
Minor Client Registration & Financial
Agreement for Mental Health Services 

Personal Information

Client’s Name _________________________________________  Sex _____    SS # _______-_______-_______      Date of Birth ______________

Address ___________________________________________________ City ___________________ State ___________ Zip _________________

Home Phone ___________________________  (Message?  Yes   No)  Cell  ___________________________  (Message?  Yes   No)

School  __________________________________________________________ Grade ______________  Admit Date ______/______/__________ 

Ethnicity ________________________ Referral Source _________________________________________________________________________

How did you hear about Kathryn Trucano LCPC LLC?___________________________________________________________________________

Parent / Responsible Party Information

Parent/Guardian Name:  ________________________________________  SS # _________-_________-_________   Date of Birth ____________

Address _____________________________________________________ City ___________________ State ____________ Zip ______________

Employer______________________________________________ Work  Phone _____________________________ (Message?  Yes   No)

Home Phone___________________________ (Message?  Yes   No)  Cell_____________________________ (Message?  Yes   No)

Parent/Guardian Name:  ________________________________________  SS # _________-_________-_________   Date of Birth ____________

Address _____________________________________________________ City ___________________ State ____________ Zip ______________

Employer______________________________________________ Work  Phone _____________________________ (Message?  Yes   No)

Home Phone___________________________ (Message?  Yes   No)  Cell_____________________________ (Message?  Yes   No)

Bill Services To:  

  Private Insurance(s)   HMK (Formerly CHIP)   HMK Plus  Medicaid  HELP  Parent(s)/Guardian(s)   DCFS/Caseworker 

 Probation/Parole    Self    Other (describe: ______________________________________________________________________________)

Insurance Information  

                                            Primary Insurance:         Secondary Insurance:                
Name of Health Insurance Company:   ________________________________  ________________________________ 
Name of Policy Holder: ________________________________  ________________________________
Relationship of Policy Holder: ________________________________  ________________________________
Policy #: ________________________________  ________________________________ 
Group #: ________________________________  ________________________________ 
Policy Holder’s S.S.N.: ________________________________  ________________________________
Policy Holders DOB: ________________________________  ________________________________ 
Policy Holder’s Telephone #:    ________________________________  ________________________________ 
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ATTACH FRONT AND BACK COPY OF INSURANCE, HMK OR HMK+ CARD
If my child is covered by private insurance or the Healthy Montana Kids (HMK, formerly CHIP), I understand that my insurance company will be billed for 
services at the standard fee.  I understand I am responsible for acquiring a physician referral if required by my insurance company for pre-authorization 
and/or continued authorization for mental health services.  I agree to the release of basic information deemed necessary to process the insurance claim.
I authorize my insurance benefits to be paid directly to Kathryn Trucano LCPC LLC.  I understand I am responsible to notify Kathryn Trucano LCPC LLC 
immediately if my child’s private insurance, Healthy Montana Kids (Formerly CHIP), Healthy Montana Kids Plus (Formerly Medicaid), and/or Mental Health 
Services Plan coverage changes or ends.  I understand that I am financially responsible for all charges whether or not they are covered by insurance. 
I understand that co-pays might be expected at the time of service and deductibles will be billed to me.  In the event of default, I agree to pay all costs of 
collection and reasonable attorney fees.  I further agree that a copy of this document shall be valid as the original.  

The undersigned certifies that I have read this agreement, been given the opportunity to ask questions, and accept its
terms.

________________________________________________________________________ ______/______/__________
Parent/Legal Guardian Signature             Date

________________________________________________________________________ ______/______/__________
Witness            Date

Comments:____________________________________________________________________________________________________

______________________________________________________________________________________________________________
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Billing Address
PO Box 257
Helena, MT 59624-0257
Fax: 844-707-2679

Practice Location
825 Helena Ave

Helena, MT 59601-3459
Office: 406-992-4082

Practice Policies & General Information Agreement, and Consent for Treatment

Client:  ________________________________________________ DOB:  ___________________________________ 

This agreement provides you, the client, with information that is additional to that detailed in the Notice of Privacy Practices
and it is subject to HIPAA preemptive analysis.  

CONFIDENTIALITY: All information disclosed within sessions and the written records pertaining to those sessions are 
confidential and may not be revealed to anyone without your written permission except where disclosure is required by law. 

INFORMED CONSENT:  Kathryn Trucano, MS, LCPC, NCC (herein “Provider”) is licensed as a Clinical Professional 
Counselor (BBH-LCPC-LIC-9297) by the Montana Board of Behavioral Health, and is certified as a National Certified 
Counselor (Certificate No: 630903) by the National Board for Certified Counselors, Inc.  This consent covers services 
offered by Provider and within the scope of mental health counseling as deemed acceptable by Provider's license, training, 
and certification.  Provider hereby attests to practice within the ethical guideline of the American Counseling Association, 
the Montana Board of Behavioral Health, and the National Board for Certified Counselors, Inc.  Treatment may include, but
is not limited to: assessment, individual, family and group therapies, and treatment planning.

At any time inquiries can be made regarding evaluation, treatment recommendations, or alternative treatment options. 
Information can be provided about the methods and techniques of therapy, and collaborative methods of the development of 
treatment goals. Additionally, a client is entitled to receive information about the fee structure and may seek a second 
opinion from another therapist or terminate the therapeutic relationship at any time. If the client is a child who is consenting 
to mental health services, disclosure shall be made to the child. If the client is a child whose parent or legal guardian is 
consenting to mental health services, disclosure shall be made to the parent or legal guardian. 

WHEN DISCLOSURE IS REQUIRED OR MAY BE REQUIRED BY LAW: Some of the circumstances where 
disclosure is required or may be required by law are: where there is a reasonable suspicion of child, dependent, or elder 
abuse or neglect; where a client presents a danger to self, to others, to property, or is gravely disabled; or when a client's 
family members communicate to Provider that the client presents a danger to others. Disclosure may also be required 
pursuant to a legal proceeding by or against you. If you place your mental status at issue in litigation initiated by you, the 
defendant may have the right to obtain the psychotherapy records and/or testimony by Provider. In couple and family 
therapy, or when different family members are seen individually, even over a period of time, confidentiality and privilege do
not apply between the couple or among family members, unless otherwise agreed upon. Provider will use her clinical 
judgment when revealing such information. Provider will not release records to any outside party unless she is authorized to
do so by all adult parties who were part of the family therapy, couple therapy or other treatment that involved more than one
adult client. 

THE PROCESS OF THERAPY/EVALUATION AND SCOPE OF PRACTICE: Participation in therapy can result in a 
number of benefits to you, including improving interpersonal relationships and resolution of the specific concerns that led 
you to seek therapy. Working toward these benefits, however, requires effort on your part. Psychotherapy requires your very
active involvement, honesty, and openness in order to change your thoughts, feelings, and/or behavior. Provider will ask for 
your feedback and views on your therapy, its progress, and other aspects of the therapy and will expect you to respond 
openly and honestly. Sometimes more than one approach can be helpful in dealing with a certain situation. During 
evaluation or therapy, remembering or talking about unpleasant events, feelings, or thoughts can result in you experiencing 
considerable discomfort or strong feelings of anger, sadness, worry, fear, etc., or experiencing anxiety, depression, insomnia,
etc. Provider may challenge some of your assumptions or perceptions or propose different ways of looking at, thinking 
about, or handling situations, which can cause you to feel very upset, angry, depressed, challenged, or disappointed. 
Attempting to resolve issues that brought you to therapy in the first place, such as personal or interpersonal relationships, 
may result in changes that were not originally intended. Psychotherapy may result in decisions about changing behaviors, 
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employment, substance use, schooling, housing, or relationships. Sometimes a decision that is positive for one family 
member is viewed quite negatively by another family member. Change will sometimes be easy and swift, but more often it 
will be slow and even frustrating. There is no guarantee that psychotherapy will yield positive or intended results. During 
the course of therapy, Provider is likely to draw on various psychological approaches according, in part, to the problem that 
is being treated and her assessment of what will best benefit you. These approaches include, but are not limited to, 
behavioral, cognitive-behavioral, cognitive, psycho-dynamic, existential, system/family, attachment, trauma, emotion-
focused, developmental (adult, child, family), humanistic or psycho-educational. Kathryn Trucano, MS, LCPC, NCC 
provides neither custody evaluation recommendations, nor medication or prescription recommendations, nor legal 
advice, as these activities do not fall within her scope of practice.

