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Informed Consent 

Welcome to KM Therapy & Wellness.   This document contains important information about my professional services 

and business policies, which you should be aware of prior to your first appointment. Please read it carefully and note 

any questions you may have so that you and I can discuss them at our next meeting. When you sign this document, it 

represents a contract between us.  

 

 

Agreement for Psychotherapy Services 

Services 

KM Therapy & Wellness provides individual, couple, and group psychotherapy as well as health coaching. Katherine 

McGuinness, LCSW, CHC can only counsel within the scope of her practice. If it is determined that a client would be 

better served by a different provider, then appropriate referrals will be made. 

Psychotherapy Process 

Psychotherapy is a complicated process that offers benefits and can also pose risks. There are no guarantees about what 

you will experience. Psychotherapy may elicit uncomfortable thoughts and feelings, or may lead to the recall of troubling 

memories. Psychotherapy involves a significant commitment and you should feel comfortable with the therapeutic 

relationship. If you feel that KM Therapy & Wellness is not a good fit for you, a recommendation to another mental 

health professional can be made. It is encouraged that you address these concerns openly in session, as the exploration 

is often beneficial to treatment. 

Confidentiality 

Counseling involves the disclosure of sensitive, personal information. Communication between a client and mental 

health counselor is protected by law. Release of information to others about our work together is only done with your 

written permission. The following are exceptions (for more details please read Notice of Privacy Practices): 

 Harm to Self - If there is reason to believe you are in danger of physically harming yourself and/or you are 

unwilling or unable to follow treatment recommendations, the counselor may seek your admission to a hospital 

and/or contact a family member or another person who may be able to help protect you. 

 Harm to Others - If there is reason to believe you are threatening physical violence against another person 

and/or there is reason to believe you are a threat to the safety of another person, the counselor may be 

required to take some action (such as contacting the police, notifying the potential victim, securing 

hospitalization, or some combination of these actions) to insure the other person is protected. 

 Abuse of Child or Dependent Adult - If there is reason to believe a child or dependent adult is being abused, the 

counselor is legally obligated to report the situation to the appropriate state agency. 



 Consultations with Other Professionals - It is often helpful to consult about clinical work with other professionals 

who are also legally bound to maintain confidentiality.  Your name or other identifying personal information 

would never be released this circumstance without your consent. 

 Courts - A counselor may be ordered to testify in legal proceedings and/or turn over records if lawfully issued by 

subpoenas and court orders. 

 Insurance - If you choose to work with your insurance company for out-of-network reimbursement, they may 

require confidential information for billing purposes. 

 Under Eighteen - If you are under eighteen years old, please be aware that while the specific content of our 

communication will remain confidential, your legal guardian(s) have the right to receive general information on 

how your treatment is proceeding. 

Consent for Release of Information 

If any person or organization, other than you, contacts KM Therapy & Wellness inquiring about attendance, diagnosis, 

and/or treatment progress, they will be given no information. If you would like information released to anyone, you 

must sign a release form specifically indicating what you do and do not wish to be released and to whom. Once this 

information is released, KM Therapy & Wellness cannot assume responsibility for how the information is handled and 

therefore cannot guarantee confidentiality. 

Professional Records 

Professional Records Both law and the standards of my profession require that I keep appropriate treatment records. All 

counseling records are kept in password-protected documents and/or under lock and key. KM Therapy & Wellness is the 

owner of all records. You are entitled to receive a copy of the records at your written request, unless I believe that 

seeing them would be emotionally harmful to you. Because these are professional records written in technical language, 

they can be misinterpreted or can be upsetting, so if you request your records, I recommend that you and I review them 

together to discuss what they contain. If I deny you access to your records because I believe that seeing them would be 

harmful to you, you may appeal that decision to the New York State Department of Health. 

Communication 

KM Therapy & Wellness has sole access to records. All records of communication, written or verbal, between client and 

counselor remain the property of KM Therapy & Wellness. Verbatim material from counseling sessions remain in the 

client record and should never be revealed publically by the client or counselor unless both client and counselor agree. 

