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The following information will help your therapist better understand what adverse childhood experiences 
(ACEs) to which you have had exposure.  The ACE Score attributes one point to each question that has 
an affirmative response.  The higher the score the greater your exposure to adverse childhood 
experiences and the greater the risk of negative consequences in adulthood. 


1. While you were growing up, during your first 18 years of life:
Did a parent or other adult in the household often or very often swear at you, insult you,
put you down, or humiliate you, or act in a way that made you afraid that you might be
physically hurt?


 Yes 
 No 


2. While you were growing up, during your first 18 years of life:
Did a parent or other adult in the household often or very often push, grab, slap, or throw
something at you or ever hit you so hard that you had marks or were injured?


 Yes 
 No 


3. While you were growing up, during your first 18 years of life:
Did an adult or person at least 5 years older than you ever touch or fondle you or have you
touch their body in a sexual way or attempt or actually have oral, anal, or vaginal
intercourse with you?


 Yes 
 No 


4. While you were growing up, during your first 18 years of life:
Did you often or very often feel that no one in your family loved you or thought you were
important or special or your family didn’t look out for each other, feel close to each other,
or support each other?


 Yes 
 No 


5. While you were growing up, during your first 18 years of life:
Did you often or very often feel that you didn’t have enough to eat, had to wear dirty
clothes, and had no one to protect you, or your parents were too drunk or high to take
care of you or take you to the doctor if you needed it?


 Yes 
 No 


6. While you were growing up, during your first 18 years of life:
Were your parents ever separated or divorced?


 Yes 
 No 







ACEs Questionnaire 


____________________________________ 
Client Name


108 N. Front Street, Suite C, Townsend, MT 59644    |    Office: 406.980.0672    |    Fax: 888.972.9114    |    www.infinitehopellc.com 
2/2 


7. While you were growing up, during your first 18 years of life:
Was your mother or stepmother often or very often pushed, grabbed, slapped, or had
something thrown at her or sometimes, often, or very often kicked, bitten, hit with a fist, or
hit with something hard or ever repeatedly hit at least a few minutes or threatened with a
gun or knife?


 Yes 
 No 


8. While you were growing up, during your first 18 years of life:
Did you live with anyone who was a problem drinker or alcoholic or who used street
drugs?


 Yes 
 No 


9. While you were growing up, during your first 18 years of life:
Was a household member depressed or mentally ill, or did a household member attempt
suicide?


 Yes 
 No 


10. While you were growing up, during your first 18 years of life:
Did a household member go to prison?


 Yes 
 No 


SCORE  Please add up your ‘yes’ answers.  This is your ACE Score: __________ 


Which if any of the ACEs that you answered ‘yes’ to above still bother you today? 
_________________________________________________________________________________________________________ 


_________________________________________________________________________________________________________ 





		Client Name: 

		physically hurt: Off

		something at you or ever hit you so hard that you had marks or were injured: Off

		intercourse with you: Off

		or support each other: Off

		care of you or take you to the doctor if you needed it: Off

		Were your parents ever separated or divorced: Off

		ACEs Questionnaire: 

		gun or knife: Off

		Did you live with anyone who was a problem drinker or alcoholic or who used street: Off

		suicide: Off

		Did a household member go to prison: Off

		Please add up your yes answers This is your ACE Score: 

		Which if any of the ACEs that you answered yes to above still bother you today 1: 

		Which if any of the ACEs that you answered yes to above still bother you today 2: 
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Authorization for Release of Information 


 _____________________________  ____________  ___________________ 
Client  Date of Birth              Social Security Number 


 REQUEST I hereby request and authorize the following identified individual, agency, and/or 
organization to release to Infinite Hope Counseling LLC the specified information 
identified below. 


 RELEASE I hereby authorize Infinite Hope Counseling LLC to release and disclose the specified 
information identified below to the following identified individual, agency, and/or 
organization. 


____________________________________________________ 
Name of Person or Department 


____________________________________________________ 
Agency/Organization


____________________________________________________ 
Mailing Address


____________________________________________________ 
City, State & Zip


________________________    __________________________ 
Telephone Number Fax Number


To request from or release to Infinite Hope Counseling LLC the following information: 
 Intake Note 
 Progress Notes/Reports 
 Treatment Plan 
 Diagnosis 
 Prognosis 
 Termination Note/Summary 


 Medical History 
 Psychological Evaluation/Report 
 Psychiatric Evaluation/Report 
 Psychosocial Evaluation/Report 
 Educational Record/Report 
 Telephone Consultation 


 Information relevant to coordinating care  Emergency Contact 
 Other _________________________________________________________ 


The purpose(s) for which information is to be released: 
 Continuity of Care 
 Consultation 
 Referral 
 Other _________________________________________________________ 


The information you designate for disclosure will be disclosed from records protected by HIPAA privacy 
standards and federal confidentiality regulations (42 CFR Part 2). The federal rules prohibit the recipient of the 
information from making any further disclosure of this information, unless further disclosure is expressly 
permitted by your written authorization, or as otherwise permitted by state and federal regulations. A general 
authorization for the disclosure of medical or other information is NOT sufficient for this purpose.


I understand that this authorization is valid until its expiration 12 months from the date signed below.  I further 
understand that I may revoke this authorization in writing at any time, except for actions that have already 
been taken prior to a revocation request.  Infinite Hope Counseling LLC and its authorized representatives are 
hereby released from any legal responsibility or liability for disclosure of the above information to the extent 
indicated and authorized. 


___________________________________________ 
Client Signature or Parent/Guardian Signature (mandatory if client is a minor)


___________________________________________  
Witness Signature


_____________________ 
Date


_____________________ 
Date



Jennifer Beatty
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CLIENT INFORMATION 


Client’s Name: (Last) __________________________ (First) _____________________ (MI) ____  


Client’s Address:____________________________________ City:____________________ State:_______ Zip:______________ 


Client’s DOB: _____/_____/_____     Gender:  Female   Male       SS#: _______________ 


Cell #: (_____) _____-_________ Home #: (_____) _____-_________ Work #: (_____) _____-_________  


► If you do not have or you do not wish to use insurance coverage, please skip to the responsible party for payment section.


