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Patient Information 
 
Name_________________________________________________ Today’s Date ______________ 
Address _________________________________________________________________________ 
 City ____________________________________ State ___________ Zip ______________ 
 Home Phone __________________________  Work Phone _________________________ 
Date of Birth ______________________Social Security Number ___________________________ 
 
Marital Status:  Single  Married  Divorced Separated Widowed 
 
Gender:  Male  Female 
 
Employer or School _______________________________________________________________ 
 
Referred by:  Physician, Name______________________________________________ 
 
   Other Professional, Name ______________________________________ 
 
   Friend  Former or Current Client Phone Book 
 
   Other, Please specify __________________________________________ 
 
Responsible Party Information 
 
Who is responsible for the charges for this client? 
 
 Client (Not necessary to complete below information) 
 
 Other (Please complete information below) 
 
Name __________________________________________________________________________ 
Address _________________________________________________________________________ 
 City ____________________________________ State ___________ Zip ______________ 
 Home Phone __________________________  Work Phone _________________________ 
Date of Birth ______________________Social Security Number ___________________________ 
 
Marital Status:  Single  Married  Divorced Separated Widowed 
 
Gender:  Male  Female 
 
Employer or School _______________________________________________________________ 
 
Parent or Guardian of Minors Information 
 
Father’s Name________________________________ 
Mother’s Name_______________________________ 
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Welcome 
Thank you for choosing us to assist you.  We are committed to providing caring and professional health care to all our 
clients.  Our relationship with our clients is of utmost importance to us and the therapeutic process.  We provide the 
following Policies and Procedures Statement to help inform you of our clinic’s policies and procedures.  If you have 
nay questions or concerns, please bring them to our attention promptly so we may clarify any of our policies or 
procedures.  Again, thank you for placing your trust in us.  We will strive earn and maintain it is all our dealings with 
you. 
 
Appointments 
Appointments are scheduled in advance. Please understand that appointments must end on time so our other patients 
will not be kept waiting.  If you desire to continue your appointment beyond the time limits, you may do so in 
agreement with your provider for an additional fee.  You are kindly asked to be prompt for your appointment time.  
All scheduled appointments will end at the appointed time regardless of late starts due to tardiness.  Appointments 
typically begin on the hour or half-hour. 
 
Missed Appointments or Late Cancellations 
The patient or Responsible Party is responsible for missed appointments or late cancellations in accordance with our 
attached Payment Contract for Services. Since the time lost due to missed appointments or late cancellations cannot be 
remedied, we ask your understanding and responsibility in the matter.  If you must cancel or change an appointment, 
we ask that you do so with a minimum of 24 hours advance notice.  If we are unavailable to take your call, you may 
leave a voice mail message, which records the time of your call.  We do not accept appointment changes or 
cancellations by email. Cancellations or changes given prior to 24 hours will not be charged.  If you must miss an 
appointment due to illness or something out of your control, please let us know and we will consider this in applying 
our policy.  Your understanding in this matter is appreciated. 
 
Unattended Children 
We regret that we do not have facilities that allow for unattended children.  We cannot be responsible for any children 
left unattended in our waiting area.  We also ask that if your child is the patient that you not leave during the child’s 
appointment, since your assistance may be required at any time.  We do not have a restroom in our suite.  Since your 
child may need to use the public restroom during their session, you will need to be available to accompany them to the 
restroom.  Under no circumstances will our staff accompany an unattended minor to the restroom.  Your compliance 
with this issue is most appreciated. 
 
Emergencies 
Occasionally an emergency may arise that must be attended to by the provider.  We ask your indulgence in this 
situation should the provider need to cancel or abruptly end your appointment.  Charges will be prorated in this case.  
If you have an emergency after hours, you should use your best judgment and either call 911 or go to your 
nearest emergency room. Changes in appointments, cancellations, and requests for non-emergency callbacks can be 
left on our voice mail, which records the date and time of your call. 
 
Phone Consultations 
We are happy to return phone calls and attempt to do so in a timely manner.  However, any extended consultation by 
phone will be charged at our normal rates. Counseling patients may request that their session be handled by phone in 
advance and will be charged the normal session fee.  Phone consultations may be used in lieu of the missed 
appointment/late cancellation policy if agreed to by your provider. 
 
I HEREBY CERTIFY that I have read and agree to abide by the above policies and procedures and have received a 
copy, if requested. 
 
