
 

 
 

 

 

 

 

 

 

 

 

 

 
 

Please complete the forms listed below and follow these steps: 
1. Return completed documents along with copies of your insurance and photo ID cards at least 24 hours in 

advance of your intake assessment. 
2. To submit: 

 Scan completed documents or take a picture of the packet with your phone. 

 Scan or take a picture with your phone the following: 
o Insurance card (for your child or the person responsible for payment, i.e. parent or 

guardian) 
o Photo ID card (for your child or the person responsible for payment, i.e. parent or 

guardian) 

 Submit these documents to Records@emilyprogram.com 
 

Required documents 
 

 

 Informed Consent for Treatment Services Allows The Emily Program to provide therapeutic treatment services 
only upon your consent 
 

 Personal Information Form Helps us get a better picture of your situation, concerns and needs 
 

 Financial Responsibility Agreement The Emily Program’s policy regarding payment for services 
 

 Authorization to Disclose Protected 
Health Information for Payment and 
Reimbursement Purposes 
 

Allows us to share information with your insurance company, inquire 
about your health insurance benefits and file claims on your behalf 

 Attendance Policy Agreement The Emily Program’s policy regarding appointment cancellation and 
attendance 
 

 Program Waiver Describes various activities and associated risks pertaining to therapy 
groups clients may participate in while obtaining services at TEP. 
 

 Telehealth Consent Form Consent to receive Telehealth services which may be provided by The 
Emily Program 
 

 Consent to Email Communication During 
COVID-19 
 

Allows The Emily Program to facilitate communication through email 
during the COVID-19 health crisis  

 (Voluntary) Research Consent Permission to use clinical information for research aimed at better 
understanding eating disorders. 
  

 (Optional) Release of Information Form  Consent for The Emily Program to share information about you and 
your care with your other healthcare providers and with family 
members and support people 
 

 
 

These documents are yours to keep. 
 

 
 

Notice of Privacy Practices Describes how clinical information about you may be used and 
disclosed and how you can get access to this information 
 

Statement of Client Rights and 
Responsibilities 

Outlines client rights and responsibilities and appropriate venues for 
addressing concerns regarding your treatment at The Emily Program 
 

 

 

Also included in this packet is a form entitled, ‘What to ask your insurance company.’ The Emily Program recommends 

you contact your insurance company prior to your first appointment if you are considering starting treatment with us. It is 

important you understand the services your insurance will cover. Making this preliminary call provides peace of mind for 

many clients so they can turn their attention to treatment recommendations during their intake assessment appointment. 
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Intake Packet Instructions – Adolescent 

Telehealth 
  



 

 

Preparing for Your Telehealth Intake Assessment  

 

Hello,  
 

Thank you for scheduling your Telehealth intake assessment. Below you will find information 

about preparing your appointment. Please take time to read through this document and let us 

know if you have any additional questions. 
 

Reminders 

 A Telehealth appointment means you will meet with the provider over secure video 

from your home.   

 You should have received an email from SecureVideo Support.  

− This email is addressed to your initials and medical record number 

− This email includes a link to join your appointment  

 You’ll need a private space for your appointment  

 You’ll need a device with internet connectivity (via cellular service or Wi-Fi)  

 We encourage you to use a smartphone or tablet for the best experience. You can 

also use a desktop or laptop that has a camera and speaker. 

 If you are under 18, a parent or guardian must be present for the intake assessment. 

 

Instructions for your appointment 

 Plan to join your session 10-15 minutes early to ensure you have enough time to 

complete the following steps  

1. Join your session with the blue Join Session button found in your most recent 

email from SecureVideo Support 

2. You will be prompted to install Zoom –  

a. If Zoom is already installed on the device you’re using – Click Zoom is 

already installed 

b. If Zoom is not installed - Click Install Zoom  

3. Click Run – this takes about 1-2 minutes 

4. Click Join Waiting Room which will launch Zoom and enter the session 

 Please note, Zoom is device specific. If you try to join a session from a different 

computer, phone, or tablet, you will need to download the Zoom app onto that device. 

 

Thank you. 

The Emily Program Admissions Team 

1-888-364-5877, Ext. 1612 
 

 

Revised: March 19, 2020 
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INFORMED CONSENT FOR TREATMENT SERVICES 
 
Welcome to The Emily Program. 
This document contains important information about our professional services and business policies.  Please read it 
carefully and jot down any questions you might have so that we can discuss them in session. When you sign this 
document, it will represent an agreement between us.  
 
THERAPEUTIC SERVICES 
The Emily Program (“TEP”) approach to treatment is dynamic and individualized and may include a variety of disciplines, 
services and programs. Our work is grounded in respect for each person and the belief that the therapeutic relationship is 
a powerful agent of change. Treatment decisions are informed by research, community standards, and sound clinical 
judgment. The overall therapeutic model is holistic and non-exclusive and utilizes a variety of approaches in individual and 
group settings as appropriate for each individual. Our holistic approach to programming integrates these traditional 
therapies with complementary and alternative therapies such as experiential therapies and body image work. Additionally, 
our services provide critical elements of recovery including development of interpersonal and life skills. We provide case 
coordination between other providers in the community involved with each client and family education and involvement 
wherever possible. 
 
The type and extent of services that you receive will be determined based on your specific needs and symptoms, goals for 
treatment and treatment preferences discovered through the intake assessment process and discussions between you 
and your therapist.  Through this treatment planning process, information regarding recommended services will be 
discussed with you so that you, together with your therapist, can make the most informed and appropriate decisions about 
what is likely to work best for you.  
 
Eating disorder treatment can have benefits and risks. Since treatment and therapy often involve discussing symptoms, 
triggers or unpleasant aspects of your life, you may experience, most likely in the early stages of treatment, uncomfortable 
feelings like sadness, guilt, anger, frustration, loneliness and helplessness; sometimes, problematic behaviors or urges 
can even increase from time to time.  On the other hand, consistent and dedicated treatment has been shown to result in 
benefits for people who go through it.  The therapeutic process often leads to overall reduction in symptom use, a greater 
degree of self-acceptance and awareness and improved overall functioning that can include better relationships, more 
constructive coping skills and significant reductions in feelings of distress.  Everyone is different, and your course of 
therapy and outcome will be unique to you.  A client’s commitment and engagement in therapy is known to be a 
contributing factor in the success of treatment, so it is important for you to work on things discussed during sessions with 
your therapist and at home in order for you to achieve the best outcome. 
 
Therapy involves a large commitment of time, money and energy, so it is important that you and your therapist work 
together to develop a treatment plan collaboratively to help you reach your goals.  If you have questions about The Emily 
Program’s procedures or any other aspect of your treatment, please bring them up as soon as possible with your therapist 
so that they may be discussed constructively in session.   
 
CLINICAL RECORDS AND CONFIDENTIALITY  
State and federal regulations* including the Health Insurance Portability and Accountability Act (HIPAA) and professional 
standards require TEP to keep records of the treatment and services provided.  These records, and other information that 
TEP learns about you through the course of your treatment, is considered “protected health information” or PHI. Extensive 
measures are taken to ensure the privacy and security of your PHI pursuant to the state and federal* regulations listed in 
this document.  In most cases, you must provide written authorization for your PHI to be used or disclosed.  TEP is, 
however, allowed to use and disclose PHI without your authorization for certain purposes.  Examples of these allowed 
disclosures are: 

 If you have plans to kill yourself or hurt someone else.  
 If TEP gets a court order for your chart/records.  
 If you are a minor or vulnerable adult being abused.  

If you receive drug or alcohol abuse treatment/diagnosis at TEP, your records related to that treatment/diagnosis are 
entitled to further protection under Federal Law (42 C.F.R. Part 2).  TEP’s Notice of Privacy Practices, which was provided 
to you at intake and is available on our website and in our offices upon request, provides more information regarding 
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uses, disclosures and processes regarding your protected health information and drug/alcohol abuse records, if 
applicable.  
 
SERVICES BY THERAPIST TRAINEES 
TEP provides clinical training to therapists, medical staff and dietitians.  Trainees may be present during group sessions 
and services or in individual sessions.  Services directly provided by unlicensed providers, or providers not credentialed 
with your insurance company, are provided under the clinical supervision of a credentialed, licensed provider. By signing 
this form, you consent to receiving services by unlicensed or non-credentialed providers. Unless otherwise specified, 
mental health services are provided by Mental Health Professionals. 
 
MINORS 
If you are under the state-mandated age of consent, please be aware that the law may provide your parents the right to 
examine or receive a copy of your treatment records.  It is TEP’s goal to document your course of treatment accurately 
and thoroughly, yet with discretion.  TEP will also do our best to maintain your confidentiality while keeping your parents 
up to date on your progress as appropriate.   However, if TEP feels there is a high risk that you will seriously harm 
yourself or someone else, TEP is professionally obligated to notify them of our concern.  The state-mandated ages of 
consent are as follows: 

 Minnesota: Parent/guardian consent required if you are admitting to residential and you are under the age of 16. 
For any other level of care, parent/guardian consent is required if you are under the age of 18. 

 Washington: Parent/guardian consent is required for any level of care if you are under the age of 13. 
 Ohio: Parent/guardian consent is required if you are admitting to residential and are under the age of 18. If you 

are between the ages of 14 and 17 and seeking any treatment other than residential, you may do so without 
consent of a parent for six therapy sessions or 30 days since first contact with TEP, whichever occurs sooner. 
Services will be terminated or, with your consent, your parent/guardian will be notified after six therapy sessions 
are completed or 30 days have elapsed since first contact, whichever occurs sooner.  

 Pennsylvania: Parent/guardian consent is required if you are under the age of 14 in any level of care  
 

CLIENT AND STAFF SAFETY 
TEP is committed to providing a safe, supportive and therapeutic environment for all clients and staff.  To ensure client 
and staff safety, TEP may choose to discontinue services or prohibit an individual from entering TEP facilities if a risk to 
staff or clients is determined.  Threatening behavior or language will be evaluated and handled on a case by case basis 
and addressed directly with the overall safety of clients and staff in mind. In addition, various items are prohibited from 
being brought in to our facilities, such as weapons (including guns, firearms, knives, and exposed blades), illegal drugs or 
other items that may compromise the health, safety or well-being of clients or staff.  If you or your guest brings a 
prohibited item into a TEP office or facility or displays threatening behavior or language, we may ask you or your guest to 
remove the item from the premises, ask you or your guest to leave the facility or, in some cases, ask you or your guest to 
not return to TEP in the future. TEP does not utilize restraint or seclusion when addressing threatening or aggressive 
behavior. Determinations on whether a particular item, behavior, or language is “prohibited,” and which of the above 
responses TEP chooses to take, are the sole discretion of TEP. 
 
