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Welcome to MidWest Center for Personal & Family Development! 
 
 
We are honored that you have asked us to assist you in managing the mental health needs of 
you or your loved one. We plan to treat our time together as if the future of your health depends 
upon it. 
 
!"#$%&'()*#+&)',$'-.)&/'
'
As one of our clients, the most valuable element of your mental health is the expertise, care, 
and personal touch that we provide. 
 
That’s why we do such a thorough evaluation and ask so many questions before making 
recommendations about your treatment plan.  We encourage you to ask us questions along the 
way so we can better understand and address each of your concerns. 
 
If questions arise before your appointment, please do not hesitate to call us at 651-647-1900.  
We want to make this a smooth and comfortable process for you. 
 
Because we know how much you depend upon your health, we want you to know how much 
your health can depend upon us.   
 
We know you have dozens of mental health providers from which you could choose.  This is our 
chance to show you why thousands of clients choose to trust us.   
 
Thank you for giving us the opportunity to assist you in achieving a better quality of life – !"#$%&"
'( )"*(+,-(#. 
 
 
 
Sincerely, 
 
!"#$%&'(#)*$+#,*#-$!#./$
 
PS: If you know someone who could benefit from a mental health check-up, we invite 
them to visit our website to take a FREE Screening Tool at 
http://www.mentalhealthinc.com/screening-tools/  
 
 

http://www.mentalhealthinc.com/screening-tools/
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Email and Text Communication �± CONSENT FORM 
 
 
Client Name: ________________________________________ Procentive ID: ____________________ 
 
Client Cell Phone: ____________________________________ Test Message Sent:  yes      no 
 
Client Email: ________________________________________ Test Message Sent:  yes      no 
 
 
Please Read Below: 
 
MidWest Center for Personal & Family Development understands that email and texting is another means for 
communication between our clients. In order to safeguard client information and maintain compliance with 
HIPAA Security Regulations, we need to educate you regarding the risks of utilizing these communication types. 
 
Risks: 

1. Privacy may be at risk and your protected health information may be subject to exposure 
2. Documentation may be required if the communication is part of patient care 
3. Data stored on your device or within your email may wind up being preserved and not very well protected 

 
Text messages will not include identifiable information. If treatment information is included in a text message, 
that information will be transferred to the client record.  
 
As a default security measure for email communication, MidWest Center sends protected information to clients 
via a 3rd party encryption service, SendInc.com. If you prefer to have your communication via email unencrypted, 
please initial below which confirms you understand the risks associated with this method: 
 
_____ (initials) I choose to receive email communications in an unencrypted format from my provider 
 
All MidWest Center Providers and Staff who use email and text communication will have their devices encrypted 
and password protected for security.  
 
By signing below, I have read and understand the risks associated with electronic communication via email or text 
message.  
 
 
________________________________________________________________  _____________ 
Signature          Date
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Adolescent Form 
MidWest Center for Personal and Family Development 

(Note: All information on this form is considered strictly confidential  within the guidelines of the clinic.) 
 

Name  ____________________________________________  Date  ____/____/____ 
Address ____________________________________________  Age _____________ 
City, State, Zip ____________________________________________  Sex M F 
Home Phone (        )  ______________________________________  DOB ____/____/____  
      Cell Phone  (        )  ______________________________________  
School  ____________________________________________  Grade ______________ 
Current Job _______________________________ Employer  _____________________________________ 
Work Phone     (        ) _________________________ 
   
Why did you come? ___________________________________________________________________________ 
 
How serious is this issue to you? (Rate 1-10, least serious = 1, most serious = 10) ________________________ 

 
Background Information  

Parents 
Name   Age Job / Retired  Physical / Emotional / Mental Problems 
____________________________________________________________________________________________ 
____________________________________________________________________________________________ 
 
Siblings (Brothers & Sisters) 
Name   Age Job   Physical / Emotional / Mental Problems 
____________________________________________________________________________________________ 
____________________________________________________________________________________________ 
____________________________________________________________________________________________ 
____________________________________________________________________________________________ 
 
Children 
Name   Age    Physical / Emotional / Mental Problems 
____________________________________________________________________________________________ 
 
Current living situation: Apartment [   ] House [   ] 
Others living with you: Mother [   ]  Father [   ] Significant other [   ]  Children  [   ] Grandparent  [   ] Other [   ]    
    
Check the problems that trouble you in your family : 
 
