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Signature Page 

Client Name DOB 

Notice of Privacy Practices 

I hereby acknowledge that I have read and understand the Grace Psychological Services, LLC Notice of 
Privacy Practices. I understand that if I have any questions regarding the Notice or my privacy rights, I can 
contact my mental health provider at Grace Psychological Services, LLC. I am aware that I may request a 
copy of the Notice. 

Handwritten or Typed Signature of Client Date 

Handwritten or Typed Signature of Parent, Guardian, or Responsible Party Date 

Statement of Fees and Policies 
I have read and understand the Fees Agreement Form provided by Grace Psychological Services, LLC, 
including details on fees, payment responsibilities, insurance billing (if applicable), superbills for out-of-
network reimbursement, cancellation policies, and other related terms. I hereby acknowledge that I am 
personally responsible for all fees charged for services rendered and agree to abide by the policies 
outlined therein. I understand that I must give 24-hour notice of cancellation to avoid being charged for 
failing to attend an appointment I have made. 

Handwritten or Typed Signature of Client Date 

Handwritten or Typed Signature of Parent, Guardian, or Responsible Party Date 

Consent to Treat 
I consent to receive mental health services, including therapy and/or medication management, from 
Grace Psychological Services, LLC. I understand that treatment involves risks and benefits, which will be 
discussed with my provider. I have had the opportunity to ask questions and agree to enter a professional 
relationship with a licensed mental health provider. I understand that I can terminate this consent for 
treatment at any time. I also understand the limits to confidentiality, the cancellation policy, emergency 
access, and matters related to private pay billing, the provision of a superbill upon request for out-of-
network reimbursement, and any applicable special fees. 

Handwritten or Typed Signature of Client Date 

Handwritten or Typed Signature of Parent, Guardian, or Responsible Party Date 
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Signature Page - Continued

Client Name DOB 

Authorization for Electronic Communication 
I hereby acknowledge that I have read and understand the Authorization for Electronic Communication. I 
authorize Grace Psychological Services, LLC to communicate with me regarding my treatment via 
electronic means and to transmit my protected health information electronically as described therein. I 
understand the risks involved in electronic transmission, that my treatment does not depend on this 
consent, and that I may revoke or amend this authorization in writing at any time. 

Handwritten or Typed Signature of Client Date 

Handwritten or Typed Signature of Parent, Guardian, or Responsible Party Date 

Telehealth Consent 

I have read and understand the information provided in the Telehealth Consent Form regarding telehealth 
services. I hereby give informed consent to the use of telehealth for my treatment. I understand the risks 
and benefits involved, that results cannot be guaranteed, and that I may discontinue telehealth services 
if needed. My signature below indicates my agreement to the terms and conditions in this consent. 

Handwritten or Typed Signature of Client Date 

Handwritten or Typed Signature of Parent, Guardian, or Responsible Party Date 
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Client Information 
Full Name: 

DOB: Age: Gender:  Male          Female 

Address: Street: 

Apt. Number: City: Country: 

State: Zip: Phone Home: 

Phone Work: Cell: 

Email Address: 

Parent/Guardian/Responsible Individual Information 
If client is a minor, please provide information for parents(s) or guardian(s). 

Full Name: 

DOB: Relationship: Gender:   Male          Female 

Age: Phone Home: Phone Work: 

Cell: Parent Email Address: 

Emergency Contact Information 
Full Name: 

Phone Home: Phone Work: Cell: 

Full Name: 

Phone Home: Phone Work: Cell: 

Previous Contact with Mental Health Professional? 

DATES 
(TO/ FROM) 

TYPE (INDIV., GROUP, 
COUPLE, FAMILY 

ISSUES 
ADDRESSED 

THERAPIST’S 
NAME 

WHAT WERE THE 
RESULTS? 

What mental health services are you seeking?

• Psychiatry/Medication Management

• Therapy/Counseling

Yes No



GRACE PSYCHOLOGICAL SERVICES, LLC 

4 4 

Adult Personal Information Form 
Ethnicity: 

African-American Asian Bi-racial 

Caucasian Hispanic Native American 

Other:  

Which accurately describes your household? (check all that apply): 

Single/Never Married Divorced Widowed 

Cohabitating Married Living with grandparent 

Living with Guardian/Foster Home Two-parent Single-parent 

Other:  

If Married, Name of the Spouse:  Age: Date of Marriage: 

Previous Marriages Dates of Marriages 

Parents'/Step-Parents' Names Age Relationship Personality Traits 

Siblings'/Step-siblings' Names Age Relationship Personality Traits 

Children's/Step-Children's Names Age Relationship Personality Traits 

List any additional individuals who live in your household: (grandparent, exchange student, etc.) 
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Spiritual Information 
Church membership or faith community affiliation: 

Frequency of attendance in worship: 

None Rarely Occasionally Frequently 

Role of faith in your life: 

None Minor role Important Very important 

Would you like us to involve your faith or spiritual beliefs in addressing your goals or challenges during 
appointments? 

