
Itlew Horizons Mental Heahh Services

INFORMEO CONSENT FOR TREATMENT

Today's oate CIent Name oale of Brrth

ACKNOWTEDGMENT OF CONSENT IOR TREATMENT

1) I agree to receive B Mental Health nnd / or OAlcohol and other Oru8 treatment oitered by New Ho.i2ons for:

trMysell DMy child EThe person for whom I am legalguardian

2) tgive consent for the use ol my Protected Xealth lnformation for trealment, payment and health care operatrons as

dercribed in the Notice of Privacy Praclices.

3) I acknowledge this consent is voluntary.

4) lfunher acknowledge that I may revoke, in writing, this conseot at any time; etcept to the extent that action based

on this consent has already been taken.

CIent/Guardran SiSnature

Strlf /f arlhtator SiSnature Dale

I have received a copy of the Client Handbook i client initials 

-

I have declined a copy of the Client Handbook -+ Client initials _
I r€ceived a copy of the Client Rights Statement at my annual red€termination )Client lnitial5 

-

I understand that if at any time I decide to withdraw mv consent for treitment I can ask front office staff or my provider for

the withdrawal of Consent for Treatment form.

lf questrons, I may discusr with my clinician, or obtain the Handbook at aoy time durinB my course of treatment

OMyrelf, being . minor 14 ye.rs of ate or oldcr r ClinKgl Oiectgt p ot opptovol is requtrcd belorc list oppointment 6
schpduled. freotfient w l nol exce"d lhtfty (301 dolt o. si, 16l tess&nt, whichevar occurs soooet. faeatmaot does not hclude
Phormorotheropy.
Oinical Directoa Sitnatura 0ate

CUt[t ]U O8Oq rn(lud.! nform.tDn ebool

. Cfit'r ht€rvention

. SpccDlTre.hentConditDntCon(?rnini
,. fl|llol Hrrm toMys.ll or Other!
i Ch d and OlderAdultAb0te

. My hdlvdual lr€.tm€nt Pro(€r9

. Chnl(al IrcJtmenl rroa.se

. My R8htr. Retgonrlbrlr||rl and salrrfadon

. lanafits and Rillr of Treatrient and Scrv[et

. SarCty Prrdk!!onAtcnq Prcmltel

. Vaflour Health lnformatDn

. Conrmunq R6oiJrag Ayarlabl€



ilaw Honronr m3y us.l.rt,nt or cmailar a *ay to r(hlduLor codrrm .gporntmrnls or to arra^l€ lranrponatlon. ?hara ba aw..a th.t rmarl.nd tsltrry rrould bc
utcd lo, appo,otrncnt rn.n4enlenl ont lhc, IorG ot dgn.l(ommunE.troo rhou6 ncv€, (onlrn .onlircst'.1, clnr.l rnfo,m al'on o{ be coosdeied t,..tdr.nt
,€{r^8 rr 60r an aprroprate*ay lo rea(h o!! lor helpdurintr ansrror amartancy rnuation lfyou arc arp.r€n(rni.n Grn€rtcn.y plcasr rontrt 9ll o, ih€ (n$r
r.lr L,n. x lrlro)647.4255

New Honzons Mental Health Services

Today's Date Client Name oate of Birth:

coNsENr To R€cErvE EMAtwErr5

I grve my permissaon for communicatlon by email/textrn8, understanding the Imits of protection uainS such electronrc mean5. I

understand that I may revoke my authorization at any time, except to the exlent that action will have been taken prior to the
revocation of my cons€nt. Otherwir€, this authoriration is valid for the duration of my treatment at New Horizons.

E marl Address

cell Phone Number Cell Phone Provider

Dete

Oate

REVOCATION Of CONSENT

Onte

0ale

Telehealth lntormed Consent and Privacy Acknowledtement

CienVGuardran Srgnaluae

9laff 9ignature

I wish to revoke my con5ent

Client/Guardran SBnature

5tatf 5rSnalure

We ar€ able toofler yorJ ou. seM.er throlrSh a [alehaahh opllon *henyou a.p nol aua lo come on srle or ba othcrwi5e ava(able tor tare to la(e rerv[er wth ou.

4.rry lhrg ogtpn *osld 3llow you to aommun,ty wrthyour prov.der remotclyth,ol{h lachnoloSy innead ol rn pe.son. On yoor €nd lil, could be v|. a (omputer or
l.ptop u/[h aam€ra.nd ft(rophof,e, a tabkt loni€cted to th€ lht.rnct, o, r emrrt phone w{h a(amera. Talahealth (ouu dlro rnvolw .om,nu n ( dnn8 by nud|o ooly
w h a t.hphonc rrhcn v'deo rr not posrrbL.

froccted btnctrtt for ulrm Tcllhcalth/tchohooa t.3slont, lmprottd a<(6t lo brhavlora] haallh(3re r€maca. Yos can rcmarn rn youa home o. other cho5en 3te tor
,afary and haCth reasolrJ and slrll tlc€ivr . .lrnotc rlrua! wrth you, provrdc. Thl! aho raduret travel time for appontrEntj, allown8 you more thrDr|(y to l[

