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FOUNDATIONS COUNSELING, LLC 

PROFESSIONAL DISCLOSURE AND CLIENT INFORMED CONSENT 

 

1.CODE OF ETHICS 
Foundations Counseling employs Licensed Clinical Social Workers (LICSWs), Master Alcohol & Drug Counselors (MLADCs), 
Licensed Clinical Mental Health Counselors (LCMHCs) and master’s-level clinicians actively pursuing licensure. Each therapist 

practices with the ethical standards and professional guidelines governing their respective disciplines. These ethical codes include, 
but are not limited to:  
 
Code of Ethics of the National Association of Social Workers  
Code of Ethics of the National Association for Addictions Professionals 
Code of Ethics of the American Mental Health Counselors Association.   
 

2.  QUALIFICATIONS AND SCOPE OF PRACTICE 

Your therapist will share their specific qualifications and experience with you during your initial appointment. 
 
Foundations Counseling provides assessments/evaluations, case management, family meetings, drug testing and treatment for co-
occurring mental health and substance use disorders.  In addition, Foundations Counseling provides education and consultation 
services to the Division for Children, Youth & Families (DCYF).   

 

3. CONFIDENTIALITY 
Foundations Counseling is committed to protecting the confidentiality of your records. We conform to all Federal Confidentiality 
Laws and Regulations (HIPAA & 42 CFR, Part 2) relating to mental health and alcohol and other drug treatment records. Your 
health information will remain confidential unless you provide written consent or disclosure is required by law. 

Exceptions to confidentiality exist under the following circumstances: 

 A risk of harm to yourself or others 

 Suspected abuse or neglect of a child, elder or vulnerable adult 

 Court order 

 Medical emergency 

 For payment or healthcare operations as permitted by law 

Sometimes sessions may occur in the community, where confidentiality cannot be fully guaranteed. Your therapist will take 

reasonable steps to protect your privacy, and you may request another location if you prefer. By agreeing to meet in a public setting, 
you acknowledge these confidentiality limits. 

4.  MINORS 
In the state of New Hampshire, a minor, 12 years and older, does not need parental consent for substance abuse treatment.  It is the 
policy of Foundations Counseling, LLC to include parents in their child’s treatment whenever possible. Exclusions to their 
confidentiality are consistent with the exceptions listed above.  We do request that a release of information be signed in order to 

coordinate care with your family, but this is not required to participate in services. 
 

5. COST OF SERVICES/ DATA COLLECTION 
There are no direct costs to our clients for services.  We do not require insurance.  At times, staff may meet a client in the community. 
If we meet in the community for coffee or a meal, Foundations Counseling will cover the cost as it will be considered a business 
expense for our agency.  
 
Foundations Counseling, LLC receives funding to provide services to clients through a contract with the NH Department of Health 

& Human Services – Division for Children, Youth & Families and the NH State Opioid Response Funds via a federal SAMHSA 
award.  These financial partners require that information be collected for research and reporting purposes.  Your information will 
be de-identified when shared with these partners.  However, we do utilize a software program operated by Unite Us to collect some 
of the data.   Your information will remain confidential to them based on our business associate agreement in compliance with  
HIPAA and 42 CFR Part II. 
 

6.  BOUNDARIES & CONFLICTS 
Therapists are obligated to maintain appropriate professional boundaries with clients indefinitely. This means that we will always 

have a professional and not a personal relationship. If you believe that a violation of these boundaries occurred, you can file a report 
of misconduct with the Office of Professional Licensure and Certification, 7 Eagle Square, Concord, NH 03301, 603-271-2152.      
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From time to time, actual or potential conflicts of interest may arise. If we become aware of a conflict in providing treatment for 
you, we may be required to refer you to another provider. Regardless of the existence of a conflict, all your personal information 
will remain confidential. 

 

7.  PROFESSIONAL RECORDS AND DOCUMENTATION 
Foundations Counseling, LLC, maintains a file for each client through an online electronic medical record. These records are kept 
for a period of (7) years following a client’s last session.  These records include, but are not limited to:  intake, diagnosis, treatment 

plan, consent to treatment, treatment notes, drug test results, discharge summary and any other written or electronic information 
received from or about the client. Treatment notes include a brief description of topics discussed, symptoms reported, interventions 
used, mental status and a plan for future sessions. If you wish to see a copy of your records, it is recommended that you review 
them with your therapist. Clinical treatment notes for individual sessions ARE NOT provided to DCYF. A general summary will 
be provided to DCYF directly IF you signed an Authorization to Release your Confidential Information. The general summary will 
be based on the specific type of authorizations that you agreed to release. 
 

