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PERSONAL INFORMATION 

Client name _________________________________________ Birth date ________________ 

Address __________________________________________________ Age ________________ 

City, State, Zip  _________________________________________________________________  

Email address ______________________________________________ OK to send mail here? Y N 

Phone Numbers  
 
( ____ ) ____________________  ( ____ ) ____________________  ( ____ ) ____________________   
 Home    OK to contact there?  Y N    Work     OK to contact there?  Y N   Cell OK to contact there?  Y N    
     OK to leave a msg there?  Y N                OK to leave a msg there?  Y N        OK to leave a msg there?  Y N 
 
Occupation ______________________________________  
Relationship Status   Single  Married   Domestic Partner  Separated   Divorced  Widowed 

Sexual Orientation __________________________   Gender ___________________________________ 

Pronouns __________________________________ Ethnicity ___________________________________ 

Primary Care Physician ___________________________________ ( ____ ) ________________  
   Name       Phone number 
Emergency Contact _____________________________________  ( ____ ) ________________  
   Name  Relationship to client   Phone number 
Please list other persons living in your household and their relationship to you: 

______________________________________________________________________________ 

______________________________________________________________________________ 

Please describe your reason(s) for seeking treatment at this time.  If there is a particular event 
which triggered your decision, please list the event: 
______________________________________________________________________________ 

______________________________________________________________________________ 

What result(s) do you expect from treatment? 

______________________________________________________________________________ 

______________________________________________________________________________ 

Have you ever received mental health treatment before?  If so, please list dates, provider name, 
and the reason for seeking treatment: 
______________________________________________________________________________ 

______________________________________________________________________________ 

 

Please list any medications you’re currently taking: 

______________________________________________________________________________ 

_____________________________________________________________________________ 
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OFFICE POLICIES AND CLIENT TREATMENT AGREEMENT 

As part of our therapeutic working relationship, I wish to make clear the rights and 

responsibilities we share.  Please read the following information carefully, sign this copy as well 

as the signature blank on the information form, and keep this copy for yourself.  Mental health 

counselors are required by law to provide this information to their clients. 

ADDRESS:   Amy Hammett, LLC 
5355 Tallman Ave NW  
Suite 208 
Seattle, WA, 98107 

PHONE: (206) 799-8387 
 

PROFESSIONAL QUALIFICATIONS: I received my MA in Counseling Psychology in 2007 and 

am a Licensed Mental Health Counselor in the state of Washington (#LH 60107063).  I continue 

to pursue varying modes of education to enhance and maintain my professional skill and 

understanding. Over the past 10 years, I have worked at Seattle-area facilities including The 

Emily Program for Eating Disorders and Eating Recovery Center.  I completed my RO-DBT 

training in April 2019 and have been appointed a RO Scholar Award in January 2020. I also 

completed my DBT training through Treatment Implementations Collaborative in 2013 and my 

Perinatal Mental Health training through Postpartum Support International in 2017. 

 

THERAPEUTIC ORIENTATION: As a licensed mental health counselor, I work to provide a 

safe place for my clients to explore their life's stories, learn about themselves, and progress 

towards their goals. When therapy concludes, my hope is my clients have a stronger sense of 

self, more authentic relationships, and a greater understanding of their life's potential and 

impact. In order to do this, I assess which type of therapy will meet my clients' specific needs. I 

most often utilize RO-DBT (radically open dialectical behavior therapy), DBT, CBT (cognitive 

behavior therapy), existential therapy, or psychodynamic therapy. 

 

RESPONSIBILITY FOR CHOICE OF TREATMENT: It is your right and responsibility to decide 

whether to engage in any course of treatment with me and to decide whether the treatment is 

suitable for you.  I encourage you to discuss with me what you wish to accomplish in our work 

together.  Your goals and the means of treatment may be discussed at any time.  You may 

terminate therapy at any time at your own discretion.  I strongly encourage you to discuss your 

decision to end treatment as it is an important part of the therapy process.   
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DEPARTMENT OF HEALTH INFORMATION: For more information about health professions 

including mental health counselors, you can contact the Washington State Department of 

Health, PO BOX 47890, Olympia, Washington 98504-7890, 360.236.4700. 

 

FEES: It is important for our therapeutic relationship that we have clear financial agreements.  

