
  

 

Informed Consent 

Thank you for giving me this opportunity to serve you, your family or your child. I want our work and our time 
together to be valuable. Please review the following carefully and ask any questions you have. Please initial each 
section after reviewing.  

_____ Description of Services: Services may include initial assessment, consultation, individual, family, telephone 
conferences, and coordinating treatment with other professionals or groups (physicians, other service providers, 
etc.)  The purpose of service is to meet specific goals developed with the client/family, that promote healthy 
functioning and development. While there is no guarantee that goals will successfully be met, open 
communication and honest effort will permit positive change, or, in the very least, a better understanding of why 
the desired change might not be possible or beneficial at this time.  

_____ Credentials: Namasté Hall Manney, DBA as Silver Lining Consulting, LLC, by and through Karuna Center, LLC, 
is a Licensed Master Social Worker in the State of Kansas working towards obtaining Licensed Specialist Clinical 
Social Work licensure. Ms. Manney is qualified to conduct therapy with children, adults and families under the 
supervision of Anissa Pfannenstiel, LSCSW.  

_____Supervision: Namasté Manney, LMSW, provided a copy of her Clinical Disclosure  

 _____Supervision: Namasté Manney, LMSW has provided a copy of authorization for Supervision and Media Release 

form with (Play Therapy Services only) 

_____ Confidentiality: Confidentiality is an important part of the therapeutic relationship. Client confidentiality is 
defined by state and federal statutes. Records are stored, handled and monitored according to these strict 
guidelines. I understand that Namasté Manney, LMSW, Silver Lining Consulting, LCC or Karuna Center, LLC will not 
share any personal or clinical information about myself, my family or my child without express written consent 
through signing a release of information. Professional ethics and state law require complete confidentiality of 
information shared as a result of services rendered.  Cases will not be discussed with anyone without written 
consent, except as follows: 1) If contact reveals that the client is a danger to self or others; 2) If abuse of a minor, 
elderly, or disabled person is suspected, or if you divulge information about such abuse;   3) To insurers for claims 
payment: 4) As required by state law; 5) If the professional was appointed by the court to evaluate the client; 6) If 
the client files a suit against the professional for breach of duty. (See Privacy Policy for more detailed information.)  

_____ Consent to Use and/or Disclose Protected Health Information: As a condition of providing treatment to 

you, Namaste Manney, LMSW may request your consent to use and disclose protected health information about 

you to carry out treatment, payment, and health care operations. You may revoke this consent at any time by 

notifying Namaste Manney, LMSW in writing, except to the extent that the provider has taken action and reliance 

on your consent. Please refer to the Notice of Privacy Practices for Protected Health Information (“Privacy Notice”) 

for a more complete description of the uses and disclosures that Namaste Manney, LMSW may use of your 

protected health information.  You have the right to review the Privacy Notice prior to signing this consent. 

Namaste Manney, LMSW has reserved the right to change its privacy practices described in this Privacy Notice.  In 

accordance with law, the terms of the Privacy Notice may change.  At any time, you may obtain a copy of the 

current Privacy Notice and any revised notice. You have the right to request that Namaste Manney, LMSW restrict 

the manner in which your protected health information is used or disclosed to carry out treatment, payment, or 

health care operations.  The provider is not required, however, to agree to such requested restrictions.  If, 

however, the provider agrees to the requested restriction, the provider will honor the request and it will be 

binding. I hereby consent to the use and disclosure by my provider, its workforce, and its business associates of my 

protected health information for purposes of treatment, payment, and health care operations. 
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_____ Ethical and Professional Standards: The ethical guidelines and practice standards published by the National 
Association of Social Workers are adhered to in this practice.  Clients are encouraged to directly address any and all 
questions about services to Namasté Manney, LMSW.  Questions about consumer’s rights may be addressed to the 
BSRB of KANSAS.  