SUBSCRIBER’S INFORMATION 
If the client is the subscriber, please disregard this section. N/A 


Subscriber’s Name: (Last) __________________________ (First) _____________________ (MI) ____  


Subscriber’s Address:____________________________________ City:____________________ State:_______ Zip:______________ 


Subscriber’s DOB: _____/_____/_____    Gender:  Female       Male           SS#: _________________  


Cell #: (_____) _____-_________ Home #: (_____) _____-_________ Work #: (_____) _____-_________  


Relationship to Client: Self      Spouse     Parent/Legal Guardian      Other      specify: _______________ 


PRIMARY INSURANCE 
Infinite Hope Counseling LLC must have a copy of this insurance card, or your insurance carrier may not be billed properly. N/A 


Primary Insurance Name: ___________________________________________________ Phone #: (_____) _____-_________ 


Address:____________________________________ City:____________________ State:_______ Zip:______________ 


Subscriber ID Number: _______________________     Group Number: _______________     Group Name: _______________________ 


Insured Through: Self    Employer  Employers Name: _____________________________________     Other  specify:_______________ 


SECONDARY INSURANCE 
Infinite Hope Counseling LLC must have a copy of this insurance card, or your insurance carrier may not be billed properly. N/A 


Secondary Insurance Name: ___________________________________________________ Phone #: (_____) _____-_________ 


Address:____________________________________ City:____________________ State:_______ Zip:______________ 


Subscriber ID Number: _______________________     Group Number: _______________     Group Name: _______________________ 


Insured Through: Self    Employer  Employers Name: _____________________________________     Other  specify:_______________ 


RESPONSIBLE PARTY FOR PAYMENT 
if different from client or subscriber N/A 


Responsible Party’s Name (Last) __________________________ (First) _____________________ (MI) ____   


Address:____________________________________ City:____________________ State:_______ Zip:______________ 


Subscriber’s DOB: _____/_____/_____    Gender:  Female        Male SS#: _________________  


Cell #: (_____) _____-_________ Home #: (_____) _____-_________ Work #: (_____) _____-_________  


Relationship to Client: Spouse         Parent/Legal Guardian        Other      specify:_______________ 
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FINANCIAL AGREEMENT 
To make sure we are operating on the same agreement regarding sessions, Infinite Hope Counseling LLC has defined the following guidelines.  Once 
you have agreed upon an appointment time, you are responsible for that time.  If you foresee that you cannot keep the appointment time, you will need 
to give Infinite Hope Counseling LLC at least a 24-hour cancellation notice or you will be charged for the time.  Medical emergencies are acceptable for 
short notice (please call the office and leave a message if you have a medical emergency cancellation). 


Infinite Hope Counseling LLC’s fees are fair and competitive. Here are the standard rates: 
• Initial Evaluation:     $165.00 
• Individual Psychotherapy, 45-50 minutes:  $110.00 
• Individual Psychotherapy, 55-65 minutes  $165.00 
• Couples or Family Psychotherapy, 45-50 minutes:  $125.00 
• Group Psychotherapy, 45-50 minutes:       $55.00 


Full payment is due at the time of service unless Infinite Hope Counseling LLC is a participating member to your insurance plan. Insurance coverage is a 
contract between you and your insurance company.  It is your responsibility to know and provide the limitations on your plan’s coverage.   In some 
cases, Infinite Hope Counseling LLC may be a party to this contract.  Please ask if Infinite Hope Counseling LLC is a participating member to your 
insurance plan; otherwise, deductibles and reduced benefits may apply. Your copayment is due at the beginning of each session.  Fees will vary with the 
type of services provided.  Cash, credit card, or check is accepted.  Please make checks payable to Infinite Hope Counseling LLC. The service charge 
for returned items is $55.   


Infinite Hope Counseling LLC will handle your claim according to the agreement with your insurance company.  You must notify Infinite Hope Counseling 
LLC of any changes in your coverage within 15 days of the change.  Infinite Hope Counseling LLC will not become involved in disputes between you and 
your insurance company (i.e., deductibles, co-payments, coverage changes, secondary insurance) other than to supply factual information as 
necessary.  You are responsible for all non-contractual fees unpaid by your insurance company. 


Infinite Hope Counseling LLC is not a participating Medicare provider.  Infinite Hope Counseling LLC will provide you with information required by 
Medicare for an accurate billing in the event you wish to request reimbursement for payment of services. 


For the processing of third party claims, Infinite Hope Counseling LLC utilizes TherapyNotes, a HIPAA-compliant, web-based mental health practice 
management program that includes integrated billing. 


COLLECTION 
Timely payment is expected.  In the event that your balance goes unpaid, Infinite Hope Counseling LLC will turn your account over to a collection 
agency.  Any fees incurred by Infinite Hope Counseling LLC to collect on your bill will be your added responsibility.  I understand that should I default on 
payment of my account and collection agency services are required, all costs of collections up to 40% of the balance, including attorney/court costs, will 
be added to the balance of my account.  Please direct all billing inquiries to (406) 980-0672.   


AUTHORIZATION & INSURANCE COMPANY RELEASE OF INFORMATION 


I/We hereby authorize Infinite Hope Counseling LLC to disclose to my/our insurance company(s), listed above, the following information:  patient name, 
date(s) of service, service(s) provided, and diagnosis, to be used for the purpose of insurance evaluation and reimbursement, unless otherwise specified 
in a separate authorization to disclose additional clinical information.   


This information will be disclosed to the above insurance company from records whose confidentiality is protected by Montana and/or federal law.  
These regulations prohibit the above insurance company from making any further disclosure of this information without prior written consent. I/We 
understand that I/we have no obligation whatsoever to disclose any information from my/our record.  I/We understand that I/we may revoke this consent 
at any time by notifying Infinite Hope Counseling LLC or the above-noted person, organization, or agency, in writing and/or by specifying an event or 
condition upon which my/our consent will expire without revocation.  I/We have read or had this form read and explained to me and I/we understand its 
contents. 


I/We have completed the above to the best of my/our ability and fully understand the importance of this relationship. I/We have reviewed the terms in the 
document, and agree to abide by the terms as outlined for services provided by Infinite Hope Counseling LLC. With my/our signature I/we give my/our 
consent to provide the necessary information for any and all billing of the services rendered.  