___  Dad or mom physically sick   ___  Brother / sister has emotional problems 
___  Dad  or mom has emotional problems  ___  Brother / sister has problems with alcohol / drugs 
___  Dad or mom has trouble with alcohol or drugs ___  Being physically abused at home 
___  Parents fighting     ___  Being sexually abused at home 
___  Parents divorcing     �B�B�B�����'�R�Q�¶�W���Z�D�Q�W���W�R���O�L�Y�H���D�W���K�R�P�H 
___  Problems with stepparent    ___  Family fighting 
___  Parents never home    �B�B�B�����'�R�Q�¶�W���K�D�Y�H���H�Q�R�X�J�K���S�U�L�Y�D�F�\ 
�B�B�B�����&�D�Q�¶�W���W�D�O�N���W�R���P�R�P���R�U���G�D�G    ___  Too many household chores 
___  Mom or dad too strict    �B�B�B�����'�R�Q�¶�W���I�H�H�O���F�O�R�V�H���W�R���I�D�P�L�O�\ 
___  Mom or dad expect too much   ___  Pet dying 
___  Parents disapprove of friends   ___  Other _____________________________________ 
___  Parents disapprove of clothes, appearance 
___  Parents disapprove of activities, music 
___  Parents favor brothers or sisters 
___  Ignored by parents 
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Issues 
____ Suicidal thoughts   I worry about: 
____ Suicidal attempts    ____ Being popular 
____ Anxious, worried    ____ Being left out 
____ Attitude issues     ____ Everything 
____ Bored      ____ My parents 
____ Brother / Sister problems   ____ My brother / sister 
____ Confused     ____ My friends 
____ Count excessively    ____ Being sick a lot 
____ Cutting / Burning self    ____ School issues 
____ Depressed     ____     Money problems 
____ Difficulty being alone    ____     Being bullied 
       ____     Other  ___________________________________ 
____ Disorganized    I feel bad about:  
____ Distractible     ____ People putting me down 
____ Easily irritated     ____ Not having enough friends 
____ Fatigued     ____ Being excluded 
____ Focusing problems    ____ My family 
____ Guilt feelings, shame    ____ My grades 
____ Hearing voices/hallucinations   ____ Myself 
____ Hyperactivity     ____ My appearance 
____ Impulsive     ____ The way I treat people 
____ Lonely      ____ �1�R�W���V�D�\�L�Q�J���³�1�R�´ 
____ Memory/concentration problems  ____ Other ___________________________________ 
____ Mood swings       
____ Motivation reduced/absent   ____ �,���K�D�Y�H���W�U�R�X�E�O�H���O�L�Y�L�Q�J���X�S���W�R���R�W�K�H�U�¶�V���H�[�S�H�F�W�D�W�L�R�Q�V�� 
____ Obsessive thoughts    ____ I get angry a lot. 
____ Organize excessively    ____ I get in fights a lot. 
____ Panic attacks     ____ I try to get my own way a lot. 
____ Parent problems     ____ I try to please everyone.   
____ Self-esteem low     ____ �,���W�K�L�Q�N���,�¶�P���U�L�J�K�W���D�O�O���W�K�H���W�L�P�H��  
____ Sexual identity concerns   ____ I like to argue / compete with others.  
____ Sexual problems    ____ �2�W�K�H�U���S�H�R�S�O�H�¶�V���R�S�L�Q�L�R�Q���R�I���P�H���L�V���Y�H�U�\���L�P�S�R�U�W�D�Q�W�� 
____ Sexually active           
____ Sleep problems:   ___ At times it takes me over !  hour to get to sleep.      ____  I wake up a lot at night. 
____ Tearful        
____ Unusual thoughts 
____ Washing my hands a lot 
____ Very concerned about germs  
 
____ Anger problems 
____ Aggressiveness 
____ Alcohol use 
____ Drug use 
____ Eating habits 
 ____ Restricting    ____ Bingeing     ____ Purging  (making yourself throw up) 

____ Laxative use for dieting     ____ Overeating 
____ Weight changes: ____ Increase ____ Decrease   
____ Lying frequently 
____ Perfectionistic 
____ Shy, uneasy with others 
____ Unassertive 
____ Unwanted behavior, habits 
____ Withdrawn 
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Medical History 
 
Medical concerns in the last year:  _________________________________________________________________ 
Chronic illnesses: ______________________________________________________________________________ 
Surgeries:     __________________________________________________________________________________ 
Disabilities:  __________________________________________________________________________________ 
Current medications / reasons prescribed: ___________________________________________________________ 

                                                                                                                                             
Counseling(current or previous)  
Dates  Clinic / Therapist    Reason 
____________________________________________________________________________________________ 
____________________________________________________________________________________________ 
 
Psychiatric Hospitalizations(Dates / Hospital / Reason) 
____________________________________________________________________________________________                                                                                                                                              

 
Abuse Issues:  
Please indicate (�9) areas of abuse that you have encountered:  ( �… Not applicable ) 