8.  AVAILABILITY  
Foundations Counseling employees are available by phone Monday through Friday between 8:30am – 4:30pm.  If there is an 
emergency, please call 911 or proceed to your nearest hospital/medical provider for evaluation and further treatment. 988 is a crisis 
line that may be helpful for you. For non-emergencies, please leave a message, but note that it could take up to 24 hours to return 
your phone call. If your therapist is away from the office for an extended time, you are welcome to call the main number at (603) 
260-0646 for assistance. 

 

9.  TREATMENT 
There are pros and cons to engaging in treatment. By participating in treatment, you can make progress toward your goals.  On the 

other hand, there are times when treatment can have potential risks including (but not limited to) emotional distress and potential 
setbacks.  Treatment is designed to support you through positive and challenging experiences.  We will work together to formulate 
goals and objectives for your treatment plan. Treatment recommendations are made with your input, collateral information (if 
available) and clinical information. Your therapist will always recommend the most clinically appropriate treatment. If your 
therapist believes you will benefit from treatment outside of Foundations Counseling, you will be provided with appropriate 
referrals.  
 

10.  APPOINTMENTS 
Clients must be committed to regular participation in treatment to receive the greatest benefit from therapy. We request that clients 
attend treatment sessions free from the influence of alcohol or other drugs. We will collaborate with you to determine how often 
we will meet, where the appointments will be held and how long each session will last.  If you need to reschedule the appointment, 
kindly provide as much notice as possible.  
 
11.  CELL PHONE and TEXTING 
The therapists at Foundations Counseling use cell phones as their primary contact number. Cell phones make it easy to connect to 
people. However, with the use of cell phones and texting, there are limitations to confidentiality. Text messages are not encrypted 
messages. Despite this, you understand and agree to communicate with your Foundations Counseling, LLC therapist by cell phone. 

You also agree to text communication for APPOINTMENT INFORMATION ONLY. (Please do not send any personal 
information, pictures, and/or videos via text messages.). Any after-hour calls or texts, will not be reviewed until the next business 
day.  Any emergencies should be addressed through 911 or the local emergency room. 
 

12. MENTAL HEALTH BILL OF RIGHTS 
This Mental Health Bill of Rights is provided by law to people receiving mental health services in the State of New Hampshire. Its 
purpose is to protect the rights and enhance the well-being of clients, by informing them of key aspects of clinical relationships. As 
a client of a New Hampshire Mental Health Practitioner, you have, without asking, the right: 

1.  To be treated in a professional, respectful, competent and ethical manner consistent with all applicable state laws and the 
following professional ethical standards: 1. for psychologists, the American Psychological Association; 2.for independent clinical 
social workers; the National Association of Social Workers; 3. for pastoral psychotherapists; the American Association of Pastoral 
Counselors; 4. for clinical mental health counselors; the American Mental Health Counselor Association; and 5.for marriage and 
family therapists; the American Association for Marriage and Family Therapists. 

2.  To receive full information about your treatment provider’s knowledge, skills, experience and credentials. 

3.  To have the information you disclose to your mental health provider kept confidential within the limits of state and federal law. 
Communications between mental health providers and clients are typically confidential unless the law requires their disclosure. 

Mental health providers will inform you of the legal exceptions to confidentiality, and should such an exception arise, will share 
only such information as required by law. Examples of such exceptions include but are not limited to: 1.abuse of a child; 2. abuse 
of an incapacitated adult; 3.Health Information Portability and Accountability Act (HIPAA) regulation compliance; 4. certain rights 
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you may have waived when contracting for third party financial coverage; 5. orders of the court; and 6.significant threats to self, 
others or property. 

4.  To a safe setting and to know that the services provided are effective and of a quality consistent with the standard of care within 
each profession and to know that sexual relations between a mental health provider and a client or former client are a violation of 

the law (RSA 330-A:36). 

5.  To obtain information, as allowed by law, pertaining to the mental health provider’s assessment, assessment procedures and 
mental health diagnoses (RSA 330-A:2 VI). 