__________________________________________________________ 
Client Signature 


__________________________________________________________ 
Parent/Legal Guardian Signature  mandatory if client is a minor 


______________________ 
Date


______________________ 
Date
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INSTRUCTIONS: Please answer these questions to help assist the clinician in understanding the client’s needs and concerns.  
When the clinician agrees to treat a couple or a family, the couple or family is considered to be the client.  For the purpose of this 
form, you must choose who the "client" will be.  Usually, it is the individual covered by insurance, if you have insurance coverage. 


Please check the category below that best matches the client’s treatment request. 
 Individual Adult Issues    
 Child/Adolescent Issues    


 Couple/Marriage Issues 
 Family Issues 


CLIENT INFORMATION 
Client’s Name: (Last) __________________________ (First) _____________________ (MI) ____  


Client’s Address:____________________________________ City:____________________ State:_______ Zip:______________ 


Client’s DOB: _________________  Gender:  Female   Male       SS#: ________________     Marital Status: ____________ 


Cell #: _______________________  Home #: ________________________ Work #: ________________________ 


Email: ___________________________________________________ 


COMMUNICATION AUTHORIZATION 
OK to send mail? Yes   No OK to send email?  Yes   No 
OK to call cell?   Yes   No OK to leave voicemail message on cell?  Yes   No 
OK to call home? Yes   No OK to leave voicemail message at home? Yes   No 
OK to call work? Yes   No OK to leave voicemail message at work? Yes   No 
OK to text cell? Yes   No 


PARTNER OR PARENT/LEGAL GUARDIAN INFORMATION 
If minor is in state custody, the state representative must complete the appropriate questions within this section. N/A 


Name: (Last) __________________________ (First) _____________________ (MI) ____  


Address:____________________________________ City:____________________ State:_______ Zip:______________ 


DOB:________________     Gender:  Female   Male       SS#: ________________     Marital Status: ____________  


Cell #: _______________________  Home #: ________________________ Work #: ________________________ 


Email: ___________________________________________________ 


Relationship: Spouse    Parent/Legal Guardian    Other  specify______________________ 


EMERGENCY CONTACT 


 Release Signed? Name: (Last) __________________________ (First) _____________________ (MI) ____


Cell #: _______________________  Home #: ________________________ Work #: ________________________ 


Relationship: Spouse    Parent/Legal Guardian    Other  specify______________________ 


PRIMARY CARE PROVIDER 
Name: ___________________________________________________________________   Release Signed? 


Agency: __________________________________________________________________ 


Address:____________________________________ City:____________________ State:_______ Zip:______________ 


Office #: _______________________ Fax #: _______________________ 


OTHER PARTICIPATING FAMILY MEMBERS N/A 


_______________________________________________ _________________ __________  Release Signed? 
Name  Relationship  to Client Date of Birth 


_______________________________________________ _________________ __________  Release Signed? 
Name  Relationship  to Client Date of Birth 


_______________________________________________ _________________ __________  Release Signed? 
Name  Relationship  to Client Date of Birth
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PRESENTING PROBLEM 
What is client’s current reason for seeking therapy? 


Please check all that are areas of concern for the client: 
 Anger Management Problems 
 Anxiety, Stress, and/or Panic 
 Attachment Problems 
 Behavior Problems 
 Depression 
 Domestic Violence 
 Eating Problems 
 Grief & Loss 
 Irritability 


 Low Self-Esteem 
 Medical Issues 
 Memory Problems  
 Mood Problems 
 Obsessions and/or Compulsions 
 Parenting 
 Relationship Concerns 
 Sexual Concerns 
 Sleep Difficulties 


 Social Problems 
 Substance Use 
 Suicidal/Homicidal Thoughts 
 Trauma 
 Other 


_____________________________
____________________________ 


Is the client experiencing any suicidal and/or homicidal thoughts at this time?  No    Yes  
Does the client have any previous suicide attempts, self-destructive behaviors, or violent behaviors?  No    Yes 


MEDICATION INFORMATION 


Are you taking any medication for anxiety, depression, or stress? No  Yes  If yes, identify the medication and dosage below: 


STRESSORS 


In the last 4 weeks, how much have you been bothered by any of the following problems? 
Not 


bothered 
Bothered 


a little 
Bothered 


a lot 
Worrying about your health 
Your weight or how you look 
Little or no sexual desire or pleasure during sex 
Difficulties with husband/wife, partner/lover, or boyfriend/girlfriend 
The stress of taking care of children, parents, or other family members 
Stress at work outside of the home or at school 
Financial problems or worries 
Having no one to turn to when you have a problem 
Something bad that happened recently 
Thinking or dreaming about something terrible that happened to you 
in the past —like your house being destroyed, a severe accident, 
being hit or assaulted, or being forced to commit a sexual act 


In the last year, have you been hit, slapped, kicked, or otherwise physically hurt by someone, or has anyone forced you to have an 
unwanted sexual act?  No   Yes  


What is the most stressful thing in your life right now? ____________________________________________________________ 


I attest that the information provided in or attached to this questionnaire is complete, accurate, and true to the best of my knowledge. 


______________ 
Date


____________________________________________________ 
Client Signature or Parent/Legal Guardian Signature (mandatory if client is a minor)
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Harborview Trauma Screen 


Name: Date: 


Stressful or scary events happen to many kids.  Below is a list of stressful and scary events that 
sometimes happen.  Mark YES if it happened to you.  Mark NO if it didn’t happen to you. 


1. Serious natural disaster like a flood, tornado, hurricane, earthquake or fire. Yes No 
2. Serious accident or injury like a car/bike crash, dog bite, sports injury. Yes No 
3. Robbed by threat, force or weapon. Yes No 
4. Slapped, punched, or beat up by someone in your family. Yes No 
5. Slapped, punched, or beat up by someone not in your family. Yes No 
6. Seeing someone in your family slapped, punched or beat up. Yes No 
6a. Hearing someone in your family (or knowing about someone in your family) being 


slapped, punched or beat up. Yes No 
7. Seeing someone in the community slapped, punched or beat up. Yes No 
8. Someone older touching your private parts when they shouldn’t. Yes No 
9. Someone forcing or pressuring sex or sexual acts when you couldn’t say no. Yes No 
10. Someone close to you dying suddenly or violently. Yes No 
11. Attacked, stabbed, shot at or hurt badly. Yes No 
12. Seeing someone attacked, stabbed, shot at, hurt badly or killed. Yes No 
13. Stressful or scary medical procedure. Yes No 
14. Being around war. Yes No 
15. Suicide attempted or completed by a family member. Yes No 
16. Suicide attempted or completed by a friend. Yes No 
17. Family members taken away by police. Yes No 
18. Family members ill/sick for a long time. Yes No 
19. Family members dying. Yes No 
20. Being bullied. Yes No 
21. Being told that you are no good. Yes No 
22. Having to move. Yes No 
23. Other stressful or scary event? Yes No 


Describe: 


Which one is bothering you the most now? 