_____ Minors & Confidentiality: Therapy is most effective when there is a high level of trust between therapist 
and child/teen. If you are a minor, under the age of 18, your parents/guardian may be legally entitled to some 
information regarding your therapy.  I will discuss with both you and your parent’s what information is appropriate 
for your parents/guardian to receive and which issues are more appropriately kept between therapist and client.  

_____ Appointments: The first appointment is generally an Initial Assessment which lasts approximately 60-90 
minutes.  Prior to your first visit you may be sent forms which provide information for your first meeting.  Sessions 
generally are 50 – 60 minutes; Accelerated Resolution Therapy and Brainspotting sessions may last 50 – 90 
minutes.  Family Therapy sessions may last from 50 to 90 minutes and may be attended by some or all family 
members. Telephone conferences may be needed in addition to appointments, or to coordinate services between 
professionals. 

_____ Length of Treatment:  Therapy varies in length of time depending upon person and treatment.  After an 
initial assessment, therapy may or may not be one of the recommendations. If a client engages in therapy, a 
treatment plan is devised based upon goals that are collaboratively developed.  Evaluation of treatment goals 
leads to shortening or lengthening treatment. 

_____ Client History: For purposes of therapy and/or assessment it is often important to assess current 
functioning in the light of family history.  Questions may be asked about individual and family social, medical, 
psychiatric, and psychological history. 

_____ Scheduling Appointments: Sessions last approximately 45-60 minutes depending on the client and 
presenting issue. Please arrive for your scheduled session time. This time has been specifically held for you and 
your child. Please notify me if you will be late. Late arrival may result in a shortened session. Scheduling may occur 
via phone call, email or text message. Please understand that texting /communicating through cell phones is not 
guaranteed to be 100% secure or confidential and you do so at your own risk.  

 I consent to communicate by: 

Email Address: ______________________________________________________________

 

Text:______________________________________________________________________ 

 

Phone:____________________________________________________________________ 

 

Other:_____________________________________________________________________ 

_____ Cancellation and Missed Appointments Policy: Standard Cancellation policy is 24-hours. Understanding that 
illness as well as emergencies may arise, please let me know by text, email or phone call that you need to cancel or 
reschedule. Communication about sessions is very important. If you do not show up for your scheduled 
appointment and have not communicated with me, the missed session fee of $50.00 will be charged. Insurance 
will not pay for missed sessions; therefore, the client is responsible for this charge. Please keep in mind that 
therapy services are voluntary, and you can request a discontinuation of services at any time. Missed 
appointments could result in same day scheduling. 

_____Social Media Policy: Due to the importance of confidentiality and minimizing the chance of dual 
relationships, I do not accept friend or contact requests from current or former clients on any social networking 
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site (Facebook, LinkedIn, etc.). These social media connections violate the professional ethics standards and 
compromise your confidentiality and our respective privacy. 

_____ Contact Between Sessions: I make every effort to return phone or email messages within the same business 
day or within 72 hours. I typically answer messages 10a-8p Monday-Saturday.  I am unable to provide a 24-hour 
crisis service. In the event you are not able to keep yourself/child/teen safe or feel you need emergency mental 
health care, please call 911 or go to the nearest emergency room. If you are needing someone to talk to 
Headquarters Counseling Center Help line is available 24 hours a day at (785) 841-2345 

_____ Benefits and Risks: I understand that in seeking therapy for myself or my child/family there are potential 
benefits and risks.  Benefits may include the ability to handle specific concerns in healthier ways, an increase in 
positive responses to difficult situations and reduction in unwanted behaviors. Risks may include experiencing 
uncomfortable levels of feeling sadness confusion and anger. As we work to resolve these issues, it is possible that 
the behaviors and reactions may get worse before they get better. 

