
                  435 W. Washington St.  
                   Springfield, IL62702  
                   E. Thrive@thrivecenterforwellness.com  
                   P. 217.203.6600  
                   W. www.thrivecenterforwellness.com  

Patient Information  

Printed Name: _________________________________________________  

Date of Birth: __________________________  

Mailing Address:_______________________________________________________________________  

Telephone Number: _______________________________  

Email Address: ___________________________________  

Reason for visit:______________________________________________________________________ 

Emergency Contact – Name / Relationship:_________________________________________________  

Telephone number: ______________________________________  

Insurance:______________________________________________ 

Policy Number: _________________________________________  

Group Number: _________________________________________  

Debit/Credit Card number:_________________________________  

Expiration Date:______________ CVV:_______________________ 

How did you hear about Thrive Center for Wellness? _________________________________________  
____________________________________________________________________________________  
____________________________________________________________________________________  

 

 
 
 
 
 
 
 

 
 



 

Cancellation/Attendance Policy 

We understand that life situations occur. It is important to your care and wellbeing that you adhere to 

your plan of care. It is your responsibility to know your appointment dates and times. Any cancellation 
of services requires a 24-hour notice. If you are unable to contact us at least 24 hours before your 
appointment or if you do not show up for a scheduled appointment, Thrive Center for Wellness  
reserves the right to charge half of the normal rate for reimbursement ($75). Insurances do not cover 
missed appointments and the fee will be charged to the card on file.    

If you have an emergency prior to your appointment and cannot make it, please call Thrive Center for  

Wellness as soon as possible to speak with a member of our treatment team.   

 

Patient Signature:___________________________ Date:____________________ 

​  

Fee Payment Policy 

Payment for services are due at the time of service. We require a form of payment to be on file prior 
to your first appointment. Co-payments, deductibles and self-pay fees are due on the day of service.  

Patient Signature____________________________ Date:____________________ 

 

SUBSTANCE USE SCREENS 

Thrive Center for Wellness utilizes urine toxicology screens (rapid and laboratory) as well as breath alcohol tests to  
monitor compliance of abstinence during treatment. Lab screens are also utilized to ensure medicine compliance  
while receiving services   
I am requesting treatment and I am authorizing Thrive Center for Wellness to administer routine services such as,  
but not limited to, the observed collection and testing of urine and other procedures necessary by those providing  
care and for which I voice no specific objection. By signing below, you are acknowledging and giving consent for  
Thrive Center for Wellness to conduct random urine toxicology screens and breath alcohol testing as a part of  
your treatment.  
IF YOU ARE NOT SEEKING HELP FOR SUD, PLEASE DISREGARD. 
 
I am opting out of this service_______ 
 
Patient signature:________________________________ Date:______________________ 

 

  

 

 



 
 

Statement of Patient Rights  

You shall have the right to obtain/receive quality treatment and services at Thrive Center for Wellness 
regardless of race, religion, sex, culture, age, emotional disability, physical disability, sexual orientation or HIV 
status. 

You Also have the right to: 

1.​ Humane, compassionate treatment and respect for personal dignity and individual experience. 
2.​ Have services provided in the least restrictive environment possible.  
3.​ Have your needs and problems addressed.  
4.​ Develop and revise an individualized treatment plan with your primary counselor.  
5.​ Participate in your discharge planning and continued care planning.  
6.​ Receive current information concerning your diagnosis, treatment plan, and prognosis in a language you 

can understand.  
7.​ Be treated with the highest quality and with equity regardless of the source of payment for services.  
8.​ Confidentiality of HIV/AIDS testing. 
9.​ Access legal counsel, or obtain a consultant, at your expense.  
10.​Review and receive a copy of the HIPAA Notification of Privacy.  
11.​Confidentiality. No communication shall be made to non-treatment center staff regarding your presence 

or progress in treatment without your expressed written consent.  
12.​Refuse treatment or any specified treatment procedure and a right to be informed of the consequences 

resulting from such refusal.  
13.​Receive from staff the names of alternate resources in the Central Illinois area.  
14.​Request a review of my Protected Health Information if I don't agree with a treatment decision. I may 

request an in-house review or obtain a consultant at my own expense.  
15.​Express a grievance or complaint related to any aspect of your treatment at Thrive Center for Wellness. 

Grievances of a serious nature can be taken to the facility’s director.  
16.​Consult with a financial counselor at Thrive Center for Wellness regarding the cost of services.  