VOLUNTARY PARTICIPATION AND TERMINATION 
All clients voluntarily agree to treatment and may terminate services at any time without penalty.  Counseling involves a 
large commitment of time, money and energy, so it is important that you work with a therapist you are comfortable with.  If 
you decide that the assigned therapist is not right for you, please let us know so that we can look for a more appropriate 
match.  
 
CONTACTING YOUR PROVIDERS 
Providers are often not immediately available by telephone.  Our administrative and client services staff can typically field 
most calls such as those related to appointment scheduling and general questions.  However, if you do need to reach a 
provider, confidential voicemail is available and providers make every effort to return calls as soon as possible.  Unless 
included as part of a specific treatment component such as DBT phone coaching, providers do not correspond with clients 
over email, mobile/cellular phone or text message as we cannot guarantee the confidentiality of those communication 
methods. Additionally, in situations where you need immediate assistance or support, or in emergencies, call 911 
for assistance, rather than contacting your provider at TEP.  
 
WASHINGTON CLIENTS ONLY:  
The State of Washington requires us to disclose the following information to you about TEP:  
 
You may contact the Washington Department of Health (DOH) to look up information on our agency and/or providers 
(https://fortress.wa.gov/doh/providercredentialsearch), and may contact the DOH Health Systems Quality Assurance 
Complaint Intake (360-236-4700, or, PO Box 47857, Olympia, WA 98504-7857) to lodge a complaint regarding suspected 
unprofessional conduct. 
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The Emily Program, Seattle 
1700 Westlake Avenue North, Suite 
700 
Seattle, WA 98109 
(888) 364-5977 
DOH License Number: 277 

The Emily Program, Spokane 
2020 East 29th Avenue, Suite 200 
Spokane, WA 99203 
(888) 364-5977 
DOH License Number: 286 
 

The Emily Program, South Sound 
673 Woodland Square Loop SE  
Suite 330, Lacey, WA 98503 
(888) 364-5977 
DOH License Number: 309 

 
*The Emily Program maintains the privacy of protected health information in accordance with the following state and 
federal regulations: Minnesota: Statute 144.291-144.298, 144.30-144.34, Washington: RCW 70.02, RCW 18.83.110 
Ohio: ORC 3798.01-3798.14, Pennsylvania: PA Code Chapter 146b., Federal: Health Insurance Portability and 
Accountability Act (HIPAA/45 C.F.R), Confidentiality of Drug and Alcohol Abuse Records (42 C.F.R Part 2) 
 
SIGNATURE FOR CONSENT TO TREATMENT AT TEP 
My signature below indicates that I have been provided with a copy of this document, I have read and understand it, I was 
able to ask questions about its contents, and I consent to treatment by TEP. My signature also indicates that I have been 
provided with a copy of the Notice of Privacy Practices and Statement of Client Rights and Responsibilities. 
 

Client Signature:             Date:      

Client Name (printed):           Date of Birth:     

Parent/Guardian Signature*:           Date:      

Parent/Guardian Name (printed)*:                

*Required if client is a minor and under the state-mandated age of consent. For questions on your state’s minor consent laws, please see the TEP Front 
Desk staff at your TEP location. 



PERSONAL INFORMATION FORM - ADOLESCENT 

The information gathered in this form is used in conjunction with the diagnostic assessment. 
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Today’s Date __________________________________ 

Client’s Legal Name _____________________________________________________________Date of Birth: ______________________ 

Client’s Name (if different from legal name): ___________________________________________________________________________ 

Phone Number (______) ____________________________________ Contact Type:   Client    Parent/Guardian   Other __________ 

OK to Leave Voicemail?   Yes          No                                      

Phone Number (______) ____________________________________ Contact Type:   Client    Parent/Guardian   Other __________ 

OK to Leave Voicemail?   Yes          No                                                          

Client’s Assigned Sex: __________________Client’s Gender Identity: ________________ Client’s Preferred Pronouns: _______________ 

Client’s Sexual Orientation: _______________________What is your child’s primary spoken language? ___________________________ 

Who is completing this form?  Name: _______________________________________________Relationship to Client: _______________ 

Emergency Contact Information: 

Name: ___________________________________________________Relationship to Client: ___________________________________ 

Address:_______________________________________________________________________________________________________ 

 Is this a shared address with client?    Yes    No    Phone Number: (____) __________________________  

Name: __________________________________________________Relationship to Client: ____________________________________ 

Address: ______________________________________________________________________________________________________ 

 Is this a shared address with client?    Yes    No    Phone Number: (____) __________________________  

The following information helps us get a better picture of your child’s situation, concerns, and needs.   
 

Background 

What prompted you to schedule an Eating Disorder assessment for your child? What are your primary concerns?  

___________________________________________________________________________________________________ 

___________________________________________________________________________________________________ 

______________________________________________________________________________________________________________ 

What eating-related symptoms or behaviors are you concerned about for your child? 
   Current Past   

Overeating/binge eating     
Purging (vomiting, laxative use, etc.)     
Under-eating/restricting food intake     
Excessive or compulsive exercise     
Other: 
___________________________ 

    

Please list your child’s highest and lowest weights and respective ages, if known: Current weight __________ Current Height ___________ 

                         Highest weight _________________ Height at Highest Weight _____________ Age at highest weight ________________ 

                     Lowest weight __________________ Height at Lowest Weight _____________ Age at lowest weight _________________ 

Changes in weight during the past year (gain, lost, stayed stable, and how much in how much time): 
 

_______________________________________________________________________________________________________________ 

Mental Health 

Has your child ever received therapy/counseling before?   Yes     No     I don’t know/Unsure  

                                                                                            If yes, please fill out addendum form on the last page.  

Has your child ever been prescribed psychiatric medication (e.g. an antidepressant)?       Yes     No  I don’t know/Unsure 

 If yes, please describe when and for what purpose psychiatric medications were prescribed:  ______________________________ 

______________________________________________________________________________________________________________ 

Has your child ever attempted suicide?                               Yes      No     I don’t know/Unsure 

Has your child ever been psychiatrically hospitalized?        Yes      No     I don’t know/Unsure 



PERSONAL INFORMATION FORM - ADOLESCENT 

The information gathered in this form is used in conjunction with the diagnostic assessment. 
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Has your child ever had an experience with PTSD and/or has been diagnosed with PTSD?   Yes      No      I don’t know/Unsure     

Has your child ever been sexually abused or witnessed sexual abuse?               Yes     No        I don’t know/Unsure 

Has your child ever been physically abused or witnessed physical abuse?          Yes     No        I don’t know/Unsure 

Has your child ever been emotionally abused or witnessed emotional abuse?     Yes     No        I don’t know/Unsure 

Has your child ever been neglected or witnessed neglect?    Yes     No         I don’t know/Unsure   

Does your child have any present or past difficulties with impulsive behaviors (check all that apply):      Shoplifting/Stealing                      

 Problem or Pathological Gambling         Compulsive sexual behavior         Compulsive shopping       Other: __________________ 

Substance Use / Treatment 

Does your child drink alcoholic beverages?    Never   Per day, _____ times     In a week, _____ times     In a month, _____ times 

Does your child currently use street drugs or use any prescription drugs not as prescribed?   

                                                                        Never   Per day, _____ times     In a week, _____ times     In a month, _____ times 

Does your child smoke cigarettes or use tobacco products?  Yes     No        I don’t know/Unsure 

Does your child ingest caffeine?   Never    Per day, _____ times    In a week, _____ times     In a month, _____ times 

Has your child ever been evaluated or treated for drinking or drug use?  Yes (please describe below)    No        

______________________________________________________________________________________________________________ 

Physical Health 

Who is your child’s primary health care provider (i.e. physician, nurse, OB/GYN)? _____________________________________________ 

When was your child’s last physical? * _______________________    *Please provide TEP with a copy of your child’s immunization record.  

Has your child ever been hospitalized?   Yes     No               I don’t know/Unsure 

Has your child ever had surgery?   Yes     No               I don’t know/Unsure 

If female, has your child begun menses?     Yes, approximate age of onset: ___________         No          I don’t know/Unsure 

 Has she experienced any interruption in menses?   Yes       No        I don’t know/Unsure 

Are there any concerns with your child’s level of functioning as it relates to: 

                  Speech                                     Yes     No               I don’t know/Unsure 

                  Hearing   Yes     No               I don’t know/Unsure 

                  Vision                                        Yes              No               I don’t know/Unsure 

           If yes to any of the above, please describe: ______________________________________________________________________ 

______________________________________________________________________________________________________________ 

Were there any complications related to pregnancy and delivery of your child?   Yes    No               

 If yes, please describe: ______________________________________________________________________________________ 

______________________________________________________________________________________________________________ 

Did your child have any health problems immediately after birth?  Yes    No               

 If yes, please describe: ______________________________________________________________________________________ 

______________________________________________________________________________________________________________ 

Does your child have any chronic health conditions, had any significant injuries or illness?   Yes    No               

 If yes, please describe: ______________________________________________________________________________________ 

______________________________________________________________________________________________________________ 

Please list any prescription medications, over-the-counter drug, vitamins, and/or herbal supplements that your child currently takes and 
dosages, if known: 
___________________________________________________________________________________________________  

___________________________________________________________________________________________________ 

Any allergies to food or drugs (if so please list): ________________________________________________________________________ 

______________________________________________________________________________________________________________ 



PERSONAL INFORMATION FORM - ADOLESCENT 

The information gathered in this form is used in conjunction with the diagnostic assessment. 
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History 

Was your child adopted?   Yes    No               

Where did your child grow up/spend most of their childhood? _____________________________________________________________ 

Who have been your child’s primary caregivers? _______________________________________________________________________ 

Briefly describe your child’s toddler years (easy/difficult to care for, eating difficulties, delayed or missed milestones etc.): 
______________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________ 

Briefly describe your child’s early school years (adjustment to school, friendships, etc.):  
______________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________ 

Please indicate the presence of the following conditions in your child’s history or family history: 

Condition Client Biological 
Mother 

Biological 
Father 

Biological 
Sibling 

Grandmother 
(maternal) 

Grandfather 
(maternal) 

Grandmother 
(paternal) 

Grandfather 
(paternal) 

Other (please indicate 
relation) 

Mental Health  

Depression          _______________ 
Anxiety          _______________ 
Eating Disorder          _______________ 
Bipolar Disorder/Manic 
Depression 

         _______________ 

Drug/Alcohol Problems          _______________ 
Suicide or Suicide Attempt          _______________ 

Psychiatric Hospitalization          _______________ 
General Health  

Allergies          _______________ 
Alzheimer’s or other 
Dementia 

         _______________ 

Asthma          _______________ 
Cancer          _______________ 
Developmental Disability          _______________ 
Diabetes          _______________ 
Epilepsy          _______________ 
Heart Disease          _______________ 
High Cholesterol          _______________ 
High Blood Pressure          _______________ 
Obesity          _______________ 
Stroke          _______________ 
Other: _________________          _______________ 

 

Current Life Situation 

Parent/Guardian Information 

1. Parent 1 Information:  Name: ________________________________ Occupation: ___________________________________________ 

Marital History: ___________________________________________________________________________________________________ 

2. Parent 2 Information: Name: ________________________________ Occupation: ____________________________________________ 

Marital History: ___________________________________________________________________________________________________ 

3. What is the current relationship between client’s parents?  Married            Divorced         Separated           Never Married  

4. If divorced, separated, or unmarried, do both parents have legal custody?   Yes       No*      I don’t know/unsure  



PERSONAL INFORMATION FORM - ADOLESCENT 

The information gathered in this form is used in conjunction with the diagnostic assessment. 
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*If answered no, please provide TEP with all relevant legal documents/paperwork pertaining to client’s custody/guardianship and state which 
parent, if any, has legal custody: _________________________________________ 

5. Does the client have a non-parent guardian?   Yes*      No      I don’t know/unsure   

Name: _____________________________________________________ Relationship to child (if any): _____________________________ 

*If answered yes, please provide TEP with all relevant legal documents/paperwork pertaining to client’s guardianship 

6. Are there other adults involved in client’s care (e.g. step-parent)?  Yes       No   

If yes, please list name and relationship to child: _________________________________________________________________________ 

Family and Home Environment 

How many children are in your child’s immediate family? ___________________________________ 

Where does he/she fall in birth order (first, middle, etc.)? ___________________________________ 

Please list the individuals living at home with your child and other immediate family members not living home.  