_______________________________/__________________________    ______________________ 
Signature of Client(s) or Guardian(s) of Minor Child    Date 
 

 
 

POLICIES AND PROCEDURES STATEMENT 
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We  are committed to providing caring and professional health care to all our patients.  As part of the 
delivery of health services, we have established a financial policy which provides payment policies and 
options to all consumers.  The financial policy of the Clinic is designed to clarify the payment policies as 
determined by the management of the Clinic. 
 
The person Responsible for Payment of Account is required to sign the form, Payment for Contract 
Services, which explains the fees and collection policies of the clinic.  We do accept assignment of benefits 
for the insurance carriers for which we are a Network Provider.  Please note that services not covered in 
your plan are solely the responsibility of the Person Responsible for Payment. 
 
 
The Person Responsible for Payment (as noted in the Payment Contract for Services) will be financially 
responsible for payment of such services.  Payments for services rendered are due at the time of services.  
The adult accompanying a minor (or guardian of the minor) is responsible for payments for the child at the 
time of service.  Unaccompanied minors will be denied non-emergency service unless charges have been 
preauthorized to an approved credit plan, charge card or payment at the time of service. 
 
 
Missed appointment or cancellations made less that 24 hours prior to the appointment time are charged as 
noted in the Payment Contract for Services. 
 
 
Payment methods include exact cash, check, or the following charge cards: MasterCard, and Visa,.  Clients 
using charge cards may either use their card at each session or sign a document allowing the clinic to 
automatically submit charges to the card prior to each session. 
 
 
Questions regarding the financial policies can be answered by Dr. Allen. 
 
 
I (We) have read, understand, and agree with the provisions of the Financial Policy. 
 
 
______________________________________________________________   ________________ 
Signature of Person Responsible for Payment of Account    Date 
 
______________________________________________________________  _________________ 
Signature of Co-Responsible Party       Date 
 
 
 
 
 
 
 
 
 
 

 

FINANCIAL POLICY 
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Name(s):
_____________________________________________________________________________ 
Address:________________________________________________________________________ 
 Street City State Zip 
Bill to: Person(s) Responsible for Payment of Account____________________________________________ 
Address:
_____________________________________________________________________________
_____________________________________________________________________________ 

 
Federal Truth in Lending Disclosure Statement for Professional Services 

____________________________________________________________________________________________ 
Part One Fees for Professional Services 
I (we) agree to pay The Center for Learning and Development, hereafter referred to as the Clinic, any and all 
fees as described below: 
 
ADHD Evaluations – Child/Adolescent  $635.00 
ADHD Evaluations – Adult    $380.00 
Initial Counseling Assessment (75-90 minutes)  $180.00 
Counseling Session (45-50 minutes)   $125.00 
Counseling Session (25-30 minutes)   $  62.50    
Group Session (45-75 minutes)   $  50.00 
Phone consultation (1/4 hour increments)  $ 30.00 
Court Testimony     $200.00 per hour (including travel time) 
 
 
Part Two Payment of Services 
The Provider does accept assignment of insurance benefits for any insurance panels for which he is a Network 
Provider. All copayments, coinsurance, deductibles, and payment for non-covered services are due at the time 
the services are rendered and prior to beginning of services.  Payment is accepted in the form of cash, personal 
checks, and the following credit cards: MasterCard,and Visa.. Additional appointments may not be scheduled 
until all balances are paid in full. 
 
Part Three Late Cancellation and Missed Appointment Policy 
The full contracted fee is charged for missed appointments or cancellations of less than 24 hours notice.  
Voice mail cancellations are charged according to time received.  Clients who have not signed a 
Preauthorization for Health Care authorizing charges to their credit card will not be scheduled for another 
appointment until missed appointment and late cancellation fees are paid in full. 
 
I HEREBY CERTIFY that I have read and agree to the conditions and have received a copy of the Federal 
Truth in Lending Disclosure Statement for Professional Services. 

