health facilities (§681.33 TAC, Ch.681); (2) criminal prosecutions (§611.004 Texas 
Health & Safety Code, Ch. 611); (3) child custody cases (§ 611.006 Texas Health & Safety Code, Ch. 611); (4) 
situations where the therapist has a duty to disclose, or where, in the therapist’s judgment, it is necessary to 
warn or disclose (§ 611.004 Texas Health & Safety Code, Ch. 611); (5) fee disputes between the therapist and 
the client (§611.006 Texas Health & Safety Code, Ch. 611); or  (6) the filing of a complaint with the licensing 
board (§611.006 Texas Health & Safety Code, Ch. 611). If you have any questions regarding confidentiality, 
you should bring them to the attention of the therapist when you and the therapist discuss this matter further.  In 
addition to the above mentioned exceptions to confidentiality.   
 



By signing this information and consent form, you are giving your consent to the undersigned therapist Jeannie 
Barnes, MA LPC to share confidential information with all persons mandated by law and with the agency that 
referred you, you are agreeing to be responsible for providing payment for services rendered, you are releasing 
and holding harmless the undersigned therapist from any departure from your right of confidentiality that may 
result. 
 
Duty to Warn 
In the event that the undersigned therapist reasonably believes that I am a danger, physically or emotionally to 
myself or another person, I specifically consent for the therapist to warn the person in danger and/or to contact 
the following persons, in addition to medical and law enforcement personnel. Please indicate someone other 
than yourself: 
 
____________________________________________________________________________ 
Emergency Contact Name                 Relationship     Telephone # 
 
 
 
I consent for the undersigned therapist to communicate with me by mail and by phone at the following 
addresses and phone numbers, and I will IMMEDIATELY advise the therapist in the event of any change: 
 
____________________________________________________________________________ 
Address      Telephone # 
 
Risks of Therapy 
Therapy is the Greek word for change. You may learn things about yourself that you do not like. Often, growth 
cannot occur until you experience and confront issues that induce you to feel sadness, sorrow, anxiety, or pain. 
The success of our work together depends on the quality of the efforts on both our parts, and the realization that 
you are responsible for lifestyle choices/changes that may result from therapy. Specifically, one risk of couple’s 
therapy is the possibility of exercising the dissolution option. 
 
After-Hours Emergencies 
Your therapist is not on call but may be able to be reached for emergencies by calling (469) 200-0497.  If it is a 
life-threatening emergency go to the ER or call 911. Emergencies are urgent issues requiring immediate action. 
 
Therapist’s Incapacity or Death 

I acknowledge that, in the event the undersigned therapist become incapacitated or dies, it will become 
necessary for another therapist to take possession of my file and records. By signing this information and 
consent form, I give my consent to allowing a licensed mental health professional selected by the undersigned 
therapist to take possession of my file and records and provide me with copies upon request or to deliver them 
to a therapist of my choice. 
 
 
 
 



Consent to Treatment 
I voluntary agree to receive Mental Health assessments, care, treatment or services, and authorize the 
undersigned therapist to provide such care, treatment or services, as are considered necessary and advisable. 
 
I understand and agree that I will participate in the planning of my care, treatment or services, and that I may 
stop such care, treatment or services that I receive through the undersigned therapist at any time. 
By signing this Client Information and Consent form, I the undersigned client, acknowledge that I have 
both read and understand all the terms and information contained herein. Ample initial opportunity has 
been offered to me to ask questions and seek clarification of anything unclear to me. 
 