Past Current 
 
Physical abuse 

 
 

 
 

 
Sexual abuse 

 
 

 
 

 
Verbal abuse 

 
 

 
 

 
Emotional abuse 

 
 

 
 

 
Please indicate (�9) areas of abuse by you:   ( �… Not applicable ) 

Past Current 
 
Physical abuse 

 
 

 
 

 
Sexual abuse 

 
 

 
 

 
Verbal abuse 

 
 

 
 

 
Emotional abuse 

 
 

 
 

 
Alcohol / Drug Use 
Have there been any undesirable results of your chemical use? (low job or school performance,  physical problems,  
�U�H�O�D�W�L�R�Q�V�K�L�S���S�U�R�E�O�H�P�V�����'�:�,�¶�V��            [  ] Yes        [  ] No 
Have you ever been concerned about your own chemical use? [  ] Yes        [  ] No 
Have others expressed concern about your chemical use? [  ] Yes        [  ] No 
Have others who are close to you abused alcohol or drugs?  [  ] Yes        [  ] No 
     If yes, who?  (include family, friends)   _________________________________________________ 

_________________________________________________ 
 
Have you ever attended a self-help group such as a support group, AA, NA, AlAnon, ACA?     [  ] Yes        [  ] No  
Are you currently attending a self-help or support group?                  [  ] Yes        [  ] No 
     Name of group  _____________________________________________________________________________ 

 
Do you use nicotine? [   ] Yes   [   ] No ____  Cigarettes ____  Chewing tobacco 
     If yes, how  much per day? _________ 
 
Describe your daily caffeine consumption (include coffee, tea, pop, chocolate): 
____________________________________________________________________________________________ 
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Social History 
How many close friends do you have at this time?  ___________________________________________________ 
Approximately how many contacts do you have with these friends? (Check one) 
[   ] Daily      [   ] 3-5 times per week      [   ] Weekly      [    ] 2 times per month      [    ] Monthly 
 
Recreation, hobbies, interests: ____________________________________________________________________ 
 
Check the problems that trouble you: 
___  Being uncomfortable with people 
___  Being uncomfortable with the opposite sex 
___  Being criticized by others 
___  Not fitting in with peers 
___  Being suspicious of others 
___  Not having enough close friends 
___  Being taken advantage of by friends 
___  Feeling inferior 
�B�B�B�����)�H�H�O�L�Q�J���S�U�H�V�V�X�U�H�G���W�R���G�R���V�R�P�H�W�K�L�Q�J���,���G�R�Q�¶�W���Z�D�Q�W���W�R���G�R 
___  Having problems with boyfriend / girlfriend 
___  Worrying about getting / being pregnant 
___  Not knowing enough about sex 
___  Worrying about sex 
___  Thinking about sex too often 
___  Being involved with pornography (movies, magazines, or computer) 
___  Worried about same-sex attraction 
___  Feeling used or being pushed into sex 
___  Sexual abuse  
___  Physical abuse 
___  Other  ____________________________________________________________________________________________ 
 
Educational Issues 
Trouble with:  grades _____ absences _____     skipping ____   teacher relationships _____ 
Learning disabilities ____________________________________________________________________________ 
Other problems with school ______________________________________________________________________ 
 
Job Issues 
List your last three (3) jobs outside the home: 
Position Duties     Dates (from-to) 
____________________________________________________________________________________________ 
____________________________________________________________________________________________ 
____________________________________________________________________________________________ 

 
Religion 
List religious affiliation / spiritual involvements 
_____________________________________________________________________________________________________ 
 
Is religion important to you? ______________________________________________________________________________ 
 
Culture  
Ethnic background (American Indian, African American, German, Irish, etc.) 
____________________________________________________________________________________________________
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PARENT QUESTIONNAIRE  
 

In order to best be able to help you and your child, we need to know some things about your family.  Please 
answer each question as completely as you can and explain any “yes” or “no” answers. 
 
 
Background Information:  
 
Client’s Name:        Date of Birth:     
 
Parents/Guardians names   Age  Education  Occupation 
                
                
 
Is client adopted, if so, when was he/she adopted:__________________________________________________ 
 
Sibling Names     Age  Education  Occupation 
                
                
                
                
                
 
List any other people living in the home:          
               
                
 
Dates of marriage and/or divorce of parents/guardians:        
               
                
 
If the client’s parents are divorced, please fill in the following information: 
Name of Parent   Date(s) of marriage(s)    Name of second spouse 
                
                
                
                
 
Do you have full legal custody of child? �• Yes  �• No 
 
If NO, please list Legal 
Guardian/Parent:                                                                                                                                                          
 
Legal documentation, such as legal guardianship paperwork, divorce decree, etc., must be provided to the clinic. 
 