Voicemails, emails, faxes, instant messages, and video chats with Katherine McGuinness, LCSW, CHC are kept in the 

highest confidentiality within the limits of the technology, but confidentiality cannot be guaranteed.  I routinely check 

my voice mailbox for messages during regular business hours and usually all calls are returned within 24 hours.  Please 

note the following: Katherine McGuinness, LCSW, CHC does not store your name in her phone. Any computer files kept 

regarding counseling communications are maintained using secure measures.  If I will be unavailable for an extended 

time, I will indicate the length of my absence and inform you in advance. 

Initial Consultation 

There will be an initial consultation phone session to determine the best approach toward your counseling. During this 

session we will discuss the reason you are seeking counseling, some background information, and if KM Therapy & 

Wellness is the right fit for your needs.  

Session Fees 

All counseling sessions are 50 minutes. Individual counseling fees are $100 per session. Couple and family counseling 

fees are $125 per session. Group counseling fees are $50 per session. 

Distance Counseling 



Distance counseling includes phone sessions and online communication (email, text, instant message, and video chat). 

Katherine McGuinness, LCSW, CHC will discuss with you if distance counseling is an appropriate treatment option. It is 

not recommended in all cases. Oftentimes e-mail is a good way to stay in contact with each other. However, please keep 

in mind that no email communication is guaranteed to be private. E-mail can be a good way to cancel or change an 

appointment time or provide me with additional information about how your week is going. It should not be used for 

emergencies. Distance counseling is a different experience compared to in-person sessions. There can be a lack of face-

to-face interactions; lack of non-verbal communication including visual and audio cues often relied on in personal 

communication; and issues regarding technology failure. If distance counseling is deemed appropriate and necessary, 

comprehensive benefits, limitations, and boundaries surrounding distance counseling will be discussed. Fees and 

payments will be discussed prior to beginning and an electronic communication consent will need to be reviewed and 

signed.  

Payment 

All fees are due at the time of each session. Acceptable forms of payment are cash, personal check, PayPal and major 

credit cards. If a personal check is denied due to insufficient funds, you are responsible for the session fee as well an any 

cost incurred to KM Therapy & Wellness due to the check denial. 

Insurance 

KM Therapy & Wellness does not directly accept insurance. If you have insurance with out-of-network coverage, your 

insurance provider may reimburse a percentage of the counseling fee directly to you. Please call your insurance provider 

to ensure you have out-of-network coverage for mental health counseling. Upon your request you will be provided with 

a monthly statement for submission to your provider. It is your responsibility to check with your insurance provider 

concerning coverage and payment. 

Late Cancellation/No Show Fees 

All sessions are by appointment only. Cancellations must be made at least 24-hours in advance of the scheduled session. 

You are responsible for the full session fee if you miss a session or cancel within 24 hours of the scheduled appointment. 

A missed appointment is not eligible for out-of-network reimbursement. 

Emergency Services 

KM Therapy & Wellness does not provide emergency services. All phone messages and emails will be checked daily 

unless otherwise stated, but are not for use in an emergency. IN AN EMERGENCY PLEASE CALL 911 OR REPORT TO 

YOUR LOCAL EMERGENCY ROOM. 

Credentials 

Katherine McGuinness is licensed in the State of New York (LCSW) and a Certified Health Coach through the National 

Society of Health Coaches. You may verify the LCSW credential online through NYS Office of Professions; 

http://www.op.nysed.gov/opsearches.htm 

 

 

______________________________________________________                                                ________________   

Client Signature (Parent/Guardian if under 18 years old)                                        Date  

  

http://www.op.nysed.gov/opsearches.htm


Katherine McGuinness, LCSW, CHC 
1525 Western Avenue 

Suite 2A 
Albany, New York 12208 

 

Intake Form 
 
Please complete this form and bring it to your first session. Please note: information you provide here is protected as 

confidential information.   