_____ Insurance and Payment: I authorize Namasté Manney, LMSW, by and through Karuna Center to bill my 
insurance and release information to my insurance company for that purpose. If I am a self-pay client, the session 
fee mutually agreed upon by the therapist and myself is $_____ per session, payable at the time of the session. 
Cash, check and credit cards (including flex account spending credit cards) are accepted. All co-pays, coinsurance 
and session fees are due the day of the appointment, and I will keep an active credit card on file to pay these fees.  

_____ Consent to Receive psychological services and assignment of Benefit: I fully understand that I am giving my 
written consent to receive psychological/mental health services. I agree that these services are mutually 
understood to be appropriate, and that I may withdraw my consent at any time. I authorize Namaste Manney, 
LMSW DBA as Silver Lining Consulting, LLC to obtain and release information, regarding my treatment to foster 
parent(s) parent, or guardian presents a valid need for such information as determined by the provider. 
I authorize release of medical information necessary to process claims for services rendered on my behalf. For                 
these services I authorize payment directly to Namaste Manney, LMSW DBA., Silver Lining Consulting, LLC by and                 
through Karuna Center, LLC. by health insurance, or third-party benefits. Provider of services accepts assignment. 
Kindly accept a photocopy or facsimile of this authorization as if it were an original authorization. I understand                  
that my signature below will act as a signature on file. 
 
_____ Court Involvement & Legal Proceedings: I understand Namasté Manney, LMSW does not provide custody 
evaluations or make any recommendations on custody. A court order indicating parental/custodial rights may be 
required to be provided to the therapist. Sharing information with court appointed Guardian Ad Litem (GAL) will 
occur as requested.  

_____ Waiver of Subpoena: All clients waive the right to subpoena the therapist to court. By acknowledging this 
you are agreeing to NOT have the therapist subpoenaed, in order to preserve the integrity of the therapeutic 
relationship. In the case of the subpoena, you will be billed the standard Court Related work fee of $200.00 per 
hour. Any time dedicated to court appearance, including preparing documents, discussions with lawyers, GAL (in 
connection with court appearance) and any time spent at the courthouse, including travel to and from will be 
billed at $200.00 per hour. The requesting party will be billed these fee’s and they will be due the day following 
court proceedings.  

_____ Mandated reporter: I understand that Namasté Manney, LMSW is a mandated reporter, which means that 
any known or suspected abuse or neglect will be reported to the Department of Children or Families child abuse 
hotline. In addition, should my child or I express any intention to hurt myself or others, a report will be made with 
local authorities to ensure safety.  

_____ Termination of Therapy: Ending relationships can be difficult, it is important to have a termination process 
in place to achieve health closure. The appropriate length of therapy and the beginning of termination will depend 
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on goals being met, new skills and consistent communication about progress. You also have the right to terminate 
therapy at your discretion at any time. I may provide you with referrals to other therapists at your request.  

_____  Building Security: Please be advised that the owner of the building at 826 ½ Massachusetts has security 
cameras on the outside of the building to ensure the safety and security of the building and inhabitants. The 
cameras are used for security purposes only. Though Silver Lining Consulting, LLC does not maintain the cameras, 
Ms. Manney has access to the front door camera for the purpose of door alerts. The cameras are owned and 
maintained by Ernst Properties, LLC. 826 ½ Massachusetts St. Suite 200 Lawrence KS, 66044. Please let Ms. 
Manney know if you have concerns regarding the use of the security cameras.  

My signature below indicates I have read this informed consent and agreement and give consent for treatment. 
My signature, attests to the following: 1.) I have read this information and I consent to engage in services; 2.) I 
authorize Namasté Manney, LMSW, DBA Silver Lining Consulting, by and through Karuna Center, LLC to release any 
pertinent information acquired in the course of my evaluation and treatment to my insurance company; 3.) If 
pertinent, I authorize my insurance benefits to be paid directly to Namasté Manney, Silver Lining Consulting, LLC or 
Karuna Center LLC and I understand I am financially responsible for non-covered services; 4.) I understand that 
Namasté Manney is not “on-call” after office hours or on weekends; 5) I understand that Namasté Manney is a 
practitioner independently practicing.  