Custody and visitation arrangements:           
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History of Problem: 
 
What is the problem?  Why are you bringing you child in for an evaluation?     
               
               
               
                
                
When and how did you first notice the problem?         
               
               
               
               
                
 
What kinds of changes have you seen in your child which seem to be part of the problem?   
               
               
               
               
                
 
How have you tried to resolve the problem?          
               
               
               
               
                
 
Please describe any major incidents, such as moving or the death of a family member, which seem to have 
affected your child.  What were his/her reactions to the incident?       
               
               
               
               
                
 
What other major changes have happened in the family (additions, losses, financial changes, moves, etc.)? 
               
               
               
               
                
 
Family Interaction:  
 
Describe your relationship with the client:          
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Describe your relationship(s) with the client’s sibling(s):        
               
               
               
               
                
 
What do you do together as a family?          
               
               
               
               
                
 
How are decision made in your family?          
               
               
               
               
                
 
What kind of discipline is used in your family?  Who is the “family disciplinarian”?    
               
               
               
                
 
How does your family express feelings?          
               
               
               
               
                
 
How often are there conflicts in your family?  What are they usually about?     
               
               
               
               
                
 
Family  History:  
 
What is your family cultural background (ethnic or racial origin, religion, etc.)?     
               
               
                
 
Is there any history of medical illness (such as diabetes, cancer, renal disease, heart disease, glaucoma, etc.) in 
your family?              
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Please note any history of psychiatric illness (such as depression, learning disability, schizophrenia, manic 
depression, attention deficit, etc.) in your family?         
               
               
               
                
Is there any history of alcohol and/or drug use or dependence in your family?     
               
               
               
               
                
 
Please describe the history of your immediate family, including dates of births, marriages, divorces, major 
illnesses, moves, etc.             
               
               
               
               
               
               
               
               
               
               
                
 
PLEASE DRAW A FAMILY TREE ON THE BACK OF THIS PAGE.  
 
Developmental History:  
 
Was the client a planned child?  How did parent(s) react to the pregnancy?      
               
                
 
Were there any complications during the pregnancy and/or birth of the client?  If yes, please describe:  
               
               
                
 
Please describe the client’s emotional and behavioral adjustment (responses, activity level). 
as an infant:               
as a toddler:               
as a preschooler:              
during grade school:              
during junior high:              
during high school:              
 
At what age did the client: 
say a single word?    simple sentences?      complete sentences?   
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crawl?   Walk?    become bladder trained?    
bowel trained?    became interested in other children?      
 
Were there any problems in toilet training?  If yes, please describe:       
                
 
Were there any problems with wetting or soiling the bed after the client had been toilet trained?  If yes, please 
describe:              
                
How well did the client tolerate normal separations before school age?      
                
 
Please describe early eating and sleeping patterns: 
as an infant?               
as a toddler?               
as a preschooler?              
childhood or later years?             
 
Have you noticed any unusual eating patterns (such as fasting, constant dieting, eating a lot at one time followed 
by not eating, etc.) or changes in the client’s eating habits?  If yes, please describe:    
               
                
 
 
Educational History:  
 
What school and grade is the client enrolled in?         
                
 
How old was the client when he/she started school?          
 
Has your child repeated or skipped any grades?          
 
Have there been any academic, behavioral, or emotional problems with peers or teachers?  If yes, when did the 
problems begin?  What were they?           
               
               
               
               
               
               
                
 
What kinds of grades does the client usually get?  Describe any recent changes:     
               
                
 
Has the client ever been assessed for learning problems (LD/EBD) or been in special classes (chapter 1 or 
tutoring)?  If yes, please describe:           
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Has the client ever been suspended or expelled from school?  If yes, please describe why this happened and how 
you handled it:             
               
               
                
 
 
 
Treatment History:  
 
Has the client ever been taken to a mental health or chemical dependence professional before?  If yes, fill in the 
following information: 
 
Name of professional    Dates of service  Reason for services 
                
                
                
                
 
Has the client ever seen a school counselor or school psychologist?  If yes, please explain, including the 
reason(s) and date(s):             
               
               
                
 
Has the client ever been placed out of the home for mental health, emotional and/or behavioral reasons (foster 
care, inpatient treatment, residential treatment, juvenile detention, with relative, etc.):  If yes, please explain: 
               
               
               
               
                
 
Has anyone else in the family received psychiatric, psychological and/or chemical dependence treatment in an 
inpatient or outpatient setting?  If yes, please explain:        
               
               
               
                
 
How do you feel about seeking help for your child at this time?       
                
 
What goal do you have for the treatment of your child?        
               
