Frull Cirvcle Therapy Center, LLC
Phone: 712-352-0917 Fax: 7T12-352-0837
Primary Office Location: 803 3™ Avenue, Council Bluffs, Jowa 51501
Atlantic Office: 808 E. 7" Street, Atlantic, lowa 50022 Logan Office: 313 E. 7" Street Ste. 1, Logan, fowa 51546

Des Moines Office: 4685 Merte Hay Road Ste. 205, Des Moines, [owa 50322
Towa City Office; 332 S. Linn Street Ste. 7, Iowa City, lowa 52240

Authorization for the Release of Information

Client Name

Address, City, State, Zip Code, Phone
I authorize Full Circle Therapy Center, LLC to: Release to, Secure from, Or Exchange with:
Name:  Availity

Address:

Phone/Fax:

The information being requested or released from the above agency/individual includes:
Treatment/Progress Notes History and Physical Educational/School Reports
Planning & Coordinating Diagnostic _X__ Other (Specify)
Lab/Testing Results Evaluation/Assessment Billing
Case Consultation Termination/Treatment Summary

*The purpose of this disclosure is to facilitate effective treatment service coordination.

#[ understand this authorization may be revoked at any time, except to the extent that information has already been released prior to the authorization that has
been revoked, If I decide to revoke an authorization, a written and dated notice must be given to Full Circle Therapy Center, LLC. Unless otherwise revoked,
this autharization will expire at Ihe end of one year from the date of signature. *1 acknowledge and understand that 1 am waiving my rights to confidentiality
and hereby release Full Circle Therapy Center, LLC from any and all liability arising from release of information and records requested.

*] understand that information authorized by this consent cannot be released to anyone other than those listed above unless 1 give written permission.

*T understand that authorizing the disclosure of information is voluntary. I can refuse 1o sign this authorization. T need not sign this authorization in order fo
receive treatment. I understand T may inspect or capy the information to be used or disclosed, as provided in 45 CFR 164.524. I understand that any
disclosure of information carries with it the potential for an unsuthorized re-disclosure and the information may na longer be protected by federal
confidentiality laws. If | have any questions about disclosure of my information, I can contact Full Circle Therapy Center, LLC at (712)352-0917.

Signature-Client/Partner/Parent/Legal Guardian Date

X This information has been disclosed to you from records which may be protected by Federal Confidentiality Rules (42 CFR Part 2). The Federal rules
prohibit you from making any further disclosure of fhis information unless further disclosure is expressly permitted by the written consent of the person to
whom it pertains or as otherwise permitted by 42 CFR Part 2. A general authorization for the release of medical or other information is NOT sufficient for
this purpose. The Federal rules restrict any use of the information fo eriminally investigate or prosecute any alcohol or drug abuse patient.

Specific Authorization for Release of Information protected by State or Federal Law:
I hereby specifically authorize the release of data and information relating to: (Circle Y/Yes or N/NO)

N HIV/AIDS Ly y: Mental Health info Yo N Substance Abuse info

‘éign.afure‘-.d.ieht/ Partner/P.a're'nt/I.;e.ga.l Guardian

Signature-Therapist/Provider Date
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ull Circle Therapy Center, LLC

Phone: 712-352-04917 Fax: 712-352-0837
r Primary Office Location: 803 3" Avenue, Council Bluffs, Iowa 51501
Atlantic Office: 808 E. 7" Street, Atlantic, lowa 50022 Logan Office: 313 E. 7% Sirest Ste. 1, Logan, lowa 51546
Des Moines Office; 4685 Merle Hay Road Ste. 205, Des Moines, lowa 50322
Iowa City Office; 332 8. Linn Street Ste. 7, lowa City, lowa 52240

Authorization for the Release of Information

Client Name

Address, City, State, Zip Code, Phone

I authorize Full Circle Therapy Center, LL.C to: Release to, Secure from, Or Exchange with:
Name: ICANotes

Address:

Phone/Fax:

The information being requested or released from the above agency/individual includes:
Treatment/Progress Notes History and Physical Educational/School Reports
Planning & Coordinating Diagnostic _X_ Other (Specify) - EHR
Lab/Testing Results Evaluation/Assessment System
Case Consulfation Termination/Treatment Summary

*The purpose of this disclosure is to facilitate effective treatment service coordination.

*] understand this authorization may be revoked at any time, except to the extent that information has already been released prior to the authorization that has
been revoked. IfT decide to revoke an authorization, a writien and dated notice must be given to Full Circle Therapy Center, LL.C. Unless otherwise revoked,
this authorization will expire at the end of one year from the date of signature. *I acknowledge and understand that I am waiving my rights to confidentiality
and hereby release Full Circle Therapy Center, LLC from any and al! lability arising from release of information and records requested.

* understand that information authorized by this consent canmot be released to anyone other than those listed above unless I give written peninission.

*#1 undesstand that authorizing the disclosure of information is voluntary. 1 can refuse to sign this authorization. I need not sign this authorization in order to
receive treatment. I understand | may inspect or copy the information to be used or disclesed, as provided in 45 CFR 164.524. | understand that any
disclosure of information cairies with it the potential for an unauthorized re-disclosure and the information may no longer be protected by federal
confidentiality laws. If I have any questions about disclosure of my information, I can contact Full Circle Therapy Center, LLC at (712)352-0917,

.Signature-C]ieht/Partner/Parent/Legal Guardian Datc

X This information has been disclosed to you from records which may be protected by Federal Confidentiality Rules (42 CFR Part 2). The Federal rules
prohibit you from making any further disclosure of this information unless further disclosure is expressly permitted by the writien consent of the person io
whoin it pertains or as otherwise penmitted by 42 CFR Part 2. A general authorization for the release of medical ot other information is NOT sufficient for
this purpose. The Federal rules resirict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.