On my own will, I am requesting and consenting to participation and/or admission into Thrive Center for  
Wellness for any of the following services: Assessment, Individual Therapy, Couples Therapy, Family  Therapy, 
Group Therapy, Risk Education, Medically Assisted Recovery, Medicine management or titration,  DUI 
treatment and/or diagnostic and therapeutic care. By signing this form, I am requesting treatment and  I am 
authorizing Thrive Center for Wellness to administer routine services and other procedures necessary  by those 
providing care and for which I voice no specific objection. My signature below indicates that I have  read and 
understand my rights as a patient at Thrive Center for Wellness. I also realize that I will be solely  responsible 
for any continual or periodic course of care that my counselor recommends should I decide to  receive 
treatment.  

Patient/Guardian signature________________________________________ Date:_________________ 

WItness signature:_______________________________________________ Date:_________________ 

 



 

                                       Acknowledgment of Informed Consent  

I understand that information about my treatment and communications with my therapist may not be  

released without my written authorization. However, these communications or this information may  
have to be revealed without my permission, as explained below:  

1. If necessary, to protect my safety or the safety of others.  

a. If I am clearly a danger to myself, my therapist may take steps to seek involuntary 
hospitalization and may also contact members of my family or others.  

b. If I threaten to harm or kill someone and my therapist believes I may carry out my threat or 

if my therapist believes I will attempt to seriously injure or kill someone, my therapist may:  

• Tell any reasonably identified victim  

• Notify the police  

• Arrange for me to be hospitalized.  

2. If necessary, to hospitalize me for psychiatric care.  

3. If my therapist believes a child, disabled person, or an elderly person in my care is suffering abuse 
or neglect.  

4. To provide information regarding my diagnosis, prognosis and course of treatment, or for the 

purposes of utilization review or quality assurance, to a third-party payer (referring to 
communication with insurance companies and other medical providers).  

5. In legal proceedings where I introduce my medical or emotional condition.  

6. For individuals consenting to DUI services only: Organizations providing a DUI evaluation or risk 
education intervention services shall disclose offender information as allowed by law. This includes 
allowing for the disclosure of evaluation and risk education to Illinois court officials, the Illinois Office of 
the Secretary of State, and other interested departments of the State of Illinois for the purpose of 
adjudicating and court monitoring of DUI cases, drivers’ license issues, and for monitoring licensed 
services.  

Additionally, I authorize my therapist to consult professional colleagues if needed to enhance the clinical  

services I receive.   

I have had the opportunity to discuss this informed consent statement with my therapist. I understand  

its meaning and consent to receiving services based on this understanding.   

Patient Signature:_______________________________ Date:__________________  

Witness Signature:______________________________  Date:__________________ 

 
 
 
 
 



HIPAA NOTICE OF PRIVACY PRACTICES   

THIS NOTICE DESCRIBES HOW PERSONAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS 
INFORMATION. PLEASE  REVIEW IT CAREFULLY.   

This Notice of Privacy Practices describes how we may use and disclose your Protected Health Information (PHI) to carry out treatment, payment, 
operations and for other  purposes that are permitted or required by law. It also describes your rights to access and control your PHI, which is 
information about you, including demographic information,  that may identify you and that relates to your past, present or future mental health and 
related health care services.   

Uses and Disclosures of Protected Health Information: Your PHI may be used and disclosed by our organization, our office staff and others outside of our 
office who are involved  in your care and treatment for the purpose of providing mental health care services to you, to pay your mental health care bills, to 
support the operation of the organization, and  any other use required by law.   

Treatment: We will use or disclose your PHI to provide, coordinate, or manage your mental health care and related services, including the coordination 
or management of your  care with a third party. For example, your PHI may be provided to a physician who referred you to ensure that the physician has 
the necessary information to treat you.   

Payment: Your PHI will be used, as needed, to obtain payment for your mental health care services. For example, your relevant PHI may be disclosed to 
your health insurance  provider to obtain approval for coverage.   

Healthcare Operations: We may use or disclose, as needed, your PHI in order to support the business activities of our organization. These activities 
include, but are not limited  to, quality assessment activities, employee review activities, and conducting or arranging for other business activities. For 
example, we may call you by name while you are at  our facility, and we may disclose your PHI to accrediting agencies as part of an accreditation survey.   

We may use or disclose your PHI in the following situation without your authorization: Under the law, we must make disclosures to you and when 
required by the Secretary of  the Department of Health and Human Services to investigate or determine compliance with its requirements.   

Other Permitted and Required Uses and Disclosures Will Be Made Only with Your Consent, Authorization or Opportunity to Object, unless required by law.   