If you answered NO to all of the above questions, STOP. 
If you answered YES to any of the above questions, please complete the rest of this form. 


Afraid I would die or be hurt badly. Yes No 
Afraid someone else would die or be hurt badly. Yes No 
Helpless to do anything. Yes No 
Ashamed or disgusted. Yes No 
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Welcome to Infinite Hope Counseling LLC.  We are pleased that you selected this practice for your therapy, and 
we’re sincerely looking forward to assisting you. This document is designed to inform you about what you can expect 
from us, policies regarding confidentiality, emergencies, and several other details regarding your treatment here at 
Infinite Hope Counseling LLC.  Although providing this document is part of an ethical obligation to our profession; 
more importantly, it is part of our commitment to you, to keep you fully informed of every part of your therapeutic 
experience. Please know that your relationship with us is a collaborative one, and we welcome any questions, 
comments, or suggestions regarding your course of therapy at any time.  


BENEFITS & RISKS OF PSYCHOTHERAPY 


Participation in therapy can result in a number of benefits to you, including improved interpersonal relationships and 
resolution of the specific concerns that led you to seek therapy. Working toward these benefits requires effort on your 
part. Psychotherapy requires your active involvement, honesty, and openness in order to change your thoughts, 
feelings, and/or behavior. We will ask for your feedback and views on your therapy and its progress. Sometimes more 
than one approach can be helpful.  


During the initial evaluation or the course of therapy, remembering unpleasant events, feelings, or thoughts may 
result in your experiencing considerable discomfort, strong feelings, anxiety, depression, insomnia, etc. We may 
challenge some of your assumptions or perceptions or propose different ways of thinking about or handling situations 
that may cause you to feel upset, angry, or disappointed. Attempting to resolve issues that brought you into therapy 
may result in changes that were not originally intended. Psychotherapy may result in decisions to change behaviors, 
employment, substance use, schooling, housing, or relationships. Change can sometimes be quick and easy, but 
more often it can be gradual and even frustrating. There is no guarantee that psychotherapy will yield positive or 
intended results.  


TERMINATION AND FOLLOW-UP 


Deciding when to stop our work together is meant to be a mutual process. Before we stop, we will discuss how you 
will know if or when to come back or whether a regularly scheduled "check-in" might work best for you. If it is not 
possible for you to phase out of therapy, we recommend that we have closure on the therapy process with at least 
one termination session. 


Noncompliance with treatment recommendations may necessitate early termination of services. We will look at your 
issues with you and exercise our educated judgment about what treatment will be in your best interest.  


Your responsibility is to make a good faith effort to fulfill the treatment recommendations to which you have agreed. If 
you have concerns or reservations about our treatment recommendations, we strongly encourage you to express 
them so that we can resolve any possible differences or misunderstandings.  


If during our work together we assess that we are not effective in helping you reach your therapeutic goals, we are 
obliged to discuss this with you and, if appropriate, terminate treatment and give you referrals that may be of help to 
you. If you request it and authorize it in writing, we may talk to the psychotherapist of your choice (with your 
permission only) in order to help with the transition. If at any time you want another professional's opinion or wish to 
consult with another therapist, we will assist you in finding someone qualified. You have the right to terminate 
treatment at any time. If you choose to do so, we will offer to provide you with names of other qualified professionals 
whose services you might prefer.  


If you commit violence to, verbally or physically threaten or harass us, the office, or our families, we reserve the right 
to terminate your treatment unilaterally and immediately. Failure or refusal to pay for services after a reasonable time 
is another condition for termination of services. Please contact us to make arrangements any time your financial 
situation changes.  
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DUAL RELATIONSHIPS 


Therapy never involves sexual, business, or any other dual relationships that could impair our objectivity, clinical 
judgment or therapeutic effectiveness or could be exploitative in nature. It is possible that during the course of your 
treatment, we may become aware of other preexisting relationships that may affect our work together, and we will do 
our best to resolve these situations ethically, but this may entail our needing to stop working together, depending 
upon the type of conflict. Please discuss this with us if you have questions or concerns.  


CONFIDENTIALITY & RECORDS 


As a psychotherapy client, you have privileged communication. This means that your relationship with us as a client, 
all information disclosed in our sessions, and the written and electronic health records of those sessions are 
confidential and may not be revealed to anyone without your written permission, except where law requires 
disclosure. Most of the provisions explaining when the law requires disclosure are described in our Notice of Privacy 
Practices.  


When Disclosure Is Required by Law: Disclosure is required when there is a reasonable suspicion of child, 
dependent adult, or elder maltreatment (abuse or neglect), when a client presents a danger to self or to others, or is 
gravely disabled.  


When Disclosure May Be Required: Disclosure may be required in a legal proceeding. If you place your mental 
status at issue in litigation that you initiate, the defendant may have the right to obtain your psychotherapy records 
and/or my testimony. If you have not paid your bill for treatment for a long period of time, your name, payment record, 
and last known address may be sent to a collection agency or small claims court.  


In couples or relationship therapy, or when different family members are seen individually, confidentiality and privilege 
do not apply between the couple or among family members. We will use our clinical judgment when revealing such 
information.  


Emergencies: If there is an emergency during our work together in which we become concerned about your 
personal safety, the possibility of you injuring someone else, or about you receiving psychiatric care, we will do 
whatever we can within the limits of the law to prevent you from injuring yourself or another, and to ensure that you 
receive appropriate medical care. For this purpose we may contact the Emergency Contact whose name and 
information you have provided on your Client Questionnaire.  