Specific Authorization for Release of Information protected by State or Federal Law:
I hereby specifically authorize the II i Ise of data and information relating to: (Circle Y/Yes or N/NO)

HIV/AIDS ‘N Mental Health info N Substance Abuse info

Signature-Client/Pariner/Parent/Legal Guardian Date

Signature-Therapist/Provider Date
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Fuil Circle Therapy Center, LLC
Phone: 712-352-0917 Fax; 712-352-0837
Primary Office Location: 803 3™ Avenue, Council Bluffs, fowa 51501
Atlantic Office: 808 E. 7" Street, Atlantic, lowa 50022 Logan Office: 313 E. 7% Street Ste. 1, Logan, lowa 51546

Des Moines Office; 4685 Merle Hay Road Ste. 205, Des Moines, lowa 50322
fowa City Office; 332 S. Linn Street Ste. 7, lowa City, lowa 52240

Authorization for the Release of Information

CHent Name

Address, City, State, Zip Code, Phone

T authorize Full Circle Therapy Center, LLC to: Release to, Secure from, Or Exchange with:
Name: JOU Billing __

Address:

Phone/Fax:

The information being requested or released from the above agency/individual includes:
Treatment/Progress Notes History and Physical Educational/School Reports
Planning & Coordinating Diagnostic X Other (Specify) *Billing
Lab/Testing Results Evaluation/Assessment
Case Consultation Termination/Treatment Summary

*The purpose of this disclosure is to facilitate effective treatment service coordination.

*I understand this authorization may be revoked at any time, except {o the extent that information has already been released prior to the authorization that has
been vevoked. If I decide to revoke an authorization, & written and dated notice must be given to Full Circle Therapy Center, LLC. Unless otherwise revoked,
this authorization will expire at the end of one year from the date of signature. *I acknowledge and understand that T am waiving my rights to confidentiality
and hereby release Full Circle Therapy Center, LLC from any and all liability arising from release of information and records requested,

* understand that information authorized by this consent cannot be released to anyone other than those listed above unless I give written permission.

*I understand that authorizing (he disclosure of information is voluntary. | can refuse to sign this authorization. I need not sign this authorization in crder to
receive treatment. I understand 1 may inspeet or copy the information to be used or disclosed, as provided in 45 CFR 164.524. [ understand that any
disclosure of information carries with it the potential for an wnauthorized re-disclosure and the information may no longer be protected by federal
confidentiality laws, If I have any questions about disclosure of my information, I can contact Full Circle Therapy Center, LLC at (712)352-0917.

.S“i.gnét‘lire-.éhen.ﬂPé.l;t.r.lér/’l"“érenff[:égéi Gl.lal'dlall. | :l.)a.tc. o

X This informoation has been disclosed to you fromn records which may be protected by Federal Confidentiality Rules (42 CFR Part 2). The Federal rules
prohibit you from making any further disclosure of this information unless further disclosure is expressly permitted by the written consent of the person to
whomn it pertains or as otherwise permitted by 42 CFR Part 2. A general anthorization for the release of medical or other information is NOT sufficient for
this purpose. The Federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.

Specific Authorization for Release of Information protected by State or Federal Law:
I hereby specifically authorize the release of data and information relating to: (Circle Y/Yes or N/NO)

HIV/AIDS Mental Health info N Substance Abuse info

Signamre-Client/PértneffParent/Lé géi “Guard.ian

Signature-Therapist/Provider Date
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Foll Cirele Therapy Center, LLC
Phoue: 712-352-0917 Fax: 712-352-0837
Primary Office Location: 803 3™ Avenue, Council Blufis, lowa 51501
Atlantic Office: 808 B. 7" Streel, Atlantic, lowa 50022 Logan Office; 313 B. 7% Street Ste. 1, Logan, lowa 51546

Des Moines Office: 4685 Merle Hay Road Ste. 205, Des Moines, lowa 50322
Tawa City Office: 332 S, Linn Street Ste, 7, lows City, Towa 52240

Anthorization for the Release of Information

Clwnt Name

Address, City, State, Zip Code, Phone

I authorize Full Circle Therapy Center, LLC to: Release to, Secure from, Or Exchange with:
Name: 21D

Address: :
Phone/Fax: :
The information being requested or released from the above agency/individual includes:
Treatment/Progress Notes _ X _ History and Physical Educational/School Reports
Planning & Coordinating Diagnostic _ X Other (Specity)
Lab/Testing Results BEvaluation/Assessment «Courtesy Letter
_X _ Case Consultation Termination/Treatment Summary

*The purpose of this disctosure is to facilitate effective treatment service coordination,
# underatend this authorization may be revoked at any time, except to (he extent that information has already heon released prior to the authorization that hag
heen revoked. If T decide to revoke an suthorization, a written and dated notice must be given to Full Circle Therapy Center, LLC. Unless otherwise revoked,

this authorization will expire at ille end of one year from the date of signature. *1 acknowledps and undesstond that I am walving my rights to cnnﬁdﬂntmllty .

and hereby release Full Cixcle Therapy Center, LLC from any and ali liability arising from release of information and records requested, :
* understand that information auikorized by this consent cannot be releaged to anyons other than those listed above unless 1 gwc written permission, ;!
*] understand that autharizing the disclosure of informatien is voluntary. I can refuse to sign this authorization. I need not sign this authorization in arder to
receive treatment, T understand [ may inspect or copy the information to be used or disclosed, as provided in 45 CFR 164.524. T understand that any disclosure
of information carries with it the potential for an unauthorized se-disclosure and the information may ne longer be protected by federal confidentiality laws. If
1 have any questions about diselasure of my lnfofmatmn, 1 can contact Full Circle Therapy Center, LLC at (712)352-0917.

‘Signature-Client/Partner/Parent/Legal Guardian Date

X This information has been disclosed to you fom records which may be protected by Federal Confidentiality Rules (42 CFR Part 2), The Pederal nulés ; :

prohibit you from making sny further disclosure of this information unless further disclosure Is expressly permilted by the written conset of the person to | A

whonn it pertains or as otherwise permitted by 42 CFR Part 2. A. general autharization for the release of medical or othier information is NOT sufficient for this |
purpose. The Federal rules restrict any use of the information to criminally investigate ar prosecuts any ulcohol or drug abuse patient.