 

 

 

 

 

 

 

Do you believe that your child’s basic needs are being met (i.e. clothing, shelter, etc.)?         Yes     No         I don’t know/Unsure 

Do you feel your child is safe in your home?                                Yes        No      I don’t know/Unsure 

Do you feel your child has a sufficient social support system?     Yes          No      I don’t know/Unsure       

Does your child confide in his/her social support network about problems?    Yes    No    I don’t know/Unsure 

What grade is your child in at school? _____________Does your child have any current literacy / reading issues? ___________________ 

Does your child need the use of assistive technology?   Yes   No     I don’t know/Unsure   If yes, please describe: _______________ 

Please rate your child in the following areas: 
 Above Average                                  Average Below Average 

Attendance in School    
Cognitive Ability    
Learning Ability    
Relations with Peers    
Behavior in School    

 

Is your child currently employed?   Yes   No    I don’t know/Unsure      How many hours per week does your child work? __________ 

Has your family ever received or do you currently receive financial assistance?    Yes    No     I don’t know/Unsure                                 
If so, please describe: 
___________________________________________________________________________________________________ 

Has your child ever encountered legal trouble?     Yes  No      I don’t know/Unsure  

If yes, please describe: __________________________________________________________________________________ 

Please indicate if your child is involved with and/or have the following and provide documentation of each “yes” answer to the care team:  

 Powers of attorney:  Yes    No 

 Is your child under civil or criminal court ordered mental health treatment:  Yes    No    

 Is your child under civil or criminal court ordered substance use disorder treatment:  Yes    No     

 Letters of guardianship/ parenting plans / court order for custody:  Yes    No     

 Supervision by the department of corrections:  Yes    No 

 Current or existing crisis plan with outpatient provider:  Yes    No     

 

 

Name Age Relationship to your child (e.g. mother, 
step-brother, etc.) 

Does this person live at 
home with client? 

    

    

    

    

    

 



PERSONAL INFORMATION FORM - ADOLESCENT 
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Please describe any religious affiliation or spiritual beliefs and their impact, if any, on your child’s service preferences: ________________ 

______________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________ 

Please indicate your child’s ethnicity/cultural/ tribal affiliation identification: ___________________________________________________ 

______________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________ 

Please list your child’s strengths, abilities, and/or interests: _________________________________________________________ 

___________________________________________________________________________________________________ 

___________________________________________________________________________________________________ 

Please describe any significant events in your child’s life right now or in the recent past (i.e. losses, moves, change in family structure, etc.):   

______________________________________________________________________________________________________________ 

___________________________________________________________________________________________________ 

Is there anything else you feel it is important for us to know right now? ______________________________________________________ 

______________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________ 

 
Past Mental Health and Eating Disorder Treatment History:  
 

Please include all treatment and services received within the last 5 years. 
 

Approximate 
Start/End Dates  

Type of Treatment 
(individual therapy, inpatient, 
residential, intensive outpatient, etc.)  

Name of Provider 
and Clinic/Facility  

Address and Phone 
Number /Fax 

For Clinic Use Only  

Start:  
 
 
End: 

 Provider: 
 
 
Clinic/Facility:  

Address:  
 
 
Phone/ Fax:  

ROI on file, request 
sent to provider  
Date sent: _________________ 

Client declined to 
release information  

Start:  
 
 
End: 

  Provider: 
 
 
Clinic/Facility: 

Address:  
 
 
Phone/ Fax:  

sent to provider  
Date sent: _________________  

Client declined to 
release information  

Start:  
 
 
End:  

 Provider: 
 
 
Clinic/Facility:  

Address:  
 
 
Phone/ Fax:  

ROI on file, request 
sent to provider  
Date sent: _________________  

Client declined to 
release information  

Start:  
 
 
End: 

 Provider: 
 
 
Clinic/Facility:  

Address:  
 
 
Phone/ Fax:  

ROI on file, request 
sent to provider  
Date sent: _________________ 

Client declined to 
release information  

Start:  
 
 
End: 

  Provider: 
 
 
Clinic/Facility: 

Address:  
 
 
Phone/ Fax:  

ROI on file, request 
sent to provider  
Date sent: _________________ 

Client declined to 
release information  

Start:  
 
 
End: 

  Provider: 
 
 
Clinic/Facility: 

Address:  
 
 
Phone/ Fax:  

ROI on file, request 
sent to provider  
Date sent: _________________ 

Client declined to 
release information  
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 Financial Responsibility Agreement  

Client name (printed): _________________________________________________________   Date of birth: ____________________  
  

Billing Policy  
 

This Financial Responsibility Agreement describes The Emily Program’s policy regarding payment for services rendered by The Emily 
Program.  

• Unless other arrangements are made, full payment for service – including co-insurance or deductible – is due upon receipt of 
statement. Co-payments are due at check-in. Note to parents/guardians of adolescents: Your signature below allows us to 
access credit/debit card information for future payment of services when requested by your unaccompanied adolescent. 
(Debit/credit card information is securely saved in the APEX system.)   
 

• You are responsible for knowing what services your insurance will cover. (The Emily Program’s insurance verification tool, found 

at www.emilyprogram.com/resources/forms, can help when asking your insurance company about coverage.)  You are 
responsible for providing a photo ID and current insurance information to The Emily Program.  

 

• You are responsible for notifying The Emily Program of any changes in your address, contact information and insurance coverage 
immediately. Failure to do so may result in processing delays and an increase in your financial liability. You are financially 
responsible for all charges, whether or not paid by insurance, including any charges for services rendered which are denied, not 
prior authorized, or for any reason, not covered by the applicable insurance company. If insurance payment is unable to be 
obtained using the information you have provided The Emily Program, the balance will automatically be transferred to client 
responsibility and you will be responsible for payment of any charges.  

 

• You are responsible for prompt payment of bills for your account.  If you fail to pay your balance in full or make acceptable 
payment arrangements within 3 months of the payment due date, the bill will be turned over to a collections agency and you will 
be held responsible for the full amount of the bill plus any collection fees assessed.  

 

• If you are having difficulties paying the balance on your account, contact the client accounts team at 1-888-364-5977, extension 
1357 as soon as possible to discuss options for a payment arrangement or assistance in meeting your financial obligations. 

   

• Failure to meet terms of The Emily Program’s Financial Responsibility Agreement may result in discontinuation of services with 
The Emily Program.  

 

• In situations of divorce, separation, court orders, etc., the undersigned will be financially responsible for any account balance 
(including failed appointments and late cancels).  

 

• If you need to cancel or reschedule an appointment, you must do so at least 24 hours in advance of the appointment. 
(Monday appointments must be canceled or rescheduled before 4 p.m. the Friday prior.) ‘Late cancels’ and ‘no shows’ are failed 

appointments and result in a failed appointment fee. Clients who fail more than 3 appointments in a 6-month period are subject 
to our Attendance Policy. Please note that insurance companies will not cover this expense. (See Attendance Policy for further 
information.)   

 

• The Emily Program contracts with revenue cycle vendors to provide bookkeeping, send statements, and file insurance claims. 
Only the financial, diagnostic and demographic information necessary to bill and collect for your services will be disclosed to 
these vendors. They explicitly respect your confidentiality.   

 

• The Emily Program may contact you using the telephone number you have provided to The Emily Program for billing or 
collections purposes, which may include mobile telephone numbers.   

  
 

The Emily Program client accounts team at 1-888-364-5977, extension 1357 is your resource for all billing-related questions. 
                                     

Please sign below to indicate that you have read, understand and agree to the financial policies above. 
 

  
Signature of client/parent of minor/court-ordered guardian:_____________________________________ Date:_______________ 
 

(If client is 18 years of age or older, the client or their court-ordered guardian must sign and date. If the client is 17 years of age or younger, the client’s 

parent or other legal guardian must sign)  
 
Printed Name:______________________________________ 



RELEASE OF INFORMATION FOR PAYMENT AND REIMBURSEMENT PURPOSES 
 

 Date Revised: January 28th, 2019 

 

Statement of Authorization:   
I understand that: 

 I may revoke this consent at any time, except to the extent that The Emily Program has already acted in reliance on it, by providing oral or 
written notice to The Emily Program at the address noted in the Notice of Privacy Practices. If I revoke this authorization, I will be 
responsible for payment in full of all my treatment costs to the extent they are not otherwise paid on my behalf. This consent 
automatically expires three (3) years after my last date of service at The Emily Program.  

 I have been informed what information will be released, its purpose and who will receive the information, and I may inspect or copy the 
protected health information to be used or disclosed under this authorization per applicable state and federal laws. 

 I understand that any substance use disorder treatment and diagnosis records are protected under federal regulation 42 CFR Part 2 and 
disclosure is allowed only with this specific authorization, except in limited circumstances as stated in The Emily Program’s Notice of 
Privacy Practices and Informed Consent. 

 Federal confidentiality regulations (42 CFR Part 2) prohibit re-disclosure of information from substance use disorder records. However, 
HIPAA requires The Emily Program to notify me that information disclosed pursuant to this authorization might be re-disclosed by the 
recipient and is no longer protected by HIPAA. 

 I understand that I may refuse to sign this authorization. The Emily Program will not condition treatment based on whether I sign this 
authorization. I understand if I refuse to sign this authorization, I am electing to self-pay for services at The Emily Program as specified in 
the Financial Policy Agreement.  