Health Insurance and Confidentiality of Records: Your health insurance carrier may require disclosure of 
confidential information in order to process claims. Only the minimum necessary information will be communicated to 
your insurance carrier, including diagnosis, the date and length of our appointments, and what services were 
provided. Often the billing statement and your company's claim form are sufficient. Sometimes treatment summaries 
or progress toward goals are also required.  


Confidentiality of E-mail, Voice Mail, and Fax Communication: E-mail, voice mail, and fax communication can be 
accessed by unauthorized people, compromising the privacy and confidentiality of such communication.  However, 
Infinite Hope Counseling LLC utilizes services that have sought and received security certification consistent with the 
Health Insurance and Portability Act (HIPAA). 


Infinite Hope Counseling LLC uses the following Google Apps services (Gmail, Google Calendar, and Google Drive) 
along with the Google Apps Vault, which archives user data from these three services.  Google sought and received 
security certifications, which include HIPAA for those apps only.  We have access to data from those Google Apps on 
the office telephone, office tablets, and office computers, all of which are password-protected and can be disabled 
remotely if necessary.   


Infinite Hope Counseling LLC also utilizes RingCentral Office, a cloud-based telephone system (call handling, texting, 
and voicemail) and RingCentral Fax, a HIPAA-compliant cloud-based fax system for electronic faxes.  Please notify 
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us at the beginning of treatment if you would like to avoid or limit in any way the use of any or all of these 
communication devices. Please do not contact me via email or faxes for emergencies.  


Infinite Hope Counseling LLC utilizes TherapyNotes, a HIPAA-compliant, web-based mental health practice 
management program for client scheduling, electronic-medical records, and integrated billing. 


Consultation: We consult regularly with other professionals regarding our clients in order to provide you with the 
best possible service. Names or other identifying information are never mentioned; client identity remains completely 
anonymous and your confidentiality will be fully maintained. If, for some reason, we believe it is important to consult 
with another professional in-depth, and we believe identifying information about you may be shared, we will have you 
sign a release of information allowing us to share this information. Without such a release, we will not consult with 
another professional providing information that might lead another person to be able to identify you.  


Release of Information: Considering all of the above exclusions, upon your request and with your written consent, 
we may release limited information to any person/agency you specify, unless we conclude that releasing such 
information might be harmful to you. If we reach that conclusion, we will explain the reason for denying your request. 


TECHNOLOGY STATEMENT 


In our ever-changing technological society, there are several ways we could potentially communicate and/or follow 
each other electronically. It is of utmost importance to us that we maintain your confidentiality, respect boundaries, 
and ascertain that your relationship with us remains therapeutic and professional. Therefore, Infinite Hope Counseling 
LLC has developed the following policies:  


Cell phones: It is important for you to know that cell phones may not be completely secure and confidential. 
However, we realize that most people have and utilize a cell phone. Your therapist may also use a cell phone to 
contact you. If this is a concern for any reason, please feel free to discuss this with your therapist. 


Electronic Communications (Email & Text Messages): We cannot ensure the confidentiality of any form of 
communication through electronic media, including text messages. You are also advised that any email sent to us via 
computer in a work-place environment is legally accessible by an employer. If you prefer to communicate via email or 
text messaging for issues regarding scheduling or cancellations, we will do so. While we may try to return messages 
in a timely manner, we cannot guarantee immediate response and request that you do not use these methods of 
communication to discuss therapeutic content and/or request assistance for emergencies. 


We are ethically and legally obligated to maintain records of each time we meet, talk on the phone, or correspond via 
electronic communication such as email or text messaging. These records may include a brief synopsis of the 
conversation along with any observations or plans for the next meeting. A judge can subpoena your records for a 
variety of reasons, and if this happens, we must comply. 


Social Networking: It is our policy not to accept friend or contact requests from current clients on any social 
networking site (Facebook, LinkedIn, etc).  We believe that adding clients as friends or contacts on these sites can 
compromise your confidentiality and our respective privacy.  It may also blur the boundaries of our therapeutic 
relationship.  You are welcome to follow Infinite Hope Counseling’s Facebook site.  However, please do so only if you 
are comfortable with the general public being aware of the fact that your name is attached to Infinite Hope Counseling 
LLC. If you have questions about this, please bring them up when we meet and we can talk more about it. 


Internet Searches: While our present or potential clients might conduct online searches about the practice and/or us, 
we do not search my clients with Google, Facebook, or other search engines unless there is a clinical need to do so, 
as in the case of a crisis or to assure your physical wellbeing. If clients ask us to conduct such searches or review 
their websites or profiles and we deem that it might be helpful, we will consider it on a case by case basis and only 
after discussing possible impacts to our professional relationship and your privacy. 
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In summary, technology is constantly changing, and there are implications to all of the above that we may not realize 
at this time. Please feel free to ask questions, and know that we are open to any feelings or thoughts you have about 
these and other modalities of communication 


MENTAL HEALTH EMERGENCIES 


We are considered to be outpatient therapists, and we are set up to accommodate individuals who are reasonably 
safe and resourceful. We do not carry beepers, nor are we available at all times. If at any time this does not feel like 
sufficient support, please inform us, and we can discuss additional resources or transfer your case to a therapist or 
clinic with 24-hour availability. Generally, we will return phone calls within 24-48 hours. If you have a mental health 
emergency, we urge you NOT to wait for a call back, but to do one or more of the following:  


• Call or text 911


• Go to your nearest emergency room


• Call the Suicide Prevention Lifeline at 1-800-273-TALK (8255)


• Use the Crisis Text Line by texting ‘MT’ to 741-741


• Call the Center for Mental Health’s Crisis Line at 1-888-718-2100


I am requesting and consenting to the following services: 
 Initial Assessment/Mental Health Evaluation  
 Counseling/Psychotherapy (individual, couples, family, or group) 
 Other Services: _____________________________________________________________ 


Please sign and date below indicating that you have read and understand the contents of this form, that you agree to 
the policies of your relationship with us, and that you consent to the professional services of Infinite Hope Counseling 
LLC. 


____________________________________________________  ____________ 
Client Signature Date


____________________________________________________  ____________ 
Client/Partner Signature Date


____________________________________________________  ____________ 
Parent/Legal Guardian Signature  mandatory if client is a minor Date 


____________________________________________________  ____________ 
Therapist/Representative of Infinite Hope Counseling LLC Date


I acknowledge the receipt of Infinite Hope Counseling LLC’s Notice of Privacy Practices. I understand that 
this notice may be made available to me on Infinite Hope Counseling LLC’s website, but that I may 
always request a printed copy if I am unable to access it.  


