Welcome to Maitri Mental Health (MMH)!
Our team provides mental healthcare and services for the body, mind, and spirit that are fundamental to an
integrated healthcare system. We seek to make positive and profound impact upon those we serve and strive to
contribute to the total health, security, and quality of life in our community. In doing so, we are dedicated to
innovative services and best practices. We utilized research in realms of neuroscience, genetics, mind-body
integration, and contemplative approaches. We are honored to have you with us!
Below, you will see a checklist, which serves two purposes: 1) it provides an overview of each form within this
packet; and 2) it ensures that no paperwork is missed during the first step of this process. Please read and
complete the enclosed forms and submit them to frondesk@mmh.hush.com prior to your first appointment.
Please take your time to read and ensure your understanding of all that is written within this packet. A therapeutic
relationship works, in part, because of the clearly defined rights and responsibilities held by each person that are
fully understood. This frame helps to create the safety to take risks and the support to become empowered to
create change. Should you have any questions, you are welcome to discuss them with your therapist.
Intake Packet Checklist
These are the primary forms to be completed and submitted prior to your intake session:
Client Registration Form
Adult Intake Inventory
Informed Consent to
Mental Health Services
Financial Responsibility
and Authorization to
Disclosure of Protected
Health Information (PHI)
On File Credit Card
Authorization Form
Private Pay Agreement Optional
Attendance and
Engagement Policy
Medication
Management Policy
Telementalhealth
Agreement

Provides us with your basic demographic, contact, and payment information.
Helps the staff at Maitri get a better idea of what’s bringing you in, any concerns you
have for your wellness, and ensures that we can meet your needs
Allows Maitri to provide services/treatment only with your consent, while detailing
rights/responsibilities and benefits/risks of treatment
Makes clear financial roles of you and your insurance company, while allowing us to
share certain information with your insurance company (e.g. inquiring about benefits,
filing claims on your behalf)
Authorizes Maitri to process payment at the time of your appointment using a card
stored on file
To be completed only if you are electing to engage in services without the use of
insurance coverage: serves as the payment agreement between you and your provider
Provides information on engagement in mental health services, cancellation policies,
inclement weather, and termination of services
Details our approach to prescribing, information about specific types of
medications/refills, and payment/attendance/termination with medication prescribers
An informed consent addendum due to COVID-19: clarifies risks/benefits of engaging
in services using telehealth options (e.g. video therapy, phone calls)

These forms are enclosed, but are yours to keep:
HIPAA Notice of Privacy Policies
Release of Information
Comment, Compliment, or
Complaint

Provides information on your rights under the Health Insurance Portability and
Accountability Act (HIPAA)
Enables your provider/Maitri to release or obtain protected health
information, upon completion
Allows your feedback to be heard and addressed as needed

Finally, please bring your ID and your insurance card with you to your first appointment. Thank you!
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CLIENT REGISTRATION FORM
Date: __________

Basic Information
Full Legal Name: _____________________________

I identify my gender as: _________________________

I prefer to be called: _________________________ _

Pronouns: ____________________________________

Date of Birth: _______________________________

Direct Contact Information
Address (Street, City, State, Zip): __________________________________________________________________
Primary Phone Number: _______________________

May we leave you a voicemail? ____________________

Secondary Phone Number: _____________________

May we identify ourselves in a voicemail? ____________

Email address: _______________________________
Preferred Method of Contact / Time of Day to Be Contacted: ___________________________________________

Emergency Contact Information
Name: _______________________________________________________________________________________
Phone Number: _______________________________________________________________________________
Relationship with You: __________________________________________________________________________

Payment Information
Will you be paying for sessions out of pocket or using insurance? (Circle one)
Private Pay

Bill My Insurance
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Another benefit plan
(please specify)

Adult Intake Inventory
Name: _______________________________________

Date: ______________________________

Describe what is bringing you in for services today.
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
When did you first notice this happening?
_____________________________________________________________________________________________
_____________________________________________________________________________________________
Have you tried any other treatments / methods of addressing this concern?
If so, please detail them below (e.g. outpatient counseling, inpatient treatment/hospitalization, psychiatric
medications, substance use treatment, self-help or support groups, complimentary medicine or procedures)
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
Which types of service would you be open to while working with us? (circle as many as apply)
Individual therapy