 

BY SIGNING BELOW, I ACKNOWLEDGE THAT I HAVE READ AND THAT I UNDERSTAND THIS AUTHORIZATION FORM AND  
AUTHORIZE THE EMILY PROGRAM TO RELEASE THE ABOVE SPECIFIED INFORMATION TO THE PARTY IDENTIFIED ABOVE FOR  
THE REASON IDENTIFIED ABOVE. 

 
         _________________________________________________________________________________________________________________________________ 

Client Signature*       Parent/Guardian/Representative Signature      Date 
 

Age of Consent for mental health records by state: Minnesota: 18; 16 for residential. Washington: 13, Ohio: 18; 14 for outpatient, Pennsylvania: 14. 
Age of consent for substance abuse records by state: Minnesota: any age; Washington: 12 for outpatient, 18 for residential; Ohio: 18; Pennsylvania: any age. 

 

 Legal Representative (where applicable):  I am legally authorized to represent the client listed above and I understand that I may be asked to  
 provide documentation to demonstrate this legal authority. 
 
___________________________________________________________________________________________________________________  
     Legal Guardian/Representative Signature                                      Relationship to Client/Legal Authority                                                   Date 

 
Client 

Information 
Please print legibly. 

 
Name*: _______________________________________________________________     Date of Birth*:_____________                _                   
 
Other Names Used:___________________________________   Phone Number:_____    ____________                 _____________ 

Parent/Guardian/Legal Representative Name (where applicable):  __________                 ___________________________________ 

Insurance 
Company 

Information/TPA 

With Whom may 
The Emily Program 

and/or its 
management 

company, TEP 
Management 

Company 
(collectively, “The 
Emily Program”) 

share your 
information? 

 
___________________________                          ___               _______________                     _                                     
Name of Insurance Company/Third Party Administrator* 
 

_______________________        ______                         ________________________          __  
Phone Number                                                                                                     Fax Number 
 
_______________________________________________________________________________________________ 
Address (street, city, state, zip code)                                                                                

 
*Required Field 

Communication 
How will The Emily 
Program share your 

information? 

I authorize The Emily Program to exchange the information indicated below  by verbal communication, or by sending and requesting  
paper copies via US mail or fax. 

Information to be 
Released 

What is to be 
released? 

I authorize The Emily Program to release ALL information pertaining my treatment, including, but not limited to: 
 Intake Evaluations/Diagnostic Assessment                              Treatment Plans/Discharge Summaries 
 Individual Therapy Notes/Progress Notes                                Substance Use Disorder Records 
 Nutritional, Medical, and Psychiatric Documentation               Administrative Records (e.g. appointment listings, billing) 
 Treatment Plans/Discharge Summaries                                   HIV/AIDS Records 
 Genetic Information                                                                  ___ Other (please specify): _________________________   _ 

Purpose of the 
Release of 
Information 

Why is the release 
needed? 

I understand the purpose of this release is to file, process, and support insurance claim(s), obtain authorization, communicate  
information needed to substantiate the claim, and participate in the review process to determine medical necessity for my level of care  
and continued stay. 



 

 

Date Revised: January 28th, 2019 

 

 
 

Release of Information for Payment and Reimbursement 
Purposes (Financial ROI) FAQ 

 
 

What is a Financial ROI Form and what is it for? 

A Financial Release of Information Form documents your consent for The Emily Program to 
share information regarding your treatment to your insurance provider. It is necessary for The 
Emily Program to share this information so that your insurance provider can file, process, and 
support insurance claims. 

 

Why is a Financial ROI needed?  

To comply with federal health care laws and to ensure your continued right to privacy, The Emily 
Program must obtain your consent in writing before communicating with your insurance provider 
about you or the services you are receiving at The Emily Program.  

 

For how long is this ROI valid? 

The Financial ROI is valid for three (3) years from your last date of service at The Emily 
Program, unless you revoke the ROI prior to that date.  

 

What if I/we decide not to fill out an ROI?  

If you decline to fill out a ROI for your insurer, The Emily Program will not be able to bill the 
insurer for your services and you will be financially responsible for all services and charges 
incurred while obtaining eating disorder treatment at The Emily Program. Declining to complete 
a Financial ROI means that you are electing to self-pay for services at The Emily Program as 
specified in the Financial Policy Agreement. 

 

How can I revoke my consent?  

Financial ROI’s can be revoked before their expiration date. To do this, please send a signed 
and dated letter stating which authorization/with whom you would like to revoke your Financial 
ROI. Please send this letter to us at: The Emily Program, 1295 Bandana Blvd N, #210, St. Paul, 
MN 55108. Letters that are received will be kept in your chart as record of the revoked release. 
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Attendance Policy Agreement 
 

Client name (printed): _________________________________________________________ Date of birth:________ 
 
Attendance Policy  
It is important that clients at The Emily Program keep their scheduled appointments to receive the care they need.  
 

If you must cancel or reschedule an appointment, you must do so at least 24 hours in advance of the 
appointment. (Monday appointments must be canceled or rescheduled before 4 p.m. the Friday prior.) ‘Late cancels’ and 
‘no shows’ are failed appointments. If a clinician determines that a client is intoxicated or similarly impaired and unable to 
fully participate in his/her scheduled appointment, the session will be ended and defined as a failed appointment.  
 

If you arrive late to an appointment, your provider will determine if time allows the appointment to be kept or if it will be 
canceled and rescheduled. A failed appointment fee will be assessed if the provider determines the appointment will be 
canceled. 
 

You will be billed for failed appointments, unless your insurance company (or third-party payer) does not allow it. Failed 
appointments are billed to your account as follows: 

 Group Therapy $50 
 Dietician Services $55 
 Individual Therapy, Medical, Psychiatry $100 
 IOP and IDP/PHP Daily Charges $100 

 

The Emily Program will waive charges for up to 3 failed appointments each calendar year. In order to receive this waiver 
of charges, you must contact the client account team by phone, 1-888-364-5977, ext. 1357. 
 

Clients who fail more than 3 appointments in a rolling 6-month period will be subject to the following procedures: 
 Involvement of your care team in policy adherence 
 Scheduling restriction. (You may schedule only one visit at a time for a minimum of 6 months). 

 

Clients who fail more than 6 appointments in a rolling 6-month period, will be subject to the following procedures: 
 Involvement of your care team in policy adherence. 
 Discharge from The Emily Program services for a period of 6 months. 
 Referral to outside resources 
 Attending walk-in counseling only at The Emily Program (includes same-day appointments) for the next 6 months. 

 

If, after 6 months, you decide to return to The Emily Program, your balance must be paid in full before an appointment will 
be scheduled. Returning clients may schedule only one appointment at a time for a 3-month period and will not be 
prioritized in front of other clients. 
 

Contact The Emily Program client account team at 1-888-364-5977, extension 1357 with any attendance-related 
questions. Please sign below to indicate you have read, understand and agree to the attendance policy above. 
 

Client or representative signature: _____________________________________________________ Date: __________ 

Relationship to client:_______________________________________________________________________________ 

 
(*Per AMA standards, clients currently receiving medical or psychiatric services at The Emily Program will be allowed 

continued management of care and prescription refills for up to 60 days while transitioning to another provider outside of 

TEP. TEP also will transfer records to a newly-designated provider upon signed request and authorization from the client.)  
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PROGRAMS WAIVER 
 

The Emily Program provides various activities for its clients as set forth below (the “Programs” each a “Program”) whether 
receiving outpatient, intensive outpatient, intensive day treatment/partial hospitalization, or residential treatment. A client 
may participate in such Programs after reading and consenting to this waiver and after checking the boxes below for each 
specific Program, as every Program covered by this waiver includes certain risks. Please complete this waiver and return 
it to the program facilitator in order to participate in the Programs at The Emily Program. 
 
Client Name: ___________________________________________________ Date of Birth: _______________________ 

Address: _________________________________________________________________________________________ 

City: _______________________________________________ State: ____________ Zip Code: ___________________ 

Home Phone: ______________________ Work Phone: _____________________ Cell Phone: ____________________ 

 
By signing this form, I, __________________________, confirm to The Emily Program that I am _______ years old, and 
that I am physically capable of participating in the Programs at The Emily Program. I understand and agree that it is my 
sole responsibility to consult a physician or other qualified health care provider with regard to my ability to participate in 
the Programs. I further understand that my participation in the Programs and all activities during the Programs are at my 
own risk and responsibility. 
 
I will follow all instructions given to me by The Emily Program and its employees, consultants and agents on how to safely 
participate in the Programs. I affirm that I have notified The Emily Program of all my known medical conditions and 
injuries. I agree to inform The Emily Program of any changes in my health and medical condition. If I experience 
discomfort during any of the Programs I will immediately inform The Emily Program so that such discomfort can be 
addressed to the extent possible. 
 
□  Cooking Program. I understand that I will be using tools to prepare, cook, serve and consume food and 
beverages during the cooking program. I agree and acknowledge that I am solely responsible for any injury, death, 
disfigurement or any other damages that may occur as a result of participating in these cooking group activities. I agree to 
use cooking and other kitchen tools only for their intended purpose.  
 
□  Outings Program. I understand that transporting myself to and from the intensive outings program, whether it be 
self‐transportation, transportation with another client of The Emily Program, taxi cab provided by The Emily Program or 
any other form of transportation, is at my own risk and I am solely responsible for any injury, death, disfigurement or any 
other damages that may occur to, from, on or during the program outing. I agree and acknowledge that I have informed 
The Emily Program of any medical or mental health condition that may affect my fully participation and that I will inform 
them of any changes to that condition.  
 
□  Yoga Program. I have consulted with a medical provider and received approval regarding my ability to participate 
in this group. I will follow all instructions given to me by The Emily Program’s yoga instructor(s) as to where, and how to 
perform yoga exercises, and I understand that any deviation from such instruction shall be at my own risk. Any injuries 
suffered by me caused in whole or in part by my failure to faithfully follow the guidance of the yoga instructor or by any 
physical impairment of mine not fully disclosed to you in writing, shall be my sole responsibility.  
 
□  Art Work Display. I authorize any employee or contracted staff member of The Emily Program to display and/or 
reproduce my art projects or creative works for educational, training or other related purposes. I will not hold The Emily 
Program, art therapist(s) or any member of the agency responsible for any response to my art projects and/or creative 
works. I will make every effort to protect my own confidentiality and understand that The Emily Program will not attach my 
name to any creative work or art project on display without my written consent. In addition, I understand that The Emily 
Program will dispose of any artwork left onsite and not collected within 3 weeks of my discharge date from the Program. 
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If I am or become pregnant, I will notify The Emily Program immediately and will seek and follow the guidance of my 
prenatal care provider as to whether or not I will be able to attend and participate in the Programs. 
 