Yes, fully integrate  Yes, in specific ways 

Please specify:  

No, keep separate  Unsure 

If believing, how do you currently experience God: (Check all that apply) 

Disappointed Punishing 

Loving 

Merciful 

Nurturing 

Present 

Gracious 

Disconnected 

Distant 

Fair 

Forgiving 

Good

Other: 

Providing 

Absent

Wise 

Rejecting 

Silent 

Uncaring 

Unchanging 

Unloving 

Angry 

Available 

Comforting 

Creative 

Destructive 

Vengeful  

Medical History 
Name of Primary Care Physician: Phone: 

Name of Psychiatrist: Phone: 

Have you experienced any of these in the last year? (Please check) 

Abortion Hyperthyroidism Seizures Back Pain 

Hypothyroidism 
Sexual 
Difficulties 

Blackouts IBS 

Stillbirth Chest Pain Impaired Hearing Impaired Vision 
Compulsive 
Dieting 

Stomach 
Discomfort Tremors Fainting 

Miscarriage Vomiting Fibromyalgia Muscle Spasm 

Headaches Numbness Hypertension Pregnancy 

Weight Gain  lbs Weight Loss   lbs 
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Educational, Occupational & Military History 
High School Degree:  Yes           No 

College:  Yes           No Degree(s):  

Graduate School:  Yes           No Degree(s):  

Occupation:  Current Employer(s): 

Occupation:  Current Employer(s): 

Military Branch:  Dates of Service: 

Served in combat zone:  Yes           No Combat Experience: 

Medical Information 
Allergies:  Current Weight:  Current Height:  

List ALL current prescription medications and how often you take them. A copy of your MAR is fine. 

Medication Name Reason Total Daily Dosage Estimated Start Date 

Current over-the-counter medications or supplements: 

Medication/ Supplement Name Reason 

Do you have any concerns about your physical health that you would like to 
discuss with us?   Yes           No 

Date and place of last physical exam: 

Preferred Pharmacy:   Phone Number: 

Pharmacy Address:  



GRACE PSYCHOLOGICAL SERVICES, LLC 

7 7 

Personal and Family Medical History/Status
Disease  You Family Member(s) Which Family Member(s)? 

Anemia 

Asthma/Respiratory Problems 

Cancer (Type) 

Chronic Fatigue 

Chronic Pain 

Diabetes 

Epilepsy Or Seizures 

Head Trauma/ Traumatic Brain Injury 

Heart Disease 

High Blood Pressure 

High Cholesterol 

Intellectual or Developmental Disability 

Kidney Disease 

Liver Disease/ Problems 

Stomach or Intestinal Problems 

Thyroid Disease 

Other 

For women only: Are you currently pregnant or do you think you might be pregnant?    Yes     No 

 No  Birth control method: Are you planning to get pregnant in the near future?  Yes 

Past medical problems, non-psychiatric hospitalizations or surgeries:

Have you ever had an EKG?  Yes   No Was the EKG:  Normal   Abnormal   Unknown 

Mental Health History/Status
Have you participated in outpatient mental health treatment before?  Yes   No If YES, describe. 

Reason for outpatient 
mental health treatment Dates Treated By Whom (Where) Was it a positive OR 

negative experience? 
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Have you been hospitalized for mental health treatment before?        Yes             No If YES, describe. 
 

 

Substance Use History 

Substance Amount Frequency First Use Last Use 

Caffeine     

Tobacco     

Alcohol     

Marijuana     

Narcotics     

Amphetamines     

Hallucinogens     

Cocaine     

Other     
 

History of substance abuse: 

 

 

Previous or current treatment for substance abuse: 

 

Legal History 

Past Charges or Convictions:  

Current Charges:  

Probation or Parole:  

Custody Issues:  

Other Family Court Involvement:  
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Symptom List 
(Please check all that apply) 

Angry Feelings Excessive Worry Impulsive Lying Depressed Mood 

Fears Impulsive Stealing Diminished 
Concentration 

Unwanted 
Thoughts 

Job Change Diminished Interest 
in Life Irritability Memory Problems 

Fatigue Muscle Tension Mood Swings Guilt 

Panic Attacks Occupational 
Instability Hopeless Feelings Racing Thoughts 

Physical Violence Indecisiveness Repetitive 
Behaviors Pornography 

Lack Of Energy Restlessness Relational 
Difficulties Restless Sleep 

Academic 
Difficulties Self-Harm Too Little Sleep Confusion 

Sexual Issues Too Much Sleep Drinking Problems Shame 

Suicide Attempts Eating Disorder Unsure Of Identity Wish To Die 

Excess Energy Unsure Of Reality Worthless Feelings Gambling 

Unusual 
Experiences Anxiety Grief/Loss Other  

What are the reasons you are seeking therapy at this time?

What specific goals do you plan to work on during therapy?
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Notice of Grace Psychological Services, LLC Policies and 
Practices to Protect the Privacy of Your Health Information 

THIS NOTICE DESCRIBES HOW PSYCHOLOGICAL AND MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. 