6.  To participate meaningfully in the planning, implementation and termination or referral of your treatment. 

7.  To documented informed consent: to be informed of the risks and benefits of the proposed treatment, the risks and benefits of 
alternative treatments and the risks and benefits of no treatment. When obtaining informed consent for treatment for which safety 
and effectiveness have not been established, therapists will inform their clients of this and of the voluntary nature of their 
participation. In addition, clients have the right to be informed of their rights and responsibilities, and of the mental health provider’s 

practice policies regarding confidentiality, office hours, fees, missed appointments, billing policies, electronic communications, 
managed care issues, record management, and other relevant matters except as otherwise provided by law. 

8.  To obtain information regarding the provision(s) for emergency coverage. 

9.  To receive a copy of your mental health record within 30 days upon written request (except as otherwise provided by law), by 
paying a nominal fee designed to defray the administrative costs of reproducing the record. 

10. To know that your mental health provider is licensed by the State of New Hampshire to provide mental health services. 1. You 
have the right to obtain information about mental health practice in New Hampshire. You may contact the Board of Mental Health 
Practice for a list names, addresses, phone numbers and websites of state and national professional associations listed in Mhp 

502.02 (a)(1)(a-e). 2. You have the right to discuss questions or concerns about the mental health services you receive with your 
provider. 3. You have the right to file a complaint with the Board of Mental Health Practice.” (b) A licensee shall post a copy of 
the above mental health bill of rights in a prominent location in the office of the mental health practitioner and provide a copy upon 
request. (c) A licensee shall provide a copy of the mental health bill of rights to the client and/or agency if the assessment, 
consultation, or intervention is provided outside the office. 
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ACKNOWLEDGMENT OF INFORMED CONSENT/CONSENT FOR TREATMENT 

By signing below, I acknowledge that I have received, read, and understand the following policies regarding confidentiality, scope 

of services, protection of personal health information and informed consent. I was given the opportunity to ask questions, and my 

questions have been answered to my satisfaction. 

1. I/We acknowledge that Foundations Counseling has reviewed and provided a copy as requested, of the informed consent 

outlining program policies, telehealth practices, confidentiality and client rights.  

 

2. I/We acknowledge that Foundations Counseling has reviewed and provided a copy as requested, of the Mental Health Bill of 

Rights. 

 

3. I/We consent to participate in treatment with Foundations Counseling. If applicable, I/we consent for my/our child to receive 

services from Foundations Counseling. 

 

4. I/We agree to communicate with Foundations Counseling, LLC, via cell phone. I/We also approve of communicating through 

text messaging (not encrypted) related to appointments as outlined above. I/We understand that there are limits to confidentiality 

with this type of communication and agree to use this form of communication to initiate easier access to services.  

 

5.  I/We agree to allow Foundations Counseling to collect data, via the Unite Us platform, in order to share the de-identified 

information with SAMHSA as a way to improve services in your community and in the nation.  I am aware that I may opt out 

of sharing some or all of this information. 

 

____________________________________  ____________________________________ 

Client Signature   Date  Guardian Signature (if necessary) Date 

CONSENT FOR PARTICIPATION IN TELEHEALTH COMMUNICATION 

1.  I understand that my provider may wish to engage with me using video conferencing technology.  My provider explained how 
the technology will be used and the steps to take if there are technical problems. 

2.  I understand that a telehealth consultation has potential benefits including easier access to care and the convenience of meeting 
from a location of my choice.  I understand there are potential risks to this technology, including interruptions, unauthorized access, 
and technical difficulties. I understand that my health care provider or I can discontinue the telehealth sessions if it is felt that the 
videoconferencing connections are not adequate for the situation.  I had a direct conversation with my therapist, during which I had 
the opportunity to ask questions regarding the risks and benefits of telehealth.  My questions have been answered and the risks, 
benefits and any practical alternatives were discussed with me in a language in which I understand. 

3. Telehealth by Therapy Notes is the technology service we will use to conduct telehealth videoconferencing appointments. It is 
simple to use. To maintain confidentiality, I will not share my telehealth appointment link with anyone unauthorized to attend the 
appointment. 

4.  Telehealth by Therapy Notes is NOT an Emergency Service and in the event of an emergency, I will call 911, go to my local 

emergency room or seek assistance through a crisis program.  

5.  Though my provider and I may be in direct, virtual contact through telehealth, Therapy Notes does not provide and is not 
responsible for the delivery of any medical or healthcare services or advice including, but not limited to, emergency or urgent 
medical services. 

___________________________________  ____________________________________ 

Client Signature   Date  Guardian Signature (if necessary) Date 