LIABILITY WAIVER  
AS LAWFUL CONSIDERATION FOR PARTICIPATING IN THE PROGRAMS, I HEREBY FOR MYSELF, MY HEIRS, 
ADMINISTRATORS, PERSONAL REPRESENTATIVES AND ASSIGNS, FOREVER RELEASE, DISCHARGE AND NOT 
HOLD LIABLE THE EMILY PROGRAM, ITS OWNERS, SHAREHOLDERS, DIRECTORS, OFFICERS, EMPLOYEES 
AND AGENTS (COLLECTIVELY THE “RELEASED PARTIES”) FROM ANY AND ALL LIABILITIES, LOSSES, COSTS, 
CLAIMS, DEMANDS OR CAUSES OF ACTION, PAST, PRESENT AND FUTURE, RELATING TO THE PROGRAMS, 
CAUSED BY ANY OF THE RELEASED PARTIES OR OTHERWISE. THIS AGREEMENT WILL NOT APPLY TO 
WILLFUL, WANTON RECKLESSNESS OR INTENTIONAL ACTS OF THE RELEASED PARTIES. 
 
I have carefully read the above release prior to its execution, and I am fully familiar with the contents thereof. I agree that 
this release and agreement will be governed by the laws of the state in which I am in Programming, and is intended to be 
as broad and inclusive as permitted by the laws of the state in which I am in Programming, and that if any portion of it is 
held invalid, the balance shall, notwithstanding, continue in full legal force and effect. 
 
I UNDERSTAND THAT THIS IS AN IMPORTANT LEGAL DOCUMENT. BY SIGNING BELOW, I REPRESENT THAT I 
HAVE READ THIS DOCUMENT CAREFULLY AND IN FULL, THAT I AGREE TO ALL OF ITS PROVISIONS, AND THAT 
I SIGN THIS AGREEMENT OF MY OWN FREE WILL. 
 
Signature of client/parent of minor/court-ordered guardian:______________________________________________             
 
Date:__________________ 

 
(If client is 18 years of age or older, the client or their court-ordered guardian must sign and date. If the client is 17 years of age or 

younger, the client’s parent or other legal guardian must sign)  
 
Printed Name:______________________________________     
 
 
 
 



Date Effective: September 19, 2018 
Date Revised: September 19, 2018 

 
 

TELEHEALTH CONSENT FORM 

 
Client Name:             Date of Birth:                   
 

 
Permanent Address:                                  Cell & Home Telephone #:                   
  
As a client of The Emily Program, I understand it is possible that at some point in my treatment, services will be provided 
via Telehealth, as described below.  I understand and agree to the following with respect to use of The Emily Program’s 
Telehealth services: 
 

1. I understand that Telehealth is health/mental health services provided by The Emily Program via interactive audio 
and video technology while the provider is at a different location than me.  Telehealth may be provided by The Emily 
Program’s physicians, psychiatrists, psychologists, social workers, or other licensed professionals.  

2. I understand that these Telehealth services may involve the communication of my health information, orally and 
visually, to health care practitioners.  Specifically, I understand that Telehealth services include, but are not limited 
to, consultation, treatment, and transfer of health data using interactive audio and video. I also understand that 
some or all Telehealth sessions may be recorded, stored, or archived for quality and training purposes.  The laws 
that protect the confidentiality of my health information apply to these services the same as in-person services. As 
such, I understand that the information disclosed by me during any Telehealth session is generally confidential. 
However, there are both mandatory and permissive exceptions to confidentiality. 

3. I understand that there are risks and consequences of using these services including, but not limited to, the 
possibility that, despite The Emily Program’s reasonable efforts, the transmission of my health information could be 
disrupted or distorted by technical failures and/or the transmission of my health information could be intercepted or 
accessed by unauthorized persons.  I agree that Telehealth is appropriate for my circumstances despite these risks.  
I understand that when I receive Telehealth services from a location other than at The Emily Program, my own 
device and internet connectivity may impact the quality of the services and that The Emily Program does not have 
control over my end of the transmission. 

4. I understand that Telehealth services may not be the same as in-person services, where non-verbal communication 
(body signals) are readily available to both provider and client. The Emily Program Telehealth provider will further 
discuss this limitation with me should I receive Telehealth services.  I also understand that, if my provider believes I 
would be better served by another form of therapeutic services (e.g., in-person services) I will be referred to a 
professional who can provide such services in my area. 

5. If our Telehealth session abruptly terminates, The Emily Program provider will immediately call me at the number(s) 
listed above.  Together we will either attempt to regain the contact via the Telehealth technology or, if unable to do 
so, either reschedule or finish the service via telephone.  

 
I have read and understand the information provided above. I have asked The Emily Program any questions I had and all 
of my questions have been answered to my satisfaction.  I hereby consent to participate in Telehealth services under the 
terms described above. 
 
Client Signature: _______________________________________________________ Date:  ____________________ 
 
 
Parent/Guardian Signature: ______________________________________________  Date: _____________________ 
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CONSENT TO EMAIL COMMUNICATION DURING COVID 19 
 

Here at The Emily Program, we want to be as accessible as possible to you in order to answer any of your questions regarding our 
programs, or assist you in the process of becoming a client.  COVID 19 has challenged the standard ways in which we 
communicate with you. To help facilitate this communication during the current COVID 19 health crisis, The Emily Program offers 
clients the option to communicate information, which may include protected health information, via email to staff. This form provides 
the guidelines regarding email communication, and documents your consent to use this method of communication for these 
purposes. 

 
IN CASE OF AN EMERGENCY, DO NOT USE EMAIL. CALL 911. 

 
Email Use  Email communications are for administrative purposes only, such as providing information about our 

programs, sending or receiving forms, and scheduling.  All communication should be between The Emily 
Program and an adult client 18 years of age or older, the parent or guardian of a minor, a minor client who 
can legally consent to treatment, or a minor client with parent/guardian consent. 

 
Privacy, Security  Although The Emily Program has implemented reasonable safeguards, it cannot and does not guarantee 
& Confidentiality            the privacy, security or confidentiality of any email messages sent or received over the Internet. There is 

potential for an email sent or received over the Internet to be intercepted, altered, forwarded, and / or read 
by others. The Emily Program is not responsible for email messages that are lost due to technical failure 
during composition, transmission, or storage.  Please keep these privacy limitations in mind before 
emailing sensitive medical or mental health information over email, and consider using another form of 
transmission such as fax, mail or telephone for this type of information, if available. 

 
Content of the Email  Emails should only be used for administrative purposes, rather than for therapeutic purposes.  Staff 

members that receive these emails are not able to forward emails to your treatment provider.  Email 
communications are appropriate for the following type of transactions (when applicable):   

 Requesting and receiving information on The Emily Program’s services; 

 Receiving and returning completed Admission/Intake paperwork via email to 
Records@emilyprogram.com   

 It is encouraged that paperwork be returned via fax to Medical Records at (844) 358-
8782 or mailed to the attention of the Medical Records Department at The Emily 
Program (2265 Como Ave, St. Paul, MN 55108) 

 Receiving and returning Releases of Information; and 

 Scheduling. 
 
Response Time  Although The Emily Program will try to read and respond within 24 hours to any email (when applicable), 

we cannot guarantee specific response times. If you have not received a response within 72 business 
hours, please call The Emily Program directly. 

 
Ending Email   You may discontinue using email as a means of communication with The Emily Program and revoke 
Relationship                    this consent at any time. To revoke this consent, please submit your request, in writing, to The Medical 

Records Department at The Emily Program, 2265 Como Ave, St. Paul, MN 55108.  In addition, The Emily 
Program reserves the right to amend or discontinue this policy at any time, or to discontinue use of email 
communication with you if, in its sole discretion, it determines that these email guidelines are not being 
followed. 

 
By signing below, I acknowledge that I have read and fully understand this consent form and that I voluntarily request the 
use of email to communicate with The Emily Program for administrative purposes only. 
 
Client Signature: ___________________________________________________________ Date: __________________________ 
 
Client Name (printed): ______________________________________________________ Date of Birth: _____________________ 
 
Parent/Legal Guardian Signature (if applicable): __________________________________________________________________ 
*Required if client is a minor and under state-mandated age of consent. For questions on your state’s minor consent laws, please call us. 

 
Client or Parent/Legal Guardian Email Address: __________________________________________________________________ 

mailto:Records@emilyprogram.com
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RESEARCH CONSENT 

Client Name: ________________________________________________________________ Date of Birth: _______________________ 

Email Address: _________________________________________________________________________________________________   

Mailing Address: ______________________________________  City: _____________________ State: _______ Zip: _______________ 

Cell Phone: _______________________________________________ May we leave a message on your cell phone?       Yes         No       

Home Phone:  _____________________________________________ May we leave a message on your home phone?   Yes         No        
 

TREATMENT RECORD INFORMATION USE AND FUTURE CONTACT CONSENT 
The Emily Program (“TEP”) is committed to continually improving our programs and resources for clients. One of the ways we can improve 
our treatments is conducting research studies. We are asking for your assistance with this in two ways.  

1.    We are asking permission to use clinical information from your treatment record in research aimed at better understanding the 
needs of people presenting for eating disorder treatment and outcomes associated with treatment. You would never be identified 
by name in these studies or projects and information gathered from your treatment record would not include your name.  

2.    We are asking your permission to possibly contact you at a later date to invite you to participate in future research studies 
conducted by TEP. If you agree, we will place your name and contact information in a secure database, accessible only by TEP 
staff. We would review treatment records pertaining to your treatment at TEP for the purpose of determining what studies you may 
be eligible for participation.  We would contact you in the future via telephone, mail or email with information regarding these 
research studies.  This information will not be released outside TEP. 

Your participation in research is entirely voluntary. Your treatment at TEP will not change in any way if you do not agree to allow use of 
your treatment record information or do not allow TEP to contact you regarding research study participation. Giving consent to contact you 
does not commit you to participation in any study that we contact you about.  

If you agree to these requests at this time, you may request at any time, in writing, to have your information not used in research studies or 
to not be contacted for future studies. You will be given a copy of this consent form for your records. By signing this form, you consent to 
have: 

 your treatment record information included in research studies and/or quality improvement projects. Your name will not be  
connected to your information in these circumstances.  

 your demographic contact information placed in a secure database for the purpose of contacting you in the future regarding 
research studies you may be eligible to participate in. TEP staff would review records pertaining to your treatment at TEP to 
determine what studies you may be eligible for.   

Client Signature: ___________________________________________________________________  Date: _______________________ 

Signature of Parent/Guardian*:________________________________________________________  Date: _______________________ 
 

*Required if client is a minor and under the state-mandated age of consent. For questions on your state’s minor consent laws, please see the Front Desk 
TEP staff at your TEP location.  
 
For questions regarding TEP research, please contact the research team: research@emilyprogram.com 
 
CONTACT INFORMATION 
If you would like us to use different methods of contact for future research and study purposes than are listed at the top of this page, please 
indicate your preferred method of contact here. 