Specific Authorization for Release of Information protected by State or Federal Law:
I hereby speclﬁcally authorize the release of data and information relatmg to: (Circle Y/Yes or N/NO)

Substance Abuse infa

| =

S1gnature~Cllent/Partner/Parenb’Legal Guardian Date

Signature-Therapist/Provider Date

Rev 01/2022




Ml Cheele Thevapy Cender, LLC
Phene: 712-352-0917 Faw: TE2-352-0837
Primary Office Location: 803 3" Avenue, Council Bluffs, lowa 51501
Atlantic Office: 808 1. 7" Street, Atlantic, Towa 50022 Logan Office: 313 E. 7" Streei Ste. 1, Logan, Iowa 51546

Des Moines Office: 4685 Mexle Hay Road Ste. 205, Des Moines, lowa 50322
lowa City Office: 332 S. Linn Street Ste. 7, lowa City, Towa 52240

Aunthorization for the Release of Information

Client Name

Address, City, State, Zip Code, Phone

T authorize Full Circle Therapy Center, LLC io: Release to, Secure from, Or Exchange with: g ¥
Name: :

Address: ' C
Phone/Fax: : -
The information being requested or released from the above agency/individual includes: o
Treatment/Progress Notes History and Physical Educational/School Repotts :
Planning & Coordinating Diagnostic Other (Specity) ¢
Lab/Testing Results BEvaluation/Assessment
Case Consultation Termination/Treatment Summary

*The purpose of this disclosure ls to frellitale effective realment service coordination. .

*] understand this authorization may be reveked at any tims, except to the extent that information has already been released prior to the authorizalion that has i

been vevoked, IfF T declde fe revoke an aulhorizalion, a written and dfed nolice musl be given to Full Circle Therapy Center, LLC, Unless olherwise revoked,
tiis suthorization will expire at the end of one year from the date of signature. ¥ ackpowledge and understand that I am waiving my rights to conﬁdemlallty
and hareby release Full Circle Therapy Center, LL.C from any and all labillty arising from velense of information and recods requested. N SN
*T understand that Information authorized by this consent cannot be released to anyone other lian those listed above unless T ghve wrltten permission. ?' :
*{ understand that authorizing the disclosurs of information is voluntary. T can refuse to sign this authorlzation. I need not sign this authorization in ordey tu :
receive treatment. [ understand 1 my Inspecl or copy the informatlon to be used or disclosed, s provided in 45 CFIR 164,524, Tundersiand Ihat any digsclosuig: .
of informatlon carries with it the potential for an unauthorized re-disclosure and the Information may no longer be protected by federal confidentiality laws. If )
Ihave any questions ahout disclosure of my information, T can cantact Full Circle Therapy Center, LLC at (712)352-0917. )

3

X This information has been disclased 1o you from recosds which may be prolected by Federal Confidentiality Rules (42 CFR Part 2), The Rederal mles P b

profiibit you from maldng sny furfher disclosure of this information unless further disclosure is expressly permitted by the written consent of the persop to: . -
whom It pertaing or as otherwise peomitied by 42 CFR Part 2, A general authorizotlon for the release of medical or olher informatton Is NOT suffisient for ﬁus
purpose. The Federal rules rosirict any use of the information to crimlnaily investigate or prosseule any alcohol or diug abuse patient.

Specific Authorization for Release of Information protected by State or Federal Law: Ll
I herehy specifically authorize the release of data and information relatmg to: (Cn cle Y!Y es or N/NO) S

HIV/AIDS

Substance Abuse info

S!'ghamre-Cliéz{tfPf;imerfParénf;Légal Guardian T Date

Signature-Therapist/Provider Date

Rev 112021
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ol Cirele Therapy Center, E'_J!_,é_l‘
Phone: 712-352-0%17 Pax: 712-352-0837
Primary Office Location: 803 3™ Avenue, Cmmul Blufls, lowa 51501
Atfantic Office: 808 E. 7% Streel, Atlantic, Iowa 50022 Logan Office: 313 E. 7" Sheeet Ste. 1, Logan, lowa 51546

Des Moines Office; 4685 Merle Hay Road Ste. 2035, Des Moines, Towa 50322
lowa City Office: 332 S. Linn Stveet Ste. 7, lowa City, lowa 52240

Informed Consent and Privacy Policy

Plense vead and sign ai the end siating you have fully vead and woadersiond the information below,

CLIGNT/THERAPIST RELATIONSHIP: You and your Therapist have a professional velafonship existing exclusively for
therapeutie freatment. This relattonship functions most effectively when it remalis stricily professional and invelves ouly the
therapeutic aspect. Your Therapist can best sevve your needs by focusing solely on therapy and avoiding any type of sacial or business
relationship. Gifts are not appropriate, nor is any sort of frade of service for service,

AVANARLE SERVICES: Full Circle Therapy Center, LLC offers a wide array of coungeling services, including individual, family,
couples, and group services. We are staffed by skdlled and experienced licensed professional counselors. Effective paychotherapy is
founded on mutnal understanding and good rapport between client and therapist, It is our intent to convey the policies and procedures
nsed in our practice, and we will be pleased to discuss any queslions ot concerns you may have,

RISKS AND BENEFITS: Counseling and psychotherapy are beneficial, but as with any h‘eaﬁncnt, there are inherent risks. During
counseling, you will have discnssions about personal issues which may bring to the surface nncomfortable emotions such as anger;

guilt, and sadness. The benefits of counseling can far outweigh any discomfort encountered during the process, however, Some of the - -

possible henefits are improved personal relationships, reduced feelings of emotional distress, and specific problem solving. We cannot
guarantee these benefits, of cowrse. It is our desire, however, to work with you to attain your personal goals for counseling and/or -
psychotherapy.

THERAPY: We provide short-term (short term/long term) therapy designed to address many of the issues our clients are dealing -
with, Sessions might be condycted in person (face-to-face) or via telehealih, All consents, repulations, policies, laws and ethical

gtandards outlined in this paperwork also apply to telehealth sessions, Your first visit will be an agsessment session in which you
and your Therapist will determine your conceimns, and if both agree that Full Circle Therapy Center, LL.C can meet your therapentic

needs, develop a plan of treatment (which includes a variety of modalities which you and your therapist will discuss). Should you : ¢ |

choose not to follow the plan of treatment pravided to you by your Therapist, services to you may be terminated.