 
_______________________________________________________________ _____________________________________________________________ 

Client Name (Printed)      Cellular Number  
 
________________________________________  
Client Driver’s License # 
 
__________________________________________ _________________________________________ 
Client Signature      Date 
 
 

 
 
As witnessed by: 
 
__________________________________________ ________________________________________ 
Jeannie Barnes, MA, LPC     Date 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Insurance 
Insurance is considered a method of reimbursing the patient for fees paid to the doctor and is not a substitute for 
payment.  Some companies pay fixed allowances for certain procedures, and others pay a percentage of the 
charge.  It is YOUR responsibility to pay any deductible amount, co-insurance, co-pay or any other balance not 
paid by your insurance company. This includes late cancellation fees (less than 24 hours notice) of $50.00 and 
No Show fees of $50.00 per occurrence. In order to control your cost of billings, we request that charges not 
covered by insurance or out of pocket expense for office visits be paid at the time services are rendered.  To the 
extent necessary to determine liability for payment and to obtain reimbursement, I authorize disclosure of 
portions of the patient's record. I hereby assign all medical and/or psychological benefits that are rendered by 
my provider at Foundations Counseling, PLLC, including major medical benefits to which I am entitled, 
including MediCare, private insurance, and other health plans to Foundations Counseling, PLLC and its 
representatives. If this account is assigned to an attorney for collection and/or suit, I agree to pay your court cost 
and your attorney's fees.  I agree that my unpaid account will accrue interest at a rate of 1 1/2% per month or 
18% per year. This assignment will remain in effect until revoked by me in writing.  A photocopy of this 
assignment is to be considered as valid and as an original.  I understand that I am financially responsible for all 
charges whether or not paid by said insurance, including charges resulting from my failure to obtain 
preauthorization as may be required by my insurance carrier. 
 
 
 
__________________________________________ 
Client Name (Printed) 
 
__________________________________________ 
Responsible Party Name (Printed)     
 
___________________________________________   ____________________________________ 
Responsible Party Signature      Date 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



Foundations Counseling, PLLC 
Jeannie Barnes, MA, LPC 

 
No-Show and Cancellation Agreement 

 
In an effort to provide excellent client services to all of my patients, and to provide the best possible 
therapeutic environment, it is my policy to require a fee for no-show appointments and cancellations 
made less than 24 hours in advance of the scheduled appointment.   
 
A fee of $50.00 for missed appointments will be charged to the following credit card: 
 

_____ Visa  ____Mastercard _____Discover _____ American Express 
 
 
Credit Card # _____________________________________ 
 
Name as it appears on card: (please print)  __________________________________________________ 
 
Expiration Date:   ______/______ 
 
3 digit security Code on back of card: _________               Billing Zip Code___________________ 
 
 
I, ________________________, understand and agree that if I do not show up for my scheduled 
appointment or if I cancel my scheduled appointment with less than 24 hours notice, the above named 
credit card will be charged for the balance of the appointment. 
 
 
Signature: ____________________________________________ Date: _________________________ 
 
Printed Name: ______________________________________________________________________ 
 
Address: ___________________________________________________________________________ 
 
City/State/Zip: ______________________________________________________________________ 
 
Daytime Phone: _____________________________________________________________________ 
 
 

 
 
 



Jeannie Barnes, MA, LPC 
Foundations Counseling, PLLC 

1452 Hughes Rd. Suite 200 
Grapevine, TX 76051 

(817) 873-5029; (469) 200-0497 phone 
(817) 873-5001 fax 

www.foundationscounselingpllc.com 
jeannie@foundationscounseling.com 

 
NOTICE OF PRIVACY PRACTICES 

 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 

DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW THIS 
NOTICE CAREFULLY. 

 
Your health record contains personal information about you and your health.  This information, which may identify you and relates to 
your past, present or future physical or mental health of condition and related health care services is referred to as Protected Health 
Information (“PHI”).  This Notice of Privacy Practices describes how we may use and disclose your PHI in accordance with 
applicable law.  It also describes your rights regarding how you may gain access to and control your PHI.   
 
We are required by law to maintain the privacy of PHI and to provide you with a notice of our legal duties and privacy practices with 
respect to PHI.  We are required to abide by the terms of this Notice of Privacy Practices.  We reserve the right to change the terms of 
our Notice of Privacy Practices at any time.  Any new Notice of Privacy Practices will be effective for all PHI that we maintain at that 
time.  We will provide you with a copy of the revised Notice of Privacy Practices by posting a copy on our website, sending a copy to 
you in the mail upon request, or providing one to you at your next appointment.   
 
HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU: 
 
For Treatment: Your PHI may be used and disclosed by those who are involved in  your care for the purpose of providing, 
coordinating, or managing your health care treatment and related services.  This includes consultation with clinical supervisors or 
other treatment team members.  We may disclose PHI to any other consultant only with your authorization.  
 
For Payment: We may use or disclose PHI so that we can receive payment for the treatment services provided to you.  This will only 
be done with your authorization.  Examples of payment- related activities are: making a determination of eligibility or coverage for 
insurance benefits, processing claims with you insurance company, reviewing services provided to you to determine medical 
necessity, or undertaking utilization review activities.  If it becomes necessary to use collection processes due to lack of payment for 
services, we will only disclose the minimum amount of PHI necessary for purposes of collection.   
 
For Health Care Operations: We may use or disclose, as needed, your PHI in order to support our business activities including, but 
not limited to, quality assessment activities, employee review activities, reminding you of appointments, to provide information about 
treatment alternatives, or health related benefits and services, licensing, and conducting or arranging for other business activities.  For 
example, we may share your PHI with third parties that perform various business activities (e.g., billing or typing services) provided 
we have a written contract with the business that requires it to safeguard the privacy of your PHI.  For training or teaching purposes 
PHI will be disclosed only with your authorization.  
 
Required by Law: Under the law, we must make disclosures of your PHI to you upon your request.  In addition, we must make 
disclosures to the Secretary of the Department of Health and Human Services for the purpose of investigating or determining 
compliance with the requirements of the Privacy Rule.  
 
 
 
 



Following is a list of the categories of uses and disclosures permitted by HIPAA without an authorization 
Abuse and Neglect   Judicial and Administrative Proceedings 
Emergencies    Law Enforcement 
National Security   Public Safety (Duty to Warn) 
 

Without Authorization: Applicable law and ethical standards permit us to disclose information about you without your authorization 
only in a limited number of other situations.  The types of uses and disclosures that may be made without your authorization are those 
that are: 
 

• Required by law, such as the mandatory reporting of child abuse or neglect or mandatory government agency audits or 
investigations (such as the social work licensing board or health department) 

• Require by court or law 
• Necessary to prevent or lessen a serious and imminent threat to the health and safety of a person or the public.  If the 

information is disclosed to prevent or lessen a serious threat, it will be disclosed to a person or persons reasonably able to 
prevent or lessen the threat, including the target of the threat.   

 
Verbal Permission: We may use or disclose your information to family members that are directly involved in your treatment with 
you verbal permission. 
 
With Authorization: Uses and discloses not specifically permitted by applicable law will be made only with your written 
authorization, which may be revoked at any time.  
 
YOUR RIGHTS REGARDING YOUR PHI 
 

• Right of Access to Inspect and Copy: You have the right, which may be restricted only in exceptional circumstances, to 
inspect and copy PHI that may be used to make decisions about your care.  Your right to inspect and copy PHI will be 
restricted only in those situations where there is compelling evidence that access would cause serious harm to you.  We may 
charge a reasonable, cost-based fee for copies. 

• Right to Amend: If you feel that the PHI we have about you is incorrect or incomplete, you may ask us to amend the 
information, although we are not required to agree to the amendment.  

• Right to an Accounting of Disclosures: You have the right to request an accounting of certain disclosures that we make of 
your PHI.  We may charge you a reasonable fee is your request more than one accounting in any 12-month period.  

• Right to Request Restrictions: you have the right to request a restriction or limitation of the use or disclosure of your PHI 
for treatment, payment, or health care operations.  We are not required to agree to your request. 

• Right to Request Confidential Communication: You have the right to request that we communicate with you about 
medical matters in a certain way or at a certain location. 

• Right to a Copy of this Notice: You have the right to a copy of this notice.  
 