I. Uses and Disclosures for Treatment, Payment, and Health Care Operations

We may use or disclose your protected health information (PHI), for treatment, payment, and health 
care operations purposes. To help clarify these terms, here are some definitions: 

• “PHI” refers to information in your health record that could identify you
• “Treatment, Payment, and Health Care Operations”

o Treatment is when we provide, coordinate, or manage your health care and other services
related to your health care. An example of treatment would be when we consult with
another health care provider, such as your family physician or another psychologist.

o Payment is when we obtain reimbursement for your healthcare. Examples of payment are
when we disclose your PHI to your health insurer to obtain reimbursement for your health
care or to determine eligibility or coverage.

o Health Care Operations are activities that relate to the performance and operation of our
practice. Examples of health care operations are quality assessment and improvement
activities, business-related matters, such as audits and administrative services, and case
management and care coordination.

• “Use” applies only to activities within our practice group, such as sharing, employing, applying,
utilizing, examining, and analyzing information that identifies you.

• “Disclosure” applies to activities outside of our practice group such as releasing, transferring, or
providing access to information about you to other parties.

II. Uses and Disclosures Requiring Authorization

We may use or disclose PHI for purposes other than described in this notice only with your written 
authorization. An “authorization” is written permission above and beyond the general consent that 
permits only specific disclosures. Specifically, we will not use or disclose your information for marketing 
communications or sell your information without obtaining your written authorization. 

We will also need to obtain an authorization before releasing your psychotherapy notes. “Psychotherapy 
notes” are notes we have made about our conversation during a private, group, joint or family 
counseling session, which we have kept separate from the rest of your medical record. These notes are 
given a greater degree of protections than PHI. 

You may revoke all such authorization (of PHI or psychotherapy notes) at any time, provided each 
revocation is in writing. You may not revoke an authorization to the extent that (1) we have relied on that 
authorization; or (2) if the authorization was obtained as a condition of obtaining insurance coverage, 
and the law provides the insurer the right to contest the claim under the policy. 

Special Protections for Substance Use Disorder (SUD) Records Under 42 CFR Part 2 

If your records include information related to substance use disorder diagnosis, treatment, or referral for 
treatment (protected under federal regulations at 42 CFR Part 2, or "Part 2"), these records receive 
additional privacy protections beyond standard HIPAA rules. Unlike other protected health information, 
we generally require your written consent to use or disclose these SUD records, even for treatment, 
payment, or health care operations (though a single consent may cover future uses for these purposes 
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until revoked). You may revoke consent at any time in writing, except to the extent we have already 
acted in reliance on it. 

SUD records, or testimony describing them, may not be used or disclosed in civil, criminal, administrative, 
or legislative proceedings against you unless authorized by your written consent or by a qualifying court 
order under Part 2 rules. Any recipient of these records must follow Part 2 restrictions and cannot 
redisclose them without your permission or as otherwise allowed by law. A general authorization for 
medical records is not sufficient to permit disclosure of Part 2-protected information. 

We will handle SUD records only as permitted or required by Part 2 and applicable law. If you have 
questions about these protections or your rights related to SUD records, contact our office. 

III. Opportunity to Object to Certain Uses or Disclosures

You have the right to tell us whether you want us to use or disclose your information for the following 
purposes: 

• Share information with your family, close friends, or others involved in your care information that
is directly relevant to that person’s involvement in your care or payment for care.

• Share information with your family, close friends, or others involved in your care as necessary to
identify, locate, and notify family members, guardians, or others involved in your care about your
location and general condition.

• In some cases, we may share limited information about you with a disaster relief agency in a
disaster situation.

• If you are not present or unable to tell us your preference, we may go ahead and share your
information if we believe it is in your best interest.

IV. Uses and Disclosures with Neither Consent nor Authorization

We may use or disclose PHI without your consent or authorization in the following circumstances: 
• Child Abuse: If we have reasonable cause to believe that a child is dependent, neglected or 

abused, we must report this belief to the appropriate authorities, which may include the Cabinet 
for Health and Family Services (CHFS) or its designated representative; the commonwealth’s 
attorney; or local law enforcement agency or the Kentucky state police.

• “Dependent child” means any child, other than an abused or neglected child, who is under 
improper care, custody, control, or guardianship that is not due to an intentional act of the 
parent, guardian, or person exercising custodial control or supervision of the child.

• Adult or Domestic Abuse: If we have reasonable cause to believe that an adult has suffered 
abuse, neglect, or exploitation, we must report this belief to the Cabinet for Health and Family 
Services (CHFS).

• Health Oversight Activities: The Kentucky Board of Examiners of Psychology may subpoena 
records from us relevant to its disciplinary proceedings and investigations.

• Judicial and Administrative Proceedings: If you are involved in a court proceeding and a 
request is made for information about your diagnosis and treatment and records thereof, such 
as information is privileged under state law, we will not release information without the written
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authorization of you or your personal or legally- appointed representative, or a court order. The 
privilege does not apply when you are being evaluated for a third-party or where the evaluation 
is court-ordered. You will be informed in advance if this is the case. 