You may revoke this authorization, at any time, in writing, except to the extent that your therapist or this organization has taken an action in reliance 
on the use or disclosure  indicated in the authorization.   

Your Rights: Following is a statement of your rights with respect to your PHI:   

You have the right to inspect and copy your PHI. Under federal law, however, you may not inspect or copy the following records: psychotherapy notes; 

information compiled in  reasonable anticipation of, or use in, a civil, criminal, or administrative action or proceeding, and PHI that is 
subject to law that prohibits access  to PHI. You have the right to request a restriction of your PHI. You may ask us not to use or 
disclose any part of your PHI for the purposes of  treatment, payment or healthcare operations. You may also request that any 
part of your PHI not be disclosed to family members or friends  who may be involved in your care or for notification purposes as 
described in this Notice of Privacy Practices. Your request must state the  specific restriction requested and to whom you want 
the restriction to apply. Our organization is not required to agree to a restriction that  you request. If our organization believes it 
is in your best interest to permit use and disclosure of your PHI, your PHI will not be restricted. You  then have the right to use 
another healthcare professional. You have the right to request to receive confidential communications from us by  alternative 
means or at an alternative location. You have the right to obtain a paper copy of this notice from us, upon request, even if you  
have agreed to accept this notice alternatively, e.g., electronically. You may have the right to have our organization amend your 
PHI. If we  deny your request for amendment, you have the right to file a statement of disagreement with us and we may 
prepare a rebuttal to your  statement and will provide you with a copy of any such rebuttal. You have the right to receive an 
accounting of certain disclosures we have  made, if any, of your PHI. We reserve the right to change the terms of this notice and 
will inform you of any changes. You then have the right  to object or withdraw as provided in this notice. Complaints: You may 
complain to us or to the Secretary of Health and Human Services if you believe we have  violated your privacy rights. You may file a complaint with us by 
notifying the director of Thrive Center for Wellness of your complaint. We will not retaliate against you for  filing a complaint. We are required by law to 
maintain the privacy of, and provide individuals with, this notice of our legal duties and privacy practices with respect to PHI. If  you have any questions 
concerning or objections to this form, please ask to speak with the director of Thrive Center for Wellness. Associated companies with whom we may  do 
business, such as an answering service or delivery service, are given only enough information to provide the necessary service to you. No mental health 
care information is  provided. We welcome your comments and questions. Please feel free to speak to us if you have any questions about how we protect 
your privacy. Our goal is always to  provide you with the highest quality services.   

I acknowledge that I was provided with a copy of the Notice of Privacy Practices INITIAL_____  

Patient orGuardian:_____________________________________________________Date:__________________ 

WItness_____________________________________________________________Date:________________ 

 

 

 

 

 

 



 
Tele mental Health Informed Consent   

I _________________________________, (name of client) hereby consent to participate in tele mental health 
with ______________________ (Thrive Center for Wellness)  as part of my psychotherapy. I understand that 
tele mental health is the practice of  delivering clinical health care services via technology assisted media or 
other electronic  means between a practitioner and a client who are located in two different locations.   
I understand the following with respect to tele mental health:   

1) I understand that I have the right to withdraw consent at any time without affecting my right to future 
care, services, or program benefits to which I would otherwise be entitled.  

2) I understand that there are risks and consequences associated with tele mental health, including but 
not limited to, disruption of transmission by technology failures, interruption and/ or breaches of 
confidentiality by unauthorized persons, and/or limited ability to respond to emergencies.  

3) I understand that there will be no recording of any of the online sessions by either party. All 
information disclosed within sessions and written records pertaining to those sessions are confidential 
and may not be disclosed to anyone without written authorization, except where the disclosure is 
permitted and/or required by law.  

4) I understand that the privacy laws that protect the confidentiality of my protected health information 
(PHI) also apply to tele mental health unless an exception to confidentiality applies (i.e. mandatory 
reporting of child, elder, or vulnerable adult abuse; danger to self or others; I raise mental/emotional 
health as an issue in a legal proceeding).  

5) I understand that if I am having suicidal or homicidal thoughts, actively experiencing psychotic 
symptoms or experiencing a mental health crisis that cannot be resolved remotely, it may be 
determined that telemental health services are not appropriate and a higher level of care is required.  

6) I understand that during a tele mental health session, we could encounter technical difficulties 
resulting in service interruptions. If this occurs, end and restart the session. If we are unable to reconnect 
within ten minutes, please call to discuss, since we may have to re schedule.  