 
What education material have you read related to problem areas for children?     
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Miscellaneous 
 
What else do we need to know that we haven’t asked?        
               
               
               
                





 
 
 
 
 
 
 

OUR FINANCIAL POLICY 
Thank you for choosing us as your health care provider. Please understand 
that payment of your bill is considered a part of your treatment. The fol-
lowing is a statement of our Financial Policy. 

Missed Appointments: 

Please give 24 hour minimum notice to avoid any cancellation charges, as 
we require 24-business-hours’ notice when you cancel an appointment. 
For example, notify us by 10 a.m. Monday to cancel a 10 a.m. Tuesday 
appointment; 10 a.m. Friday to cancel a 10 a.m. Monday appointment. 

A charge of $75 will be applied to your account for ALL appointments 
that are missed or canceled with less than 24-business-hours’ notice. 
Charges for “emergency” cancellations will be considered. 

This charge is normally not payable by your insurance and will be billed 
as your responsibility. Please help us serve you better by keeping scheduled 
appointments. Clients with two or more unpaid missed appointment fees are 
subject to termination of care. 

Payments 

X ALL CO-PAYS ARE DUE AT THE TIME OF YOUR SESSION 
X We accept Cash, Checks, Credit Cards or Debit Cards 
X All clients must complete our Registration forms before seeing a 

clinician 

ADULT PATIENTS:  Adult patients are responsible for full payment of any 
co-pays at time of service. 
MINOR PATIENTS:  Parents or guardians accompanying minors are re-
sponsible for payment of co-pays at the time of service. If a minor is accom-
panied by an adult other than a parent or guardian, payment is still expected 
at the time of service. For unaccompanied minors, charges may be pre-
authorized to an approved credit plan or credit card, or paid by cash, debit 
card, or check at the time of service. 

Regarding Insurance 
(a) We may accept assignment of insurance benefits. The balance is your 
responsibility whether your insurance company pays or not. We cannot bill 
your insurance company unless you give us your insurance information. 
Your insurance policy is a contract between you and your insurance com-
pany. We are not a third party to that contract. In the event we do accept 
assignment of benefits and your insurance has not paid your account in full 
within sixty days, the balance will be automatically transferred to your re-
sponsibility. Please be aware that some, and perhaps all, of the services 
provided may be non-covered services and not considered reasonable and 
necessary under your medical insurance. Contact your employer or insurer if 
you have questions. All co-pays are due at the time of your session when 
you use an insurance plan for which your clinician is a provider. In the event 
that your insurance coverage changes, it is your responsibility to notify us. If 
your new plan is one for which we are not participating providers, you are 
responsible for your account. Any follow up, or reporting to third parties that 
becomes necessary due to unpaid balances on your account, shall not be 
considered breach of confidentiality.  You must notify us in advance of your 
first appointment if you intend to use an Employee Assistance Program 
(EAP).  Once services have been provided under insurance, we will not bill 
your EAP. 

(b) While MidWest Center may be listed as a network provider for your 
insurance, this is not a guarantee of coverage. Should your insurance 
company reject a claim, you will be held responsible for the balance due. 

Service/Finance Charges 
� A monthly finance charge of 1.5% is charged for balances exceeding 

30 days. 
� Past due accounts may be reported to a collection agency. 
� There is a $25 service charge for returned checks. 

Fee Schedule 

Note: A $20 discount is available to clients choosing not to use insurance 
and who pay in full at the time of service. 

Following are the most commonly billed services: 

Diagnostic Interview: More than one diagnostic session may be needed; 
in this case each session is billed at the rate indicated below: 

DIAGNOSTIC INTERVIEW performed by a:  
Masters / Doctoral professional .... $195 

Psychotherapeutic Sessions: 
Fees are based on length and type of psychotherapeutic session 

provided. 

Psychological Testing: 
 Psychological testing performed by a Masters or 

 Doctoral professional .............. $195 per hour 

Additional fees for reports/letters, phone consultations and therapy groups 
may apply. Some or all of the above services may not be covered by your 
insurance and will be billed at an hourly rate. Please consult your clinician 
with questions. 

Thank you for understanding our Financial Policy. Please let us know if 
you have questions or concerns. 

IMPORTANT INFORMATION 
Following is some important information about your care at MidWest 
Center for Personal & Family Development. 

Your Insurance Company 
When insurance is filed, please remember that your insurance company 
has access to all your records. Also be advised that, even if your insurance 
policy includes mental health benefits, most insurance companies do not 
provide reimbursement for mental health services rendered to persons who 
are not diagnosed as having a mental health disorder. Thus, if insurance 
is to be filed, the claim must contain a diagnosis of a mental disorder. 
Although most insurance companies do not pay for marriage and family 
therapy, they may pay if a mental health disorder is significantly con-
tributing to the dysfunction in the marriage. 

