                          Today’s Date_______________________

Simpson Counseling Services
104 West Ellsworth Ave
Salina Kansas 67401
Fax:  785.670.8348

Client’s Full Name_____________________________________________________________

Client’s Date of Birth____________________________

Client Address (street, town, state, zip code)

____________________________________________

____________________________________________

Client’s Telephone____________________________________________________

Client’s email Address_________________________________________________

Do you authorize Simpson Counseling to provide therapeutic services to client listed above?  
Yes                     No 

Were you provided an opportunity to review a copy of Client’s Rights and Responsibilities dated 
January 1, 2022?    
Yes                     No 
			
Do you give Simpson Counseling permission to bill your insurance and collect any applied co-pays and deductibles?  
Yes                     No 

Do you give permission for your counselor to text message and email you?  
Yes                     No 

Primary Care Physician (PCP) Name & Location______________________________________________

Do you give Simpson Counseling permission to contact your PCP to coordinate care, if indicated?  
Yes                     No 



Date:_____________________________________

Client Signature:___________________________________________________

Counselor Signature:________________________________________________