• Serious Threat to Health or Safety: If you communicate to us an actual threat of physical 
violence against a clearly identified or reasonably identifiable victim or an actual threat of some 
specific violent act, we have a duty to notify the victim and law enforcement authorities.

• Workers’ Compensation: If you file a claim for workers’ compensation, you waive the 
psychotherapist-patient privilege and consent to disclosure of your health information 
reasonably related to your injury or disease to your employer, workers’ compensation insurer, 
special fund, uninsured employer fund or the administrative law judge.

• Law Enforcement Purposes: We may share your information with law enforcement consistent 
with applicable laws, such as if a crime is committed on our premises or against our staff, or if 
required in response to a valid court order.

• When permitted by law, we may also share information in certain situations as needed for 
purposes of public health and safety, for example, to prevent disease, assist with product recalls, 
or report adverse reactions to medications. When an individual dies, we can share health 
information with a medical examiner, coroner, or funeral director. We also can use or share your 
information for health research. We can share health information about you with organ 
procurement organizations. We may also share information for certain specialized government 
functions such as national security and presidential protective services.

V. Patient’s Rights and Providers’ Duties

Patient’s Rights: 

• Right to Request Restrictions – You have the right to request restrictions on certain uses and
disclosures of protected health information. We are generally not required to agree to such a
request, with one exception. You have the right to restrict any disclosure of protected health
information for payment purposes or for our healthcare operations if you have paid for services
out-of-pocket and in full.

• Right to Receive Confidential Communication by Alternative Means and at Alternative Locations –
You have the right to request and receive confidential communication of PHI by alternative
means and at alternative locations. (For example, you may not want a family member to know
that you are seeing me. On your request, we will send your bills to another address.)

• Right to Inspect and Copy – You have the right to inspect or obtain a copy (or both) of PHI in our
mental health and billing records used to make decisions about you for as long as the PHI is
maintained in the record. We may deny your access to PHI under certain circumstances, but in
some cases, you may have this decision reviewed. On your request, we will discuss with you the
details of the request and denial process. Furthermore, there is a copying fee of $1.00 per page.
Please make your request well in advance and allow 2 weeks to receive the copies.

• Right to Amend – You have the right to request an amendment of PHI for as long as the PHI is
maintained in the record. We will make a decision on your request within 60 days, or some cases
within 90 days. Under certain circumstances, we may deny your request to amend information. If
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we deny your request, you have a right to file a statement that you disagree. On your request, we 
will discuss with you the details of the amendment process. 

• Right to an Accounting – You generally have the right to receive an accounting of disclosures of
PHI, except for information we used for treatment, payment, or health care operations purposes
or that we shared with you or your family, or information that you gave us specific consent to
release. On your request, we will discuss with you the details of the accounting process.

• Right to a Paper Copy – You have the right to obtain a paper copy of the notice from us upon
request, even if you have agreed to receive the notice electronically.

• Breach Notification – You have a right to receive notification of a breach of your unsecured
protected health information.

Providers’ Duties: 

• 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, and to notify you following a breach of your
unsecured PHI.

• We are required to abide by the terms of this notice, which may be revised from time to time, as
described below.

VI. Complaints

If you are concerned that we have violated your privacy rights, or you disagree with a decision we made 
about access to your records, you may contact Grace Psychological Services, LLC. We will not retaliate 
against you for filing a complaint. 

You may also send a written complaint to the Secretary of the U.S. Department of Health and Human 
Services. The person listed above can provide you with the appropriate address upon request. 

VII. Effective Date, Restrictions, and Changes to this Notice

Effective Date: February 16, 2026 (Revised February 2026 to comply with federal regulations aligning 
HIPAA with 42 CFR Part 2 protections for substance use disorder records). Originally published: May 1, 2021 

We will not limit the uses or disclosures of protected health information (PHI) that we are permitted or 
required to make under the HIPAA Privacy Rule, except where necessary to comply with more stringent 
Kentucky state law (such as mandatory reporting of child abuse under KRS 620.030 or adult abuse under 
KRS 209.030). 

We reserve the right to change the terms of this Notice of Privacy Practices at any time. Any changes will 
apply to all protected health information that we maintain, including information we created or received 
before the change. The revised Notice will become effective on the date specified above or on the date 
of the change. We will make the revised Notice available as required by law. You may obtain a paper 
copy of the current Notice at any time. 

If you have any questions about this Notice or our privacy practices, please contact our office at: 

(502) 203-0838 or GraceContact@LouisvilleGracePsychological.com.

mailto:GraceContact@LouisvilleGracePsychological.com
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Authorization for Electronic Communication 
As a convenience to me, I authorize Grace Psychological Services, LLC to communicate with me regarding 
my treatment via electronic communication and to transmit my protected health information 
electronically as described below. 

We use Google Workspace email, which is HIPAA-compliant under our signed Business Associate 
Agreement with Google, including encryption in transit (TLS) and other required security measures. 