  

 ______________________________________   __________________________  
 
         Signature(s) of Person(s) Responsible for Payment                                          Date 

 
 
 
 
 
 
 
 
 
 
 
 

Payment Contract for Services 
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The contents of an intake, assessment, or counseling session are considered confidential.  Both verbal information and 
written records about a client cannot be shared with another party without the written consent of the clients or client’s 
legal guardian.  It is the policy of this clinic not to release any information about a client without a signed release of 
information.  Noted exceptions are as follows: 
 
 

Duty to Warn and Protect 
When a client discloses intentions or a plan to harm another person, the health care professional is required to warn the 
intended victim and report this information to legal authorities.  In cases where the client discloses or implies a plan 
for suicide, the health care professional is required to notify legal authorities and make reasonable attempts to notify 
the family of the client. 
 
 
 

Abuse of Children and Vulnerable Adults 
If a client states or suggests that he or she is abusing a child or vulnerable adult, or has recently abused a child or 
vulnerable adult, or a child  or vulnerable adult is in danger of abuse, the health care professional is required to report 
this information to the appropriate social service and/or legal authorities. 
 
 
 

Prenatal Exposure to Controlled Substances 
Health care professional are required to report to the appropriate authorities admitted prenatal exposure to controlled 
substances that are potentially harmful. 
 
 

In the Event of a Client’s Death 
In the event of a client’s death, the spouse or parents of a deceased client have a right to access that child’s or spouses 
records. 
 
 

Professional Misconduct 
Professional misconduct by a health care professional must be reported by other health care professionals in cases in 
which a professional or legal disciplinary meeting is being held regarding the health care professionals actions.  
Related records may be released in order to substantiate disciplinary concerns. 
 
 
 

Court Orders 
Health care professionals are required to release records of clients when a court order has been placed. 
 
 
 

Minors/Guardianship 
Parents or legal guardians of non-emancipated minor clients have right to access the client’s records. 
 
 

Other Provisions 
When fees for services are not paid in a timely manner, collection agencies may be utilized in collecting unpaid debts.  
The specific content of the services (eg; diagnosis, treatment plan, case notes, testing) is not disclosed.  If a debt 
remains unpaid it may be reported to credit agencies, and the client’s credit report may state the amount owed, time 
frame, and the name of the clinic. 
 
 
 
 

Limits of Confidentiality 
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Insurance companies and other third-party payers may be given information that they request regarding services to 
clients.  Information which may be requested includes: type of services, dates/times of services, diagnosis, treatment 
plan, description of impairment, progress of therapy, case notes, and summaries.    If you wish this information to be 
released to your insurance company, you must sign a Release of Information Consent Form.  Legal Guardians must 
sign for minor children.  In the case of couple or family therapy, all adults must sign the Release of Information 
Consent Form. 
 
 
Information about clients may be disclosed in consultations with other professionals in order to provide the best 
possible treatment.  In such cases the name of the client, or any identifying information, is not disclosed.  Clinical 
information about the client is discussed.   
 
 
In some cases, notes and reports are dictated/typed within the clinic or by outside sources specializing (and held 
accountable) for such procedures. 
 
 
In the event in which the clinic or health care professional must telephone the client for purposes such as appointment 
cancellations/changes/reminders, or to give/receive/ other information, efforts are made to preserve confidentiality.  
Please list where we may reach you by phone and how you would like us to identify ourselves.   
 
If this information is not provided to us (below), we will adhere to the following procedure when making phone calls: 
First, we will ask to speak to the client (or guardian) without identifying the name of the clinic.  If the person 
answering the phone asks for more identifying information, we will say that it is a personal call.  We will not identify 
the clinic (to protect confidentiality). If we reach an answering machine or voice mail we will follow the same 
guidelines.  Please be aware that if you have caller ID, the name of the clinic and phone number may be revealed. 
 
PLEASE CHECK PLACES WHERE WE MAY REACH YOU BY PHONE.  Included phone numbers and how you 
would like us to identify ourselves when phoning you.  Please be aware that we cannot guarantee confidentiality in the 
case of cellular phones.   If we are calling from a cellular phone, we will apprise you of this before continuing the call. 
 
____ HOME _________________________  _________________________   _____Yes     _____No 
  Phone number   How should we identify ourselves? May we say the clinic name?  
 
____ WORK _________________________  _________________________   _____Yes     _____No 
  Phone number   How should we identify ourselves? May we say the clinic name? 
 
____ CELL _________________________  _________________________   _____Yes     _____No 
  Phone number   How should we identify ourselves? May we say the clinic name? 
 