TREATMENT PLANS: Within a reasonable period of time after the initiation of treatment, Provider will discuss with you 
her working understanding of the problem, treatment plan, therapeutic objectives, and her view of the possible outcomes of 
treatment. If you have any unanswered questions about any of the procedures used in the course of your therapy, their 
possible risks, Provider's expertise in employing them, or about the treatment plan, please ask and you will be answered 
fully. You also have the right to ask about other treatments for your condition and their risks and benefits. 

HEALTH INSURANCE & CONFIDENTIALITY OF RECORDS: Disclosure of confidential information may be 
required by your health insurance carrier or HMO/PPO/MCO/EAP in order to process the claims. If you so, only the 
minimum necessary information will be communicated to the carrier. Provider has no control over, or knowledge of, what 
insurance companies do with the information submitted or who has access to this information. You must be aware that 
submitting a mental health invoice for reimbursement carries a certain amount of risk to confidentiality, privacy or to future 
capacity to obtain health or life insurance or even a job. The risk stems from the fact that mental health information is likely 
to be entered into big insurance companies' computers and is likely to be reported to the National Medical Data Bank. 
Accessibility to companies' computers or to the National Medical Data Bank database is always in question as computers 
are inherently vulnerable to hacking and unauthorized access.  Medical data has also been reported to have been legally 
accessed by law enforcement and other agencies, which also puts you in a vulnerable position. 

EMERGENCY: If there is an emergency during therapy, or in the future after termination, where Provider becomes 
concerned about your personal safety, the possibility of you injuring someone else, or about you receiving proper 
psychiatric care, she will do whatever she can within the limits of the law, to prevent you from injuring yourself or others 
and to ensure that you receive the proper medical care. For this purpose, she may also contact the person whose name you 
have provided on the contact information sheet.

TELEPHONE & EMERGENCY PROCEDURES: If you need to contact Provider between sessions, please leave a 
message at (406) 992-4082 and your call will be returned as soon as possible. Provider checks her messages a few times 
during the daytime only, unless she is out of town. If an emergency situation arises or you believe that you cannot keep 
yourself or a family member safe, contact the Police (911) or go to the nearest hospital emergency room for assistance.  
After getting assistance, please leave a message with Provider to clearly describe the emergency/situation. Please do not use 
email or faxes for emergencies. Provider does not always check her email or faxes daily.

PROVIDER ABSENCES: When Provider is away for an extended vacation or professional training, and is unable to 
respond to phone messages during those times, she will have another professional cover her practice.  Provider will tell you 
well in advance of any anticipated lengthy absences, and give you the name and phone number of the therapist who will be 
covering her practice during those times.  In the unlikely event that Provider is incapacitated, serious illness, or death, your 
records will be available to you for transition to a new therapist.

E–MAILS, CELL PHONES, COMPUTERS, AND FAXES: It is very important to be aware that computers and 
unencrypted email, texts, and e-faxes communication can be relatively easily accessed by unauthorized people and hence 
can compromise the privacy and confidentiality of such communication.  Emails, texts, and e-faxes, in particular, are 
vulnerable to such unauthorized access due to the fact that servers or communication companies may have unlimited and 
direct access to all emails, texts and e-faxes that go through them.  While your electronic health records are secured on a 
HIPAA compliant online system; emails, and texts are usually not encrypted. E-faxes are sent encrypted by Provider but 
there is no guarantee that e-faxes received from other agencies or persons will be.  It is always a possibility that e-faxes, 
texts, and email can be sent erroneously to the wrong address and computers.  Provider’s laptop is equipped with a firewall, 
a virus protection program and a password; and documents related to clients are encrypted.  Please notify Provider if you 
decide to avoid or limit, in any way, the use of email, texts, cell phones calls, phone messages, or e-faxes.  If you 
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communicate confidential or private information via unencrypted email, texts or e-fax or via phone messages, Provider will 
assume that you have made an informed decision, will view it as your agreement to take the risk that such communication 
may be intercepted, and she will honor your desire to communicate on such matters.   Please do not use texts, email, voice 
mail, or faxes for emergencies. 

RECORDS AND YOUR RIGHT TO REVIEW THEM: Both the law and the standards of the Provider's profession 
require that she keeps clinical records for not less than 10 years following the date of a client's discharge or death, or, in the 
case of a client who is a minor, for not less than 10 years following the date the client either attains the age of majority or 
dies, if earlier.  Please note that clinically relevant information from emails, texts, and faxes are part of the clinical records. 
Unless otherwise agreed to be necessary, Provider retains clinical records only as long as is mandated by Montana law. Your
clinical record is stored within a HIPAA compliant infrastructure with bank-level security. If you have concerns regarding 
clinical records, please discuss them with Provider. As a client, you have the right to review or receive a summary of your 
records at any time, except in limited legal or emergency circumstances or when Provider assesses that releasing such 
information might be harmful in any way. In such a case, Provider will provide the records to an appropriate and legitimate 
mental health professional of your choice. Considering all of the above exclusions, if it is still appropriate, and upon your 
request, Provider will release information to any agency/person you specify unless Provider assesses that releasing such 
information might be harmful in any way.  When more than one client is involved in treatment, such as in cases of couple 
and family therapy, Provider will release records only with signed authorizations from all the adults (or all those who legally
can authorize such a release) involved in the treatment.

LITIGATION: Sometimes clients become involved in litigation while they are in therapy or after therapy has been 
completed. Sometimes clients (or the opposing attorney, in a legal case) want the records disclosed to the legal system. Due 
to the nature of the psycho-therapeutic process and the fact that it often involves making a full disclosure with regard to 
many matters, clients’ records are generally confidential and private in nature.  Clients should know that very serious 
consequences can result from disclosing therapy records to the legal system. Such disclosures may negatively affect the 
outcome of custody disputes or other legal matters and may negatively affect the therapeutic relationship. If you or the 
opposing attorney are considering requesting Provider’s disclosure of the records, Provider will do her best to discuss with 
you the risks and benefits of doing so.  As noted in this document, you have the right to review your own psychotherapy 
records anytime. (See also relevant section above: "WHEN DISCLOSURE IS REQUIRED OR MAY BE REQUIRED BY 
LAW" and Notice of Privacy Practices)  Kathryn Trucano, MS, LCPC, NCC does not agree to serve as an expert witness 
or testify on behalf of a minor client's parent/guardian or on the behalf of any other individual other than the client at 
any deposition, court proceeding, or in any other way for divorce and custody disputes. She may or may not meet with the
parent(s)/guardian(s), their attorney or any other party or attorney in any custodial or divorce proceeding at her sole 
discretion. She may also charge for the receipt of any correspondence or acceptance of any telephone calls, other than those 
directly from the court or counsel for the minor client.

