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Communication with You
In order to effectively communicate with you about your treatment and the services you’re being provided with, we request that you complete this form identifying the best ways to provide you with your confidential information. We may need to speak about appointments, request additional information, communicate test/assessment results or respond to messages you left for your provider’s office.
We may communicate with you through mail, email and telephone, including leaving messages on your answering machine/voicemail and/or text messages.
Please check all boxes that give Family Resource Network and Kaleidoscope Counseling permission to use for your communications:
	[image: image1.jpg]   You may contact me by telephone         Phone Number: ____________________  

   You may send text message                   Phone Number: ____________________ 

   You may leave a message/voice mail    Phone Number: ____________________

	  You can contact me by mail                Address: _________________________________

                                                                              _________________________________

                                                                              _________________________________


If you give permission for us to communicate with anyone else, please complete the list below:
	Name/Phone Number

	Relationship
	Options

	
	
	    Billing Information

    Appointment Information

    Treatment/service information

	
	
	    Billing Information

    Appointment Information

    Treatment/service information

	
	
	    Billing Information

    Appointment Information

    Treatment/service information


Family Resource Network and Kaleidoscope Counseling adheres to HIPAA guidelines in enduring that your information is kept confidential. However, emails and text are not encrypted (____initial) therefore, information sent via these modes are at risk of being viewed/used by individuals/purposes other than, that which it was intended.

I ________________________ understand the risk associated with my preferred means of communication and will not hold Family Resource Network and Kaleidoscope Counseling liable for breach of information communicated though such means.      

This request supersedes any previous requests for communication that I may have made.
________________________________________                    ____________________________________
Client Signature                                              Date                    Therapist Signature                                 Date

________________________________________
Parent or Legal Guardian


Date

I received a copy of this form _____ 

I denied my right to a copy of this form ____
5360 N Academy Blvd Suite 130   Colorado Springs CO 80918
PH: 719.227.7477 FX: 719.227.7474

www.familyresourcenetworkco.com
www.kaleidoscopecounseling.com