 

Confidentiality 
Most of the information a clinician collects about you will be classified as 
confidential. However, when insurance is involved MidWest Center does 
not have control over and cannot assure its clients of confidentiality. That 
means employees of the insurer and employees of contracted organizations 
of the insurer have access to your chart. This is provided for in the insur-
ance policy between you and your insurance company. 
The client record is legally the property of MidWest Center. However, 
clients may have access to information contained in the file, except in 
those cases where the release of such information may be deemed harmful 
to the client’s wellbeing. Information can be released to others only upon 
written informed consent of the client. 
In a few cases, information is unavailable to a client. Certain confidential 
data may be available only to the clinician and particular government 
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agencies. Classified material falling into this category might deal with 
adoption, civil or criminal investigations, some medical data and the names 
of persons who report suspected abuse of children or vulnerable adults. 

Exceptions to Privacy 
All members of the staff of the Clinic will hold information confidential 
except under the following circumstances:  

� If a client threatens to harm someone (including self), a staff person 
must, by law, take appropriate action to ensure safety. 

� If a client engages in irresponsible sexual activity while HIV positive. 
� If a client uses recreational drugs or alcohol irresponsibly while 

pregnant. 
� If a clinician suspects that a client is physically or sexually abusing a 

child or vulnerable adult, the clinician is required by law to report 
concern to the proper authorities. 

� If a client is under age 18 and the clinician judges it is in the best 
interest of the client to share information. 

� Requests from your insurance company. 
MidWest Center Professionals meet in consultation with other mental 
health professionals within this clinic. During those meetings, your situa-
tion may be reviewed. Mental health professionals seeing members of the 
same family or significant others may discuss your situation. If you have 
questions or concerns about this, please speak to your clinician. 

Children Visiting Our Facility 
If children accompany a client, either because the child(ren) is/are going to 
be seen by one of the clinicians, or simply because they are with the parent, 
please be advised that our staff cannot assume responsibility for caring for 
them in the reception area. Children under age 10 cannot be left in the 
reception area unless accompanied by a person specifically responsible for 
their care. 

Emergencies 
Listed below are some phone numbers you may want to keep with you in 
case of emergency and your clinician is not immediately available. 

� United Way First Call for Help — 612-335-5000 
� Abuse Victims can call — 651-646-0094 
� Hennepin County Medical Center Crisis Center — 612-873-3161 
� Behavioral Emergency Center, University of Minnesota Medical 

Center — 612-672-6600 

CLIENT RIGHTS 

Bill of Rights 
Consumers of professional mental health services have the right: 
(1) to expect that the professional consulted has met minimal qualifications 

of training and experience commensurate with service requirements 
and in accordance with professional and/or disciplinary standards. 

(2) to be informed of the credentials of those by whom they are served; 
(3) to be informed of the cost of professional services prior to receiving 

those services; 
(4) to privacy as defined by rule and law; 
(5) to be free from being the subject of discrimination on the basis of race, 

religion, gender, or other unlawful category while receiving services; 
(6) to have access to their records as provided in Minnesota Statutes, sec-

tion 144.335 subdivision 2; and 
(7) to be free from exploitation for the benefit or advantage of a clinician. 

Professional Boundaries 
Clinicians must not, under any circumstances, be involved with their clients 
in a sexual way. They may not “date” or behave with their clients in a 
“dating” manner. They are not to be involved in social relationships/ 
functions with their clients. This prohibits going to lunch/dinner with clients. 

Complaints 
If you are dissatisfied with the services you are receiving, please immed-
iately discuss your concerns with your clinician. A clinician needs honest 
feedback to be most effective. However, if you feel uncomfortable con-
fronting your clinician with your concerns, or if you are not satisfied with 
the result when you express your concerns, please contact another clinician 
on the staff. 
In case you feel it is necessary to contact a professional group outside the 
Clinic, it is your right to do so. Professional associations interested in 
promoting high quality services and professional ethics are:  

� Minnesota Psychological Association 
� Minnesota Board of Psychology 
� Minnesota Psychiatric Society 
� Minnesota Board of Medical Examiners 
� Minnesota Board of Marriage and Family Therapy 
� Minnesota Board of Social Workers 
� National Association of Social Workers 
� Minnesota Nurses Association 
� Minnesota Board of Nursing 
� American Association of Marriage and Family Therapists 
� Department of Human Services 

Client Services Committee 

Clients are invited to contact us with comments, questions or concerns. 
Charges for emergency cancellations may be appealed to our Client 
Services Committee for consideration. Please send an e-mail via 
clientservices@midwestcenter4u.com or a letter attention: Client Services 
Committee, to the address below. 