CANCELLATIONS AND MISSED APPOINTMENTS: You are responsible for coming to your session on time and at 
the time scheduled.  If you are late, the session will end on time and will not run over into the next person's session.  Since 
the scheduling of an appointment involves the reservation of time specifically for you, a minimum of 24 hours notice is 
required for re-scheduling or canceling an appointment. If you do not show for three sessions in a row without providing 
prior notice and do not respond to attempts to reschedule; or if you have not been seen by Provider for over 30 days (due to 
no-shows and/or cancellations) and have not notified Provider of the need for the extended leave, it will be assumed that 
you have dropped out of therapy and your space will be made available to another individual. If an appointment is canceled 
or missed without 24-hour notice, you will be responsible for a missed appointment fee of $50 as insurers will not reimburse
for missed appointments.  Exceptions will be made where there are extenuating circumstances or when there are prior 
arrangements made.

TERMINATION: After the first couple of meetings, Provider will assess if she can be of benefit to you.  Provider does not 
work with clients who, in her opinion, she cannot help.  In such a case, if appropriate, she will give you referrals that you 
can contact.  If at any point during psychotherapy Provider either assesses that she is not effective in helping you reach the 
therapeutic goals or perceived you as non-compliant or non-responsive, and if you are available and/or it is possible and 
appropriate to do, she will discuss with you the termination of treatment and conduct pre-termination counseling. As noted 
in this document, cancellation and no-shows can result in termination (See also relevant section above: "CANCELLA-
TIONS AND MISSED APPOINTMENTS”).  Cause for termination may also include failure to make necessary payments 
for therapy. In case of termination, if appropriate and/or necessary, Provider will give you a couple of referrals that may be 
of help to you.  If you request it and authorize it in writing, Provider will talk to the psychotherapist of your choice in order 
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to help with the transition.  If at any time you want another professional’s opinion or wish to consult with another therapist, 
Provider will give you a couple of referrals that you may want to contact, and if she has your written consent, she will 
provide her or him with the essential information needed.  You have the right to terminate therapy and communication at 
any time.  If you choose to do so, upon your request and if appropriate and possible, Provider will provide you with names 
of other qualified professionals whose services you might prefer. 

DUAL RELATIONSHIPS: Despite a popular perception, not all dual or multiple relationships are unethical or avoidable. 
Therapy never involves sexual or any other dual relationship that impairs Provider's objectivity, clinical judgment or can be 
exploitative in nature. Provider will assess carefully before entering into non-sexual and non-exploitative dual relationships 
with clients. It is important to realize that in some communities, particularly small towns, small communities, military 
bases, university campuses, spiritual and rehabilitation communities, etc., multiple relationships are either unavoidable or 
expected. Provider will never acknowledge working with anyone without the client's permission. Many clients have chosen 
Provider as their therapist because they knew her before they entered therapy with her, and/or are personally aware of her 
professional work and achievements. Nevertheless, Provider will discuss with you the often-existing complexities, potential 
benefits and difficulties that may be involved in dual or multiple relationships. Dual or multiple relationships can enhance 
trust and therapeutic effectiveness but can also detract from it and often it is impossible to know which ahead of time. It is 
your responsibility to advise Provider if the dual or multiple relationship becomes uncomfortable for you in any way. 
Provider will always listen carefully and respond to your feedback and will discontinue the dual relationship if she finds it 
interfering with the effectiveness of the therapy or your welfare and, of course, you can do the same at any time.

SOCIAL NETWORKING AND INTERNET SEARCHES: At times, Provider may conduct a web search on her clients 
before the beginning of therapy or during therapy. If you have concerns or questions regarding this practice, please discuss 
them with her. She does not accept friend requests from current or former clients on social networking sites, such as 
Facebook. She believes that adding clients as friends on these sites and/or communicating via such sites can compromise 
their privacy and confidentiality. For this same reason, she requests that clients not communicate with her via any 
interactive or social networking web sites.

CONSULTATION: Provider consults regularly with other professionals regarding her clients; however, each client's 
identity remains completely anonymous and confidentiality is fully maintained. 

AUDIO OR VIDEO RECORDING:  Unless otherwise agreed to by all parties beforehand through written permission, 
there shall be no audio or video recording of therapy sessions, phone calls, or any other services provided by Provider.

COMPLAINTS:  If you are unhappy with what is happening in therapy, you are welcome to talk to Provider about it so 
that she can respond to your concerns.  Provider will take such criticism seriously, and with care and respect.  If you believe 
that Provider has been unwilling to listen or respond, or that she has behaved unethically, you can complain about her 
behavior to the Montana Board of Behavioral Health or the American Counseling Association.  You are also free to discuss 
your complaints about Provider with anyone you wish, and do not have any responsibility to maintain confidentiality about 
what Provider does that you do not like, since you are the person who has the right to decide what you keep confidential.

MEDIATION & ARBITRATION: All disputes arising out of, or in relation to, this agreement to provide psychotherapy 
services shall preferably first be referred to mediation before the initiation of arbitration or litigation. The mediator shall be 
a neutral third party chosen by agreement of Provider and the client(s). The cost of such mediation, if any, shall be split 
equally, unless otherwise agreed upon. In the event that mediation is unsuccessful or not an agreed-upon option, any 
unresolved controversy related to this agreement should preferably be submitted to and settled by binding arbitration, in 
accordance with the rules of the American Arbitration Association which are in effect at the time the request for arbitration 
is filed.  Please, note that neither mediation nor arbitration is mandatory. In the event that your account is overdue (unpaid) 
and there is no agreement on a payment plan, Provider can use legal means (court, collection agency, etc.) to seek payment 
(See Payment Policy Agreement).  If there is arbitration, the prevailing party in arbitration or collection proceedings shall be
entitled to recover a reasonable sum as and for attorney's fees. In the case of arbitration, the arbitrator will determine that 
sum. In the case of a court case, the court will determine the sum. 
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AGREEMENT

I have read the above Practice Policies & General Information Agreement, and Consent for Treatment carefully (a total of 5
pages).  I understand the risk of participating in mental health counseling, and my signature certifies my understanding of 
and willingness to accept said risks as an inherent part of the therapeutic process.  I give my consent for treatment.  
Additionally, I accept any and all liability for using email and/or text messaging communications with Provider as these 
media present a potential for confidentiality breach.  I agree to not hold Kathryn Trucano LCPC LLC liable for harm that 
may result from any part of the mental health counseling process including any breach of confidentiality as a result of said 
types of communication. 

In the event that the client is under the age of 18, the undersigned “”Parent/Guardian” accepts responsibility for the client, 
declares to have legal custody of the client, and is authorized to initiate and consent to these mental health services for the 
client.  Kathryn Trucano LCPC, LLC/Kathryn Trucano MS, LCPC, NCC accepts no responsibility for any falsification of 
custody information or any harm that may result from it.  I consent to treatment for myself or my child, identified above, 
under the described conditions. I understand the ways in which my privacy will be protected. I also authorize the release of 
information to my insurance company (if applicable). 