Name: ______________________________________________________________  

Name of parent/guardian (if under 18 years):  

____________________________________________________________________  

Birth Date: ______ /______ /______ Age: ________ Gender: □ Male  □ Female  □ Other:  

Address: ___________________________________________________________________________________________  

(Street and Number)  

__________________________________________________________________________________________________ 

(City)           (State)       (Zip)  

Home Phone:   ( )  May we leave a message? □Yes □No  

Cell/Other Phone: ( )  May we leave a message? □Yes □No  

E-mail: _________________________________________May we email you? □Yes □No  

*Please note: Email correspondence is not considered to be a confidential medium of communication.  

How did you learn about KM Therapy & Wellness?:  _______________________________________________________ 

In case of emergency who should we contact? Name & Relationship: ____________________ Ph:__________________ 

Marital Status:  

□Never Married          □Domes�c Partnership               □ Married                   □Separated     □Divorced           □Widowed  
 
Please list any children/age: __________________________________________________________________________ 

 

Have you previously received any type of mental health services (psychotherapy, psychiatric services, etc.)?  

□  No 

□ Yes, previous therapist/prac��oner: ________________________________________ 

 

Are you currently taking any prescription medication?  

□ Yes  

□  No 



Please list: 

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

 

Have you ever been prescribed psychiatric medication?  

□ Yes  

□  No  

Please list and provide dates: __________________________________________________________________________ 

__________________________________________________________________________________________________ 

 

General Health and Mental Health Information:  

1. How would you rate your current physical health? (please circle) 

Poor                       Unsatisfactory                 Satisfactory                  Good                       Very good  

Please list any specific health problems you are currently experiencing: 

_________________________________________________________________________________________________ 

2. How would you rate your current sleeping habits? (please circle) 

Poor                       Unsatisfactory                 Satisfactory                  Good                       Very good  

Please list any specific sleep problems you are currently experiencing: 

_________________________________________________________________________________________________ 

3. How many times per week do you generally exercise? __________ 

What types of exercise to you participate in: ____________________________________________________________   

4. Please list any difficulties you experience with your appetite or eating patterns.  

_________________________________________________________________________________________________ 

5. Are you currently experiencing overwhelming sadness, grief or depression?  

□  No  

□Yes 

If yes, for approximately how long? ________________________ 

6. Are you currently experiencing anxiety, panic attacks or have any phobias?  

□  No  

□Yes 

If yes, when did you begin experiencing this? ___________________________ 

7. Are you currently experiencing any chronic pain?  

□  No  



□Yes 

If yes, please describe? ___________________________ 

8. Do you drink alcohol? □ No  □Yes 

If yes, how often? ____________________________ 

9. How often do you engage recreational drug use? □Daily  □  Weekly  □  Monthly   □ Infrequently  □  Never  

10. Are you currently in a romantic relationship? □ No  □Yes 

If yes, for how long? __________________ 

On a scale of 1-10, how would you rate your relationship? __________ 

11. What significant life changes or stressful events have you experienced recently: 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

Family Mental Health History: 

In the section below identify if there is a family history of any of the following. If yes, please indicate the family 

member’s relationship to you in the space provided (father, grandmother, uncle, etc.).  

Please Circle                                                                                                                             List Family Member   

Alcohol/Substance Abuse  yes/no 

Anxiety      yes/no 

Depression      yes/no 

Domestic Violence yes/no 

Eating Disorders    yes/no 

Obesity    yes/no 

Obsessive Compulsive Behavior yes/no 

Schizophrenia     yes/no 

Suicide Attempts    yes/no 
 

Additional Information: 

1. Are you currently employed?  □ No  □Yes 

If yes, what is your current employment situation:  

__________________________________________________________________________________________________ 

Do you enjoy your work? Is there anything stressful about your current work?  

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

2. Do you consider yourself to be spiritual or religious? □ No  □Yes 

If yes, describe your faith or belief:  

__________________________________________________________________________________________________ 



3. What do you consider to be some of your strengths? 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

 

4. What do you consider to be some of your weakness? 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

5. What would you like to accomplish out of your time in therapy? 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

 

 

 

 

 

 

____________________________________________________________                                                ____________ 

Client Signature                                                                                                                              Date 

 

____________________________________________________________                                                ____________ 

Parent/Guardian Signature (if client under 18 years old)                                                     Date 

 

 

 