My fee is $125 for a 50-minute therapy session. I accept cash, check, credit card, or health saving 

cards for the amount due at the time of each session.  If you wish to bill your insurance 

company for sessions, please inform me and I will provide a monthly invoice that you may 

submit.  It is your responsibility to work with your insurance company.  Please become familiar 

with your plan coverage and be aware of any limitations.  Full payment for my services is your 

responsibility.  Please feel free to discuss fees or payment options with me at any time.  It is 

very important to protect our working relationship by keeping clear agreements and discussing 

any changes that may arise.  In rare instances when a client fails to pay their bill, I have found it 

necessary to send the account to a collection agency.  Periodically I raise my fees to adjust for 

increases in the cost of living and doing business, and I will give you one month’s notice of any 

fee increase.  Interest charges of 1% per month will be added to any account balance that is 60 

days or more past due.   

 

APPOINTMENTS: Individual Sessions: An individual session is usually 50 minutes in length.  

Your time slot is reserved for you weekly. If you wish to meet less than weekly, please check 

with me regarding my availability for bi-weekly appointments as it changes frequently and 

cannot be guaranteed. In a similar vein, if cancellations become too frequent, I may rescind your 

ability to reserve your time slot ongoingly. When a time period other than 50 minutes is agreed 

upon, the fee will be prorated accordingly.  Since the time of your appointment is reserved 

exclusively for you, it is important for you to be on time.  If you come late, you lose the time 

that you have missed.  If you find it necessary to cancel your appointment for any reason, 

please give me at least 24 hours notice by calling my office anytime at (206) 799-8387 or emailing 

me at amyjhammett@gmail.com.  If you miss your appointment or cancel less than 24 hours in 

advance your fee is eligible to be waived once in the first 6 months of the calendar year and 

once in the second half of the calendar year if we have already had more than 4 sessions. 

Otherwise, you will be charged the full fee for the time reserved.  When you arrive for your 

appointment, please be seated in the waiting room and I will come get you at your appointed 

time. 

Group/Class: The length or fee for a group or class varies. If you find it necessary to cancel your 

appointment for any reason, please give me at least 24 hour notice by calling my office anytime 

at (206) 799-8387 or emailing me at amyjhammett@gmail.com.  If you miss or cancel less than 24 

hours in advance your fee will be half. For example, if group/class is $80 and you late cancel, 

your fee will be $40.  
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CONFIDENTIALITY: All issues discussed in the course of therapy are strictly confidential.  By 

law, information concerning treatment or evaluation may be released only with the consent of 

the person treated or such person’s guardian.  However, the law requires the release of 

confidential information in three situations: suspected abuse of a child, elder, or disabled 

person; imminent suicidal behavior or threatened harm to another; and court ordered 

disclosure in legal proceedings.  When providing for the welfare of minor children, the court 

may subpoena treatment records.  The law also allows exchange of information between health 

care professionals who are currently treating you.  I will discuss any release of confidential 

information with you.  You are entitled to copies of your records under some circumstances.  

For your benefit, and for my own professional growth, I regularly seek consultation with other 

professionals regarding my work.  I will carefully avoid disclosing your identity if I consult 

regarding my work with you. 

 

EMERGENCIES: You can reach my voice mail at the office phone number (206-799-8387) at any 

time.  I make every effort to return daytime telephone calls on the same day I receive them, and 

evening, weekend, and holiday calls on the next business day.  If you cannot reach me by 

telephone, and you are experiencing a crisis and feel that you cannot wait for me to return your 

call, you should contact the Crisis Clinic at (866) 427-4747, call 911, or immediately proceed to 

the nearest hospital emergency room.  If I am out of town for an extended period of time and 

cannot receive calls, I will leave this information on my voice mail message.  If you feel that you 

may need arrangements for additional sessions or help during a time of crisis, please let me 

know.  For times I may be out of the office for extended periods, I will make arrangements for 

you to have another therapist available during my absence if you let me know you want this.  

 

EMAIL: You may leave me an electronic message at amyjhammett@gmail.com.  I will check 

these messages on a regular basis and, circumstances permitting, will respond within 48 hours 

(2 days).  Please limit your email communication to appointment scheduling.  Due to 

confidentiality concerns and response time, I will not engage the work of therapy through 

email.  If you do choose to communicate with me by email, you are consenting to the limitations 

and risks involved in electronic communication.  I cannot guarantee the confidentiality of email 

messages.  I will include any email communications in your confidential treatment record.  