Date: _____/______/______

Client / Responsible Party Name (printed): _____________________________________________________

Client / Responsible Party Signature: _________________________________________________________

Copy of Practice Policies & General Information Agreement, and Consent for Treatment to client by (initials): ________     
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Billing Address
PO Box 257
Helena, MT 59624-0257
Fax: 844-707-2679

Practice Location
825 Helena Ave

Helena, MT 59601-3459
Office: 406-992-4082

CONSENT FOR CORRESPONDENCE VIA PHONE, EMAIL, OR SMS TEXT

Client:  ________________________________________________ DOB:  ___________________________________ 

I, _________________________________, consent to receive calls, text messages, and/or email messages from Kathryn 
Trucano LCPC LLC for the client's protected healthcare and other services at the phone number(s), wireless number(s), and 
email address(es) provided below. I agree to not hold Kathryn Trucano, LCPC LLC liable for harm that may result from any 
breach of confidentiality as a result of said types of communication. I understand that I may revoke this authorization at any 
time.  If I have been given the right to receive information about the Client's healthcare through a Release of Information 
(ROI) signed by the Client's Legal Guardian, I understand that I will only receive information approved by the ROI and that 
the Legal Guardian may revoke my privilege for correspondence at any time.

Regular Correspondence

  I authorize Kathryn Trucano LCPC LLC to contact ___________________________________ about the client's 
treatment using the following contact information. I understand that SMS text, cell phone calls, and voicemail WILL NOT 
be encrypted/secure, AND that email MAY NOT be encrypted/secure.  I understand I may be charged by my wireless carrier
for text messages or calls.

 via SMS Text: _______________________________________________________________________

 via Phone/Voicemail: _________________________________________________________________

 via Email: __________________________________________________________________________

Automatic Appointment Reminders  

  I authorize Kathryn Trucano LCPC LLC to automatically send appointment reminders for the Client using an automated 
dialing or email system with the contact information provided below. I understand that automated appointment reminders will
not be encrypted/secure.  I understand I may be charged by my wireless carrier for text messages or calls.

 via SMS Text:  ______________________________________________________________________

 via Phone/Voicemail: _________________________________________________________________

 via Email: __________________________________________________________________________
OR

  I DO NOT authorize Kathryn Trucano LCPC LLC to automatically send appointment reminders via texts, email, voicemail,
or phone using an automated dialing and/or email system.

______________________________________________________________     adult client  legal guardian/parent
Print Name             

______________________________________________________________   ______/______/__________
Sign Name            Date
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Billing Address
PO Box 257
Helena, MT 59624-0257
Fax: 844-707-2679

Practice Location
825 Helena Ave

Helena, MT 59601-3459
Office: 406-992-4082

Payment Policy Agreement

Thank you for choosing Kathryn Trucano LCPC LLC. We are committed to providing clients with the highest 
quality and affordable care. This agreement summarizes your responsibility for payment of services. Please read 
it carefully and feel free to ask us any questions you may have. Please sign in the space provided below that you 
have received this payment policy. 

INSURANCE
We participate in most insurance plans, including Medicaid. We do not participate with Medicare. If you are not 
insured by a plan that we do business with and/or are a self-pay client, payment in full is required before services
are rendered at each visit. If you are insured by a plan that we do business with but do not have an up-to-date 
insurance card and we are not able to verify your insurance coverage, payment will also be required, before 
services are rendered, at each visit until we can verify your insurance coverage. You must arrange for any pre-
authorizations if necessary.  Please contact your insurance company with any questions that you may have 
regarding your insurance coverage because knowledge of your insurance benefits and knowing who your 
primary care provider is, is your responsibility.  

CO-PAYMENTS AND DEDUCTIBLES
All co-payments and deductibles are required before services are rendered at each office visit. This arrangement 
is part of your contract with your insurance company and failure on our part in collecting co-payments and 
deductibles from our clients can be considered fraud. Please help us in upholding the law by paying your co-
payments and deductibles at each visit.  We prefer payment via check, money order or cash.  If you are not able 
to provide payment using either of these methods,  you can pay using a credit card (Visa, MasterCard, American 
Express, and Discover) and/or debit card. For all credit card or debit card transactions, a 2.83% service charge 
will be added to the fee.

NON-COVERED SERVICES
Please be aware that some, and perhaps all, of the services you receive may be non-covered or not considered 
reasonable and necessary by Medicaid or other insurances. You must pay for these services, in full, at the time 
they are rendered. If client's therapy with  Kathryn Trucano is brought into court and Kathryn Trucano is 
subpoenaed, client will be responsible to pay the rate of $110 per hour for both travel and court time.

PROOF OF INSURANCE
All clients must complete our client information form before receiving services. We must obtain a copy of your 
current and valid insurance in order to provide proof of your insurance coverage. If you fail to provide us, in a 
timely manner, with the correct insurance information you will be responsible for the balance of your insurance 
claim(s). 

BILLING AND CLAIMS SUBMISSION
We use a billing service to provide prompt and professional handling of claims. The service is bound by strict 
confidentiality requirements. If you do not wish to have your account recorded with this service, or if you do not 
wish to have your insurance billed, please notify us immediately. If you choose not to use the billing service, you
will be responsible for paying the total fee at the time services are rendered. If requested, we will provide you 
with the necessary receipt so that you can submit to your insurance company for reimbursement.

If you choose to to have us handle and submit insurance claims, we will do so and assist you in any way we 
reasonably can to help you get your insurance claim(s) paid. Your insurance company may need you to supply 
certain information directly and it is your responsibility to comply with their request. Please be aware that, even 



though our prices are representative of the usual and customary charges for our area, the balance of your claim(s)
is your responsibility whether or not your insurance company pays for your claim(s). Your insurance benefits are
a contract between you and your insurance company and we are not a party to that contract.

COVERAGE CHANGES
If your insurance changes, please notify us before your next visit so that we can make the appropriate changes to 
help you receive your maximum insurance benefits. If your insurance company does not pay your claim within 
45 days, the balance will automatically be billed to you.

NONPAYMENT
Please notify us if a difficulty arises during the cost of your therapy impacting your ability to make timely 
payments. Should an account remain unpaid with no prior arrangements, after 30 days an interest rate of 18% 
will begin to accrue.  If your account is over 90 days past due, you will receive a letter stating that you have 20 
days to contact us regarding payment on your account. Partial payments will be accepted upon authorization. 
Please be aware that if a balance remains unpaid, we may refer your account to collection and you and your 
immediate family members may be discharged from this practice. If this is to occur, you will be notified by 
regular and certified mail that you have 30 days to find alternative medical care. During that 30 days, our 
provider will only be able to treat you on an emergency basis.  We cannot accept barter for therapy, and we do 
not take PayPal. There will be a $20.00 fee charged for any checks returned due to insufficient funds. For all 
credit card or debit card transactions, a 2.83% service charge will be added to the fee.

All payments should be paid to the order of Kathryn Trucano LCPC LLC.

I have read the payment policy, asked questions and/or expressed my concerns, and now understand and 
agree to abide by its guidelines.