Group therapy

Family therapy

Medication services

Cultural/Identity-Specific
Support
Trauma-specific service

What are you hoping to accomplish by engaging in services?
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
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Intake Inventory
We are asking that you complete the following pages to the best of your ability, while also understanding that this
information is deeply personal. This inventory would only be used to connect you to your desired provider or the
best fitting provider for your needs. This inventory will also support the tailoring of a body-mind-spirit approach to
your healing process. That said, please do not provide any information you are not comfortable offering at this
time. You are free to wait until meeting with your provider to do so.
In some instances, Maitri may not have the specialist on staff to meet your needs. If this should arise, we will do
our best to connect you to other professionals in the community. We have organized this form to have ‘stop’
points if you are a person whose needs are best met elsewhere and hope to save you time and undue vulnerability
in this process.

Section A: Mental Health
Please place a checkmark next to any of the following experiences that are true for you:
In the past two weeks, have you experienced any of the following?
Felt little interest or pleasure in doing things, especially things that you used to enjoy?
Felt down, depressed, or hopeless?
Felt nervous, anxious, or scared?
Not been able to stop or control worrying?
Had problems paying attention when at work or completing a project?
Fidgeted or squirmed your hands/feet when you had to sit for a long time?
Checked, touched, or counted things even though you know you don’t have to?
Done things over and over a certain number of times before they seem right?
Restricted your food intake, ate more than normal, or regurgitated your food?
Worried about your appearance or weight?
Had thoughts about killing or hurting yourself?
Had thoughts about hurting someone else?
Been threatened or hurt by someone else?
If you checked any of the italicized options, please contact the front desk at (360) 200-4481 for a referral to a
specialist.
At any point in your life, have you:
Heard noises/sounds/voices others didn’t hear? Seen visuals/other things that other people didn’t
see? Felt sensations (skin crawling, being struck from behind) that had no apparent cause?
Known that others could hear your thoughts? Known that others can read your mind?
Noticed that you received special or personalized messages through the TV, radio, or newspaper?
At any point in your life, have you:
For at least for a week, felt especially energetic with little need for sleep?
In that same week, did you do things that others considered foolish or risky with money sex, or
other activities?
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At any point in your life, have you had any experience that was so frightening, horrible, or upsetting that you:
Had nightmares or thought about it when you didn’t want to?
Tried hard not to think about it or avoided situations that reminded you of it?
Were constantly on guard, watchful, or easily startled?
Felt numb or detached from others, activities, or your surroundings?
Please circle any of the following that you have experienced:
Any form of abuse (including emotional,
physical, mental, spiritual, sexual, etc.)

Multiple family moves during childhood
Violence in the home

Loss of a loved one
Parent substance abuse
Neglect
Immigration trauma
Homelessness

Human trafficking

Crime victimization
Gang violence
Parent illness
Witness of death
Lived in a foster home

Other: ___________________________

Section B. Substance Use and Process Information
In the last six months, have you gambled? (please indicate ‘yes’ or ‘no’): __________________________________
If yes, please answer the following:
Have you felt the need to bet more and more money? __________________________________________
Have you ever had to lie to people about how much you gambled? ________________________________
If you answered ‘Yes’ to second and/or third questions, please contact the front desk at (360) 200-4481 for a
referral to a specialist.
In the last year, have you (please indicate ‘yes’ or ‘no’):
For women/female-identified folx: had more than 3 drinks in a day or 7 drinks in a week? _____________
For men/male-identified folx: had more than 4 drinks in a day or 14 drinks in a week? ________________
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Please indicate your substance use in the following areas:
(approximate age at first use, amount used, frequency of use, any periods of sobriety, etc.)
Alcohol
Caffeine
Marijuana/Cannabis
Tobacco
LSD, Mushrooms,
MDMA, Hallucinogens
Inhalants
Heroin, Pain Pills,
Opiods
Sedatives or Hypnotics
Stimulants (e.g.
methamphetamine,
cocaine)
In the last year, have you ever experienced the following (please indicate ‘yes’ or ‘no’):
Someone expressing concern about your substance use?: _______________________________________
Your substance use leading to social, financial, relational, or employment problems?: _________________
If you answered yes to either of these questions, please contact the front desk at (360) 200-4481 for a referral to a
specialist.
Section C: Family History and Social/Cultural Information
Please list the individuals in your family (by blood or by choice). We can supply an additional sheet of paper if
necessary:
Name

Relationship

Age

Lives with you?
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Quality of
relationship

Mental health or
substance use
concerns?