Address: _______________________________________________________________________________________________________ 

City: _______________________________________________________________________  State: _________ Zip: ________________ 

Email Address: _________________________________________________  Phone Number: ___________________________________ 



AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION   

Statement of Authorization:  I understand that: 
 I may revoke this consent at any time, except to the extent that The Emily Program has already acted in reliance on it, by providing oral or written

notice to The Emily Program at the address noted in the Notice of Privacy Practices. After one year, this consent automatically expires.
 I have been informed what information will be released, its purpose and who will receive the information, and I may inspect or copy the protected

health information to be used or disclosed under this authorization per applicable state and federal laws.
 I understand that any substance use disorder treatment and diagnosis records are protected under federal regulation 42 CFR Part 2 and disclosure

is allowed only with this specific authorization, except in limited circumstances as stated in The Emily Program’s Notice of Privacy Practices and
Informed Consent.

 Federal confidentiality regulations (42 CFR Part 2) prohibit re-disclosure of information from substance use disorder records. However, HIPAA
requires The Emily Program to notify me that information disclosed pursuant to this authorization might be re-disclosed by the recipient and is no
longer protected by HIPAA.

 I understand that I may refuse to sign this authorization. The Emily Program will not condition treatment, payment, enrollment or eligibility for
services based on whether I sign this authorization.

BY SIGNING BELOW, I ACKNOWLEDGE THAT I HAVE READ AND THAT I UNDERSTAND THIS AUTHORIZATION FORM AND AUTHORIZE 
THE EMILY PROGRAM TO RELEASE THE ABOVE SPECIFIED INFORMATION TO THE PARTY IDENTIFIED ABOVE FOR THE REASON 

IDENTIFIED ABOVE. 

Client Signature*    Parent/Guardian/Representative Signature  Date* 

Age of Consent for mental health treatment by state: Minnesota: 18; 16 for residential. Washington: 13, Ohio: 18; 14 for outpatient, Pennsylvania: 14. 
Age of consent for substance abuse treatment by state: Minnesota: any age; Washington: 13 for outpatient, 18 for residential; Ohio: 18; Pennsylvania: any age. 

Legal Representative (where applicable):  I am legally authorized to represent the client listed above and I understand that I may be asked to 
provide documentation to demonstrate this legal authority. 

Legal Guardian/Representative Signature  
Date Revised: February 6, 2020

  Relationship to Client/Legal Authority   Date  

Client Information 

Please print legibly. 

Name*:  Date of Birth*: 

Other Names Used:  Phone Number: 

Parent/Guardian/Legal Representative Name (where applicable): 

Health Care Provider, Person, 
or Agency 

With Whom may The Emily 
Program and/or its management 

company, TEP Management 
Company (collectively, “The Emily 

Program”) share/receive your 
information? 

Clinic/Physician/Provider, Person, Insurer, Person, Agency* (e.g. Dr. John Smith, Children’s Hospital) 

Relationship to client*  Phone Number*

Address (street, city, state, zip code)*  Fax Number 

*Required Field

Communication 

How will The Emily Program 
share/receive your information? 

Please check all that apply. 

 Sending/requesting physical copies of your medical record (via mail or fax) to the person identified above 

 Verbal communication about your care and treatment to the person identified above 

You may choose both options! Confused about the best option to choose? Reference the FAQ. 

Information to be Released 

What is to be released? 

Please check all that apply. 

 All records (includes all items listed below) 
 Intake Evaluations/Diagnostic Assessment    Individual Therapy Documentation/Progress Notes  
 Nutritional Documentation       Substance Use Disorder Records 
 Medical Documentation/Labs       Administrative Records (appointments, billing) 
 Treatment Plans       HIV/AIDS Records 
 Discharge Summaries       Genetic Information 

 Psychiatry Documentation 

 Other (please specify)   _ 

Purpose of the Release of 
Information 

Why is the release needed? 
Please check all that apply. 

 Coordination of Care      Disability or Other Benefits 

 Discharge and Continuation of Care  Litigation/Legal Purposes 

 Client Request       Other (please specify)     



FAQs about Releases of Information (ROI) 

What is a Release of Information Form (ROI) and what is it for? 
A Release of Information Form (ROI) documents your consent for The Emily Program to share information about you and your care with your other 
health care providers such as a primary care doctor or specialist. It also gives your team at The Emily Program permission to communicate with 
family members and support people.  

Why is an ROI needed? 
To comply with federal health care laws and to ensure your privacy, The Emily Program must obtain your consent in writing before communicating 
with outside persons about you or the services you are receiving at The Emily Program. Filling out an ROI will help your team coordinate care with 
other professionals you are working with and help us provide you with the most complete and comprehensive care possible.  

Who should I fill out an ROI for? 
 Your health insurance company (or third party administrator)
 Any health care or service providers, outside of The Emily Program, that are currently participating in your care. It can also be beneficial

to allow information to be exchanged with past providers as well. Examples: primary care provider, psychiatrist, other therapists, nutrition
counselors, etc.

 Any support persons (parents, friends, family, or partners) that you would like to be able to exchange information, work with scheduling, or
otherwise support you in your care.

 If you use a medical transportation company, a ROI is required for our staff to communicate with drivers, dispatchers, etc.

What is the difference between the two available communication options? 
When you authorize us to share information with the identified person, you have two options as to how The Emily Program should communicate that 
particular information to the person: 

 Sending/requesting physical copies of your medical record (via mail or fax) to the person identified
o This option allows The Emily Program to send copies of your actual, physical medical record (e.g. lab reports, progress notes,

assessments, etc.).
 Verbal communication about your care and treatment to the person identified above

o This option allows The Emily Program to communication certain aspects of your care and treatment via verbal communication
only. For example, if you allowed us to share updates about your lab reports to your parents via verbal communication, we would
share that information verbally over the phone or in person, but not provide a copy of the actual lab report.

For certain people involved in your treatment (e.g. your primary care provider or your parents), it can make the most sense to check both options, 
which allows The Emily Program to fully communicate and coordinate your care with identified individuals important to you.   

For how long is an ROI valid? 
ROIs are valid for one year from the date that they are signed unless you revoke the ROI prior to that date. For continued communication and care, 
ROIs must be updated annually. 

What if I/we decide not to fill out an ROI? 
If you decline to fill out a ROI for your insurer, The Emily Program may not be able to bill the insurer for your services and you will be financially 
responsible for all services and charges incurred while obtaining at The Emily Program. Electing to not complete an ROI means that all of your 
treatment information at The Emily Program will remain between you and the providers and staff at The Emily Program. 

How do I know what types of information to consent to release? 
If you want The Emily Program to submit claims for reimbursement to your insurance company, we recommend selecting the “all records” option on 

the ROI. If you are filling out an ROI for the coordination of care between one of your providers at The Emily Program and another health care 
provider, and are unsure of what information to allow for release, we encourage you to speak with your provider to discuss the best options. Doing 
so will help answer your questions and ensure that you and your team are on the same page about what information is being shared. The Front Desk 
at your location is also an excellent resource to answer questions. Or call us at 651-645-5323. 

When is a parent/guardian/representative signature required?  
A parent/guardian and/or legal representative must provide consent for release of information for clients unable to consent due to age or judicial 
determination in accordance with applicable state law.  

 Minnesota: Parent/guardian consent required if you are admitting to residential and you are under the age of 16. For any other level of care,
parent/guardian consent is required if you are under the age of 18.

 Washington: Parent/guardian consent is required for any level of care if you are under the age of 13.
 Ohio: Parent/guardian consent is required if you are admitting to residential and are under the age of 18. If you are between the ages of 14

and 17 and seeking any treatment other than residential, you may do so without consent of a parent for six therapy sessions or 30 days since
first contact with TEP, whichever occurs sooner. Services will be terminated or, with your consent, your parent/guardian will be notified after
six therapy sessions are completed or 30 days have elapsed since first contact, whichever occurs sooner.

 Pennsylvania: Parent/guardian consent is required if you are under the age of 14 in any level of care.

What if I don’t know the contact information of the other provider that I would like you to release to? 
If you don’t know contact information for a provider or person you are providing consent for, the Front Desk is happy to help look up information. 

How can I revoke my consent? 
ROI’s can be revoked before their annual expiration date. To do this, please send a signed and dated letter stating which authorization/with whom you 
would like to revoke your ROI. Please send this letter to us at: The Emily Program, 2265 Como Ave, St. Paul, MN 55108. Letters that are received will be 
kept in your chart as record of the revoked.

Date Revised: February 6, 2020
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NOTICE OF PRIVACY PRACTICES 
 

This notice describes how clinical information about you may be used and disclosed and how you can get 
access to this information.  Please review it carefully. 

 
In accordance with applicable state* and federal regulations including the Health Insurance Portability and Accountability Act (HIPAA), 
The Emily Program (includes all Emily Program locations in Minnesota, Ohio, Pennsylvania, and Washington) is required to provide you 
with information regarding our responsibilities to you in how your mental health and medical information (protected health information, 
referred to as PHI) may be used and disclosed, and how you might access this information.  This notice is intended to clarify these 
responsibilities and rights.  Please ask us if you have further questions regarding the use or disclosure of your PHI.  Your rights with 
respect to substance use disorder records, if applicable, are set forth in the section entitled, Notice Of Confidentiality Of Substance Use 
Disorder Information. 
 
USES AND DISCLOSURES 
The following are ways in which The Emily Program may use or disclose your protected health information (PHI). 
 
For Your Treatment 
The Emily Program may use or disclose your protected health information in order to provide treatment to you. This includes, but is not 
limited to, situations when our providers share information about you internally for case coordination, consult with other TEP staff about 
your case, or when they work with external providers to write or order a prescription, perform lab testing or otherwise help carry out your 
treatment services. 
 
For Payment 
The Emily Program may use or disclose your PHI in order to bill you, your insurance company or a member of your family for charges 
related to treatment and services that we provide to you.  For instance, when we submit a claim to your insurance company for 
reimbursement, we must provide some details regarding your treatment in order to verify eligibility and coverage. 
 
For Our Health Care Operations 
We may use or disclose your PHI as part of our other operational procedures such as quality improvement, performance evaluation and 
compliance reviews.  An example of using your information for our operations purposes would be to review the care provided to you to 
evaluate its effectiveness, efficiency and quality.  We may also use information on the care provided to you for business planning, 
workforce planning and budget management. 
 
For Fundraising Purposes 
We may share your basic demographic information, contact information, dates of services and overall health status and provider 
information with The Emily Program Foundation who may contact you for fundraising purposes. The Emily Program Foundation’s 
fundraising activities support The Emily Program’s charitable, scientific and educational efforts to provide a benefit to the public. You 
have the right to request not to receive these fundraising communications by submitting your request in writing to The Emily Program’s 
Privacy Officer at 2265 Como Avenue, St. Paul, MN 55108 
 
Other Unique Situations  
 In Cases of Child Abuse - If we know or have reason to suspect that a child is being neglected or abused, or that a child has been 

neglected or abused within the preceding three years, we must immediately report this to the local welfare agency, police or sheriff's 
department.  We may need to disclose PHI to adequately and accurately report the abuse. 
 