Also, email should NOT be used in the case of an emergency, if you are in crisis, or for any 

urgent material.   

 

CONSENT: I have read the above information and have received a copy of this information.  I 

have clarified any questions I have and understand the information.  I agree to the stated terms. 
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Signed: __________________________________________Date: ________________ 

               Client 

 

 

Signed: __________________________________________Date: ________________ 

               Amy Hammett, MA, LMHC 
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NOTICE OF PRIVACY PRACTICES 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE 

USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. 

PLEASE REVIEW THIS NOTICE CAREFULLY. 

 As part of my professional practice, I maintain personal information about you and your 

health. State and federal law protects such information by limiting its uses and disclosures. 

"Protected health information" ("PHI") is information about you, including demographic 

information, that may identify you or be used to identify you, and that relates to your past, 

present or future physical or mental health or condition, the provision of health care services, or 

the past, present or future payment for the provision of health care. 

Your Rights Regarding Your PHI.   

The following are your rights regarding PHI I maintain about you: 

 

Right of Access to Inspect and Copy. You have the right, which may be restricted only in 

certain limited circumstances, to inspect and copy your PHI that I maintain. I may charge a 

reasonable, cost-based fee for copies. As to your PHI that I use or maintain in electronic form 

and format, you may request copies to which you are otherwise entitled in that electronic form 

and format if it is readily producible, but if not, then in a readable form and format as we may 

agree. Your request for copies may also include the direction to transmit those copies to a third 

party. 

Right to Amend. If you feel that the PHI I have about you is incorrect or incomplete, you may 

ask me to amend the information although I am not required to agree to the amendment. 

Right to an Accounting of Disclosures. You have the right to request a copy of the required 

accounting of disclosures that I make of your PHI. 

Right to Request Restrictions. You have the right to request a restriction or limitation on the 

use or disclosure of your PHI for treatment, payment, or health care operations. I am generally 

not required to agree to your request. If your request would restrict disclosure to a health plan 

for payment or health care operation purposes, and if I have been paid in full for all of the 

services covered by your request, then I will honor your request. 

Right to Request Confidential Communication. You have the right to request that I 

communicate with you in a certain way or at a certain location. I will accommodate reasonable 

requests and will not ask why you are making the request. 

Right to a Copy of this Notice. You have the right to a paper copy of this notice. 
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Right of Complaint. You have the right to file a complaint in writing with me or with the 

Secretary of Health and Human Services if you believe I have violated your privacy rights. I will 

not retaliate against you for filing a complaint. 

Right to Opt Out from Receiving Certain Communications. I may use or disclose your PHI for 

the purpose communicating to you about fundraising, or about health-related products or 

services for which I receive compensation for sending you the communication. My 

communication to you must provide you an opportunity to elect not to receive any such further 

communications. 

My Uses and Disclosures of PHI for Treatment, Payment and Health Care Operations 

Treatment. I may use your PHI for the purpose of providing you with health care treatment. To 

coordinate and manage your care, I may disclose your PHI to others of your current providers, 

and to the extent you have not raised an objection in writing, to your prior providers, or to other 

persons, including family members, involved in your care. 

Payment. I may use your PHI in connection with billing statements I send you and my system 

for tracking charges and credits to your account. In addition, unless I have specifically agreed to 

restrict disclosure of your PHI to your health plan, I may disclose your PHI to third party 

payers to obtain information concerning benefit eligibility, coverage, and remaining availability, 

as well as to submit claims for payment and to disclose PHI for medical necessity and 

utilization review purposes. 

Health Care Operations. I may use and disclose your PHI for the health care operations of my 

professional practice in support of the functions of treatment and payment. Such disclosures 

would be to Business Associates for health care education, or to provide planning, quality 

assurance, peer review, administrative, legal, or financial services to assist me in my delivery of 

your health care. 

Uses and Disclosures Requiring Your Opportunity to Agree or Object 

Directory Information. I may provide directory information, unless I have given you the 

opportunity to agree or object, and you have objected. 

Prior Providers. I may disclose your PHI to your prior health care providers, unless I have 

given you the opportunity to agree or object, and you have objected in writing. 