Do you have challenges finding support (from family, friends, etc)?
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
Are you involved in any divorce or child custody proceedings?
If yes, please explain:
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
Are you experiencing any difficulties or concerns due to race, culture, sexual orientation, gender, gender identity,
age, or ethnicity?
If yes, please describe:
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
Please feel free to list any ways in which you identify (race/ethnicity, religious/spiritual beliefs or worldview, sexual
orientation, gender identity, socioeconomic/class background, personality traits, etc)
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
Please list your strengths, skills, and talents. What brings positivity to your life?
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
Please describe what your image of a “safe space” might be? How can we support that image?
______________________________________________________________________________________
______________________________________________________________________________________
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Section D: Additional Information
Please describe any additional information or concerns you feel your provider should know:
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
Ranking of Inventory
Please rank each section from most to least relevant to beginning services at Maitri Mental Health (1 being most
relevant, 4 being least relevant)
________ Section A: Mental Health
________ Section B. Substance Use and Process Information
________ Section C: Family History and Social/Cultural Information
________ Section D: Additional Information
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Informed Consent to Mental Health Services
MENTAL HEALTH SERVICES: At Maitri Mental Health, we offer individual, couple, family, and group therapy in a
variety of approaches; peer support services, and medication management. These services are available for adults
and in some cases offered to adolescents, all of which are voluntary for those who participate. Our service
providers individually choose which insurances they accept, which may allow your insurance to cover your
services. The general flow the first few sessions involve a comprehensive evaluation of your treatment needs/goals
and the creation an initial and personalized treatment plan. From there, mental health services will follow this
agreed upon plan (should you choose to continue). Mental health services require a very active effort on your part.
In order to be most successful, you will have to work on things that we discuss outside of sessions.
RISKS AND BENEFITS: Mental health treatment has both benefits and risks. Risks sometimes include experiencing
uncomfortable feelings, such as sadness, guilt, anxiety, anger, frustration, loneliness and helplessness. Mental
health treatment often requires discussing unpleasant aspects of your life. Benefits often include significant
reduction in feelings of distress, increased satisfaction in interpersonal relationships, greater personal awareness
and insight, increased skills for managing stress, and resolutions to specific problems. There are no guarantees
about what will happen, however.
RIGHTS AND RESPONSIBILITIES: As a client engaging in mental health services, you have certain rights and
responsibilities that are important for you to know about. We, as therapists, have corresponding responsibilities to
you. The most important of which is the quality of the therapeutic relationship. Mental health services involve a
large commitment of time, money, and energy. As such, you should be very mindful about the provider you with
whom choose to work. If you have questions or concerns about your provider’s procedures, you have the right and
responsibility ask to discuss them whenever they arise. You also have the right to speak with Maitri Mental
Health’s Clinical Supervisor, Jessica Boldt, about any concerns you may have.
Beyond this, your rights as a client at Maitri Mental Health include:



















To be treated with dignity and respect
To have access to your treatment plan
To choose from and receive available supports and services consistent with this plan
To participate in the development of your treatment plan and receive a copy
To have all services explained, including expected outcomes and possible risks
To confidentiality and the right to consent to disclosure in accordance with state codes
To give informed consent in writing prior to the start of services
To access your medical records
To receive medications specific to your diagnosed clinical needs
To receive prior notice of service conclusion or transfer, unless it poses a threat to safety or health
To be free from abuse/neglect and to report any incident of abuse/neglect without being subject to
retaliation
To receive services without discrimination based upon race, ethnicity, color, gender, sexual
orientation, age, religion, national origin, or source of payment.
To be free from seclusion and restraint
To be informed of the policies and procedures, service agreements, and fees applicable to the
services provided
To have family involvement in service planning and delivery
To file a grievance in regards to any and all services received (please see attached Comment,
Compliment, or Complaint Form)
To choose a provider and make changes as necessary
To receive notice if your appointment has been cancelled in a timely manner
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As a client of Maitri Mental Health, you have the following responsibilities:













To treat staff and others clients with dignity and respect
To inform your provider of any changes in your behavior, physical health, or mental health that could
affect your care, including adherence to your prescribed medication regimen
To help your provider obtain past medical records
To ask questions and get clarification regarding any diagnosis or treatment planning
To follow your provider’s recommendations, as appropriate
To be prompt for scheduled appointments
To cancel appointments if you are unable to keep them in a timely manner
To pay at the time of services rendered or to inform staff of financial hardships
To be as open and honest with your provider as you can
To inform your provider if you feel you aren’t making progress
To adhere to the policies and procedures of Maitri Mental Health
To be aware of any insurance changes that may have occurred for you

Above all, Maitri is a strives to create a safe place for all involved in the healing process – both provider and clients.
All involved have the right to peaceful engagement in this process.
CONFIDENTIALITY: The guiding law of confidentiality for our services at Maitri Mental Health is the Health
Insurance Portability and Accountability Act (HIPAA). HIPAA is a federal law that provides privacy protections and
patient rights with regard to the use and disclosure of your Protected Health Information (PHI) used for the
purpose of treatment, payment, and health care operations. HIPAA requires that we provide you with a Notice of
Privacy Practices for use and disclosure of PHI for treatment, payment and health care operations. This Notice of
Privacy Practices explains HIPAA and its application to your personal health information in greater detail and our
practice is in general accordance with HIPAA policies. The law requires that we obtain your signature
acknowledging that we have provided you with this information.
There are times in which we must break confidence (as required by law), times where we may need to break
confidence to promote the greatest level of safety possible, and smaller disclosures to ensure quality and
continuity of care. Please see the form titled HIPPA Notice of Privacy Practices for greater detail.
When disclosure is Required by Law: Disclosure is required by law when there is a reasonable suspicion of
abuse or neglect of a child, dependent, or elderly person. It is also required when a client: presents a
danger to themselves, to others, or to property; is gravely disabled; or when client’s family members
communicate to the therapist that the client presents a danger to others.
When Disclosure May be Required: Disclosure may be required in a legal proceeding by or against you. If
you place your mental status at issue in litigation by you, the defendant may have the right to obtain the
psychotherapy records and/or testimony by your therapist. Additionally, in couple and family therapy,
confidentiality and privilege do not apply between the couple or among family members unless otherwise
agreed upon or if the revelation of confidential information would risk the safety of one or more
individuals. Your therapist will not release records to any outside party unless authorized to do so by all
adult family members who were part of the treatment. In all these situations your therapist will use their
clinical judgment when revealing such information.
Emergencies: If there is an emergency during your work in therapy, where your therapist becomes
concerned about your personal safety, the possibility of you injuring someone else, or about you receiving
proper psychological care, they will do whatever they can, within 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 your
therapist may also contact the person whose name you have provided on the patient information
document.
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E-mails, Cell Phones, Computers and Faxes: It is very important to be aware that computers, e-mail, cell phone and
fax communication can be relatively easy to access by unauthorized people and, hence, can compromise the
privacy and confidentiality of such communication. Your therapist’s e-mails are not encrypted, their computers,
however, are equipped with a firewall, virus protection and a password. Please notify your therapist if you decide
to avoid or limit, in any way, the use of any or all communication devices, such as e-mail, cell phone or fax. Please
do not use e-mail or faxes for emergencies.
Litigation Limitation: Due to the nature of the therapeutic process and the fact that it often involves making a full
disclosure with regard to many matters which may be of a confidential nature, it is agreed that should there be
legal proceedings (such as, but not limited to divorce and custody disputes, injuries, lawsuits, etc.), neither you
(client) nor your attorney, nor anyone else acting on your behalf will call on your therapist to testify in your or at
any other proceeding. Additionally, therapy records will not be released without prior agreement between your
therapist and you.
Records and Your Right to Review Them: Both the law and the standards of our practice require that appropriate
treatment records be kept. All information disclosed in sessions and the written records pertaining to said sessions
are confidential and may not be revealed to anyone without your consent. As a client, you have the right to
review or receive a summary of your records. There are times, however, when your therapist may request to
withhold these documents such as limited legal or emergency circumstances or when they believe that releasing
such information might be harmful in any way. In such a case they may provide the records to an appropriate and
legitimate professional of your choice. Taking the above-mentioned circumstances in consideration, if appropriate,
upon your request your therapist will release information to any agency/person you specify.
Mediation & Arbitration: All disputes arising out of, or in relation to these services shall be referred to mediation,
before, and as a pre-condition to the initiation of arbitration. The mediator shall be a neutral third party chosen by
agreement of your therapist and you, the client. The cost of such mediation, if any, shall be split equally, unless
otherwise agreed upon. In the event that mediation is unsuccessful, any unresolved controversy related to this a
shall 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 demand for arbitration is filed. Again, in the event that your account
is overdue (unpaid) and there is no agreement on a payment plan, your therapist can us legal means (court,
collection agency, etc.) to obtain payment. The prevailing party in arbitration or collection proceeding shall be
entitled to recover a reasonable sum and for attorney fees. In the case of arbitration, the arbitrator determines
that sum.
Office Staff: On occasion, MMH utilizes volunteers or interns to assist in clerical and office work, including filing,
scheduling and billing. These volunteers/interns maintain all information confidential and will never disclose
information to any outside party without expressed written consent. Each volunteer/intern signs a confidentiality
agreement on a yearly basis and is trained about confidentiality and HIPAA laws.
Your signature indicates you have read, agree to and understand the above information. You may revoke this
agreement in writing at any time. That revocation will be binding on me unless we have taken action in reliance on
it or if you have not satisfied any financial obligations you have incurred.