 Public Health Activities – We may use or disclose PHI to the appropriate entities or authorities responsible for ensuring public 
health.  Examples of this include reporting a negative reaction or problem resulting from a drug to the FDA or notification to the 
Centers for Disease Control and Prevention (CDC) of exposure to a communicable disease when notification is required. 
 

 In Cases of Adult and Domestic Abuse - If we have reason to believe that a vulnerable adult is being or has been maltreated, or if 
we have knowledge that a vulnerable adult has sustained an injury which cannot be reasonably explained, we must immediately 
report that information to the appropriate county or law enforcement agency. A "vulnerable adult" is someone who possesses a 
physical, mental or emotional infirmity or dysfunction that impairs their ability to care for themselves without assistance or protect 
themselves from maltreatment. We may need to disclose PHI to adequately and accurately report the maltreatment. 
 

 Research – The Emily Program may use or disclose PHI for research purposes under certain limited circumstances.  We will obtain 
written authorization from you in these cases unless an Internal Review Board has determined that your authorization may be 
waived; this may only happen if the following conditions have been met: 

o The disclosure involves no more than a minimal risk to your privacy as demonstrated by a plan to protect and destroy 
identifying information at the earliest opportunity, and written assurances that PHI will not be re-used. 

o The research could not be conducted without the waiver. 
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o The research could not be conducted without the use of PHI. 
o Your participation in research is voluntary. Your treatment at TEP will not change in any way if you do not agree to allow 

use of your treatment record information or do not allow TEP to contact you regarding research study participation.  
o You may request at any time, in writing, to have your information not used in research studies or to not be contacted for 

future studies.  
 

 For Purposes of Health Oversight Activities - State regulatory agencies may subpoena records from us that include PHI if they are 
relevant to an investigation being conducted as part of oversight activities of the health care system or government programs. 
 

 Judicial and Administrative Proceedings - If you are involved in a court proceeding and a request is made for information regarding 
the professional services that we have provided to you, such information is privileged under state law and we must not release this 
information without a court order or written authorization from you or your legally appointed representative.  PHI may be disclosed 
for this purpose in response to a subpoena or other lawful process, in which case, we will inform you.  

 
 Serious Threat to Health or Safety - We may use and disclose your PHI when necessary to reduce or prevent a serious threat to 

your health and safety or the health and safety of another individual or to the public.  We must also do so if a member of your family 
or someone who knows you well has reason to believe you present an imminent threat of harm to yourself or others. Under these 
circumstances, we will only make disclosures to a person or organization able to help prevent the threat. 

 
 Business Associates – We will share your PHI with business associates that assist The Emily Program in business and other 

administrative operations.  Business associates include people or companies outside of The Emily Program who provide services to 
us.  For example, health information may be disclosed by The Emily Program to a vendor to send statements and process payment 
for services rendered.  The Emily Program’s business associates must comply with HIPAA laws and we have agreements with them 
to protect the privacy and security of your PHI. 

 
With Your Authorization 
In order to use or disclose your health information for any reasons other than those stated in this notice, we will need a written 
authorization from you.  Authorization can be provided using The Emily Program’s Authorization for Release of Protected Health 
Information form and will specify the entity to which you are authorizing disclosure, which information you are authorizing us to disclose, 
and the purpose of the disclosure to that entity.  Written authorization forms can be found at any Emily Program location front desk, our 
website: www.emilyprogram.com , or by asking a staff member. Upon your completion of an authorization form, please drop it off at an 
Emily Program front desk, fax or mail it to the following address:  
 
The Emily Program 
Attn: Medical Records Department 
2265 Como Ave 
St. Paul, MN 55108 
Fax: 844-358-8782 
 
If we receive information that you have been tested for HIV/AIDS, we will not disclose such PHI without your specific written 
authorization, except where required by state or federal law.  
 
The Emily Program also keeps psychotherapy notes for most clients.  These are given a higher degree of protection and cannot be 
disclosed without your express permission.  You have the opportunity to specifically authorize disclosure of psychotherapy notes on the 
Authorization for Release of Protected Health Information form. 
 
Any written authorizations that you provide expire after one year unless otherwise specified; however, you may revoke an authorization 
at any time by notifying us in writing.   
 
If this should ever be the case, please be aware that revocation will not impact any uses or disclosures that occurred while the 
authorization was in effect.  
 
NOTICE OF CONFIDENTIALITY OF SUBSTANCE USE DISORDER INFORMATION  
The confidentiality of substance use disorder records and information maintained by this program is protected by Federal law and rules 
(42 C.F.R. Part 2) and in some cases, State law. These protections go above and beyond the protections described in The Emily 
Program’s general Notice of Privacy Practices. Information about you may be used by personnel within the program in connection with 
their duties to provide you with diagnosis, treatment or referral for treatment for substance use disorder. Generally, this program may 
not reveal to a person outside of the program that you attend a substance use disorder treatment program or disclose any information 
that would identify you as having a substance use disorder, unless:  

o The program obtains your written authorization;  
o The disclosure is allowed by a court order and permitted under Federal and State confidentiality laws and regulations;  
o The disclosure is made to medical personnel in a medical emergency;  
o The disclosure is made to qualified researchers without your written authorization under certain limited circumstances set forth 

in 42 C.F.R. Part 2. When required by law, we will obtain an agreement from the researcher to protect the privacy and 
confidentiality of your information;  

o The disclosure is made to a qualified service organization that performs certain treatment services (such as lab analyses) or 
business operations (such as bill collection) for the program. The program will obtain the qualified service organization’s 
agreement in writing to protect the privacy and confidentiality of your information in accordance with Federal and State law;  

http://www.emilyprogram.com/
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o The disclosure is made to a government agency or other qualified non-government personnel to perform an audit or evaluation 
of the program. The program will obtain an agreement in writing from any non-government personnel to protect the privacy 
and confidentiality of your information in accordance with Federal and State law;  

o The disclosure is made to report a crime committed by a patient either at the program or against any person who works for the 
program or about any threat to commit such a crime; or  

o The disclosure is made to report child abuse or neglect to appropriate State or local authorities.  
 
Violation of these privacy regulations is a crime. Suspected violations may be reported to appropriate authorities in accordance with 
Federal and State law. Violations of 42 C.F.R. Part 2 may be reported to the United States Attorney in your state (Minnesota: 
Minneapolis (612) 664-5600, St. Paul (651) 848-1950; Washington: Western district (206) 553-7970, Eastern district (509) 353-2767; 
Ohio Northern District (216) 622-3600; Pennsylvania Western district (412) 644-3500). 
 
To comply with Federal Law, the Emily Program will seek from you an Authorization to Release Information to your insurance company 
so that we may coordinate reimbursement of services.  
 
PATIENT RIGHTS  
You have the following rights related to your protected health information and privacy: 
 
Right to Request Restrictions  
You have the right to request restrictions on certain uses and disclosures of protected health information.  If you have paid your health 
care provider in full for a particular health care service or item and specifically request that we not disclose information about this health 
care item or service to your health plan for payment or healthcare operations purposes, we will agree to this request. Federal law states 
that we are not otherwise required to agree to your requested restriction. If we do agree, however, we are bound to and will comply with 
your request unless otherwise required by law or in order to treat you. To request a restriction, you must provide us, in writing 1) what 
information you want to limit; 2) whether you want to limit our use, disclosure or both; and 3) to whom you want the limits to apply.  
 
Right to Receive Confidential Communications 
You have the right to request and receive confidential communications about your health, treatment or related issues in a particular 
manner or at a certain location.  For instance, you may prefer us to contact you at your home phone number rather than your work 
phone number.  The Emily Program will accommodate all reasonable requests.  
 
Right to Inspect and Copy 
You have the right to inspect or obtain a copy (or both) of PHI – not including psychotherapy notes – that is used to make treatment 
decisions about you for as long as the PHI is maintained in our records.  We may deny you access to PHI under certain circumstances, 
but in those cases, you may have this decision reviewed. On your request, we will discuss with you the details of this process. 
 
Right to Amend 
If you feel the health information we have about you is incorrect or incomplete, you may ask us to amend the information as long as the 
information is kept on file. Your request must include a reason to support the amendment and you will be notified in writing if your 
request is denied.  If it is denied, you have the right to submit a written statement of your disagreement with the denial which will be 
appended or linked to the PHI in question.  
 
Right to an Accounting of Disclosures 
You have the right to receive a list of disclosures we have made of your PHI for purposes other than routine treatment, payment or 
operations activities.  Your request must state a time period that is not longer than 6 years.   
 
Right to Receive Breach Notification 
If The Emily Program or any of its business associates experience a breach of your health information (as defined by HIPAA laws) that 
compromises the security or privacy of your health information, you will be notified of the breach and about any steps you should take 
to protect yourself from potential harm resulting from the breach. 
 
Right to a Paper Copy 
You have the right to obtain a paper copy of this notice from The Emily Program upon request at any time. 
 
To submit authorizations, request records, request accounting disclosures, amend your medical record, revoke authorization, or, 
perhaps, you have another question about your confidential information, you may send your request or question to the following 
address: 
 
The Emily Program 
Attn: Medical Records Department 
2265 Como Ave 
St. Paul, MN 55108 
Fax: 844-358-8782 
 
THE EMILY PROGRAM’S DUTIES AND OTHER INFORMATION 
The Emily Program is required by law to maintain the privacy of protected health information and to provide you with this notice of our 
legal duties and privacy practices with respect to PHI.   
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We reserve the right to change our policies and practices regarding how we use or disclose PHI, or how we will implement patient rights 
concerning PHI. We reserve the right to change this notice and to make the provisions in our new notice effective for all information we 
maintain.  If we change these practices, we will publish a revised Notice of Privacy Practices. The revised notice will be posted and 
available at our places of service and on our website at www.emilyprogram.com. 
 
Complaints and Other Questions 
If you are concerned that we have violated your privacy rights or you disagree with a decision that we made about access to your 
records, you may make a complaint to The Emily Program’s Privacy Officer or make a written complaint to the Secretary of the 
Department of Health and Human Services.  You will not be penalized for filing a formal complaint. You may also call The Emily 
Program’s Privacy Officer at 651-645-5323 ext.1645 to discuss your complaint or any privacy-related questions you may have. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
*In addition to complying with Federal privacy laws, The Emily Program maintains the privacy of protected health information in 

accordance with the following state laws: Minnesota: Statute 144.291-144.298, 144.30-144.34, Washington: RCW 70.02, RCW 

18.83.110 Ohio: ORC 3798.01-3798.14, Pennsylvania: PA Code Chapter 146.b. 
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Outpatient  

CLIENT RIGHTS POLICY AND PROCEDURES – PENNSYLVANIA 

PURPOSE STATEMENT 
The Emily Program (TEP) is committed to providing high quality, respectful, and compassionate care for those 
working to overcome difficulties with disordered eating and related concerns. 
 