I understand there are residual risks in electronic communication, even with safeguards: 

• While we apply reasonable safeguards consistent with HIPAA, no electronic method is 100% risk-
free. 

• Emails may be vulnerable to interception, misdelivery, or unauthorized access if your email 
account or device is compromised (e.g., weak passwords, shared devices, or phishing). 

• We cannot guarantee against all risks inherent in electronic communication, such as issues from 
your email provider or device security. 

We will use reasonable safeguards consistent with HIPAA, but we are not liable for issues arising from 
factors outside our control (e.g., your email provider's security), except as required by law. 

Email is suitable for appointment reminders, basic questions, or non-urgent updates. For detailed 
treatment discussions, diagnoses, or sensitive information, we prefer the secure portal or in-
session/phone communication. 

Email best practices for clients (to help protect your information): 

• Use a personal, secure email account. 
• Avoid public Wi-Fi when accessing or sending emails containing health information. 
• Do not forward emails containing health information to others. 
• Confirm receipt if the message is important. 

Email is not monitored 24/7 and is not for emergencies. For crises, call 911 or our emergency line. 

Your treatment does not depend on consent. You have the right to terminate or amend this agreement at 
any time. We strongly recommend using our secure Electronic Health Records (EHR) system portal for 
communications involving detailed protected health information, as it provides higher security than 
standard email. Phone calls remain available for urgent or sensitive matters. 

Revised February 16, 2026. This form may be updated from time to time. 

I acknowledge that I have been informed of the risks of email communication and the availability of more 
secure alternatives (e.g., our EHR system portal). 

I understand that Grace Psychological Services, LLC may transmit my protected health information 
electronically as described above unless and until I revoke or amend this authorization by submitting 
written notice to Grace Psychological Services, LLC (via office email, mail to our address, or through our 
EHR system portal). This authorization does not allow for electronic transmission of my protected health 
information to third parties, and I understand I must execute a separate authorization for my protected 
health information to be disclosed to third parties. 
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Telehealth Consent Form 
I understand that my mental health provider recommends engaging in telehealth services with me to 
provide treatment. I understand that the purpose of this consent form is to inform me of the risks and 
benefits of receiving care via telehealth and to provide information on the terms under which telehealth 
services will be made available to me. 

I understand that “telehealth” includes the practice of health care delivery, assessment, diagnosis, 
consultation, treatment, transfer of medical data, and psychoeducation using interactive audio, video, or 
data communications between a provider and mental health provider who are not in the same physical 
location. I will need a laptop/computer with a camera or a smartphone with a secure internet connection 
(not public/free Wi-Fi). Any electronic devices I use must be fully charged before the service will be 
rendered. 

I understand that the telehealth technology that will be used to affect such a consultation will not be the 
same as an in-person visit due to the fact that I will not be in the same room as my mental health provider. 
I understand that the laws and professional standards that apply to in-person services also apply to 
telehealth services. This document does not replace other agreements, contracts, or documentation of 
informed consent. 

I understand that the exchange of information will not be in-person and any paperwork exchanged will 
likely be provided through electronic means or through postal delivery. I agree that if I use an electronic 
signature to sign this consent for telehealth services or any other forms related to the provision of 
telehealth that I intend my electronic signature to have the same binding legal effect as my physical 
written signature. 

I understand that telehealth treatment has potential benefits including, but not limited to, easier access 
to care. I understand that I may benefit from telehealth but that results cannot be guaranteed. 

I acknowledge and understand that my private health information may be transmitted from my mental 
health provider’s mobile or other computing device to my own or from my device to that of my mental 
health provider via a technology vendor’s application. There are risks in transmitting information using 
technology that include, but are not limited to, breaches of confidentiality or privacy of personal health 
information, theft of personal information, disruption of service due to technical difficulties, and risks that 
the information or communication will be intercepted by an unauthorized person or persons. The use of 
telehealth is a new delivery method in an area not fully researched that has potential risks which may 
include some areas that are not yet recognized. 

I also understand that in case of technology failure, I may contact my mental health provider or the office 
of Grace Psychological Services via telephone to coordinate alternative methods of treatment. I will also 
provide a back-up telephone number to restart the session or reschedule it if necessary in the event of 
technical problems. 

I agree to use my own equipment (e.g., computer, video camera) to communicate and not equipment 
owned by another, and specifically agree not to use my employer’s computer or network. I am aware that 
any information I enter into an employer’s computer can be considered by the courts to belong to my 
employer and my privacy may thus be compromised. 

I understand that my mental health provider or I can discontinue the telehealth consult/visit if it is felt that 
the videoconferencing connections are not adequate for the situation. If my mental health provider 
believes that I would be better served by another form of therapeutic services (e.g. in-person services), I 
can make an in-office appointment with my mental health provider. I understand that my mental health 
provider will regularly reassess the appropriateness of continuing to deliver services to me through 
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telehealth means and will modify my care plan as needed. 

I understand that the physical setting I am in during a telehealth session will be private and free from 
disruptions and will not have other individuals present unless there is a valid written consent on file for 
them to participate in my care. 