Close Personal Relationships. I may, in accordance with good professional practice, disclose 

your PHI to such person(s) involved with your care, unless I have given you the opportunity to 

agree or object, and you have objected, except where you are not present, or in situations of 

incapacity or emergency disclosure, in my clinical judgment would be in your best interests. 
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Disaster Relief Purposes. I may, in accordance with good professional practice, disclose your 

PHI to a public or private entity authorized by law or by its charter to assist in disaster relief 

efforts, which are directly relevant to your care. 

Other Uses and Disclosures That Do Not Require Your Authorization or Opportunity to 

Object 

Required by Law. I may use or disclose your PHI to the extent that the use or disclosure is 

required by law, made in compliance with the law, and limited to the relevant requirements of 

the law. Examples are public health reports, abuse and neglect reports, law enforcement reports, 

and reports to coroners and medical examiners in connection with investigation of deaths. I also 

must make disclosures to the Secretary of the Department of Health and Human Services for 

the purpose of investigating or determining my compliance with the requirements of the 

Privacy Rule. 

Health Oversight. I may disclose your PHI to a health oversight agency for activities authorized 

by law, such as my professional licensure. Oversight agencies also include government agencies 

and organizations that audit their provision of financial assistance to me (such as third-party 

payers). 

Threat to Health or Safety. I may disclose your PHI when necessary to minimize an imminent 

danger to the health or safety of you or any other individual.  

Business Associates. I may disclose your PHI to the extent minimally necessary to Business 

Associates that are contracted by me to perform health care operations or payment activities on 

my behalf which may involve their collection, use or disclosure of your PHI. To safeguard the 

privacy of your PHI, such contracts are regulated by the Department of Health and Human 

Services and must contain provisions designed to limit the use and re-disclosure of your PHI, to 

require compliance by the Business Associate with your individual rights, to subject the 

Business Associate to specified security obligations, and to require the Business Associate 

require such obligations on subcontractor. 

Compulsory Process. I will disclose your PHI if a court of competent jurisdiction issues an 

appropriate order. I will also disclose your PHI if (1) you and I have each been notified in 

writing at least fourteen days in advance of a subpoena or other legal demand, identifying the 

PHI sought, and the date by which a protective order must be obtained to avoid my 

compliance, (2) no qualified judicial or administrative protective order has been obtained, (3) I 

have received satisfactory assurances that you received notice of an opportunity to have limited 

or quashed the discovery demand, and (4) such time has elapsed. 

Uses and Disclosures of PHI With Your Written Authorization 

I will make other uses and disclosures of your PHI only with your written authorization. One 

example is my psychotherapy notes from our sessions (unless I am otherwise required by law). 
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Another example is research involving you. You may revoke this authorization in writing at 

any time, unless I have taken a substantial action in reliance on the authorization such as 

providing you with health care services for which I must submit subsequent claim(s) for 

payment. 

This Notice 

This Notice of Privacy Practices informs you how I may use and disclose your protected health 

information ("PHI") and your rights regarding your PHI. 1 am required by law to maintain the 

privacy of your PHI and to provide you with notice of my legal duties and privacy practices 

with respect to your PHI. I am required to abide by the terms of this Notice of Privacy Practices. 

I reserve the right to change the terms of my Notice of Privacy Practices at any time. Any new 

Notice of Privacy Practices will be effective for all PHI that I maintain at that time. I will make 

available a revised Notice of Privacy Practices by providing you a copy upon your request or 

providing a copy to you at your next appointment. 

Contact Information 

I am my own Privacy/Security Official. So, if you have any questions about this Notice of 

Privacy Practices, please contact me. My contact information is: Amy Hammett LLC 5355 

Tallman Ave NW, Suite 208, Seattle, WA, 98107 

Complaints 

If you believe I have violated your privacy rights, you may file a complaint in writing to me, as 

my own Privacy/Security Officer, specified on the first page of this Notice. I will not retaliate 

against you for filing a complaint. You may also file a complaint with the Secretary of the 

Department of Health and Human Services by sending a letter to 200 Independence Avenue, 

S.W., Washington, D.C. 20201, calling 1-877-696-6775, or visiting 

www.hhs.gov/ocr/privacy/hipaa/complaints/. 

 

 

 

 

 

 

 

 

http://www.hhs.gov/ocr/privacy/hipaa/complaints/
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NOTICE OF PRIVACY PRACTICES----ACKNOWLEDGEMENT 

 

I, Amy Hammett, functioning as Amy Hammett LLC, will keep a record of the health care 

services I provide to you, the client. You may ask to see and copy that record. You may also ask 

to correct that record.  I will not disclose your record to others unless you direct me to do so or 

unless the law authorizes or compels me to do so. You may see your record or get more 

information about it by contacting Amy Hammett MA, LMHC, Ph: (206) 799-8387. 