The goal of Full Circle Therapy Center, LLC is to provide the most effective therapeutic experience available to you. If at any time you -
feel that you and your current Therapist ave not a good fit, please discuss this matier with your Therapist to determine if transferring to
a more suitable Therapist is right for you. If you and your Therapist decide that other services would be more apprapriate, we will asmst
~you in finding a provider to meet your needs. :

Wellness is more than the absence of disease; it is a state of optimal well-being, Tt goes beyond the curing of illness to achieving healih,
Through the ongoing Integratlon of our physical, smotlonal, mental, and spiritual self, each person has the apportunity to create and :
peeserve a whole and happy life. Our services are designed to provide our ¢lients an integrated solution for their mind, body, spitit, and ;
lifs to enhance their lives and resolve issues. ;

APPOINTMENTS: Appointments ate typically scheduled on a weekly basis and are approximately 50 minutes long. More frequent :: - }

sessions or an intensive outpatient schedule are available if determined appropriate by your Therapist. If you must cancel or reschedule -
your sppoimiment, we ask that you call your therapists direct line which is provided at the initial session, at least 24 hours in advance, -
whenaver possihle, This will free your appointment time for another client. I agree to atlow Full Circle Therapy Center, LLC. pwvxder N
to transport myself/child to and/or from therapy sessions or support services if necessary.

FER SCHEDULRE: Private Pay and Shiding Fes Scales are available. Ask your provider for these details. A reasonable fee will be
charged for copies of any records requested by the Client. If any out of pocket expenses oceur, vou will be responsible for the
remaining balance, Three no-shows will result in termination of services, A referval wilk be given at that time.

EMERGENCIES: You may encounier a personal emergency which will require prompt attention. In this event, please contact our :
office regarding the nature and urgency of the circumstances. We will make every attempt io schedule you as soon as possible or o
offer other oplions. Because clients may be scheduled buck-to-back, it is not always possible to return a call immediately. However,

Rev 0172022
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ol Civele Therapy Center, LLC
we will make every effoct to respond (o your emergency ina tmely manaer, [ your emergency avises afier hours or ona weekend,
yor Tharapist’s cell number will be given to you in the initial session. Pleage utilize this numbey in the event of a serions crisis, and
your Therapist will call you back 1s soon as possible. If you are experiencing a tife-threalening emergency, call 911 or have someone

talce you to the nearest emergency room for help, When your Therapist is out of town, you will be advigsed and given the nume of an
on-call Therapist.

CRYSIS PEAN: Tf 0 T T e expenencmg a crisis they are to ntilize self-soathing fechniques
1y e 2} -+ G se e T D Oy eall your natural support system
ofi 1y - - - )] ‘ ' . If your self-soothing

techniques fail snd contact cannot be made with your nataral support system, then condact youy therapist or dial 911 or go fo the

nearest emergency oo, F¥Client/Parvent initials agreeing to plan®*

CONFIDENTIALITY: Full Circte Therapy Center, LLC follows ali ethical standards preseribed by state snd federal law. We are
required by practice guidelines and standards of care to keep records of your counseling. These records are confidential with the
exceptions noted below and in the Notice of Privacy Practices provided to you.

Discussions between a Thevapist and a client are confidential. No information will be released without the client's wrltten consent
unless mandated by law. Possible exceptions to confidentiality include but are not limited to the following situations: child abuse; .
abuse of the elderly or disabled; abuse of patients in mental health facilities; sexual exploitation; AIDS/ HIV infection and possible
transmission; criminal prosecutions; child custady cases; suits in which the mental health of a party is in issue; situations where the
Therapist has a duty to disclose, or where, in the Therapist's judgment, it is necessary to wam or disclose; fee disputes between the
Therapist and the client; a negligence suit brought by the client against the Therapisi; or the filing of a complaint with the licensing - :
ar certifying board, If you have any questions regarding confidentiality, you should bring them to the attention of the Therapist when :
vou and the Therapist discuss this matter further. By signing this Information sand Consent Form, you are giving consent to the
undersigned Therapist to share confidential information with all persons mandated by law and with the agency that referred you and.
the insurance carrier responsible for providing your mental health care services and payment for those services, and you are also
releasing and holding havmless the undersigned Therapist from any departure feom your right of confidentiality that may result,

CELL PHONE POLICY: Full Circle Therapy Center, LLC has an office phone with a voice mail system, Messages that are left on
that voice mail ave confidential. If there is an emergency or crisis, then you need to hang up and calt 911 or go to the closest hospital,

Tt is up to the staff if they want to give out their cell phone numbers. If they choose to give out their cell phone nambers, then these
rumbers must be respected. If you call a staff's cell phone it is not guaranteed that they will answer the call. Cell phones should be
looked at as & means to get a quick message to a staff person, but not to necessarily expect a return call or a conversation. If there is a
crisis or emergency, then you need to hang up and call 911 or go to the closest hospital.

COMMUNICATION: Full Circle can communicate with you through the following: email, text, cell phone, work phone, pumary
phone, Fax and other social media avenues. Full Clrcle capnat guaraniee complete confidentiality with these means of

communication. It is the client’s responsibility to let the provider know if they don't approve of these forms of communication and to
also inform the provider if contact information changes.