Client Signature ______________________________________________________________ Date ___/___/_____

11

Financial Responsibility and Authorization to Disclosure of Protected Health Information (PHI)
Financial Responsibility: I accept financial responsibility for all services rendered on my behalf for which a charge is
associated. I accept personal responsibility for all co-payments, deductibles, and non-covered services as dictated
by my insurance coverage (which may include, but are not limited to: telephone conversations, site visits, report
writing, consultation with other professionals, reading records, longer sessions, travel time, and court
appearances). Such non-covered services will charged at the same hourly rate, unless indicated and agreed upon
otherwise. I am aware that payments are due at the time of service and that co-pays cannot be billed to me or
anyone else. I am aware that there will be no refunds for payments made for services rendered.
Financial Hardship: I am aware that it is my responsibility to notify my therapist if any changes arise in my ability to
make timely payments so that alternative payment plans may be created. I am aware that if my account is overdue
(unpaid) and there is no written agreement on a payment plan, Maitri Mental Health can use legal or other means
(courts, collection agencies, etc.) to obtain payment. Should you elect to pay by check, you are responsible to
ensure that sufficient funds are available to cover the expense. Should a check be returned as un-payable due to
insufficient funds, or any other reason, you are responsible for any fee charged to the account by the banking
institution as well as the cost of the initial service. In addition, a $25.00 fee will be charged on all returned checks.
Consent to Internal Disclosure of PHI: I understand that Maitri Mental Health is a collaborative, integrative practice
that uses a team-based approach to care. As such, I consent to my therapist/care provider consulting with other
professionals regarding my care with the expectation that only the least amount of information is provided in this
process. However, my health record may be shared.
Consent to External Disclosure of PHI: I consent to disclosure of confidential information that may be required by
my health insurance carrier or HMO/PPO/MCO/ EAP in order for Sunrise Medical Billing – a billing company
external to Maitri Mental Health, with whom MMH works - to process billing claims. I am aware that I may request
that the least amount of information be released to my therapist / care provider. I am also aware that my therapist
/ care provider has no control or knowledge over what insurance companies do with the information submitted or
who has access to this information. If I elect not to use insurance, a Private Pay Agreement must be signed. All
other forms of external disclosure of PHI must be accompanied by a completed Release of Information (included in
this packet).
Potential Risks of Insurance Reimbursement: I am be aware that submitting a mental invoice for reimbursement
(“superbill”) carries a certain amount of risk. Not all issues/conditions/problems dealt with in therapy are
reimbursed by insurance companies. It is ultimately my responsibility to verify the specifics of my coverage.
By signing this document, I am consenting to all of the terms and policies indicated above.
Client Signature ______________________________________________________________ Date ___/___/_____
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PRIVATE PAY AGREEMENT
Date: ________________________
By signing below, both the client and therapist acknowledge and agree to adhere to the private pay agreement for
services as follows:
Amount per session: ______________________________________________
Therapist name: __________________________________________________
Client name and MR#: _____________________________________________
Name of parent/guardian (if minor): __________________________________
We also understand that insurance will not be billed for these services. Either party – therapist or client - may
terminate this private agreement at any time. Notice must be made 24 hours before any scheduled appointments
or the full cash-pay amount becomes due to the therapist by the client.
All payments must be made in cash, check, or credit card and provided to / processed at the front desk at the time
of the appointment. We accept MasterCard and Visa. Checks should be payable to Maitri Mental Health, not the
therapist’s name.
If a payment is missed, the billing account must be brought current with either payment or another arrangement
before the next session occurs.
Client or Parent/Guardian Signature:
_____________________________________________________________
Therapist Signature:
_____________________________________________________________
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ON FILE CREDIT CARD AUTHORIZATION FORM
Provider Name:________________________________________ Date: ______________________
Client Printed Name: ____________________________________
Maitri Mental Health (MMH) is authorized to maintain credit card payment information in our electronic health
record, which is confidential. Please complete this form with the appropriate information for ease of payment and
ability to charge for services rendered.
Your signature authorizes us to review this information and deduct fees from the credit card below for services
received at MMH. You must sign to authorize use of this credit card.
Please note: We only accept MasterCard or Visa at this time.
Cardholder Name (as printed on credit card):
________________________________________________________________________
Cardholder Signature:
________________________________________________________________________
Cardholder Address & Zip Code:
________________________________________________________________________
Credit Card Number:
________________________________________________________________________
Expiration Date/CCV:
________________________________________________________________________
List any Additional Authorized Users of this Card:
________________________________________________________________
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Release of Information (ROI)
Client Name: ________________________________