May we contact you by (check all that apply): _____email  _____fax  _____cell phone 
 
 
 
 
I/We agree to the above limits of confidentiality and understand their meanings and ramifications 
 
____________________________________   _______________________________  _______________ 
Client’s name(please print)   Client’s/Guardian’s Signature     Date 
____________________________________   _______________________________  _______________ 
Client’s name(please print)   Client’s/Guardian’s Signature     Date 
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ADULTS OR MINORS 16 YEARS OF AGE OR OLDER: In signing this consent I am authorizing The Center for 
Learning and Development (hereafter ‘’the Clinic”) and my therapist(s) to perform and or direct another person to 
perform all evaluations, testing, counseling, and any other care deemed necessary or advisable for the diagnosis, 
evaluations, and treatment of my mental/behavioral health condition.  This consent is valid for each visit I make to the 
clinic unless specifically revoked by me orally or in writing. 
 
_______________ ______________________________________    
Date   Client    
 
_______________         ______________________________________ 
Date   Witness 
 
MINORS UNDER 16 YEARS OF AGE: In signing this consent I am authorizing the clinic and my therapist(s) to 
perform and or direct another person to perform all evaluations, testing, counseling, and any other care deemed 
necessary or advisable for the diagnosis, evaluations, and treatment of my child’s mental/behavioral health condition.  
This consent is valid for each visit I make to the clinic unless specifically revoked by me orally or in writing. 
 
_______________ ______________________________________    
Date   Parent or Guardian    
 
_______________         ______________________________________ 
Date   Witness 
 
 

 
 
I hereby authorize the clinic or its designees to furnish information pertinent to my condition including, but not limited 
to, the diagnosis, evaluation, testing, treatment and care offered or rendered to me (or my child) while a client and for 
the following reasons: 

1. to my insurer(s) to which I may submit my bills for payment; 
2. as required by Texas state or federal laws; 
3. for the purpose of treatment communication/continuing care between my (or my child’s) therapist(s) and/or  

the referring physician and any other physician whose care I (or my child) am under; 
4. when my therapist(s) feels that such is necessary because I (or my child) am in imminent danger to myself or 

others, or to further decompensation; and 
5. to others upon my specific written authorization on a form acceptable to the clinic. 

 
Communication with the above may be by (check all that you give permission for): 
 _____fax _____email _____cell phone 
 
I also understand that no medical information will be released to any persons other than those specifically designated 
by me without my express written permission.  Any revocation of this release must be submitted in writing to the 
clinic. 
 
For the purpose of this release, “medical information” shall mean copies of all medical records, tests, reports, and 
other materials in the possession of the clinic and/or its designees relating to my mental health condition and proposed 
and actual treatment. 
 
By signing this Authorization to Release Information, I agree to not hold liable the clinic or any of its designees or 
staff for any unfavorable outcomes as a result of releasing this information.  I realize that release of my medical 
records may be necessary before any insurer will cover the cost of treatment, and that by failing to authorize the 
release of information, I may jeopardize my reimbursement. 
 
_______________ ______________________________________    
Date   Client/Parent/Guardian    
 
_______________         ______________________________________ 

Consent for Treatment 

Authorization for Release of Information 
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LATE CANCELLATION/MISSED APPOINTMENT POLICY 

 
Missed appointments represent a cost to my practice, to you, and to the clients who could have 
been seen in the time set aside for you. Cancellations are requested by phone 24 hours prior to the 
scheduled appointment. Cancellations may be left on the voice mail if made after business hours, 
but still must be made 24 hours prior to your scheduled appointment. I do not accept 
appointment changes or cancellations by email. 
 
It is my policy to charge for missed or late-cancelled appointments. The charge for a missed or 
late-cancelled appointment is $60.00. This charge is not reimbursable by your insurance plan 
and is your sole responsibility.  Any late-cancelled or missed appointment fee is due in full at the 
next appointment. Repeated “no show” appointments may result in referral out to another 
therapist.  It is understood that there might be a situation where a client cannot give a 24 hour 
notice. Therefore it is my policy to waive the late-cancellation/missed appointment charge one (1) 
time. Beyond this, there will be no exceptions to the policy. 
 
I HEREBY CERTIFY that I have read and agree to abide by the conditions set forth above. I 
understand that if I am charged a late-cancellation or missed appointment fee that this fee is not a 
covered benefit under my insurance policy and is my sole responsibility.  
 
       
    
Signature of Client or Responsible Party  Date 
 
____________________________________ 
 Printed Name 
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