POLICY 
Clients (and their legal guardian, if applicable) will be informed of their rights and responsibilities as a client of 
TEP and will be ensured appropriate venues for addressing any concern regarding their rights and 
responsibilities.  
 
PROCEDURE 

1. Explanation of Rights – Each client and their legal guardian, if applicable, will be given a written 
statement of rights and responsibilities as a client of The Emily Program.  

2. Written Statement of Resident Rights and Responsibilities – A written copy of TEP Client Rights 
and Responsibilities shall be posted in the common reception area at each TEP facility.  

3. Informed Consent –The right to give full informed consent to services prior to commencement. 
4. Client Rights are as follows – 

a. You have the right to be treated with dignity and respect.  
b. You shall retain all civil rights that have not been specifically curtailed by order of court.  
c. You have the right to unrestricted and private communication inside and outside this facility 

including the following rights:  
i. To a peaceful assembly and to join with other patients to organize a body of or 

participate in patient government when patient government has been determined to 
be feasible by the facility.  

ii. To be assisted by any advocate of your choice in the assertion of your rights and to 
see a lawyer in private at any time. 

iii. To make complaints and to have your complaints heard and adjudicated promptly.  
iv. To receive visitors of your own choice at reasonable hours unless your treatment 

team has determined in advance that a visitor or visitors would seriously interfere with 
your or others' treatment or welfare.  

v. To receive and send unopened letters and to have outgoing letters stamped and 
mailed. Incoming mail may be examined for good reason in your presence for 
contraband. Contraband means specific property which entails a threat to your health 
and welfare or to the hospital community.  

vi. To have access to telephone designated for patient use.  
d. You have the right to practice the religion of your choice or to abstain from religious practices. 
e. You have the right to keep and to use personal possessions, unless it has been determined 

that specific personal property is contraband. The reasons for imposing any limitation and its 
scope must be clearly defined, recorded and explained to you. 

f. You have the right to sell any personal article you made and keep the proceeds from its sale.  
g. You have the right to handle your personal affairs including making contracts, holding a 

driver's license or professional license, marrying, or obtaining a divorce and writing a will.  
h. You have the right to participate in the development and review of your treatment plan.  
i. You have the right to have family members or significant others participate in the planning of 

your treatment 
j. You have the right to receive treatment in the least restrictive setting within the facility 
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necessary to accomplish the treatment goals.  
k. You have the right to receive accurate information about The Emily Program, its practitioners, 

services, clinical guidelines, and client rights and responsibilities; 
l. You have the right to expect that all practitioners meet training and experience qualifications 

required by state law, and continually work toward maintaining expertise in providing clinical 
services to individuals seeking eating disorder treatment; 

m. You have the right to be informed of the cost of professional services before receiving the 
services; 

n. You have the right to be discharged from the facility as soon as you no longer need care and 
treatment.  

o. You have the right not to be subjected to any harsh or unusual treatment.  
p. If you have been involuntarily committed in accordance with civil court proceedings, and you 

are not receiving treatment, and you are not dangerous to yourself or others, and you can 
survive safely in the community, you have the right to be discharged from the facility.  

q. You have a right to be paid for any work you do which benefits the operation and maintenance 
of the facility in accordance with existing Federal wage and hour regulations. 

r. You have the right to contact Pennsylvania licensing boards for public data on licensed 
therapists, or to report practitioner specific complaints: 

- Pennsylvania Department of State - Bureau of Professional and Occupational 
Affairs  
(for information on psychologists, social workers,  
marriage & family therapists, and mental health 
counselors)…………………………………………………………. (717) 787-8503 

- Pennsylvania Department of Health (for information on physicians)  
625 Forster Street, Harrisburg, PA 
17120…….……………………………….……………………….…(877)-PA-HEALTH 

5. Client Responsibilities – 
As a client of The Emily Program, you have the responsibility to: 
a. Openly share the concerns that brought you to seek treatment, and to provide, to the extent 

possible, information that The Emily Program staff needs in order to provide optimal care for you; 
b. Treat other clients and client information with respect and confidentiality; client and treatment 

information learned in various treatment settings must be kept private and confidential; 
c. Participate, to the degree possible, in understanding your behavioral health problems, developing 

mutually agreed upon treatment goals, and engaging in treatment; 
d. Actively work toward your treatment goals and participate in your recovery process; 
e. Keep scheduled appointments and give at least 24 business hours prior cancellation notice when 

unable to keep your appointment.  A pattern of failed appointments may result in discontinuation 
of services;  

f. Be aware that not following treatment recommendations may compromise your health and safety, 
including leading to very serious medical and psychological consequences; 

g. Notify your therapist if your condition worsens or if you are having difficulty keeping yourself safe.  
In a crisis situation, if you are unable to reach your therapist during regular working hours or if the 
agency is closed, assistance is available by calling: 

- Center for Community Resources - Crisis Intervention……...……(800)-292-3866 
- 911 or going to the nearest emergency department 

REFERENCES 
PA Bill of rights for patients (55 Pa. Code § 5100.53) 
PA Manual of rights for persons in treatment Rights (55 Pa. Code § 5100.54) 
 
APPENDIXES 
None 



WHAT TO ASK YOR INSURANCE COMPANY | Rev: 09192018 

 

What to ask your insurance company 
 

Verifying your health insurance coverage can be confusing! The Emily Program recommends that you contact your 
insurance company if you are considering starting treatment with us. You should also verify benefits once a year or 
whenever your policy changes. 
   

This form will help you know what to ask about coverage at The Emily Program. Make sure to get answers to all of the 
questions below. Even if you don’t need all of the services below today, TEP wants you to know your benefits for any 
services you may need in the future (i.e. a dietitian or medical doctor) or if you need a higher level of care.  
 

You can also use this form during your open enrollment period when you’re reviewing your health insurance options and 
selecting a new plan (whether you’re going through your state’s exchange or your employer).  
 

To ensure you get all the information you need from your conversation to verify benefits, we have included a phone script 
below. Have the following information ready before you begin your call (including these 4 questions for current TEP 
clients). If you don’t know your providers’ names, feel free to call us at 1-888-364-5977 or stop by our front desk. 
 
Have this information ready before you call: 
These 4 questions for current clients only: 
  1) My individual therapist’s name     ________________________________ 
  2) My dietitian’s name       ________________________________ 
  3) Other providers I see for group, medical or psychiatry services  ________________________________ 
  4) Program I’m currently in      IOP / PHP or IDP / Residential  

(circle, if applicable) 
 

Insurance Verification Form and phone script 
Today’s date         ________________________________ 
Representative’s name       First: _____________ Last initial: _____ 
Insurance company name      ________________________________ 
Customer service phone number     ________________________________ 
 

Phone script: “I’m going to The Emily Program for help with my eating disorder and am calling to verify my benefits. 
First, I’d like general information about my plan.” 
 

Policy effective date       ________________________________ 
Office visit co-pay       ________________________________ 
Deductible        ________________________________ 
Out of pocket maximum  (OOP max)     ________________________________ 
Do my deductible, co-pays & co-insurance apply toward my OOP max? ________________________________ 
How much of my deductible have I spent this year?    $_______________________________ 
Do I need a referral to go to TEP?     Yes / No (circle one) 
If yes, who needs to refer me?      ________________________________ 
Is The Emily Program in-network?      Yes / No (circle one) 
 
Intake 
(Tell the representative that TEP uses CPT code 90791 for diagnostic assessment.) 
What’s my co-pay / co-insurance (circle one)?    $ ______________________________ 
Is there a limit on the number of diagnostic assessments per year? Yes / No (circle one) 
If so, how many diagnostic assessments per year?   ________________________________ 
Is authorization required for diagnostic assessments?   Yes / No (circle one) 
Are intake evaluation services delivered via Telehealth covered?  ________________________________ 
         Yes / No (circle one) 
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Psychological testing 
(Tell the representative that The Emily Program uses psychological testing for some clients.) 
Is there a limit on the number of units of psychological testing per year? Yes / No (circle one) 
If so, how many units of psychological testing per year?   ______________________________ 
Is authorization required for psychological testing?                                     Yes / No (circle one) 
 
Individual therapy 
(Tell the representative that TEP uses CPT codes 90834 and 90837 for these services.) 
What’s my co-pay / co-insurance (circle one)?    $ _____________________________ 
Is there a limit on the number of sessions per year?   Yes / No (circle one) 
If so, how many individual therapy sessions per year?   ______________________________ 
Is authorization required for individual therapy?    Yes / No (circle one) 
 
Group therapy 
(Tell the representative TEP uses CPT code 90853 for this service.) 
What’s my co-pay / co-insurance (circle one)?    $ _____________________________ 
Is there a limit on the number of groups per year?   Yes / No (circle one) 
If so, how many group therapy sessions per year?   _______________________________ 
Is authorization required for group therapy?    Yes / No (circle one) 
 
Medical / Psychiatry 
What’s my co-pay / co-insurance (circle one)?    $ ______________________________ 
Is there a limit on the number of sessions per year?   Yes / No (circle one) 
If so, how many individual medical / psychiatry sessions per year? _______________________________ 
Is authorization required for medical / psychiatry sessions?  Yes / No (circle one) 
Are medical / psychiatric services delivered via Telemed covered? Yes / No (circle one) 
 
Dietitian (RD) services 
Am I covered for RD services under mental health benefits (not medical)?      Yes / No (circle one) 
What’s my co-pay / co-insurance (circle one)?    $ _____________________________ 
Is there a limit on the number of sessions per year?   Yes / No (circle one) 
If so, how many RD therapy sessions per year?    _______________________________ 
Is authorization required for dietitian services?    Yes / No (circle one) 
 
Intensive Outpatient Program (IOP) 
What’s my co-pay / co-insurance (circle one)?    $ _____________________________ 
Is there a limit on the number of days per year?    Yes / No (circle one) 
If so, how many IOP days per year?     ______________________________ 
Is authorization required for IOP services?    Yes / No (circle one) 
 
Partial Hospitalization Program (PHP) 
What’s my co-pay / co-insurance (circle one)?    $ _____________________________ 
Is there a limit on the number of days per year?    Yes / No (circle one) 
If so, how many PHP days per year?     _______________________________ 
Is authorization required for PHP services?    Yes / No (circle one) 
 
Residential Treatment Program 
What’s my co-pay / co-insurance (circle one)?    $ _____________________________ 
Is there a limit on the number of days per year?    Yes / No (circle one) 
If so, how many residential days per year?    _______________________________ 
Is authorization required for residential?     Yes / No (circle one) 
 

NOTES: 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 