Date of Birth: _______________________________

With my signature below, I authorize _________________________________________ and Maitri Mental Health
(Provider’s Name)
to:
 OBTAIN information from
 DISCLOSE information to
Contact Person / Organization: _____________________________________________________
Physical Address: ________________________________________________________________
________________________________________________________________
Telephone Number: _____________________________
Fax Number: ___________________________________
Information to be used/disclosed is my protected health information, including:
 Assessment/Evaluation
 Treatment Plan
 Progress Notes
 Information to Support Coordination of Care
 Dates of Sessions – attended and not
 Other: _______________________________
The purpose of the disclosure/communication is:
 Coordination of care
 Other: _______________________________
I understand that additional laws about mental health, HIV/AIDS, genetic, and alcohol/drug treatment information
may apply. I understand and agree that this information will be disclosed if I place my initials in the applicable
space.
Initial all types of information you would like to be released:
_____ Mental Health information
_____ HIV/AIDS information
_____ Drug/alcohol diagnosis, treatment, or
_____ Genetic testing information
referral information
I understand that I am not required to sign this authorization. If I refuse to sign it, it will not prevent me from
getting treatment at Maitri Mental Health. I understand that I may revoke this authorization at any time, in writing.
If I do so, the information described may no longer be used or disclosed for the reasons described here. If Maitri
has already received such information, it cannot be undone and will remain in your file. I understand that the
information used or disclosed as a result of this authorization may be re-disclosed and no longer protected under
federal law. However, state and federal laws may restrict re-disclosure of HIV/AIDS, mental health information,
genetic testing information, and drug/alcohol diagnosis, treatment, or referral information.
Unless revoked, this authorization expires 60 days after the completion of treatment or on this date:
________________________________________
My signature below indicates that I have read and understood this authorization.
Client Signature/Date: _____________________________________________________
Parent/Guardian/Representative Signature/Date: _______________________________________
Signature of Witness/Date: ___________________________________________
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Attendance and Engagement Policy
Attendance: Regular attendance is an essential element of successful, effective treatment. It assists clients in
reaching goals and maintaining health gains. The frequency of your sessions will be agreed upon by you and your
provider. The typically frequency when beginning treatment is weekly to every other week, becoming more spread
out as time goes on.
Telephone & Emergency Procedures: If you need to contact your therapist between sessions, please leave a
message with the front desk and your call will be returned as soon as possible. Messages are checked a few times
during the daytime hours of weekdays only. If an emergency situation arises, indicate it clearly in your message,
and if you are dealing with an emergency needing immediate assistance and cannot reach your therapist, call 911.
Do not use e-mail or faxes for emergencies.
Cancellation/No Show Policy: Since the scheduling of an appointment involves the reservation of time specifically
for you, a minimum of 24 hours notice is required for rescheduling or canceling an appointment. If you arrive more
than 10 minutes late for a 30 minute session or 15 minutes late for a 60 minute session, this will be considered as
“no show,” as providers no longer have adequate time to provide treatment. In both the instance of a late
cancellation or a no show, the client will be responsible for 100% of the session fee.
Inclement Weather: In the event of inclement weather, where travel is not advised, the 24 hour cancellation notice
policy will be waived and no late cancellation fees will be applied. However, in the event that you are not
contacted by Maitri staff regarding your appointment and plan not to attend due to weather, we request that you
contact the front desk via phone or email to express this.
Termination: Termination is an element in every therapeutic relationship, no matter the duration. It can happen in
several ways. You have the right to terminate treatment at any time. You provider also has the right to terminate
treatment. Ultimately, your Maitri provider has a responsibility to determine whether or not they can be helpful to
you and this will be the deciding factor in termination for the provider. Maitri providers have the right to terminate
the provider-client relationship under the following circumstances:
1) The client has achieved their therapeutic goals and wishes to conclude their care.
2) The client feels that it is time to “pause” their care and take a break from the healing process.
3) The client’s presenting issue is outside of the provider’s scope of practice
4) If - at any point during treatment - the provider assesses that they are not effective in helping the client
reach their therapeutic goals
5) If - at any point during treatment - the client wants another professional opinion or wishes to work with
another provider
6) If the client and provider cannot agree upon the treatment plan, or if the client refuses to engage
in/adjust the established and ineffective treatment plan
7) If a client or client family member/significant other are hostile or aggressive, or if they create a sense of
non-safety to others in the work space
In such instances, your Maitri provider will give you a number of referrals to other providers that may meet your
needs. With your written and expressed consent, your Maitri provider can talk with your new provider to support
the transition of care.
My signature below indicates that I have read and understand this form.
Client Signature ______________________________________________________________ Date ___/___/_____
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Comment, Compliment, or Complaint Form
This is a (please circle what is appropriate) :
Comment