I understand that it is my obligation to notify my mental health provider of any other persons in the 
location, either on or off camera who can hear or see the session. I understand that I am responsible to 
ensure privacy at my location and on the mental health provider end of communication generally. I am 
aware that confidential information may be discussed and that confidentiality rules still apply to these 
sessions. 

I understand that I must be physically present in the state my mental health provider is licensed in to 
receive telehealth services. For example, if my mental health provider is licensed in Kentucky, then I must 
physically be present in Kentucky to participate in telehealth treatment. 

I understand that as a general practice, Grace Psychological Services, LLC does NOT record telehealth 
sessions without prior permission. If telehealth sessions are recorded, the digital recording will be shared 
and stored in accordance with privacy requirements and HIPAA regulations. In addition, the telehealth 
platform(s) utilized for telehealth services will employ security safeguards to protect the privacy and 
security of health information and imaging data and will include measures to safeguard the security and 
integrity of your health information during a session. 

I agree that I will not record either through audio or video any of the session unless I notify my mental 
health provider and this is agreed upon. Also, I understand that it is my obligation to ensure that any virtual 
assistant, artificial intelligence devices, including but not limited to Alexa or Echo, will be disabled or will 
not be in the location where information can be heard. 

I understand that if I am not an adult, I will need the permission of my parent/legal guardian (and their 
contact information) to participate in telehealth sessions, unless I am suffering from a substance use 
disorder or emotional disturbance as a result of my parent/guardian’s substance use or am seeking 
mental health services as the result of abuse by a parent or guardian. 

I understand that it is important to be on time. If I need to cancel or change my telehealth appointment, I 
will notify my mental health provider 24 hours in advance by telephone. 

I understand that I should confirm with my insurance company that the telehealth sessions will be 
reimbursed; if they are not reimbursed, I understand that I am responsible for full payment. 

I understand that if I need to communicate with my mental health provider between sessions, I can 
contact his/her office by phone during normal business hours, leave him/her a confidential voicemail, or 
email him/her. 

I understand that a prompt response to emails is not guaranteed. I understand that if I do choose to 
communicate with my mental health provider via email, any email exchanges between us become part 
of my record unless we have made other arrangements. I understand that it is inappropriate to 
communicate with my mental health provider via social media or text messaging between sessions. 

Telehealth is NOT an emergency service. In the event of an emergency, I will use a telephone to call 911 
and/or an appropriate emergency contact. I understand that crises or mental health emergencies should 
be addressed by presenting to my nearest hospital emergency department or by calling 911. 

I recognize my mental health provider may need to notify emergency personnel in the event he/she feels 
there is a safety concern, including but not limited to, a risk to self/others or my mental health provider is 
concerned that immediate medical attention is needed. If my mental health provider is concerned about 
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me and there is a lost connection, he/she may call one of my emergency contacts to check on me or may 
call 911 for a wellness check. 

Telehealth may include medication management, including e-prescribing. 

I understand that the same fee rates apply for telehealth as apply for in-person treatment. 

Specific Written Informed Consent Elements for Telehealth Services 

I hereby give my written informed consent to receive services from my mental health provider and to the 
provision of those services via telehealth. I specifically acknowledge the following: 

• I have the right to refuse telehealth consultation or services at any time without affecting my right 
to future care or treatment. 

• I have been informed of alternatives to telehealth services (such as in-person sessions). 
• I am entitled to receive information from the provider regarding the services rendered. 
• My information shall be protected by applicable federal and state law regarding patient 

confidentiality (including HIPAA and Kentucky regulations). 
• I have the right to know the identity of all persons present at any site involved in the telehealth 

services and to exclude any such person. 
• I have the right to be advised of, and to object to, any recording of the telehealth consultation or 

services. 
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How did you hear about us? 
(Please check all that apply) 

 

Search Engine: 

  Google  Bing  Yahoo 

  PsychologyToday.com  Advertisement   

 
 

 

AI/Chatbot: 

  ChatGPT  Google Gemini  Claude 

  Microsoft Copilot  Grok (xAI)  Perplexity 

 
 

 

Referral: 

  Family/Friend  Psychologist/Therapist  Pastor 

  Psychiatrist/PMHNP  Physician  Church 

  School  Other   

 

 

 

 

 

 

Name 

 