____________________________________________________  ____________ 
Client Signature Date


____________________________________________________  ____________ 
Client/Partner Signature Date


____________________________________________________  ____________ 
Parent/Legal Guardian Signature  mandatory if client is a minor Date 


____________________________________________________  ____________ 
Therapist/Representative of Infinite Hope Counseling LLC Date
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Client Name ___________________________________________________________ 


This document contains important information about our decision (yours and mine) to resume in-person 
services in light of the COVID-19 public health crisis. Please read this carefully and let me know if you 
have any questions. When you sign this document, it will be an official agreement between us.  


Decision to Meet Face-to-Face 
We have agreed to meet in person for some or all future sessions. If there is a resurgence of the 
pandemic or if other health concerns arise, however, I may require that we meet via telehealth. If you 
have concerns about meeting through telehealth, we will talk about it first and try to address any issues. 
You understand that, if I believe it is necessary, I may determine that we return to telehealth for 
everyone’s well-being.  


If you decide at any time that you would feel safer staying with, or returning to, telehealth services, I will 
respect that decision, as long as it is feasible and clinically appropriate. Reimbursement for telehealth 
services, however, is also determined by the insurance companies and applicable law, so that is an issue 
we may also need to discuss.  


Risks of Opting for In-Person Services 
You understand that by coming to the office, you are assuming the risk of exposure to the coronavirus (or 
other public health risk). 


Your Responsibility to Minimize Exposure 
To obtain services in-person, you agree to take certain precautions which will help keep everyone (you, 
me, our families, and my other patients) safer from exposure, sickness and possible death. Adherence to 
these safeguards may impact whether we do in-person or telehealth sessions. You agree to: 


• Keep your in-person appointment only if you are symptom-free for any illness.
• You agree to cancel the appointment or proceed using telehealth, if you have an elevated


temperature (100ºF or more), or if you have other symptoms of the coronavirus. If you wish to
cancel for this reason, I will not charge you a cancellation fee.  Please note that no-shows may
still incur a fee.


• Wait in your vehicle or outside until no earlier than 5 minutes before our appointment time OR text
me from your vehicle/outside when you arrive (406.980.0672). I will give you the thumbs up emoji
when I am ready for you to come into the office suite.  The waiting room is closed, but my office
door will be open and ready for you to enter.


• Please avoid touching unnecessary surfaces and avoid using the beverage area.  I will disinfect
between each session.


• Wash your hands and/or use alcohol-based hand sanitizer before entering the office.
• Limit use of the building bathrooms.
• Please wear a mask when entering and exiting the suite and my office. I will wear one as well.


Masks may be removed during the session as we will maintain a social distance of 6 or more feet
during the session.  There will be no physical contact (e.g., shaking hands).


There will be NO FEE for late cancellations if you are sick (no-shows may still be charged). Please 
CANCEL if you feel ill or have been around someone who feels ill.  Telehealth sessions can be made 
available on a one-time or regular basis. Ask about telehealth to ensure you have a signed Telehealth 
Informed Consent on file and instructions provided.  
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I may change the above precautions if additional local, state, or federal orders or guidelines are 
published. If that happens, we will talk about any necessary changes. 


My Responsibility to Minimize Exposure 
My practice has taken steps to reduce the risk of spreading the coronavirus within the office, and we have 
posted our efforts on our website and in the office. Please let me know if you have questions about these 
efforts.  


• The space will be sterilized between each in-person session (anything touched will be sprayed
down with bleach).


• Office items have been removed to reduce germs in the space.
• Seating areas will be separated by over 6 feet.
• Sanitizer will be available.


If I am exposed or symptomatic in any way, I will resume telehealth full-time until resolved per CDC 
standards. 


If You or I Are Sick 
You understand that I am committed to keeping you, me, and all of our families safe from the spread of 
this virus. If you show up for an appointment and I believe that you have a fever or other symptoms, or 
believe you have been exposed, I will have to require you to leave the office immediately. We can follow 
up with services by telehealth as appropriate.  If I test positive for the coronavirus, I will notify you so that 
you can take appropriate precautions.  


Your Confidentiality in the Case of Infection 
If you have tested positive for the coronavirus, I may be required to notify local health authorities that you 
have been in the office. If I have to report this, I will only provide the minimum information necessary for 
their data collection and will not go into any details about the reason(s) for our visits. By signing this form, 
you are agreeing that I may do so without an additional signed release. 


Informed Consent 
This agreement supplements the general informed consent/business agreement that we agreed to at the 
start of and thus far into our work together. 


________________________________________________ 
Client Signature


____________________________________________________ 
Client/Partner Signature


____________________________________________________ 
Parent/Legal Guardian Signature  mandatory if client is a minor


____________ 
Date


____________ 
Date


____________ 
Date 
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DEFINITION OF TELEHEALTH SERVICES 


Telehealth involves the use of electronic communication including interactive audio, video, and/or data 
communication to enable clinicians, healthcare providers, and specialists to consult, diagnose, treat, educate, 
and deliver counseling and other healthcare services from a distant location. 


BENEFITS & RISKS OF TELEHEALTH 


Participation in telehealth services has both benefits and risks.  A primary benefit of telehealth services is 
improved access to counseling and services by enabling a client to remain in his/her home or work.  This can 
make treatment more comfortable and convenient, reduce travel, reduce need for childcare, and reduce a 
client’s time from work or school.  Similarly, telehealth makes services more accessible for those who struggle 
to leave their homes or who reside in rural areas where there is a health services provider shortage.  
Sometimes, people feel more comfortable in their own environment rather than in a clinician’s office.   


As with any counseling, there are potential risks associated with the use of telehealth.  Electronic systems used 
will incorporate network and software security protocols to protect the confidentiality of client identification and 
will include measures to safeguard the data and to ensure its integrity against intentional or unintentional 
corruption.  Still, failures or deficiencies of equipment can result in delay of evaluation and treatment, and in 
rare cases, security protocols could fail, causing a breach of privacy of personal medical information.  Of 
course, nothing replaces face-to-face contact between a client and a therapist. 