7) I understand that my therapist may need to contact my emergency contact and/or 
appropriate authorities in case of an emergency.  
Emergency Protocols  
I need to know your location in case of an emergency. You agree to inform me of the address where you 
are at the beginning of each session. I also need a contact person who I may contact on your behalf in a 
life-threatening emergency only. This person will only be contacted to go to your location or take you to 
the hospital in the event of an emergency. In case of an emergency, my emergency contact person’s 
name:__________________________, address_____________________________________________, 
phone:_________________________. 
 I have read the information provided above and discussed it with my therapist. I understand the 
information contained in this form and all of my questions have been answered to my satisfaction.  
 
Signature of client/parent/legal 
guardian:______________________________________Date:_____________ 
Signature of therapist: 
_____________________________________________Date:______________ 

 

 
 
 
 



 
 

Release Of Information  

Authorization for Use / Disclosure of Health Information: I,  ____________________________, date of birth 
_______________,  voluntarily consent to authorize Thrive Center for Wellness to use or disclose my health 
information  during the term of this Authorization to the recipients that I have identified below.  

Recipient: I authorize my health care information to be released to the following recipient(s):  

Name:_______________________________________________________________________________ 

Purpose: I authorize the release of my health information for the following specific purpose: _________ 

____________________________________________________________________________________ 

Information to be Disclosed: I authorize the release of the following information: (check the applicable  

box below)  

□ All of my health information that the provider has in his/her possession, 
including information relating to any medical history, mental or physical condition 
and any treatment received.  

□ On the following records or types of health information: 

______________________________________________________________________ 

 Term: I understand that this Authorization will remain in effect: (check the applicable box below) 

 □ From the date of this Authorization until the ____________________________________ 

 □ Until the Provider fulfills this request.  

Refusal to Sign / Right to Revoke: I understand that signing this form is voluntary and that if I do not  
sign, it will not affect the commencement, continuation, or quality of my treatment at Thrive Center for  
Wellness. If I change my mind about granting the Authorization, I understand that I can revoke it by  
providing a written notice of revocation to Thrive Center for Wellness. The revocation will be effective  
immediately upon my health care provider’s receipt of my written notice, except that the revocation will  
not have any effect on any action taken by my health care provider in reliance on this Authorization  
before he/she receives my written notice of revocation.   

Patient Signature:_______________________________ Date:______________ 

Witness Signature:_____________________________ Date:_______________ If the individual is a minor 

or unable to sign this Authorization, please complete the information below:  

Name of Guardian / Representative:______________________ Date:___________ 

Witness Signature:____________________________________Date:___________ 



 

Text Message Consent Form  

This consent form is designed to ensure that clients understand the guidelines, risks, and 

conditions under which text messaging may be used as a communication tool with their 
therapist.  

Purpose and Scope. The purpose of this consent form is to outline the use of text messaging 

between the client and the therapist for administrative purposes, such as scheduling or 
rescheduling appointments. Text messaging will not be used for clinical discussions or sharing 
sensitive information.  

Risks of Text Messaging. While text messaging can be a convenient form of communication, it carries certain risks, 
including but not limited to  

Confidentiality Risks: Text messages can be intercepted, read by unintended recipients, or 
accessed by third parties.  

Security Risks: Mobile devices can be lost or stolen, potentially compromising the confidentiality of 
messages.  

Miscommunication Risks: Lack of non-verbal cues can lead to misunderstandings.  

Client Consent  

By signing this form, you acknowledge and agree to the following terms:  

1.Use of Text Messaging:  - Text messaging will be used solely for administrative purposes, such as scheduling or 
confirming appointments. Clinical discussions or therapeutic content will not be communicated via text message. 
2. Confidentiality and Security:  Efforts will be made to ensure the confidentiality and security of 
text messages, including using secure messaging platforms compliant with HIPAA standards 
whenever possible.  It is your responsibility to ensure your mobile device is secure and to delete 
messages when no longer needed.  
3.Professional Boundaries:  Text messaging will be conducted during regular business hours, and 
response times may vary. Text messaging should not be used for emergency situations. In case of 
an emergency, please call 911 or visit the nearest emergency room.  
4. Revocation of Consent: You may revoke your consent to communicate via text message at any 
time by notifying your therapist in writing. Upon revocation, text messaging will cease 
immediately.  

Acknowledgment and Agreement  

I have read and understood the above information regarding the use of text messaging. I 
understand the risks associated with text messaging and agree to the terms outlined in this consent 
form.  

Client Signature: _______________________________________ Date:____________ 

Therapist Signature: ____________________________________ Date:____________ 

By signing this form, both parties agree to adhere to the guidelines and conditions set forth for the use of text 

messaging in the therapeutic relationship.  