DUTY TO WARN/DUTY TO PROTECT: If my Therapist believes that I (or my child if child is the client) am in any physical or
emotional danger to myself or another human being, 1 hereby specifically give congent to my Therapist to contact any person who is
in a position to prevent harm to me or another, including, but not limited to, the person in danger, I also give consent to my Theraplat
to contact the following person(s) in addition to any medical or law enforcement personnel desmed appropriate:

Name Telephone Numbaer

Rev 01/2022




Full Civele Therapy Center, LLC
PAYIMENT INSURANCE FRUING: Payment of fees, including any vequired co-pays, is expected al ihe time of each appoimtment.
We request thal payment be made before your session bepins. If you are using insurance benefits, Full Cisele Therapy Center, LLC
will file insurance claims for you, and we will honor any contractual agreements with managed beaith care companies that have
specific reimbursement restrictions and claim requirements. If yon are nobusing a Managed Cave/ PPO/HMO insurance plaa and
wish to file your own claim, we expect full payment at the time of service, and we will provide you with a statement for services
tendered: Furthermore; I SPECIFICALLY AUTHORIZY. disclosure and re-disclosure of this confidential information to my
insurance carrier. Furthermore, I SPECIFICALLY AUTHOTIZE the provider to use this form ag approval authorizing payment of
medical benefits to the undersigned as outlined on HCFA-1500 blocks 12 & 13. T understand that { have the right io inspect the
disclosed infoymation at sny time,

CONSENT TO TREATMENT: By signing this Client Information and Consent Fovmn as the Client or Guardian of said Chent, T
acknowledge that 1 have read, understand, and agree o the tevms and conditions contained in this form. I bave been given appropriate
opporionity to address any questions or request clarification for anything that is unclear to me. I authovize and request Fall Civele
Therapy Center, LLC to perform an LPHA Behavioral Health Clinical Assessment, reatment and services for me (or my child if said.
child is the client), and I understand that I may stap such treatment or services at any time, NOTE; If you are consenting fo iteattent
of a minor child, if o court order has been entered with respect to the conservatorship of said child, or impeeling your rights with
respect to consent to the child's mental health care and reatment, Full Circle Therapy Center, LLC will not render services to your
child until the Thevapist has received and reviewed a copy of the most recent applicable coust order,

Client Informed Consent Regarding Provisional/Non-Credentialed Practitioners

Specifics regarding supervision as it relates to the clients: During the course of treatment you might be under
the care of a provisional/non-credentialed therapist, which means a license to practice marital and family '
therapy or mental health counseling under direct supervision of a qualified supervisor as determined by the _
Towa board by rule to fulfill the postgraduate supervised clinical experience requirement in accordance with .
gtate requirements. You have the right to refuse to be treated by a provisional/non-credentialed therapist. _
Methods of supervision (taping, case consultation, etc.) and who will be involved: The type of supervision .
to be used during your treatment will be direct observation where the supervisor will be sitting in on session,

case presentation during individual and group supervision, and taped sessions at the discretion of the supervisor.
The supervisor and ather agency clinicians will be involved in case presentations. '

We/ I, the undersigned arent(s) and/or guardian(s) of a minor child :

and treatment as your judgment indicates. This consent is given by me/ us us parent(s) and/ or guardian(s) of said child, We/ I have - -
legal power to consent to medical, psychological, and mental health assessment and treatment of said minor child. ] undergtand that it
is my responsibility to inform the other parent ag deemed necessary by any and all legal custody arrangements, Furthermore, [ :

understand that as the parent/guardian whao is initiating seryices, 1 am the party responsible for fees associated with my child's

account, Itis clearly understood that you are hereby fully released from any claims and demands that might avise, or be incident to
the evaluation and/or trentment, provided that your duties are performed with standard care and responsibility to the best of your :
professional ability.

This authorization is in effect for the duration of my treatment following the date it is signed.

P AR

éﬁlgn&tufc-Cl&ﬂb’P afmerfParenUiclggll éﬁardmn

Signatore-Therapist/Provider Date

Rev 01/2022
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frall Circle Therapy Center, LLC

Phone: 712-352-0917 Fax: 712-352-0837
Primary Office Location; 803 3¢ Avenue, Council Bluffs, lowa 51501
~Atlantic Office: 808 B, 7% Siveet, Allantic, Tawa 50022 Logan Office: 313 B, 7™ Street Ste. |, Logan, lowa 51546
Des Moines Office: 4685 Metle Hay Road Ste, 205, Des Motues, fowa 50322
Iowa City Office: 332 5. Linn Stveet Ste. 7, lowa City, Towa 52240

Neotice of Privacy Practices
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS YO THIS INFORMATION, PLEASE REVIEW THIS NOTICE
CAREFULLY.

Your health record contains personal information about you and your health. This information, which may identify you
and relates to your past, present or future physical or mental health or condition and refated health care services, is
referred o as Protected Health Information ("PHI"). This Notice of Privacy Practices describes how we may use and

disclose your PHI in accordance with applicable law, Tt also describes your rights regarding how you may gain access to .
and control your PHI. o

We are required by law to maintain the privacy of PHI and to provide you with notice of our legal duties and privacy -

practices with respect to PHI. We are required to abide by the terms of this Notice of Privacy Practices. We reserve the -
right to change the tetms of our Notice of Privacy Practices at any time. Any new Notice of Privacy Practices will be -
effective for all PHI that we maintain at that time, We will provide you with a copy of the revised Notice of Privacy
Practices by posting a copy on our website, sending a copy to you in the mail upon request, or providing one to you at
your next appointment,

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU:

For Treatment. Your PHI may be used and disclosed by those who are involved in your care far the purpose of
providing, coordinating, or managing your health care treatment and related services. This includes consultation with -
clinical supervisors, clinical colleagues or other treatment team members. We may disclose PHI to any other consultant
only with your anthorization. '

For Payment, We may use or disclose PHI so that we can receive payment for the treatment services provided to you.

This will only be done with your authorization, Examples of payment-related activities are: making a determination of - -

eligibility or coverage for insurance benefits, processing claims with your insurance company, reviewing services
provided to you to-determine medical necessity, or undertaking utilization review activities, If it becomes necessary to use

collection processes due to lack of payment for services, we will only disclose the minimum amount of PHI necessary for':

purposes of collection.

For Health Care QOperations. We may use ot disclose, as needed, your PHI in order to support our business activities

including, but not limited to, quality assessment activities, employee review activities, reminding you of appointments,

to provide information about treatment alternatives or other health related benefits and services, licensing, and
conducting or arranging for other business activities. For example, we may share your PHI with third parties that
perform various buginess activities (e.g., billing or typing services) provided we have a written contract with the

business that requires it to safeguard the privacy of your PHI, For training or teaching purposes PHI will be disclosed

only with your authorization.

Required by Law, Under the law, we must make disclosures of your PYI to you upon your request. In addition, we must:

make disclosures to the Secretary of the Department of Health and Human Services for the purpose of investigating or -
determining our compliance with the requivements of the Privacy Rule.
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Fallowing is a list of the categories of uses and discloguyes permitied by FEPAA without an anihovization.