 

Patient/Guardian: ______________________________________________ Date: ________________ 

 

Clinician: _____________________________________________________ Date: ________________ 
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Client Information Sheet 

 

Last Name: ________________________ First Name: ______________________MI: _________ 

Street: ________________________City: _____________________State: _____ Zip: _________ 

Home Phone: _______________ Cell: __________________    Work: __________________ 

 SSN#_______-______-________ Birth Date: _________________ Age: ________  

Email address: ________________________________________________ 

Marital/relationship status: Child    Single   Partnered   Married   Poly   Other: _____________ 

Assigned Gender: __________________ Gender Identification: _______________________ 

Who referred you? ___________________________________________________________ 

Contact in case of emergency? ________________________Phone:____________________ 

Responsible Party, if different from client (The person signing the fee agreement and consent 

for treatment): 

Last Name: ________________________ First Name: _____________________ MI: _______ 

Street: __________________________ City: __________________ State: ____ Zip:  ________ 

Home Phone: __________________ Cell: ___________________ SSN#______-______-______ 

Birth Date: ______________ Age: _______      Gender: _______________________________  

Employer: _______________________________ Work Phone: _________________________ 

Responsible Party’s relationship to client: __________________________________________ 

Primary Insurance: 

Name/Address of 

Insurance:__________________________________________________________________ 

ID#_______________________________ Group #_________________________________ 

Policy Holder’s Name:__________________________________ Date of Birth:____________ 

Policy Holder’s Address if different from client_____________________________________ 

Policy Holder’s Phone number if different from client: _______________________________ 

Policy Holder’s Social Security Number: _____________________ 

Policy Holder’s Employer: ________________________________  
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 NOTICE OF PRIVACY PRACTICES FOR PROTECTED HEALTH INFORMATION 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND  
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  

 
Effective date:  
If you consent, Namaste Manney, LMSW DBA Silver Lining Consulting, LLC by and through Karuna Center LLC is                  
permitted by federal privacy laws to make uses and disclosures of your health information for purposes of treatment, payment,                   
and health care operations. Protected health information is the information we create and obtain in providing our services to you.                    
Such information may include documenting your symptoms, examination, test results, diagnosis, treatment, and applying for               
future care or treatment.  It also includes billing documents for those services. 
 
Examples of uses of your health information for treatment purposes are: 

I. The provider obtains treatment information about you and records it in a health record 
II. During the course of your treatment, the provider determines that he/she will need to consult with another specialist in 

the area.  He/She will share the information with such specialists and obtain his/her input. 
 
An example of use of your health information for payment purposes: 

I.  Karuna Center, LLC submits a request for payment to your health insurance company.  The health insurance company 
requests information from them regarding services rendered.  We will provide that information to them about you and 
the care you receive.  

II. Karuna Center , LLC verifies insurance coverage prior to your first appointment. 
 
An example of use of your health information for health care operations: 
I. The state licensing authority wants to review records to assure that we have acted consistent with state law regarding your 

care.  In doing so, it wants to take a sampling which includes a review of your chart.  At the licensing authority’s request, we 
will provide it with a copy of your chart. 

 
Your health information rights: 
The health record and billing records we maintain are the physical property of the provider. The information in it, however,                    
belongs to you.  You have a right to: 

I. Request a restriction on certain uses and disclosures of your protected health information by delivering the request in 
writing to our office. We are not required to grant the request, but we will comply with any request granted.  

II. Obtain a paper copy of the Notice of Privacy Practices for Protected Health Information by making a request at our 
office. 

III. Request that you be allowed to inspect and receive a copy of your health record and billing records.  You may exercise 
this right by delivering the request in writing to our office using the form we provide to you upon request. 