	Date_2: 
	Date_3: 
	Date_4: 
	Date_5: 
	Date_6: 
	Client Name_2: 
	Date_7: 
	Date_8: 
	Date_9: 
	Date_10: 
	Current Weight: 
	Current Height: 
	Medication NameRow1: 
	ReasonRow1: 
	Total Daily DosageRow1: 
	Estimated Start DateRow1: 
	Medication NameRow2: 
	ReasonRow2: 
	Total Daily DosageRow2: 
	Estimated Start DateRow2: 
	Medication NameRow3: 
	ReasonRow3: 
	Total Daily DosageRow3: 
	Estimated Start DateRow3: 
	Medication NameRow4: 
	ReasonRow4: 
	Total Daily DosageRow4: 
	Estimated Start DateRow4: 
	Medication NameRow5: 
	ReasonRow5: 
	Total Daily DosageRow5: 
	Estimated Start DateRow5: 
	Medication NameRow6: 
	ReasonRow6: 
	Total Daily DosageRow6: 
	Estimated Start DateRow6: 
	Medication NameRow7: 
	ReasonRow7: 
	Total Daily DosageRow7: 
	Estimated Start DateRow7: 
	Medication Supplement NameRow1: 
	ReasonRow1_2: 
	Medication Supplement NameRow2: 
	ReasonRow2_2: 
	Medication Supplement NameRow3: 
	ReasonRow3_2: 
	Medication Supplement NameRow4: 
	ReasonRow4_2: 
	Date and place of last physical exam: 
	Preferred Pharmacy: 
	Phone Number: 
	Pharmacy Address: 
	YouAnemia: 
	Family MembersAnemia: 
	Which Family MembersAnemia: 
	YouAsthmaRespiratory Problems: 
	Family MembersAsthmaRespiratory Problems: 
	Which Family MembersAsthmaRespiratory Problems: 
	YouCancer Type: 
	Family MembersCancer Type: 
	Which Family MembersCancer Type: 
	YouChronic Fatigue: 
	Family MembersChronic Fatigue: 
	Which Family MembersChronic Fatigue: 
	YouChronic Pain: 
	Family MembersChronic Pain: 
	Which Family MembersChronic Pain: 
	YouDiabetes: 
	Family MembersDiabetes: 
	Which Family MembersDiabetes: 
	YouEpilepsy Or Seizures: 
	Family MembersEpilepsy Or Seizures: 
	Which Family MembersEpilepsy Or Seizures: 
	YouHead Trauma Traumatic Brain Injury: 
	Family MembersHead Trauma Traumatic Brain Injury: 
	Which Family MembersHead Trauma Traumatic Brain Injury: 
	YouHeart Disease: 
	Family MembersHeart Disease: 
	Which Family MembersHeart Disease: 
	YouHigh Blood Pressure: 
	Family MembersHigh Blood Pressure: 
	Which Family MembersHigh Blood Pressure: 
	YouHigh Cholesterol: 
	Family MembersHigh Cholesterol: 
	Which Family MembersHigh Cholesterol: 
	YouIntellectual or Developmental Disability: 
	Family MembersIntellectual or Developmental Disability: 
	Which Family MembersIntellectual or Developmental Disability: 
	YouKidney Disease: 
	Family MembersKidney Disease: 
	Which Family MembersKidney Disease: 
	YouLiver Disease Problems: 
	Family MembersLiver Disease Problems: 
	Which Family MembersLiver Disease Problems: 
	YouStomach or Intestinal Problems: 
	Family MembersStomach or Intestinal Problems: 
	Which Family MembersStomach or Intestinal Problems: 
	YouThyroid Disease: 
	Family MembersThyroid Disease: 
	Which Family MembersThyroid Disease: 
	YouOther: 
	Family MembersOther: 
	Which Family MembersOther: 
	No Birth control method: 
	Phone Number_2: 
	Pharmacy Address_2: 
	Reason for outpatient mental health treatmentRow1: 
	Dates TreatedRow1: 
	By Whom WhereRow1: 
	Was it a positive OR negative experienceRow1: 
	Reason for outpatient mental health treatmentRow2: 
	Dates TreatedRow2: 
	By Whom WhereRow2: 
	Was it a positive OR negative experienceRow2: 
	Reason for outpatient mental health treatmentRow3: 
	Dates TreatedRow3: 
	By Whom WhereRow3: 
	Was it a positive OR negative experienceRow3: 
	Reason for outpatient mental health treatmentRow4: 
	Dates TreatedRow4: 
	By Whom WhereRow4: 
	Was it a positive OR negative experienceRow4: 
	Have you been hospitalized for mental health treatment before: 
	AmountCaffeine: 
	FrequencyCaffeine: 
	First UseCaffeine: 
	Last UseCaffeine: 
	AmountTobacco: 
	FrequencyTobacco: 
	First UseTobacco: 
	Last UseTobacco: 
	AmountAlcohol: 
	FrequencyAlcohol: 
	First UseAlcohol: 
	Last UseAlcohol: 
	AmountMarijuana: 
	FrequencyMarijuana: 
	First UseMarijuana: 
	Last UseMarijuana: 
	AmountNarcotics: 
	FrequencyNarcotics: 
	First UseNarcotics: 
	Last UseNarcotics: 
	AmountAmphetamines: 
	FrequencyAmphetamines: 
	First UseAmphetamines: 
	Last UseAmphetamines: 
	AmountHallucinogens: 
	FrequencyHallucinogens: 
	First UseHallucinogens: 
	Last UseHallucinogens: 
	AmountCocaine: 
	FrequencyCocaine: 
	First UseCocaine: 
	Last UseCocaine: 
	AmountOther: 
	FrequencyOther: 
	First UseOther: 
	Last UseOther: 
	History of substance abuse: 
	Previous or current treatment for substance abuse: 
	Past Charges or Convictions 1: 
	Past Charges or Convictions 2: 
	Past Charges or Convictions 3: 
	Past Charges or Convictions 4: 
	Other Family Court Involvement: 
	What are the reasons you are seeking therapy at this time: 
	What specific goals do you plan to work on during therapy: 
	Name: 
	3: 
	1: 
	4: Off
	2: 
	5: 
	6: 
	7: 
	8: 
	9: 
	10: 
	11: 
	12: 
	13: 
	14: 
	15: 
	3: 
	17: 
	18: 
	21: 
	22: 
	23: 
	24: 
	25: 
	16: 
	26: 
	27: 
	28: 
	29: 
	30: 
	31: 
	32: 
	33: 
	36: 
	0: 
	1: 
	2: 