Date: _____/______/______

Client / Responsible Party Name (printed): _____________________________________________________

Client / Responsible Party Signature: __________________________________________________________

Copy of Payment Policy Agreement provided to client/responsible party by (initials): ________

Payment Policy Agreement  - 05/03/2016



Billing Address
PO Box 257
Helena, MT 59624-0257
Fax: 844-707-2679

Practice Location
825 Helena Ave

Helena, MT 59601-3459
Office: 406-992-4082

Authorization for Release, Disclosure and Exchange of Health Information

Name of Client: _________________________________________________ Birth Date: ____________________________

Person(s) or Entity (s) To Whom Information May Be Released, Exchanged or Disclosed:

Name/Agency: _________________________________________________________________________________________

Mailing Address: _______________________________________________________________________________________

City/State/Zip: _________________________________________________________________________________________

Phone Number: ____________________________________  Fax Number: _________________________________________

Information to Release/Disclose/Exchange: (Check all that apply)

 Medical  Education Records  Therapy Notes

 Progress Notes  Drug/Alcohol  Treatment Plans

 Clinical Assessments  Discharge Summaries   Immunization Record

 Medication Records  Occupational Therapy  Insurance, Billing, Claims Information

 Psychological Evaluation  Clinical Impressions  Psychiatric Evaluation\Consultation

 Other (please specify): _______________________________________________________________________________

I understand this authorization is not valid without the required signature. I understand that I may refuse to sign this authorization 
and that my refusal to sign will not affect my ability to obtain treatment with Kathryn Trucano LCPC LLC. However, there may be
consequences with the intended recipient of this information. I understand that the recipient of this information may possibly re-
disclose the information to others without my knowledge or authorization, in which event the privacy law may no longer protect 
my information. I understand I have the right to revoke this authorization at any time in writing, except to the extent that Kathryn 
Trucano LCPC LLC has already provided the information. I understand this authorization will expire no later than 24 months from
the date below unless I revoke it in writing prior to that time. To the extent that I am authorizing the disclosure of information 
above that specifically relates to alcohol or drug abuse, the Federal rules prohibit the recipient of the information from making any 
further disclosure of this information, unless further disclosure is expressly permitted by my written authorization or otherwise 
permitted by 42 C.F.R. Part 2 of HIPAA. A general authorization for the disclosure of medical or other information is NOT 
sufficient for this purpose.

______________________________________________________________________________________________________
Print Full Name Signature Date

AUTHORITY TO SIGN ON BEHALF OF CLIENT:
Please check applicable box if signing on behalf of patient and provide a copy of authorizing document for items marked below 
with an asterisk (*).

Parent of Minor Child   Legal Guardian*   Power of Attorney*   Other Personal Representative Designation*

An administrative fee of $15.00 for the searching and handling of recorded health care information plus $0.25 per page 
may be charged if so applicable under the law.

REVOCATION SECTION
I hereby REVOKE the foregoing Authorization and Consent to Disclosure and Exchange of Information in its entirety.

Signature______________________________________________________________ Date____________________________
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BIOPSYCHOSOCIAL HISTORY
PRESENTING PROBLEMS
Presenting problems Duration (months) Additional information:

                                                                                                                                                                                
                                                                                                                                                                                
                                                                                                                                                                                

CURRENT SYMPTOM CHECKLIST (Rate intensity of symptoms currently present)
None: This symptom not present at this time  •  Mild: Impacts quality of life, but no significant impairment of day-to-day functioning
Moderate: Significant impact on quality of life and/or day-to-day functioning  •  Severe: Profound impact on quality of life and/or day-to-day functioning

None Mild Moderate Severe None Mild Moderate Severe None Mild Moderate Severe

depressed mood [  ] [  ] [  ] [  ] bingeing/purging [  ] [  ] [  ] [  ] guilt [  ] [  ] [  ] [  ]

appetite disturbance [  ] [  ] [  ] [  ] laxative/diuretic abuse [  ] [  ] [  ] [  ] elevated mood [  ] [  ] [  ] [  ]

sleep disturbance [  ] [  ] [  ] [  ] anorexia [  ] [  ] [  ] [  ] hyperactivity [  ] [  ] [  ] [  ]

elimination disturbance [  ] [  ] [  ] [  ] paranoid ideation [  ] [  ] [  ] [  ] dissociative states [  ] [  ] [  ] [  ]

fatigue/low energy [  ] [  ] [  ] [  ] circumstantial symptoms [  ] [  ] [  ] [  ] somatic complaints [  ] [  ] [  ] [  ]

psychomotor retardation [  ] [  ] [  ] [  ] loose associations [  ] [  ] [  ] [  ] self-mutilation [  ] [  ] [  ] [  ]

poor concentration [  ] [  ] [  ] [  ] delusions [  ] [  ] [  ] [  ] significant weight gain/loss [  ] [  ] [  ] [  ]

poor grooming [  ] [  ] [  ] [  ] hallucinations [  ] [  ] [  ] [  ] concomitant medical condition [  ] [  ] [  ] [  ]

mood swings [  ] [  ] [  ] [  ] aggressive behaviors [  ] [  ] [  ] [  ] emotional trauma victim [  ] [  ] [  ] [  ]

agitation [  ] [  ] [  ] [  ] conduct problems [  ] [  ] [  ] [  ] physical trauma victim [  ] [  ] [  ] [  ]

emotionality [  ] [  ] [  ] [  ] oppositional behavior [  ] [  ] [  ] [  ] sexual trauma victim [  ] [  ] [  ] [  ]

irritability [  ] [  ] [  ] [  ] sexual dysfunction [  ] [  ] [  ] [  ] emotional trauma perpetrator [  ] [  ] [  ] [  ]

generalized anxiety [  ] [  ] [  ] [  ] grief [  ] [  ] [  ] [  ] physical trauma perpetrator [  ] [  ] [  ] [  ]

panic attacks [  ] [  ] [  ] [  ] hopelessness [  ] [  ] [  ] [  ] sexual trauma perpetrator [  ] [  ] [  ] [  ]

phobias [  ] [  ] [  ] [  ] social isolation [  ] [  ] [  ] [  ] substance abuse [  ] [  ] [  ] [  ]

obsessions/compulsions [  ] [  ] [  ] [  ] worthlessness [  ] [  ] [  ] [  ] other (specify)                         [  ] [  ] [  ] [  ]

EMOTIONAL/PSYCHIATRIC HISTORY
[  ] [  ] Prior outpatient psychotherapy?
No Yes If yes, on              occasions. Longest treatment by                              for           sessions from        /               to           /              

Provider Name Month/Year Month/Year

Prior provider name City State Phone Diagnosis Intervention/Modality Beneficial?

                                                                                                                                       

                                                                                                                                                                                 

[  ] [  ] Has any family member had outpatient psychotherapy? If yes, who/why (list all):                                                                                            
No Yes                                                                                                                                                                                                                                            

[  ] [  ] Prior inpatient treatment for a psychiatric, emotional, or substance use disorder?
No Yes If yes, on              occasions. Longest treatment at                                                                 from       /               to           /              

Name of facility Month/Year Month/Year

Inpatient facility name City State Phone Diagnosis Intervention/Modality Beneficial?