*Abuse and Neglect *Judicial and Administrative Proceedings *Emergencies *Law Bnforcement *National Security
Public Safety (Duty to Warn) *Health Oversight *Public Heakth

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

o Required by law, such as the mandaiory veporting of child abuse or neglect or mandatory
povernment agency audiis or investigations (such as state licensing boards or health department)
Required by Court Order

o Necessary to prevent or lessen a serious and imminent threat to the health or safety of a person or the -
public, If information is disclosed fo prevent or lessen a serious threat, it will be disclosed to a person or -
persons reasonably able to prevent or lessen the threat, including the target of the threat.

Yerbal Permission, We may use or disclose your information to family members that are directly involved in your
treatment with your verbal permission. »

With Authorization, Uses and disclosures not specifically permitted by applicable law will be made only with your
written authorization, which may be revoked.

YOUR RIGHTS REGARDING YOUR PHI

You have the following rights regarding your personal PHI maintained by our office, To exercise any of these rights,
please submit your request in writing to Full Circle Therapy Center, LLC, 803 3" Avenue, Council Bluffs, 1A 51501,

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

o Right to Amend (Change of Information). If you feel that the PHI we have about you is incorrect or L
incomplete, you may ask us to amend the information, although we are not required to agree to the amendment.

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

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

o Right to Request Confidential Communication. You have the right to request that we communicate with you

about medical matters in a certain way or at a certain location.

o Right to a Copy of this Netice. You have the right to a copy of this Notice, o Blectronic Transactions *
Standards. R

COMPLAINTS

If you believe we have violated your privacy rights, you have the right to file a complaint in writing to Full Circle Therapy
Center, LLC, 803 3" Avenue, Council Bluffs, JA 51501, or with the Region VII, Office for Civil Rights, US Department :
of Health and Human Services, 601 E. 12" Street Rm 248, Kansas City, MO 64106. Voice Telephone: 816-426-7278 Fax:
816-426-3686 ml): 816-426-7065.

We will not retaliate against you for filing » complaint. The effective date of this Notice is |
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Advance Directive Handout

What is an advance divective?

An advance directive tells your doctor what kind of care you would like to have if you become nnable to make medical
decisions (if you are in a coma, for example). If you are admitted to the hospital, the hospital staff will probably talk to you
about advance directives.

What is a living will?

A living will is one type of advance divective. I is a wriiten, legal document that describes the kind of medical treatments or
life-sustaining treatments you would want if you were serlously or terminally ill. A living will doesn’t let you select someone
to make decisions for you.

What is a durable power of attorney for heaith care?

A durable power of attorney (DPA) fot healih care is another kind of advance directive. A DPA. states whom you have chesen :
to make health care decisions for you. It becomes aclive any time you are unconscious or unable to make medical decisions. A
DPA is generally mote useful than a living will. But a DPA may not be a good choice if you don’t have another person you
trust to make these decisions for you.

What is a do not resuscitate erder?

A do not resuscitats (DNR) order is another kind of advance directive. A DNR is a request not to have cardiopulmonary
resuscitation (CPR) if your heart stops or if you stop breathing. (Unless given other instructions, hospital staff will try to help
all patients whose heart has stopped or who have stopped breathing.) You can use an advance directive form or tell your doctor
that you don’t want to be resuscitated. In this case, a DNR order is put in your medical chart by your doctor. DNR orders are
accepted by dociors and hospitals in all states,

Should I have an advance directive?

By creating an advance directive, you are making your preferences about medical care known before yon're faced with serious |

injury or iliness. This will spare your loved ones the stress of making decisions about your care while you are sick. Any pmson

18 years of age or older can prepare an advance directive.

People who are seriously or terminally ilf are more likely to have an advance directive. For example, someone with termmal

cancer mlg‘nt wrile that he/she dees not want o be put on a respirator if he/she stops breathing, This action can reduce his/her
“suffering, increase his/her peace of mind and increase his/her control over his/her death. However, even if you ate in good

health, you might want to consider writing an advance directive. An accident or serious {llness can happen suddenly, and if you

already have a signed advanced directive, your wishes are mote likely to be followed.

How can I write an advanee divective? .
You can write an advance diretive in several ways: -Use a form provided by your doctor. -Write your wishes down .
by yourself. -Call your health depariment or state department on aging to get a form. -Call a lawyer. -Use a
computer software package for legal documents.

Advance directives and living wills do not have to be complicated legal documents. They ean be shott, simple statements about :

what you want done or not done if you can’t speak for yourself, When you are satisfied with your directives, the orders shouid -
be notarized if possible, and copies should be given to your family and your doctor,

Can ] change my advance divective?

You may change or cancel your advance directive at any time, as long as you are able to think rationally and communicate yom' ; | ;
wishes in a clear manner. Again, your changes must be made, signed and notarized according to the laws in your state, Make .-

sure that your doctor and any family members who knew about your directives are also aware that you have changed them. -
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Receipt and Aclknowledgment of Privacy Practices

Client Name; .- - .

DOB:

I hereby acknowledge that I have received and have been given an opportunity to read a copy of Full Circle
Therapy Center, LLC Privacy Practices. I understand that if T have any questions regarding the Notice or my
privacy tights, I can write to: Full Circle Therapy Center, LLC, 803 3t Avenue, Council Bluffs, [A 51501,

'Signahlre-Clicnt/PartncrfParenthcga] Guardian Date

*If you are signing as a personal representative of an individual, please describe your legal authority to act for this
individual (power of attorney, healthcare smrogate,
ete.).

Signature-Therapist/Provider

Receipt of Mental Health Advance Directive Information Sheet

I have received the mental health advance directive information sheet and my mental health provider has
explained the intent and purpose of an advance directive. IfI want further information regarding advance
directives then I will seek assistance from a lawyer.

i
Client/Pariner/Parent/Legal Guardian Date

Signature-Therapist/Provider Date
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Client’s Rights and Responsibilities

Clients hiave the right fe:

e To receive services withoul discrimination against race, religion, creed, ethnicify, gender, sexual orientation,
economic status, handicap or disability.

e To veceive services which respect the client's personal, religious, civil and political freedoms.