MidWest Center for  
Personal & Family  
Development 

Court International Building 
Suite 435-S 
2550 University Avenue W 
Saint Paul, MN  55114-1096 

 

Phone: 651-647-1900 
Fax: 651-647-1861 
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    Notice of Privacy Practices                                                               Effective March 2014 
 
 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW 

YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.  

 
Minnesota Patient Consent for Disclosures 

For most disclosures of your health information we are required by State of Minnesota Laws to obtain a written consent from you, unless the 
disclosure is authorized by Law, court ordered or subpoena, or for public health purposes through the Minnesota Department of Health 
Activities. This consent may be obtained at the beginning of your treatment, during the first delivery of health care service, or at a later point in 
your care, when the need arises to disclose your health information to others outside of our organization. 

Our ���o�]�v�]���[�•��Responsibilities: 

• We are required by law to maintain the privacy and security of your protected health information.  
• We will let you know promptly if a breach occurs that may have compromised the privacy or security of your information. 
• We must follow the duties and privacy practices described in this notice and give you a copy of it.  
• We will not use or share your information other than as described here unless you tell us we can in writing. If you tell us we can, you 

may change your mind at any time. Let us know in writing if you change your mind.  

Our ���o�]�v�]���[�•��Uses and Disclosures: 

We typically use or share your health information in the following ways: 
 

x Treat you: We can use your health information and share it with other professionals who are treating you. Example: A doctor treating 
you for an injury asks another doctor about your overall health condition. 

x Run our organization: We can use and share your health information to run our practice, improve your care, and contact you when 
necessary. Example: We use health information about you to manage your treatment and services.  

x Bill for your services: We can use and share your health information to bill and get payment from health plans or other entities. 
Example: We give information about you to your health insurance plan so it will pay for your services.  

We are allowed or required to share your information in some ways �t usually in ways that contribute to the public good, such as public health 
and research. We have to meet many conditions in the law before we can share your information for these purposes.  
 

x Help with public health and safety issues : We can share health information about you for certain situations such as:  
!  Preventing disease 
!  Helping with product recalls 
!  Reporting adverse reactions to medications 
!  Reporting suspected abuse, neglect, or domestic violence 
!  �W�Œ���À���v�š�]�v�P���}�Œ���Œ�����µ���]�v�P�������•���Œ�]�}�µ�•���š�Z�Œ�����š���š�}�����v�Ç�}�v���[�•���Z�����o�š�Z���}�Œ���•���(���š�Ç 

x Do research: We can use or share your information for health research. 
x Comply with the law: We will share information about you if state or federal laws require it, including with the Department of Health 

���v�����,�µ�u���v���^���Œ�À�]�����•���]�(���]�š���Á���v�š�•���š�}���•�������š�Z���š���Á���[�Œ�������}�u�‰�o�Ç�]�v�P���Á�]�š�Z���(�������Œ���o���‰�Œ�]�À��cy law. 
x Respond to organ and tissue donation requests: We can share health information about you with organ procurement organizations. 
x Work with a medical examiner or funeral director: We can share health information with a coroner, medical examiner, or funeral 

director when an individual dies. 
x �������Œ���•�•���Á�}�Œ�l���Œ�•�[�����}�u�‰���v�•���š�]�}�v�U���o���Á�����v�(�}�Œ�����u���v�š�U�����v�����}�š�Z���Œ���P�}�À���Œ�v�u���v�š���Œ���‹�µ���•�š�•�W��We can use or share health information about 

you: 
!  �&�}�Œ���Á�}�Œ�l���Œ�•�[�����}�u�‰���v�•���š�]�}�v�����o���]�u�• 
!  For law enforcement purposes or with a law enforcement official 
!  With health oversight agencies for activities authorized by law 
!  For special government functions such as military, national security, and presidential protective services 

x Respond to lawsuits and legal actions: We can share health information about you in response to a court or administrative order, or in 
response to a subpoena. 

