Triangle Family Services

Acknowledgement Page

Please read each statement and initial that you have received and understand the information given to you.

______Acknowledgement of Receipt of Written Statement of Clients’ Rights
I have received and reviewed a copy of Triangle Family Services Statement of Clients’ Rights explaining my rights.

_______Verification of Receipt of Privacy Notice
I have received and reviewed a copy of Triangle Family Services Privacy Notice explaining how my Protected Health Information (PHI) will be protected and under what conditions this information will be released.

_______Acknowledgement of Receipt of Consent to Treatment
I declare that I am legally competent and that I have the capacity to consent to my 

 
    treatment and/or to the treatment of family members of whom I am the parent or guardian.

_______Acknowledgement to provide urine specimens (if treatment is for substance abuse)

I give permission to TFS to collect and observe urine specimens and breathalyzers for use as an 
   aid in my treatment planning.  I also understand that said specimens will be analyzed by an outside 
   laboratory.
_______Acknowledgement of Receipt of Psychiatric Care Policy

I have read and agree to the Psychiatric Care Policy. I understand that TFS does not provide Medication Management as an independent service and does not provide ongoing medication management to clients who have completed, discontinued or been terminated from Psychotherapy /counseling.
_______Acknowledgement of Receipt of Payment and Attendance Policies

I understand that I will be charged $50 for a missed appointment not cancelled 24 hours (1 business day) in advance. 
Insurance or **Medicaid will not cover missed appointments.

_______Termination of Services

I understand that after the third missed appointment I may be contacted and notified of the termination of services. I also understand that services may be terminated for bad or inappropriate behavior towards TFS staff or other clients.
_______The information I have given is correct to the best of my knowledge.

_______I agree to abide by the policies of Triangle Family Services, Inc.
Client Name: ________________________________     Client Date of Birth: __________

(please print)
Client Signature: _____________________________      Date: _________________
(Or Legal Guardian if a minor)

Witnessed by: _______________________________
Date: _________________

**We are prohibited from charging Medicaid recipients for missed or late-cancelled appointments.
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