	37: 
	0: 
	1: 
	2: 

	38: 
	0: 
	1: 
	2: 

	39: 
	0: 
	1: 
	2: 

	40: 
	0: 
	1: 
	2: 

	34: Off
	35: Off
	41: Off
	42: Off
	19: Off

	Signature Block1_es_:signer:signatureblock: 
	Signature Block2_es_:signer:signatureblock: 
	Signature Block3_es_:signer:signatureblock: 
	Signature Block4_es_:signer:signatureblock: 
	Signature Block5_es_:signer:signatureblock: 
	Signature Block6_es_:signer:signatureblock: 
	Date_1: 
	Client Name_1: 
	DOB_2: 
	DOB_1: 
	Signature Block7_es_:signer:signatureblock: 
	Signature Block8_es_:signer:signatureblock: 
	Signature Block9_es_:signer:signatureblock: 
	Signature Block10_es_:signer:signatureblock: 
	4: 
	1: 
	1: Off
	2: Off
	0: Off

	2: 
	1: Off
	0: Off

	3: 
	1: Off
	0: Off
	2: 

	4: 
	0: Off
	1: Off
	2: Off
	3: Off

	5: 
	0: Off
	1: Off
	2: Off

	6: 
	0: Off
	1: Off
	2: Off
	3: 
	4: 
	5: 
	6: 

	7: 
	1: 
	0: 
	1: 
	2: 

	2: 
	0: 
	1: 
	2: 


	8: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 
	10: 
	11: 

	9: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 
	10: 
	11: 

	10: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 
	10: 
	11: 

	11: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 
	10: 
	11: 


	4,12: 
	5: 
	2: 
	0: 
	0: Off
	1: Off
	2: Off
	3: Off

	1: 
	2: Off
	3: Off
	0: Off
	1: Off


	3: 
	0: 
	0: Off
	1: Off

	1: 
	2: Off
	1: Off
	0: 


	1: 
	41: 
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	0: Off

	42: 
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	0: Off

	43: 
	1: Off
	2: Off
	3: Off
	4: Off
	0: Off
	5: Off

	44: 
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	0: Off
	7: 
	6: Off

	5: 
	6: 
	7: 
	8: 
	9: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off

	10: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off

	11: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off

	12: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: 
	7: 


	18: 
	1: 
	0: 
	0: Off
	1: Off
	2: Off

	1: 
	0: Off
	1: Off

	2: 
	0: Off
	1: Off
	2: Off

	3: 
	0: Off
	1: Off
	2: Off

	4: 
	0: Off
	1: Off
	2: Off

	5: 
	0: Off
	1: Off
	2: Off

	6: 
	0: Off
	1: Off
	2: Off



	6: 
	1: Off
	2: Off
	3: Off
	4: Off
	6: Off
	7: Off
	8: 
	9: 
	10: 
	11: 
	12: 
	13: 
	14: 
	17: 
	18: 
	15: Off
	16: Off
	5: 
	19: Off
	20: Off

	7: 
	1: Off
	2: Off
	3: Off
	4: Off
	6: Off
	7: Off
	8: Off
	9: Off
	10: Off
	11: Off
	5: Off

	8: 
	2: Off
	1: Off

	9: 
	1: 
	0: 
	0: Off
	1: Off
	2: Off
	3: Off

	1: 
	0: Off
	1: Off
	2: Off
	3: Off

	2: 
	0: Off
	1: Off
	2: Off
	3: Off

	3: 
	0: Off
	1: Off
	2: Off
	3: Off

	4: 
	0: Off
	1: Off
	2: Off
	3: Off

	5: 
	0: Off
	1: Off
	2: Off
	3: Off

	6: 
	0: Off
	1: Off
	2: Off
	3: Off

	7: 
	0: Off
	1: Off
	2: Off
	3: Off

	8: 
	0: Off
	1: Off
	2: Off
	3: Off

	9: 
	0: Off
	1: Off
	2: Off
	3: Off

	10: 
	0: Off
	1: Off
	2: Off
	3: Off

	11: 
	0: Off
	1: Off
	2: Off
	3: Off