                                                                                                                                                  

                                                                                                                                                                                               

[  ] [  ] Has any family member had inpatient treatment for a psychiatric, emotional, or substance use disorder? If yes, 
No Yes who/why (list all):                                                                                                                                                                                                              

[  ] [  ] Prior or current psychotropic medication usage? If yes:
No Yes Medication Dosage Frequency Start date End date Physician Side effects Beneficial?
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[  ] [  ] Has any family member used psychotropic medications? If yes, who/what/why (list all):                                                                                  
No Yes                                                                                                                                                                                                                                             

FAMILY HISTORY
FAMILY OF ORIGIN

Present during childhood: Parents' current marital status: Describe parents:
Present Present Not [  ] married to each other Father Mother
entire part of present [  ] separated for        years full name                                                              
childhood childhood at all [  ] divorced for       years occupation                                                           

mother [  ] [  ] [  ] [  ] mother remarried       times education                                                             
father [  ] [  ] [  ] [  ] father remarried       times general health                                                      
stepmother [  ] [  ] [  ] [  ] mother involved with someone
stepfather [  ] [  ] [  ] [  ] father involved with someone Describe childhood family experience:
brother(s) [  ] [  ] [  ] [  ] mother deceased for      years [  ] outstanding home environment
sister(s) [  ] [  ] [  ] age of client at mother's death       [  ] normal home environment
other (specify) [  ] [  ] [  ] [  ] father deceased for      years [  ] chaotic home environment
                                                                                    age of client at father's death         [  ] witnessed physical/verbal/sexual abuse toward others

[  ] experienced physical/verbal/sexual abuse from others

Age of emancipation from home:                          Circumstances:                                                                                                                                            
                                                                                                                                                                                                                                                             
                                                                                                                                                                                                                                                             

Special circumstances in childhood:                                                                                                                                                                                                
                                                                                                                                                                                                                                                             
                                                                                                                                                                                                                                                             

IMMEDIATE FAMILY (May not be applicable for minors)
Relational status: Intimate relationship: List all persons currently living in client's household:
[  ] single, never married [  ] never been in a serious relationship Name Age Sex Relationship to client
[  ] engaged         months [  ] not currently in relationship                                                                                           
[  ] married for         years [  ] currently in a serious relationship                                                                                           
[  ] divorced for       years                                                                                           
[  ] separated for        years Relationship satisfaction: List children not living in same household as client:
[  ] divorce in process         months [  ] very satisfied with relationship                                                                                           
[  ] live-in for        years [  ] satisfied with relationship                                                                                           
[  ]        prior marriages (self) [  ] somewhat satisfied with relationship                                                                                           
[  ]        prior marriages (partner) [  ] dissatisfied with relationship

[  ] very dissatisfied with relationship Frequency of visitation of above:                                                  

Describe any past or current significant issues in intimate relationships:                                                                                                                             
                                                                                                                                                                                                                                                             
                                                                                                                                                                                                                                                             
                                                                                                                                                                                                                                                             

Describe any past or current significant issues in other immediate family relationships:                                                                                                  
                                                                                                                                                                                                                                                             
                                                                                                                                                                                                                                                             
                                                                                                                                                                                                                                                             

MEDICAL HISTORY (check all that apply for client)
Describe current physical health:  [  ] Good [  ] Fair [  ] Poor Is there a history of any of the following in the family:
                                                                                                               [  ] tuberculosis [  ] heart disease
List name of primary care physician: [  ] birth defects [  ] high blood pressure
Name                                                       Phone                                 [  ] emotional problems [  ] alcoholism

[  ] behavior problems [  ] drug abuse
List name of psychiatrist: (if any): [  ] thyroid problems [  ] diabetes
Name                                                       Phone                                 [  ] cancer [  ] Alzheimer's disease/dementia

[  ] mental retardation [  ] stroke
[  ] other chronic or serious health problems                                       
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List any medications currently being taken (give dosage & reason): Describe any serious hospitalization or accidents:
                                                                                                               Date                  Age           Reason                                            
                                                                                                               Date                  Age           Reason                                            

Date                  Age           Reason                                            
List any known allergies:                                                                     Date                  Age           Reason                                            

Date:                 Age           Reason                                            
List any abnormal lab test results:
Date                       Result                                                                                                                                                                                        
Date                       Result                                                                                                                                                                                        

SUBSTANCE USE HISTORY (check all that apply for client)

Family alcohol/drug abuse history: Substances used: Current Use
(complete all that apply) First use age Last use age (Yes/No) Frequency Amount

[  ] father [  ] stepparent/live-in [  ] alcohol                                                                    
[  ] mother [  ] uncle(s)/aunt(s) [  ] amphetamines/speed                                                                    
[  ] grandparent(s) [  ] spouse/significant other [  ] barbiturates/owners                                                                    
[  ] sibling(s) [  ] children [  ] caffeine                                                                    
[  ] other                                     [  ] cocaine                                                                    

[  ] crack cocaine                                                                    
Substance use status: [  ] hallucinogens (e.g., LSD)                                                                    

[  ] inhalants (e.g., glue, gas)                                                                    
[  ] no history of abuse [  ] marijuana or hashish                                                                    
[  ] active abuse [  ] nicotine/cigarettes                                                                    
[  ] early full remission [  ] PCP                                                                    
[  ] early partial remission [  ] prescription                                                                                         
[  ] sustained full remission [  ] other                                                                                                    
[  ] sustained partial remission

Treatment history: Consequences of substance abuse (check all that apply):

[  ] outpatient (age[s]                             ) [  ] hangovers [  ] withdrawal symptoms [  ] sleep disturbance [  ] binges
[  ] inpatient (age[s]                               ) [  ] seizures [  ] medical conditions [  ] assaults [  ] job loss
[  ] 12-step program (age[s]                   ) [  ] blackouts [  ] tolerance changes [  ] suicidal impulse [  ] arrests
[  ] stopped on own (age[s]                    ) [  ] overdose [  ] loss of control amount used [  ] relationship conflicts
[  ] other (age[s]                                    [  ] other                                                                                                                                    

describe:                                             

DEVELOPMENTAL HISTORY (check all that apply for a child/adolescent client)

Problems during Birth: Childhood health:

mother's pregnancy: [  ] normal delivery [  ] chickenpox (age                   ) [  ] lead poising (age                )

[  ] difficult delivery [  ] German measles (age           ) [  ] mumps (age                        )

[  ] none [  ] cesarean delivery [  ] red measles (age                   ) [  ] diphtheria (age                   )

[  ] high blood pressure [  ] complications           [  ] rheumatic fever (age             ) [  ] poliomyelitis (age              )
[  ] kidney infection                                  [  ] whooping cough (age           ) [  ] pneumonia (age                  )
[  ] German measles birth weight        lbs       oz. [  ] scarlet fever (age                  ) [  ] tuberculosis (age                )
[  ] emotional stress [  ] autism [  ] mental retardation
[  ] bleeding Infancy: [  ] ear infections [  ] asthma
[  ] alcohol use [  ] feeding problems [  ] allergies to                                                                                                          
[  ] drug use [  ] sleep problems [  ] significant injuries                                                                                             
[  ] cigarette use [  ] toilet training problems [  ] chronic, serious health problems                                                                      
[  ] other                                                                                                                             
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Delayed developmental milestones (check only Emotional / behavior problems (check all that apply):
those milestones that did not occur at expected age):

[  ] drug use [  ] repeats words of others [  ] distrustful
[  ] sitting [  ] controlling bowels [  ] alcohol abuse [  ] not trustworthy [  ] extreme worrier
[  ] rolling over [  ] sleeping alone [  ] chronic lying [  ] hostile/angry mood [  ] self-injurious acts
[  ] standing [  ] dressing self [  ] stealing [  ] indecisive [  ] impulsive
[  ] walking [  ] engaging peers [  ] violent temper [  ] immature [  ] easily distracted
[  ] feeding self [  ] tolerating separation [  ] fire-setting [  ] bizarre behavior [  ] poor concentration
[  ] speaking words [  ] playing cooperatively [  ] hyperactive [  ] self-injurious threats [  ] often sad
[  ] speaking sentences [  ] riding tricycle [  ] animal cruelty [  ] frequently tearful [  ] breaks things
[  ] controlling bladder [  ] riding bicycle [  ] assaults others [  ] frequently daydreams [  ] other                                          
[  ] other                                                                                [  ] disobedient             [  ] lack of attachment                   __________________________