@ To receive services that are free from intimidation, coercion, veprisal, harassment or punishment, « To receive
services without the approval of others, except in the case of minor children or adults under goardianship as
prescribed by law. _

e To receive services whenever identified services are available and without arbitrary tvansfer or discharge. -

e To receive services in an environment that promotes dignity and self-respect.

@ To receive services that are provided in a safe, secure environment that is free from known healthy and
safety hazards.

@ To consent to services and to receive services that are free from involuntary treatment, unless the client hasg
been involuntarily committed by appropriate court order or in cases of Protective Custody. :

e Full Circle Therapy Center, LLC has the obligation to inform the courts, probation officer, parole office, - @ |
Board of Mental Health or the referring patty of a client's lack of attendance and compliance with services ~ @ .
referred by one of the aforementioned entities. s To receive services that are free from any restraint or form
of punishment. '

e To receive services that are free from any abuse, neglect or seclusion.

To receive services without misappropriation of money and/or personal property.

e Toreceive advance orienitation to the program in which services are requested or to be provided. u To be
informed prior to or at the time of admission of any charges, fecs, expected payment or related expenses for
care and/or treatment,

e To patticipate by means of direct involvement and self-determination in service planning and decision
malking and to include appropriate family members ot guardians in this planning, » To be informed, in
advance, about any changes in care or treatment that might affect the client's well-being,

e To refuse treatment or services, unless the treatment or service is court ordered, required by law or Board of
Mental Health.

e To receive appropriate referrals for services whenever requested, recommended or mdlcated B To emergency

‘ support. T .-

e Torequest and receive information about the therapist's professional capabilities, including l1censure,
education, training, expertise, membership in professional associations, specialized areas of practice and
limitations on practice.

]

Full Citcle Therapy Center, LLC reserves the right to deny services for any or all of the following reasons: the level .. i
of care referred is inappropriate, there is a conflict of interest or potential for a conflict of interest, etc. In the event | |
that any of the aforementioned occurs, Full Circle Therapy Center, LLC will make every effort to provide the 3
referral source and/or the client other resources/providers in the community,

Clients have the right to confidentiality (unless waived by a custodial parent, guardian or mandated by law)
including:

o Clients have the right to expect that their records are kept confidential (see privacy practices). ;

& Clients have the right to review their records in the presence of Full Circle Therapy Center, LLC personnel. Such i

reviews must be done on agency premises, '

e When the client is a minor, the specific content of the sessions between the minor and service provider will

remain confidential. The minor has the right to request that the information about his/her treatment/service - - -~ ¢

provision not be shared with the parent/guardian, referral source or probation officer, '
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Confidentiality Clavification/Txpectations:

Disclosure of Abuse/Endangerment: If the client discloses information that someone is being abused or
endangered, Full Circle Therapy Center, LLC and its employees are required by law to report this information to
Protective Services.

Duty to Warn:-Ifa Full-Circle Therapy Center, LLC employee believes that a client poses a threat to himself or
others, Full Circle Therapy Center, LLC is ethically bound to disclose this information to the appropriate
persons/agencies.

Court Subpoena of Records: i is within the power of the court system to subpoena client records from the agency
and/or subpoena the Pull Circle Therapy Center, LLC employee at which time confidentiality may not be
guaranieed. .

Client Release of Information: Client signs a release of information allowing a Full Circle Therapy Center, LLC
employee to disclose information on their behalf to the individual/agency listed on the document.

Consultation: Full Circle Therapy Center, LLC employees are required to seek supervision of their cases as needed -
or requested by Full Circle Therapy Center, LLC staff. Review of video tapes of sessions may be used for raining -

and/or supervision purposes but as stated eatlier, this will not be done without the client's written consent.

Child Protective Services/Legal Guardian: If the referral for services came from an individual who has legal

custody over the minor, the representative form this entity has the right to obtain any or all records in their position -

as the client's gnardian.

Client Responsibilities .
Fuli Circle Therapy Center, LLC expects clients to:

Be congiderate and respeciful of the rights of fellow clients and staff.

Be considerate and respectful of the property of fellow clients, staff and Full Circle Therapy Center, LLC
Adhere to confidentiality with regard to other clients.

Be coopetative and actively take part in identifying and resolving problems.

Attend scheduled sessions, keep scheduled appointments and provide 24-hoor notice when an appomtment
cannot be kept,

Adhere to-Full Circle Therapy Center, LL.C smoking and drug free environment.

@ Meet the financial obligations incutred for treatment services.

P & @ 6 8

Signature-Client/Partner/Parent/Legal Guardian Date

Therapist/Provider Signature Date
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Medication Consent Form

" {preseribing provider or representative) has educated me regarding the medication

lhat has been prescribed for me. T have been educaicd regarding the possible side effects of this medication, passible diug and/or food
internction that could aceur, and the possible effects of this medication on a person who bacomes pregnant, [ have also been informed
of the reason this medication has been preseribed.
H the person for whaom the medication has been prescribed is under the age of eighteen (18) or is unable fo consent fo freatment, 1 atiest:
that I have legal eustody of this individual and am aufharized la initiate and consent for treatment on behalf of this person. '

Client Name:

Client/Pariner/Parent/Legal Guardian;

Thetapist/Provider Signature:

Date:

e Itisrecommended that women who are or may become pregnant, or are breastfeeding, discuss this with their doctor before
taking any medicatton.

« Itis recommended that clients be educated on reporting all side effects they experience, including but not limited to, whlch
side effects to report immediately to a health care provider.

o Itis recommended that any provider prescribing medication obtain a thoxough client history, including but not limited to
o What medication, including prescribed and over the counter medications, the client is ar has been taking. -

o  What food and/ot drug allergies the client has,
o  What medical conditions the client has,

Current Medications:
Name of Medication Daily Dosagg Anthorizing Physician -
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Description of Services

Therapy Services:

Thevapy is an n-office service with the purpose of exploving and processing feciings, boliefs, perceptions, and atlitudes that are feading to
maladaptive behaviors and symploms cavsed by the client’s mental health diagnosis.