Poi'lbb ntkt rn urnr lclaheahh^.laohoE rarjioals Ai w|th iny h€ahlEara pro<adur!, thua tra potantEl ojls a5jocratad wrth tha usr ol ]cleh?alth. Iheg€ ,nclude
but mef nor b.lmltldto. h rar. c.r.s, nlGmaton k.ns[ntcd mn nol ba iutf(pnt (al.mfia, poor rarotr]ton imagat orvolta)!oallo*. (ompl.t! ier'on O€lay!
rn lrealmanl (ould oa.u. due to drPn.l.i G ladurar o, th! aqup.ncnt, i. yrry rara inrtan.6 lacumy proto@la CouH frl, caurtnt. brea<h ot !r|Yrcy ol p€rtonai

and .ddrc'5 at th€ bc8mnlng ot tha i6rro. yolJ ain .tro calt us b.(l .t tha numb€(5) l6tad b€lo* d dtrconnc(too 6cu6

tn.t rs slcure and en rYpted,.nd r, l nad ea.h tettlon w(h 5e(ur,ty queit€ns lo contt.m fou dentity.rld conta(t rnform.tio^

our N€w Honront Mentrlxeelth s€rvf€r Prlv.cy Polry (in lh€ cll.nt Handbook] and tafoh€d conJent tor rreahent apple5lo rllrarw6 m alllormr oldetrvaryT1l.la*s th.l protc.r p4r.Ey and th€ confl{lcntotryof heatth ntorrn.tbn atro ippty tO lehhaahh, and nO rnrormaton Oblar.€d tn the use o, Telehaatth wirchdent ier you wdl be d6(lor€d to othcr cn!|t|.: w[hout your (on!€nt

You hdvG thc nSht to c'dhhold or rlhdaw you. aoniant to lh€ u5€ ot Tel€haJth remaet rn rhe courre d your carc at any tm! withour afleclrng yo., rrght ro rurure

8y lr8nrn8 belof, lor verbitvaffl..ilon whcn e8nature 6 not porsttel, you sre y€rrryini th.t you underrtand your 9.rv..y r8ht, n r€8a.d! to teteh€akh, yorlunderrt.nd $. b€mfrtt.6d .l!tr,.nd you (o.|scnt to pa.r(rprtc

CIent/Guardrrn SiSnalure
Date

Staf{ 5rgns191c,
Date



New Horizons Mental Health Services

230 N. Columbus St. Ste. 2 437 Hlll Road North
Lancaster,ohio43130 PlckerinSton,Ohio43l4T
p-740.901.3150 p-614.834.1919

t-740.8oa.av2 ,-514.834.1920

2652 xull Rd.

Lancaster, Ohio 43130

p- 140.211.6733
f- 740.277.7020

2560 & 2680 Kull Rd. 1550 She.idan Or Ste. 202.

[ancaster, Ohio 43130 Lancaster, Ohio 43130

p-74c.271-6166 p-74C808-8371

t-74G2'11-61N f-7&1As-4924t4$trtL HtrITx 5alvlctt

Authorization to Use and Disclose Confidential Protected Health lnformation [3793:2-1-06(H)]

Regarding: CUENT NAME-DOB tDf

Purpose of Disclosure:

Continuity of Care

, Other Purposes (Specify)

Disability Determination U Ongoing Treatment I Treatment Planning with Client

Description of lnformation to be Disclosed:

I Attendance L-l Crisis Assessment ll Diagnosis-Diagnostic Assessment U HIV/AIDS Test Results or Status

I Laboratory & Medication Results ! Physician's Orders/Medical Notes ! Pregnancy Test Results

L I prenatal Care Received L-l Progress ln Treatment U Psychiatric Evaluation ! Psychological Evaluation

I I lnformation on Mental lllness and/or Treatment I Urine Testing Entire Medical Record

other lnformation (Specify)

Amount of lnformation to be Disclosed:
E Previous Three Months E Previous 

- 
yea(s) tr Most Recent Admission or Episode of care

tr Other (specify)

Name of Physician Address Phone Fax

The above named may E gfggpgqlg/ or E receive from, or E exchanEe intormation with: The above listed New Horizons

locations.

I understond this duthorizotion remoins in ellect until the dote of expirotion. I understond this outhorizotion moy be withdrown any

time in writing (except to the extent that oction hos oheody been token). Further releose shall ceose (except os ollowed by low) upon

New Horizon's receipt of the written revocotion, I olso understond thot the provider moy not condition treotment, poyment,

enrollment or eligibility for benefits on whether I sign this outhotilotion. The heolth corc providers listed obove will not receive

finonciol or in-kind compensotion in exchonge for using or disclosing my heolth core inlormotion.

lndicate only one of the following:
L-lThis authorization will expire upon the termination of treatment & services at New Horizons Mental Health Services

llThis authorization will expire when (condition)

lThis authorization willexpire on (dale| I I

Date

Date

Provider: Please check box if you would like a request for records sent

..d : @Fy .f thE .sthoriz.ild rll @r.r! *rV dtrd@E,

NOTICE OF REVOCATION

Client Name tDs
I revoke authorization for fu rther use and disclosure of my protected health information efrective:
Date Revoked

5ignature of Client/Guardian Date

Staff Signature and Title Date

Signature ot Client/ Guardian

Staff Signature and Title


