Northampton Center for DBT
Kristen Joyce, LMHC

978-697-3903
KristenJoyceLMHC9@gmail.com


New Participant Information

Name: _________________________________		Phone: _______________________________
Home Address:  ______________________		Email: ________________________________
City/State: ____________________________		Date of Birth: ________________________
Gender: _______________________________		Marital Status: _______________________

May I contact you at the above phone number and email?  Y  N     Is text okay?   Y  N

Do you have a history of mental health treatment? If so, please describe.
_________________________________________________________________________________________________

Do you have a history of substance use and/or treatment? If so, please describe.
_________________________________________________________________________________________________

Please list any medication you are currently taking.
_________________________________________________________________________________________________

Who prescribes these medications? _______________________________________________________

Are you currently in therapy? If so, who is your provider?_______________________________

Do you give permission for Kristen Joyce to contact this provider for purposes of coordinating care and supporting you through the process of participating in this DBT program? If so, please sign and date here: ___________________________________________

Emergency Contact Name/Relation/Phone Number:
_________________________________________________________________________________________________

How did you hear about Northampton Center for DBT?
_________________________________________________________________________________________________






Please Complete Back of Page



Agreements

Financial Responsibility: I, the above named participant, hereby state that I am responsible for payment for all services and that I understand that services through Northampton Center for DBT are not covered by insurance. 
Initial:_______________________

Confidentiality Policy: The information discussed in DBT class is confidential and cannot be disclosed to anyone. The exceptions are:
1. If there is a release that you have signed giving Northampton Center for DBT permission to discuss details with a specific person.
2. If there is a suspicion or evidence that a child, elder or dependent adult is being abused.
3. If the facilitator learns that a serious threat exists to the life of the participant or the life of another person.
[bookmark: _GoBack]Initial:_________________________

Acknowledgement

The participant’s initials above and signature below are confirmation that I have received and read the Contract for Outpatient Services and that I understand and agree to abide by it’s terms during the course of your work with Northampton Center for DBT. 

Participants Signature and Date: ________________________________________________________
Participants Printed Name: ______________________________________________________________

Thank you for joining Northampton Center for DBT! I look forward to working with you!
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