Our Iherapists specialize in various aveas including: Parent Child Inderaction Therapy (PCIT), Trauma Focused-Coguilive Behavior Therapy
(TF-CBT), Play Therapy, Eye Movement Desensitization and Reprocessing (EMDR), and working with Children, Adolescents and Teens &
Young Aduits of Separated/Divorced Parents.

RBAOIS Services:

Behavior Health Intervention Services (BHIS) are home based services specifically designed to teach the skills needed to alleviate symptoms
of mauy mental heaith disorders, BHIS is availahle at Full Cirele Therapy for Children, Adolescents, snd Teens.

BHIS wuiilizes a varety of methoads to teach theae skills (such as games, rale play, coaching, demonstrating, instruction and giving feedback)
and to help your family incorporate these skills into your daily life. The goal of BHIS sevvices is fo find the perfeet “fit” for you and your .
family. Your BHIS provider will work with you to identify specific areas to be addressed and a personalized treatment plan to address the
family's goals will be developed. Your BHIS provider will offer both individual and family sessions for your child and yourself.

Grievances and Appeals Process

Client or a person acting on a client’s behalf has the right to ask at any time for information about policies or actions client
does not understand. Client also has the right to appeal decisions or actions by Full Circle Therapy Center statf,

When client has a grievance or wish to appeal first follow fhese steps: !
i, Tiy to resolve the issue by first speaking to the Fuil Cirele Therapy Center staff involved. P
2. If still naresotved, ask the next level of supervisory staff to schedule arbitration and attempt to resolve the issue,,

Supervisory staff will set up the arbitration within seven days of natification,

3. Ifthe issue continues to be unresolved. Client may submit a formal appeal in writing to the superviser, This wut'teﬁ -
appeal must be received within seven days after the arbitration. Client, client's BHIS provider, or any thicd party
may deliver the appeal. :

a. When client requests a formal appeal client needs to include the following statement: T digagree with the
(desctibe the decision or action) by Full Cirele Therapy Center and wish to appeal.”

b. Iochude client's signature with this statement, :
If client is unable to write client's request to appeal, client may ask the Supervisor or another representatwc: :
to help client with the process. :

4, After consultation with the appropriate persons, supervisory staff will make a decision and notify client of Ehat. :
decision within ten working days. o

5. If client is dissatisfied with that decision the client may next appeal o the CEO in writing.

Within ten wotking days of netification, the CBO will set a meeting to review Client'a appeal.

a. Client, client's BHIS service provider, or any third party that client has identified will be sent a written
notice of ihe meeting date and time so that client, client's BIIS service provider, or any third party may :
attend, .

b.  Failure to appear ai the review meeting will void the appeal unless client notifies the administration before :
the hearing date, -

¢, The CEO will determine a decision in five working days after the meeting and all parties will be notified
in writing of the decision, T

d. Ifthe issue continnes to be unresolved then chient has the right to seek legal counsel,

Rev 01/2022




Full Cirele Therapy Center, LLC
Phone: T12-352.-0917 rax: 7T12-353-0837
Primary Office Location: 803 3 Avenue, Council Bluffs, Towa 51501
Atlantic Office; 808 E. 7™ Street, Atlantie, Towa 30022 Logan Office: 313 Ii. 7 Streel Ste. 1, Logan, lowa 51544
Des Moines Office: 4685 Merle Hay Road Ste. 205, Des Moines, Jowa 50322
lowa City Office: 332 8. Linn Street Ste. 7, lowa Cily, Towa 52240

Notice of Patient Being Seen

Date: N N
Dear: _ Dr, -
This is a courtesy note to notify you that your patient, , is now being scen
for therapy and/or BHIS services by, , a therapist/provider in our office, If

you have any questions or require further information, please have the patient sign appropriate authorizations,’

Thank you for partnering with our agency in this matter.

Singerely,
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Concerns Checlklist

Please eivele all the itewms below fhat you enrvently expevience or are having difficulty with, and feel free 1o add any others at the bottom. You may
add details as neaded to clarify.

Abortion

Abuse ~ emofiional
Abuse - neglect
Abuse — physical
Abuse — sexual
Addiction — gambling
Addiction — prescription
Addiction — sexual
Addiction — street drugs
Ai:!optinn

Apgpression — Temper
Alcohol — use/abuse
Ambition - Motivation
Anger

Anxiety

Arguing

Attention Problems
Blended family
Childhood jssues
Children — care of
Children — custody
Chifdren — parenting
Cuodependence
Commusication
Compulsive apending
Confusion

Crying — sadness’
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Deaths — micving
Debt

Decision Making
Dependence
Dapression
Distractibifity

Divorce - sepacation
Domestic Violence
Bducation
Brployment problema
Emptiness

Exhauvstion

Failure

Fatigne - low enargy
Fears — phobias
Feeling helplessness/hopeless
Gumbling

Gender Identity

Guilt

Physical Health — Hiness
Hearing Voices
Hyperactivity
Impulgiveness
Indecision

Inferiority Peclings
Infertility

Inkibitions

Faterpersonal conflicts
Divespansibility
Tivitability

Judgment problems
Laziness

Legal maters

Loneliness

Loss of control

Loss of interest in activities
Low Incoms

T.ow moed

Marital problems
Memory problems
Menopause

Mensiual problems
Mixed feelings

Mood swings

Nail-biting

Nervousness

Nighimares

Cbsessions — compulsions
Outburats

Oversensitive to eriticlsm
Oversensitive to rejection
Panic or anxiety attacks
Perfectionism

Pessimism

Poor seif-cars
Procrastination
Relationship problems
Relaxation

Risk-taking

Running Away

School problems
Self-abuse — buming
Self-abuse — cutting
Self-abuse — pulling haix out
Self-abuse — seratching
Self-centeredness
Setf-contral
Self-estesm

Sexual conflicts
Shyness

Sleeping problems
Spirituality

Stress — Tension-

Suicidal ThuughtswActi;mfs Lo >

Suspicionsness

Thought Disorganization
Tobacco uge — or vaping
Violence — vicitm of crime

Weight and diet issues

Withdrawal - jeolating © &

Waorry all the time