Social interaction (check all that apply): Intellectual / academic functioning (check all that apply):

[  ] normal social interaction [  ] inappropriate sex play [  ] normal intelligence [  ] authority conflicts [  ] mild retardation
[  ] isolates self [  ] dominates others [  ] high intelligence [  ] attention problems [  ] moderate retardation
[  ] very shy [  ] associates with acting-out peers [  ] learning problems [  ] underachieving [  ] severe retardation
[  ] alienates self [  ] other                                       Current  or highest education level                                                                            

Describe any other developmental problems or issues:                                                                                                                                                             
                                                                                                                                                                                                                                                             

SOCIO-ECONOMIC  HISTORY (check all that apply for client)

Living situation: Social support system: Sexual history:

[  ] housing adequate [  ] supportive network [  ] heterosexual orientation [  ] currently sexually dissatisfied

[  ] homeless [  ] few friends [  ] homosexual orientation [  ] age first sex experience              

[  ] housing overcrowded [  ] substance-use-based friends [  ] bisexual orientation [  ] age first pregnancy/fatherhood       

[  ] dependent on others for housing [  ] no friends [  ] currently sexually active [  ] history of promiscuity age       to     

[  ] housing dangerous/deteriorating [  ] distant from family of origin [  ] currently sexually satisfied [  ] history of unsafe sex age     to       

[  ] living companions dysfunctional Additional information:                                                                               
Military history:

Employment: [  ] never in military Cultural/spiritual/recreational history:

[  ] employed and satisfied [  ] served in military - no incident cultural identity (e.g., ethnicity, religion):                                                 

[  ] employed but dissatisfied [  ] served in military - with incident                                                                                                                         

[  ] unemployed                                                   describe any cultural issues that contribute to current problem:             

[  ] coworker conflicts                                                                                                                         

[  ] supervisor conflicts Legal history: currently active in community/recreational activities? Yes [  ] No [  ]

[  ] unstable work history [  ] no legal problems formerly active in community/recreational activities?  Yes [  ] No [  ]

[  ] disabled:                                  [  ] now on parole/probation currently engage in hobbies? Yes [  ] No [  ]
[  ] arrest(s) not substance-related currently participate in spiritual activities? Yes [  ] No [  ]

Financial situation: [  ] arrest(s) substance-related if answered "yes" to any of above, describe:                                             
[  ] no current financial problems [  ] court ordered this treatment                                                                                                                         

[  ] large indebtedness [  ] jail/prison                    time(s)                                                                                                                         

[  ] poverty or below-poverty income total time served:                              

[  ] impulsive spending describe last legal difficulty:            

[  ] relationship conflicts over finances                                                             



Strengths and Difficulties Questionnaire P  
 

For each item, please mark the box for Not True, Somewhat True or Certainly True.  It would help us if you answered all items as 
best you can even if you are not absolutely certain.  Please give your answers on the basis of your child's behavior over the last six 
months.

Your child's name ..............................................................................................               Male/Female

Date of birth...........................................................

Considerate of other people's feelings □ □ □
Restless, overactive, cannot stay still for long □ □ □
Often complains of headaches, stomach-aches or sickness □ □ □
Shares readily with other youth, for example CD’s, games, food □ □ □
Often loses temper □ □ □
Would rather be alone than with other youth □ □ □
Generally well behaved, usually does what adults request □ □ □
Many worries or often seems worried □ □ □
Helpful if someone is hurt, upset or feeling ill □ □ □
Constantly fidgeting or squirming □ □ □
Has at least one good friend □ □ □
Often fights with other youth or bullies them □ □ □
Often unhappy, depressed or tearful □ □ □
Generally liked by other youth □ □ □
Easily distracted, concentration wanders □ □ □
Nervous in new situations, easily loses confidence □ □ □
Kind to younger children □ □ □
Often lies or cheats □ □ □
Picked on or bullied by other youth □ □ □
Often offers to help others (parents, teachers, children) □ □ □
Thinks things out before acting □ □ □
Steals from home, school or elsewhere □ □ □
Gets along better with adults than with other youth □ □ □
Many fears, easily scared □ □ □
Good attention span, sees chores or homework through to the end □ □ □

Do you have any other comments or concerns?

Please turn over - there are a few more questions on the other side

11-17 

 

Certainly 
True

Somewhat 
True

Not 
True

PARENT



Overall, do you think that your child has difficulties in one or more of the following areas:  
emotions, concentration, behavior or being able to get on with other people?

No

Yes- 
minor  
difficulties

  □

If you have answered "Yes", please answer the following questions about these difficulties:

• How long have these difficulties been present?

Less  than 
a month

1-5 
months

Over  
a year

• Do the difficulties upset or distress your child?

Not  
at all

Only a 
little

A great 
deal

• Do the difficulties interfere with your child's everyday life in the following areas?

HOME LIFE

FRIENDSHIPS

CLASSROOM LEARNING

LEISURE ACTIVITIES

• Do the difficulties put a burden on you or the family as a whole?

Not  
at all

Signature ...............................................................................              Date ........................................

Mother/Father/Other (please specify:)

Thank you very much for your help © Robert Goodman, 2005

Yes- 
definite 
difficulties

Yes- 
severe 
difficulties

  □   □   □

6-12 
months

  □   □   □  □

  □   □   □   □

Not  
at all

Only a 
little

A great 
deal

  □
  □
  □
  □

  □
  □

  □
  □

  □
  □

  □
  □

  □
  □

  □
  □

Only a 
little

A great 
deal

  □  □  □  □

A  medium 
amount

A  medium 
amount

A  medium 
amount



Strengths and Difficulties Questionnaire S 
 

For each item, please mark the box for Not True, Somewhat True or Certainly True.  It would help us if you answered all items as 
best you can even if you are not absolutely certain .  Please give your answers on the basis of how things have been for you over 
the last six months.

Your name..............................................................................................               Male/Female

Date of birth...........................................................

I try to be nice to other people.  I care about their feelings □ □ □
I am restless, I cannot stay still for long □ □ □
I get a lot of headaches, stomach-aches or sickness □ □ □
I usually share with others, for example CD’s, games, food □ □ □
I get very angry and often lose my temper □ □ □
I would rather be alone than with people of my age □ □ □
I usually do as I am told □ □ □
I worry a lot □ □ □
I am helpful if someone is hurt, upset or feeling ill □ □ □
I am constantly fidgeting or squirming □ □ □
I have one good friend or more □ □ □
I fight a lot.  I can make other people do what I want □ □ □
I am often unhappy, depressed or tearful □ □ □
Other people my age generally like me □ □ □
I am easily distracted, I find it difficult to concentrate □ □ □
I am nervous in new situations.  I easily lose confidence □ □ □
I am kind to younger children □ □ □
I am often accused of lying or cheating □ □ □
Other children or young people pick on me or bully me □ □ □
I often offer to help others (parents, teachers, children) □ □ □
I think before I do things □ □ □
I take things that are not mine from home, school or elsewhere □ □ □
I get along better with adults than with people my own age □ □ □
I have many fears, I am easily scared □ □ □
I finish the work I'm doing.  My attention is good □ □ □
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Certainly 
True

Somewhat 
True

Not 
True

Do you have any other comments or concerns?

Please turn over - there are a few more questions on the other side

TEEN



Overall, do you think that you have difficulties in any of the following areas: 
emotions, concentration, behavior or being able to get on with other people?

