
 
 

 
 
 
 
 
 

 
 
 
 
 

Welcome Packet 
 
This packet is designed to collect some basic information before our first appointment 
together. Please print them out and bring them to our first appointment. Make sure to read 
through each form carefully, fill out the information to the best of your knowledge, and sign 
at the end of each one. PLEASE NOTE: clients that are 13 years of age and older are 
responsible for signing their own documents as well.  
 

• Client Information (2 pages) 
• Larch Counseling Disclosure of Policies (1 pages) 
• Privacy Policy (2 pages) 

 
You should also receive the following document specific for the counselor you will be 
working with. 

• Disclosure and Consent for the specific counselor (1 pages) 
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Client Information (In School Services) 

 
	

  PERSONAL INFORMATION 

CLIENT 

Legal Name:   Nickname:   

Date of Birth:   Sex:   Race:    Grade Level:   

Address:   City:   State:   Zip:    

Phone #1:   Type: (cell  |  home ) Message ok?  ( yes  |  no )  

RESPONSIBLE PARTY (i.e. Parents/caregiver)  

Responsible Party #1 

Name:   Relationship to Client:   

Marital Status:   Employment:   Education:    

Address:   City:   State:   Zip:    

Phone #1:   Type: ( work |  cell  |  home ) Message ok?  ( yes  |  no )  

Phone #1:   Type: ( work |  cell  |  home ) Message ok?  ( yes  |  no )  

Email:   Appointment Reminder? ( text  |  email  |  phone  |  none ) 

Responsible Party #2 (If applicable) 

Name:   Relationship to Client:   

Marital Status:   Employment:   Education:    

Address:   City:   State:   Zip:    

Phone #1:   Type: ( work |  cell  |  home ) Message ok?  ( yes  |  no )  

Phone #2:   Type: ( work |  cell  |  home ) Message ok?  ( yes  |  no )  

Email:   Appointment Reminder? ( text  |  email  |  phone  |  none ) 
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  MEDICAL INFORMATION 

Has client ever been treated for emotional difficulties before?   

    

Primary Physician-Name:     Practice:     

Date of last physical exam:  Height:   Weight:   

How is clients general health?   Current Medications?    

Are you currently being treated by a physician for any physical condition?      

          

Have client had any serious illness? (List)         

Have client ever had surgery? (List)         

 

I have read and understand all the information provided in this disclosure statement. I hereby give my 
consent for treatment.  

 

 

 
 

 

 

 

 

 

 

 

 

  

Student Name Signature Date 

  

Parent/Guardian Name (if under 13) Signature Date 
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Larch Counseling Disclosure (In School Services) 

 
	

The following disclosure of policies are provided so you know what to expect while working with 
Larch Counseling in the school setting. 

Disclosure of Services: Larch Counseling is providing mental health counseling to students during 
the school hours to meet the various needs of the students of this community. Larch Counseling is a 
group practice Located in Duvall WA, which provides psychotherapy to hurting adolescents, 
overwhelmed parents, and everyone in-between.  

Release of Information with the School: While working with Larch Counseling through the school, 
you consent to release information for coordination of care with the school counselors on staff during 
the time of treatment, and or administrative staff. This grants us permission to discuss information 
that we feel is valuable and important for treatment. Each counselor will use their clinical judgment 
about what information is necessary to share.  

Fees: All in-school services are free of charge. If the counselor, student, or parent/guardian ever feel it 
would be valuable to meet outside the school structure, a fee will be discussed at that time. 

Course of Treatment, Benefits and Risks: The number and frequency of our sessions, and the ending 
of therapy, will be discussed and determined by each students’ own needs and progress. Along with 
the potential benefits of therapy (such as an improved sense of well-being, or improved relationship 
patterns), there are also potential risks (such as emotional and relational vulnerability). We will 
discuss these risks whenever needed to help you make informed decisions about our work together.  

Social Media: To protect the valuable work that happens in the counseling relationship, Larch 
Counselors do not friend/follow people who they are working with on any of their personal social 
media platforms, nor do they allow them to friend/follow in return.  

Consent for Telehealth: We believe that sessions are most effective in person, yet honor that there 
may be extenuating circumstances where weather, illness, or work travel make telehealth a viable 
alternative. We use two forms of telehealth 1) via a HIPPA compliant secure zoom platform, and 2) 
over the phone.  

Video and Audio Recording: As part of the training process for clinical interns, it is required that 
sessions be video recorded from time to time to support their learning experience. The videos will 
only be used for training purposes between the clinical intern and their supervisor experiences, and 
will be discarded as soon as they are no longer needed. By initialing, you consent to video and audio 
recording. 