Compliment

Complaint

Your Name: ________________________________________________________ Date: ______________________
Client’s Name (if not the client): ___________________________________________________________________
Preferred Method of Contact for Follow Up (if necessary): ______________________________________________

Please tell us what happened. When did it happen? Who was all involved? For complaints, provide any
information you believe will help us resolve the situation. You can continue writing on the back of this form.
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
For Comments of Complaints: What resolution would you like to see come of this? What do you want done? What
can help you feel a sense of closure or safety?
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
For Compliments: May we share this compliment with those involved? ___________________________________
You can file this form by:
1) Submitting this form to our front desk staff directly (in person or via email at frontdesk@mmh.hush.com)
2) Mailing this form to Jessica Boldt and Katie Ahrens – owners of Maitri Mental Health – at:
1711 Main Street, Vancouver WA 98660
3) Emailing this form Katie Ahrens – owner of Maitri Mental Health – at Katie@vic.hush.com
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ACKNOWLEDGEMENT OF THE RECEIPT AND UNDERSTANDING OF INTAKE PAPERWORK
Please initial next to each statement with which you agree.
_________ I acknowledge that I have received, understood, and completed the Client Registration Form.
_________ I acknowledge that I have received, understood, and completed the Adult Intake Form.
_________ I acknowledge that I have received, understood, and completed Maitri’s Informed Consent document.
_________ I acknowledge that I have received and understood a HIPAA Notice of Privacy Practices.
_________ I acknowledge that I have received, understood, and completed Maitri’s Attendance Policy.
_________ I acknowledge that I have received, understood, and completed Maitri’s Financial Responsibility and
Authorization to Disclose PHI document.
_________ I acknowledge that I have received, understood, and completed (as necessary) Maitri’s Private Pay
Agreement and On-File Credit Card Authorization forms
_________ I acknowledge that I have received, understood, and completed Maitri’s Medication Management /
Benzodiazepine Policy.
_________ I acknowledge that I have received, reviewed and understand how to complete (when necessary)
Maitri’s Release of Information and Maitri’s Comment, Compliment, or Complaint Form.
Please sign below to indicate that you agree to engage in treatment at Maitri Mental Health with the
aforementioned knowledge.

Printed Name
____________________________________________________________________________________
Signature
____________________________________________________________________________________
Date
_______________________________
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