No

Yes- 
minor  
difficulties

  □

If you have answered "Yes", please answer the following questions about these difficulties:

• How long have these difficulties been present?

Less  than 
a month

1-5 
months

Over  
a year

• Do the difficulties upset or distress you?

Not  
at all

Only a 
little

A great 
deal

• Do the difficulties interfere with your everyday life in the following areas?

HOME LIFE

FRIENDSHIPS

CLASSROOM LEARNING

LEISURE ACTIVITIES

• Do the difficulties make it harder for those around you (family, friends, teachers, etc.)?

Not  
at all

Your Signature ...............................................................................                 Today's  Date ........................................

Thank you very much for your help © Robert Goodman, 2005

Yes- 
definite 
difficulties

Yes- 
severe 
difficulties

  □   □   □

6-12 
months

  □   □   □  □

  □   □   □   □

Not  
at all

Only a 
little

A great 
deal

  □
  □
  □
  □

  □
  □

  □
  □

  □
  □

  □
  □

  □
  □

  □
  □

Only a 
little

A great 
deal

  □  □  □  □

A  medium 
amount

A  medium 
amount

A  medium 
amount



When it comes to your health information, you have certain rights. This section explains your 
rights and some of our responsibilities to help you.

Get an electronic or 
paper copy of your 
medical record 

• You can ask to see or get an electronic or paper copy of your medical record 
and other health information we have about you. Ask us how to do this. 

• We will provide a copy or a summary of your health information, usually 
within 30 days of your request. We may charge a reasonable, cost-based fee.

Ask us to correct your 
medical record

• You can ask us to correct health information about you that you think is 
incorrect or incomplete. Ask us how to do this.

• We may say “no” to your request, but we’ll tell you why in writing within  
60 days.

Request confidential 
communications

• You can ask us to contact you in a specific way (for example, home or office 
phone) or to send mail to a different address. 

• We will say “yes” to all reasonable requests.

Your Rights

Notice of Privacy Practices  •  Page 1

Your Information.
Your Rights.
Our Responsibilities.
This notice describes how medical 
information about you may be used  
and disclosed and how you can get  
access to this information.  
Please review it carefully.

continued on next page



Ask us to limit what  
we use or share

• You can ask us not to use or share certain health information for treatment, 
payment, or our operations. 

• We are not required to agree to your request, and we may say “no” if it 
would affect your care.

• If you pay for a service or health care item out-of-pocket in full, you can 
ask us not to share that information for the purpose of payment or our 
operations with your health insurer.

• We will say “yes” unless a law requires us to share that information.

Get a list of those with 
whom we’ve shared 
information

• You can ask for a list (accounting) of the times we’ve shared your health 
information for six years prior to the date you ask, who we shared it with, 
and why.

• We will include all the disclosures except for those about treatment, 
payment, and health care operations, and certain other disclosures (such as 
any you asked us to make). We’ll provide one accounting a year for free but 
will charge a reasonable, cost-based fee if you ask for another one within 
12 months. 

Get a copy of this 
privacy notice 

• You can ask for a paper copy of this notice at any time, even if you have 
agreed to receive the notice electronically. We will provide you with a paper 
copy promptly.

Choose someone  
to act for you

• If you have given someone medical power of attorney or if someone is your 
legal guardian, that person can exercise your rights and make choices about 
your health information.

• We will make sure the person has this authority and can act for you before 
we take any action.

File a complaint if  
you feel your rights  
are violated

• You can complain if you feel we have violated your rights by contacting us 
using the information on page 1.

• You can file a complaint with the U.S. Department of Health and Human 
Services Office for Civil Rights by sending a letter to 200 Independence 
Avenue, S.W., Washington, D.C. 20201, calling 1-877-696-6775, or visiting 
www.hhs.gov/ocr/privacy/hipaa/complaints/.

• We will not retaliate against you for filing a complaint.

Notice of Privacy Practices  •  Page 2

Your Rights continued

www.hhs.gov/ocr/privacy/hipaa/complaints/


  Your Choices

For certain health information, you can tell us your choices about what we share. If you 
have a clear preference for how we share your information in the situations described below, talk to us. Tell 
us what you want us to do, and we will follow your instructions. 

In these cases, you have 
both the right and choice 
to tell us to:

•   Share information with your family, close friends, or others involved in  
your care

•   Share information in a disaster relief situation

•   Include your information in a hospital directory

•   Contact you for fundraising efforts

If you are not able to tell us your preference, for example if you are 
unconscious, we may go ahead and share your information if we believe it is 
in your best interest. We may also share your information when needed to 
lessen a serious and imminent threat to health or safety.

In these cases we never 
share your information 
unless you give us  
written permission:

•  Marketing purposes

•  Sale of your information

•  Most sharing of psychotherapy notes

In the case of fundraising: •   We may contact you for fundraising efforts, but you can tell us not to 
contact you again.
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How do we typically use or share your health information? We typically use or share your health 
information in the following ways.

Treat you •  We can use your health information and 
share it with other professionals who are 
treating you. 

Example: A doctor treating you 
for an injury asks another doctor 
about your overall health condition.

Run our 
organization

•  We can use and share your health information 
to run our practice, improve your care, 
and contact you when necessary.

Example: We use health information 
about you to manage your treatment 
and services. 

Bill for your 
services

•  We can use and share your health information 
to bill and get payment from health plans or 
other entities. 

Example: We give information 
about you to your health insurance 
plan so it will pay for your services. 

  Our Uses and Disclosures

continued on next page
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How else can we use or share your health information? We are allowed or required to share 
your information in other ways – usually in ways that contribute to the public good, such as public health and 
research. We have to meet many conditions in the law before we can share your information for these purposes. 
For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html.

Help with public health  
and safety issues

•  We can share health information about you for certain situations such as: 
•  Preventing disease
•  Helping with product recalls
•  Reporting adverse reactions to medications
•  Reporting suspected abuse, neglect, or domestic violence
•  Preventing or reducing a serious threat to anyone’s health or safety

Do research •  We can use or share your information for health research. 

Comply with the law •  We will share information about you if state or federal laws require it, 
including with the Department of Health and Human Services if it wants to 
see that we’re complying with federal privacy law.

Respond to organ and 
tissue donation requests

•  We can share health information about you with organ procurement 
organizations. 

Work with a medical  
examiner or funeral director

•  We can share health information with a coroner, medical examiner, or 
funeral director when an individual dies.

Address workers’ 
compensation, law 
enforcement, and other 
government requests

•  We can use or share health information about you:
• For workers’ compensation claims
•  For law enforcement purposes or with a law enforcement official
• With health oversight agencies for activities authorized by law
•  For special government functions such as military, national security, 

and presidential protective services

Respond to lawsuits and  
legal actions

•  We can share health information about you in response to a court or 
administrative order, or in response to a subpoena.

www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html
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•   We are required by law to maintain the privacy and security of your protected health information. 

•   We will let you know promptly if a breach occurs that may have compromised the privacy or security of 
your information.

•   We must follow the duties and privacy practices described in this notice and give you a copy of it. 

•   We will not use or share your information other than as described here unless you tell us we can in 
writing. If you tell us we can, you may change your mind at any time. Let us know in writing if you 
change your mind. 

For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html.

Changes to the Terms of This Notice
We can change the terms of this notice, and the changes will apply to all information we have about you. The 
new notice will be available upon request, in our office, and on our web site.

Our Responsibilities

This Notice of Privacy Practices applies to the following organizations.

www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html
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