 

My Notice of Privacy Practices describes in more detail how the health information may be 

used  

and disclosed, and how you can access your information.  

 

 

By my signature below I _________________________________ (please print client name), 

hereby acknowledge receipt of the Notice of Privacy Practices.  

 

 

CLIENT SIGNATURE __________________________________ DATE __________________ 

(Or Client Representative. Indicate relationship if signing for client.) 

 

 

THERAPIST SIGNATURE ________________________________DATE __________________ 

 

This form will be retained in your medical record. 
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CONSENT FOR TELEHEALTH CONSULTATION 

1. I understand that my health care provider wishes me to engage in 
a telehealth consultation. 

2. My health care provider explained to me how the video conferencing technology that will 
be used to affect such a consultation will not be the same as a direct client/health care 
provider visit due to the fact that I will not be in the same room as my provider. 

3. I understand that a telehealth consultation has potential benefits including easier access to 
care and the convenience of meeting from a location of my choosing. 

4. I understand there are potential risks to this technology, including interruptions, 
unauthorized access, and technical difficulties. I understand that my health care provider 
or I can discontinue the telehealth consult/visit if it is felt that the videoconferencing 
connections are not adequate for the situation. 

5. I have had a direct conversation with my provider, during which I had the opportunity to 
ask questions in regard to this procedure. My questions have been answered and the 
risks, benefits and any practical alternatives have been discussed with me in a language 
in which I understand. 

CONSENT TO USE THE TELEHEALTH BY SIMPLEPRACTICE SERVICE 

Telehealth by SimplePractice is the technology service we will use to 
conduct telehealth videoconferencing appointments. It is simple to use and there are no 
passwords required to log in. By signing this document, I acknowledge: 

1.  Telehealth by SimplePractice is NOT an Emergency Service and in the event of an 
emergency, I will use a phone to call 911. 

2. Though my provider and I may be in direct, virtual contact through 
the Telehealth Service, neither SimplePractice nor the Telehealth Service provides any 
medical or healthcare services or advice including, but not limited to, emergency or 
urgent medical services. 

3. The Telehealth by SimplePractice Service facilitates videoconferencing and is not 
responsible for the delivery of any healthcare, medical advice or care. 

4. I do not assume that my provider has access to any or all of the technical information in 
the Telehealth by SimplePractice Service – or that such information is current, accurate or 
up-to-date. I will not rely on my health care provider to have any of this information in 
the Telehealth by SimplePractice Service. 

5. To maintain confidentiality, I will not share my telehealth appointment link with anyone 
unauthorized to attend the appointment. 

By signing this form, I certify: 

• That I have read or had this form read and/or had this form explained to me. 

• That I fully understand its contents including the risks and benefits of the procedure(s). 

• That I have been given ample opportunity to ask questions and that any questions have 
been answered to my satisfaction. 

 

Signature: ________________________________________________Date: _____________________ 
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Authorization to Disclose Protected Health Information 

 

Client Information: 

 

Name: ______________________________________________________________________________ 

 

Address: ____________________________________________________________________________ 

 

Phone: _________________________________ Birth Date: __________________________________  

 

 

Person or facility with whom Amy Hammett can share/receive information:  

 

Name:_______________________________________________________________________________ 

 

Address: ____________________________________________________________________________ 

 

Phone: _____________________________             Fax: ______________________________________ 

 

Communication (please select all that apply): 

____ Sending/requesting physical copies of your medical record 

____Verbal communication about your care and treatment to the identified person/facility 

 

Information to be release: 

 

All records 
Intake evaluation/diagnostic assessment 
Nutritional documentation 
Treatment plans 
Discharge summaries 
Individual therapy documentation 
Substance use disorder records 

Billing/administrative records 
A letter containing dates of treatment(s) 

and a summary of progress 
Medical documentation/labs 
HIV/AIDS records 

Other:_______________________________

Psychiatric documentation 

 

I, ___________________________________ (Client name printed) hereby authorize Amy Hammett, 

MA, LMHC to release the selected information to the party named above for the purposes of 

treatment coordination and planning. 

 

 

 

Signature of client: ___________________________________________________Date: ___________ 

 