 
 

 

 



Your Rights 

When it comes to your health information, you have certain rights. This section explains your rights and some of our responsibilities to help you. 
 

x Get an electronic or paper copy of your medical record: You can ask to see or get an electronic or paper copy of your medical record and 
other health information we have about you. Ask us how to do this. We will provide a copy or a summary of your health information, 
usually within 30 days of your request. We may charge a reasonable, cost-based fee. 

x Ask us to correct your medical record: You can ask us to correct health information about you that you think is incorrect or incomplete. 
Ask us how to do this. We may �•���Ç���^�v�}�_���š�}���Ç�}�µ�Œ���Œ���‹�µ���•�š�U�����µ�š���Á���[�o�o���š���o�o���Ç�}�µ���Á�Z�Ç���]�v���Á�Œ�]�š�]�v�P���Á�]�š�Z�]�v���ò�ì�������Ç�•�X 

x Request confidential communications: You can ask us to contact you in a specific way (for example, home or office phone) or to send 
�u���]�o���š�}���������]�(�(���Œ���v�š���������Œ���•�•�X���t�����Á�]�o�o���•���Ç���^�Ç���•�_���šo all reasonable requests. 

x Ask us to limit what we use or share: You can ask us not to use or share certain health information for treatment, payment, or our 
�}�‰���Œ���š�]�}�v�•�X���t�������Œ�����v�}�š���Œ���‹�µ�]�Œ�������š�}�����P�Œ�������š�}���Ç�}�µ�Œ���Œ���‹�µ���•�š�U�����v�����Á�����u���Ç���•���Ç���^�v�}�_���]�(���]�š���Á�}�µ�o�������(�(�����š���Çour care. If you pay for a service or 
health care item out-of-pocket in full, you can ask us not to share that information for the purpose of payment or our operations with 
�Ç�}�µ�Œ���Z�����o�š�Z���]�v�•�µ�Œ���Œ�X���t�����Á�]�o�o���•���Ç���^�Ç���•�_���µ�v�o���•�•�������o���Á���Œ���‹�µ�]�Œ���•���µ�•���š�}���•�Z���Œ�����š�Z���š���]�v�(�}�Œmation. 

x Get a list of those wit�Z���Á�Z�}�u���Á���[�À�����•�Z���Œ�������]�v�(�}�Œ�u���š�]�}�v�W���z�}�µ�������v�����•�l���(�}�Œ�������o�]�•�š���~�������}�µ�v�š�]�v�P�•���}�(���š�Z�����š�]�u���•���Á���[�À�����•�Z���Œ�������Ç�}�µ�Œ���Z�����o�š�Z��
information for six years prior to the date you ask, who we shared it with, and why. We will include all the disclosures except for those 
�����}�µ�š���š�Œ�����š�u���v�š�U���‰���Ç�u���v�š�U�����v�����Z�����o�š�Z�������Œ�����}�‰���Œ���š�]�}�v�•�U�����v���������Œ�š���]�v���}�š�Z���Œ�����]�•���o�}�•�µ�Œ���•���~�•�µ���Z�����•�����v�Ç���Ç�}�µ�����•�l�������µ�•���š�}���u���l���•�X���t���[�o�o provide 
one accounting a year for free but will charge a reasonable, cost-based fee if you ask for another one within 12 months. 

x Get a copy of this privacy notice: You can ask for a paper copy of this notice at any time, even if you have agreed to receive the notice 
electronically. We will provide you with a paper copy promptly. 

x Choose someone to act for you: If you have given someone medical power of attorney or if someone is your legal guardian, that person 
can exercise your rights and make choices about your health information. We will make sure the person has this authority and can act for 
you before we take any action. 

x File a complaint if you feel your rights are violated:  You can complain if you feel we have violated your rights by contacting us using the 
information on page 1. You can file a complaint with the U.S. Department of Health and Human Services Office for Civil Rights 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/. We will not retaliate against you for filing a complaint. 

 

Your Choices 

For certain health information, you can tell us your choices about what we share. If you have a clear preference for how we share your information 
in the situations described below, talk to us. Tell us what you want us to do, and we will follow your instructions. 

In these cases, you have both the right and choice to tell us to: 

x Share information with your family, close friends, or others involved in your care 
x Share information in a disaster relief situation 
x Include your information in a hospital directory 

 
If you are not able to tell us your preference, for example if you are unconscious, we may go ahead and share your information if we believe it is in 
your best interest. We may also share your information when needed to lessen a serious and imminent threat to health or safety. 

In these cases we never share your information unless you give us written permission: 

x Marketing purposes 
x Sale of your information 
x Most sharing of psychotherapy notes 

 

In the case of fundraising: 

x We may contact you for fundraising efforts, but you can tell us not to contact you again. 
 

Changes to the Terms of this Notice: We can change the terms of this notice, and the changes will apply to all information we have about you. The 
new notice will be available upon request, in our office, and on our web site. 
 
If you have questions or concerns regarding your privacy rights or the information in this notice, please contact MidWest Center for Personal & 
Family Development. 
 
Privacy Official: Kari Droubie, Office Manager 
Address: 2550 University Ave W, Suite #435-S, Saint Paul, MN  55114 
Phone Number: 651-647-1900 

 

For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html 

http://www.hhs.gov/ocr/privacy/hipaa/complaints/
http://www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html