Legal Involvement: We are not available to testify or provide forensic evidence in any legal case. We 
are not parent evaluators, and refrain from getting involved in order to protect our work. If the Judge 
orders our involvement, our fee for any time spent is $1,000 per hour. 

Emergencies:  If there is a life-threatening emergency, phone 911 immediately. If it is a non-life-
threatening emergency, you may also call the Crisis Line at (206) 461-3222.  
 

 

  

Student Name Signature Date 

  

Parent/Guardian Name (if under 13) Signature Date 
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Privacy Policy 

 
	

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 and sign at the bottom. 
 

The Health Information Portability and Accountability Act of 1996 (HIPAA) requires that I provide 
you with information about how I use and protect the information you provide to me in the course of 
treatment.  This Notice is a statement of my privacy policies and your rights under HIPAA. 
 

Information that is included in your file: Your file of “protected health information” includes all of 
the data I collect from you (address, telephone number, insurance information, history, medications 
and so forth) and my progress notes.  The file also contains notes of any contacts with other persons, 
such as your doctor. 
 

How your information is stored: All of your protected health information is stored on a HIPAA 
compliant secure electronic database 
 

How your information will be used: It is my policy to hold your information in strict confidentiality, 
and to use it only for purposes of your treatment.  This means that I will not disclose any personal 
information, including the fact that you are receiving treatment, to anyone without your written 
permission (and the written permission of legal guardians of children under the age of 13).  There are 
certain legally required exceptions to this policy: 
 

1. I am required by Washington law to report to the appropriate authorities, incidents of abuse to a 
child, elder, or vulnerable adult of which I become aware.  It is my policy to discuss the necessity of 
disclosure with my client if at all possible before reporting. 
	

2. If you are suicidal or in danger of hurting yourself, I am ethically obligated to notify the appropriate 
authorities in order to protect your safety. 
 

3. If you threaten to harm another person, I have a duty to break confidentiality, warn that person, and 
warn the appropriate authorities. 
 

4. In certain legal proceedings I may be required to reveal information in response to a court or 
administrative agency order, and in certain cases in response to a subpoena, discovery request or 
other lawful process. 
 

5. Please be aware that both custodial and noncustodial parents may have access to the treatment 
records of their minor children (children under 18). 
 

6. I have the right to disclose necessary protected client information in any legal proceedings 
involving my license. 
 

7. I may have to disclose certain protected client information in the course of an investigation by the 
Secretary of the Department of Health and Human Services regarding compliance with HIPAA. 
 

8. I may be required to disclose certain protected client information for public health purposes, or in 
regard to communicable diseases. 
 

All of our clinicians are required to be involved in supervision or group consults. Our ethics require us 
to not “practice alone”, and therefore meet with colleagues to discuss treatment. In addition, our 
Associate licensed clinicians are required to meet with a supervisor. Confidentiality is held to the 
same standards when our counselors are consulting with supervisors or colleagues.   
 

When you start treatment with Larch Counseling, your information will be shared only in ways that 
are necessary and important to your treatment, including billing, consult, and supervision.  
 

Clinician’s duties: I have the duty to protect the privacy of your client information as discussed 
above, and to provide you with this written description of my privacy practices and policies. I must 
abide by my written privacy policies then in effect. I may change my privacy practices or policies, but 
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I must also revise the privacy notice and inform you of any change.  Revised policies are effective for 
all protected client information, whether or not you are still in treatment with me.  You may request a 
copy of my revised policies at any time. 
 

Your rights under HIPAA: You have the right to request that I restrict the use and disclosure of your 
protected health information for treatment, payment and health care operations.  I am not required to 
agree to your restrictions, but I am bound by any agreements I do make with you in this regard.  
(Under Washington law, you have a right to request that I not keep notes of our sessions, other than a 
record that the session occurred.  Please discuss this with me if you are interested in exercising this 
option.) 
 

You have the right to request that I contact you by alternative methods and locations. 
 

You have the right to inspect and obtain a copy of your official client record. 
 

You have the right to amend information in your client record that you believe is erroneous. 
 

You have a right to an accounting of disclosures of your private health information. 
 

You have a right to receive a copy of this notice upon request. 
 

You have a right to file a complaint with me, the Secretary of Health and Human Services, or both in 
regard to my HIPAA practices.  I will not retaliate against you should you file such a complaint. 
 

I have read and understand all the information provided in this disclosure statement. I hereby give my 
consent for treatment.  

 

 

 

 

 

 

 
 

 

  

Student Name Signature Date 

  

Parent/Guardian Name (if under 13) Signature Date 
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