CONFIDENTIALITY 


The laws that protect privacy and the confidentiality of medical information for in-person counseling also apply 
to telehealth. Any information disclosed by the client during the course of therapy, therefore, is generally 
confidential.  There are, by law, exceptions to confidentiality, including mandatory reporting of child, elder, and 
dependent adult abuse and any threats of violence that the client may make towards a reasonably identifiable 
person. The client also understands that if he/she is in such mental or emotional condition to be a danger to 
self or others, the therapist has the right to break confidentiality to prevent the threatened danger.  In addition, 
the client is solely responsible for the confidentiality of his/her own environment during a telehealth 
appointment. 


MENTAL HEALTH EMERGENCIES 


If at any time telehealth does not feel like sufficient support, please inform us, and we can discuss additional 
resources or transfer your case to a therapist or clinic with 24-hour availability.  If you have a mental health 
emergency, we urge you NOT to wait for a call back, but to do one or more of the following: 


• Call or text 911


• Go to your nearest emergency room


• Call the Suicide Prevention Lifeline at 1-800-273-TALK (8255)


• Use the Crisis Text Line by texting ‘HELP’ to 741-741


CONSENT 


I understand that while psychotherapeutic treatment of all kinds has been found to be effective in treating a 
wide range of mental disorders, personal, and relational issues, there is no guarantee that all treatment of all 
clients will be effective. Thus, I understand that while I may benefit from telehealth, results cannot be 
guaranteed or assured.  


I understand that there are risks unique and specific to telehealth, including but not limited to, the possibility 
that our therapy sessions or other communication by my therapist to others regarding my treatment could be 
disrupted or distorted by technical failures, could be interrupted, or could be accessed by unauthorized 
persons.  
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I understand that telehealth treatment is different from in-person therapy and that if my therapist believes I 
would be better served by another form of psychotherapeutic services, such as in-person treatment, I will be 
referred to a therapist in my geographic area that can provide such services.  


I understand that the clinician will be at a different location from me.  I understand that the clinician is licensed 
in the states of Montana and Oregon, and therefore, practices under the laws of Montana and Oregon. 


I understand that my clinician from a distant location will: 
• Ensure my identity by requiring me to provide proof of my identity (i.e., driver’s license).
• Require me to provide my location at the time of the encounter including my physical address and


telephone number.


I understand that telehealth is not appropriate for all individuals and that my clinician may request that I visit 
him/her in person to further evaluate my condition.  I further understand and agree that I will seek in-person 
psychotherapy and/or emergency psychiatric care with a licensed provider should I experience psychiatric 
issues that are not stable. 


MY PHYSICAL ADDRESS DURING TELEHEALTH SESSIONS 


Physical Address:____________________________________ City:____________________ State:_______ Zip:______________ 


MY EMERGENCY CONTACT WITHIN 30 MILES OF MY LOCATION 


Name: (Last) __________________________ (First) _____________________     Release Signed? 


Address:____________________________________ City:____________________ State:_______ Zip:______________ 


Cell #: _______________________ Home #: _______________________ Work #: _____________________ 


Relationship: Spouse    Parent/Legal Guardian    Other  specify______________________ 


EMERGENCY SERVICES IN MY AREA 


Facility Name: ____________________________________________________________________________________ 


Address:____________________________________ City:____________________ State:_______ Zip:_____________ 


Business #: _______________________


I have read and understand the information provided above. I have the right to discuss any of this information 
with my therapist and to have any questions I may have regarding my treatment answered to my satisfaction.  
Please sign and date below indicating that you understand the contents of this form, that you agree to the 
policies of your telehealth relationship with us, and that you consent to the telehealth services of Infinite Hope 
Counseling LLC.   


____________________________________________________    _____________
Client Signature Date


____________________________________________________    _____________
Parent/Legal Guardian Signature  mandatory if client is a minor Date 
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No Secrets Policy 


____________________________________ 
Client Name


**If you are participating in individual treatment, you do not need to complete this section.** 


This written policy is intended to inform you, the participants in therapy, that when Infinite Hope 
Counseling LLC and the therapist agree to treat a couple or a family, we consider that couple or family 
(the treatment unit) to be the patient. For instance, if there is a request for the treatment records of the 
couple or the family, we will seek the authorization of all members of the treatment unit before we release 
confidential information to third parties. Also, if our records are subpoenaed, we will assert the 
psychotherapist-patient privilege on behalf of the patient (treatment unit). A judge may issue a court order 
that would override this psychotherapist-patient privilege in some cases.  


During the course of our work with a couple or a family, we may see a smaller part of the treatment unit 
(i.e., an individual or two siblings) for one or more sessions. These sessions should be seen by you as a 
part of the work that we are doing with the family or the couple, unless otherwise indicated. If you are 
involved in one or more of such sessions with us, please understand that generally these sessions are 
confidential in the sense that we will not release any confidential information to a third party unless we are 
required by law to do so or unless we have your written authorization. In fact, since those sessions can 
and should be considered a part of the treatment of the couple or family, we would also seek the 
authorization of the other individuals in the treatment unit before releasing confidential information to a 
third party.  


However, we may need to share information learned in an individual session (or a session with only a 
portion of the treatment unit being present) with the entire treatment unit – that is, the family or the couple, 
if we are to effectively serve the unit being treated. We will use our best judgment as to whether, when, 
and to what extent we will make disclosures to the treatment unit and will also, if appropriate, first give the 
individual or the smaller part of the treatment unit being seen, the opportunity to make the disclosure. 
Thus, if you feel it necessary to talk about matters that you absolutely want to be shared with no one, you 
might want to consult with an individual therapist who can treat you individually.  


This “no secrets” policy is intended to allow the therapist to continue to treat the couple or family by 
preventing, to the extent possible, a conflict of interest to arise where an individual’s interests may not be 
consistent with the interests of the unit being treated. For instance, information learned in the course of an 
individual session may be relevant or even essential to the proper treatment of the couple or the family. If 
we are not free to exercise our clinical judgment regarding the need to bring this information to the family 
or the couple during their therapy, we might be placed in a situation where we will have to terminate 
treatment of the couple or the family. This policy is intended to prevent the need for such a termination.  