COMPLAINTS 
If you believe we have violated your privacy rights, you have the right to file a complaint in writing with Jeannie Barnes LPC, at 
jeannie@foundationscounselingpllc.com or with the Texas State Board of Examiners of Professional Counselors at the mailing 
address of 1100 West 49th Street, Austin, Texas, 78756-3183 or call (512) 834-6658.  We will not retaliate against you for filing a 
complaint. 

 
 

Please sign below to indicate that you have received a copy of our privacy practices. 
 
___________________________________________ 
Name (Printed) 
 
 
___________________________________________ _________________________________________ 
Signature       Date 



FEE	  POLICY	   

As	  a	  service	  to	  you,	  our	  office	  will	  verify	  your	  coverage	  including	  your	  deductible	  and	  co-‐payment,	  as	  well	  as	  out-‐of-‐network	  
benefits	  if	  we	  are	  not	  a	  provider	  with	  your	  insurance	  company	  or	  third	  party	  carrier	  of	  your	  benefits.	  We	  will	  also	  file	  your	  
insurance	  claims	  unless	  you	  tell	  us	  otherwise.	  We	  request	  that	  you	  also	  confirm	  these	  provisions	  with	  you	  insurance	  company.	  
Your	  insurance	  policy	  is	  a	  contract	  between	  you	  and	  the	  insurance	  company.	  Occasionally,	  insurance	  companies	  misinform	  
our	  office	  about	  patient	  benefits	  and	  we	  do	  our	  best	  to	  acquire	  correct	  information	  as	  soon	  as	  possible.	  All	  insurance	  benefits	  
will	  be	  assigned	  to	  Jeannie	  Barnes,	  LPC.	  This	  assignment	  will	  remain	  in	  effect	  until	  revoked	  by	  client	  in	  writing.	  Although	  it	  is	  
possible	  that	  mental	  health	  coverage	  deductible	  may	  have	  been	  met	  elsewhere,	  this	  amount	  will	  be	  collected	  until	  the	  
insurance	  company	  verifies	  the	  deductible	  payment.	  Clients	  are	  responsible	  for	  payment	  at	  the	  time	  of	  services.	  We	  prefer	  
cash	  or	  personal	  checks,	  and	  MasterCard	  and	  Visa	  are	  accepted	  as	  a	  courtesy.	  If	  we	  have	  not	  received	  verification	  of	  
benefits	  from	  you	  insurance	  company	  at	  the	  time	  of	  your	  first	  appointment,	  the	  full	  fee	  will	  be	  charged.	  If	  you	  have	  
overpaid,	  you	  will	  be	  reimbursed.	   

I	  understand	  that	  I	  am	  financially	  responsible	  to	  Jeannie	  Barnes,	  LPC	  for	  the	  charges	  incurred	  by	  me	  and/or	  my	  dependents.	  
My	  signature	  below	  acknowledges	  my	  total	  responsibility	  in	  paying	  for	  any	  fees	  not	  covered	  by	  my	  insurance	  company.	   

Signed:	  _____________________________________________________________________________	  Date:	  _______________________	   

	  

OFFICE	  FEES	  &	  SLIDING	  SCALE	  	  

$0 – $24,000 $50 hourly 
$25,000 - $50,000 $80 hourly 

$51,000 - $100,000 $100	   hourly 
$100,000 $125 hourly 

Evaluation/Consultation $120/$50      1 -2 hour 
Subpoenas/Legal proceedings $200  hourly 

No	  show/Late	  Cancellation…………$50	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Returned	  Check/NSF…………….$40	  

	  

SERVICES	  

Evaluation………………………………….………………....……….60+	  min	  

Initial	  Consultation	  ……………………………….……………….50	  min	  

Individual	  Therapy…………………………………………………50	  min	  

Couples	  Therapy………………………….……..…………….…….60	  min	  

Family	  Therapy	  ……………………………….………….………….60	  min	  

	  

	  

Foundations	  Counseling,	  PLLC	   



 
 
 