Please sign and date below indicating that you have read and understand the contents of this form, that 
you agree to the policies of your relationship with us, and that you consent to the professional services of 
Infinite Hope Counseling LLC. 


____________________________________________________  ______________ 
Client Signature Date


____________________________________________________  ______________ 
Client/Partner Signature Date
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PATIENT HEALTH QUESTIONNAIRE (PHQ)
This questionnaire is an important part of providing you with the best health care possible.  Your answers will help 
in understanding problems that you may have.  Please answer every question to the best of your ability unless you 
are requested to skip over a question.  


Name______________________   Age_____      Sex:   Female     Male   Today’s Date________ 


1. During the last 4 weeks, how much have you been
bothered by any of the following problems?


Not  
bothered 


Bothered  
a little 


Bothered 
a lot 


a. Stomach pain
b. Back pain
c. Pain in your arms, legs, or joints (knees, hips, etc.)
d. Menstrual cramps or other problems with your


periods
e. Pain or problems during sexual intercourse
f. Headaches
g. Chest pain
h. Dizziness
i. Fainting spells
j. Feeling your heart pound or race
k. Shortness of breath
l. Constipation, loose bowels, or diarrhea
m. Nausea, gas, or indigestion


2. Over the last 2 weeks, how often have you been bothered
by any of the following problems? Not  


at all 
Several 


days 


More 
than half 
the days 


Nearly 
every day


a. Little interest or pleasure in doing things
b. Feeling down, depressed, or hopeless
c. Trouble falling or staying asleep, or sleeping too


much
d. Feeling tired or having little energy
e. Poor appetite or overeating
f. Feeling bad about yourself — or that you are a failure or


have let yourself or your family down
g. Trouble concentrating on things, such as reading the


newspaper or watching television
h. Moving or speaking so slowly that other people could have


noticed?  Or the opposite — being so fidgety or restless that
you have been moving around a lot more than usual


i. Thoughts that you would be better off dead or of hurting
yourself in some way


FOR OFFICE CODING: Som Dis  if at least 3 of #1a-m are “a lot” and lack an adequate biol explanation.  
Maj Dep Syn if answers to #2a or b and five or more of #2a-i are at least “More than half the days” (count #2i if present at all).  
Other Dep Syn if #2a or b and two, three, or four of #2a-i are at least “More than half the days” (count #2i if present at all).







PHQ 2/3 


3. Questions about anxiety.
a. In the last 4 weeks, have you had an anxiety attack ––


suddenly feeling fear or panic?
If you checked “NO”, go to question #5. 


NO YES 


b. Has this ever happened before?
c. Do some of these attacks come suddenly out of the blue ––


that is, in situations where you don’t expect to be nervous or
uncomfortable?


d. Do these attacks bother you a lot or are you worried about
having another attack?


4. Think about your last bad anxiety attack. NO  YES 


a. Were you short of breath?
b. Did your heart race, pound, or skip?
c. Did you have chest pain or pressure?
d. Did you sweat?
e. Did you feel as if you were choking?
f. Did you have hot flashes or chills?
g. Did you have nausea or an upset stomach, or the feeling that


you were going to have diarrhea?
h. Did you feel dizzy, unsteady, or faint?
i. Did you have tingling or numbness in parts of your body?...
j. Did you tremble or shake?
k. Were you afraid you were dying?


5. Over the last 4 weeks, how often have you been bothered by
any of the following problems? Not at all 


Several 
days 


More than 
half the 


days 


a. Feeling nervous, anxious, on edge, or worrying a lot about
different things.


If you checked “Not at all”, go to question #6. 


b. Feeling restless so that it is hard to sit still.
c. Getting tired very easily.
d. Muscle tension, aches, or soreness.
e. Trouble falling asleep or staying asleep.
f. Trouble concentrating on things, such as reading a book or


watching TV.
g. Becoming easily annoyed or irritable.


FOR OFFICE CODING: Pan Syn  if all of #3a-d  are ‘YES’ and four or more of #4a-k are ‘YES’.  Other Anx Syn  if #5a and answers to three or 
more of  #5b-g are “More than half the days”.







 PHQ 3/3 


6. Questions about eating. 
a. Do you often feel that you can’t control what or how much you 


eat? 


 
NO 


 


 
YES 


 
b. Do you often eat, within any 2-hour period, what most people 


would regard as an unusually large amount of  
food? 


If you checked “NO” to either #a or #b, go to question #9.  


 
 
 


 
 
 


c. Has this been as often, on average, as twice a week for the last 3 
months?   


 
7. In the last 3 months have you often done any of the following in order to 


avoid gaining weight?  


 
 


NO 


 
 


YES 


a. Made yourself vomit?   


b. Took more than twice the recommended dose of laxatives?   


c. Fasted –– not eaten anything at all for at least 24 hours?    


d. Exercised for more than an hour specifically to avoid gaining 
weight after binge eating?   


 
8. If you checked “YES” to any of these ways of avoiding gaining weight, 


were any as often, on average, as twice a week? 


 
NO 


 


 
YES 


 


 
9. Do you ever drink alcohol (including beer or wine)? 


If you checked “NO” go to question #11.  


 
NO 


 


 
YES 


 


10. Have any of the following happened to you  
more than once in the last 6 months?  NO YES 


a. You drank alcohol even though a doctor suggested that you stop 
drinking because of a problem with your health.   


b. You drank alcohol, were high from alcohol, or hung over while you 
were working, going to school, or taking care of children or other 
responsibilities.   


c. You missed or were late for work, school, or other activities 
because you were drinking or hung over.   


d. You had a problem getting along with other people while you were 
drinking.   


e. You drove a car after having several drinks or after drinking too 
much.   


11. If you checked off any problems on this questionnaire, how difficult have these problems  
made it for you to do your work, take care of things at home, or get along with other people? 


 
Not difficult 


at all 
 


 
Somewhat  


difficult 
 


 
Very  


difficult 


 
Extremely  


difficult 


    
 
 
 
 
 


 
 


FOR OFFICE CODING: Bul Ner if #6a,b, and-c and #8 are all ‘YES’; Bin Eat Dis  the same but #8 either ‘NO’ or left blank.  
Alc Abu if any of #10a-e is ‘YES’.  


Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant from Pfizer 
Inc.  No permission required to reproduce, translate, display or distribute. 
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