IV. Appeal a denial of access to your protected health information except in certain circumstances. 
V. Request that your health care record be amended to correct incomplete or incorrect information by delivering a written 

request to our office using the form we provide to you upon request 
VI. File a statement of disagreement if your amendment is denied, and require that the request for amendment and any 

denial be attached in all future disclosures of your protected health information 
VII. Obtain an accounting of disclosures of your health information as required to be maintained by law by delivering a 

written request to our office using the form we provide to you upon request.  The accounting will not include internal 
uses of information for treatment, payment, or operations, disclosures made to you or made at your request. 

VIII.Request that communication of your health information be made by alternative means or at an alternative location by 
delivering the request in writing to our office using the form we provide to you upon request. 

IX. Revoke any authorizations that you made previously to use or disclose information except to the extent information or 
action has already been taken by delivering a written revocation to our office. 
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You have the right to review this Notice before signing the consent authorizing use and disclosure of your protected health                    
information for treatment, payment, and health care operations purposes. 
If you want to exercise any of the above rights, please contact : 

 

Namaste Manney, LMSW                        826 ½ Massachusetts St. Suite 208 Lawrence,  KS                             (784) 840-5465  
 

in person, or in writing, during normal business hours.  The therapist will provide you with assistance on the steps to take to 
exercise your rights. 

Our Responsibilities 
Namaste Manney, LMSW DBA Silver Lining Consulting by and through Karuna Center, LLC  is required to: 

1. Maintain the privacy of your health information as required by law 
2. Provide you with a notice as to our duties and privacy practices as to the information we collect and maintain 

about you 
3. Abide by the terms of this Notice 
4. Notify you if we cannot accommodate a requested restriction or request 
5. Accommodate your reasonable requests regarding methods to communicate health information to you. 

 
We reserve the right to amend, change, or eliminate provisions in our privacy practices and access practices and to enact new                     
provisions regarding the protected health information we maintain. If our information practices change, we will amend our                 
Notice to reflect these changes. You are entitled to receive a revised copy of the Notice by calling or requesting a copy of our                        
Notice or by visiting the office to obtain a copy. 
 
To Request Information or File a Complaint 
If you have questions, would like additional information, or want to report a problem regarding the handling of your information, 
you may contact the following person: 

 

Namaste Manney, LMSW                        826 ½ Massachusetts St. Suite 208 Lawrence,  KS                             (784) 840-5465  
 

Additionally, if you believe your privacy rights have been violated, you may file a written complaint at our office by delivering 
the written complaint to the following person: 

 

Namaste Manney, LMSW                        826 ½ Massachusetts St. Suite 208 Lawrence,  KS                             (784) 840-5465  
 

You may also file a complaint by mailing or e-mailing it to the Secretary of Health and Human Services. 

We cannot, and will not, require you to waive the right to file a complaint with the Secretary of Health and Human Services 
(HHS) as a condition of receiving treatment from our office. 

We cannot, and will not retaliate against you for filing a complaint with the Secretary. 

 

Northeast District Office |   800 West 24th Street   Lawrence, Kansas 66046-4417 |  KDHE.NEDOAdmin@ks.gov 
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Other Uses and Disclosures 

I. We have Business Associates with whom we may share your protected health information.  
II. For example, in preparing our annual financial statement, auditors may need to review samples of medical care given. 

We may disclose your health information to the accounting firm to prepare this material. 
III. For example, during our routine health care operations, we may need to hire computer technicians and software 

vendors.  We may disclose your health information to these vendors to maintain daily functioning in our health care 
operations 

 
Notification 
Unless you object, we may use or disclose your protected health information to notify, or assist in notifying, a                   
family member, personal representative, or other persons responsible for your care, about your location, your               
general condition, or your death. 
 
Communication with Family 
Using our best judgment, we may disclose to a family member, other relative, close personal friend, or any other 
person you identify, health information relevant to that person’s involvement in your care or in payment for such 
care if you do not object or in an emergency. 
 
Marketing 
We may contact you to provide you with appointment reminders, with information about treatment alternatives, or                
with information about other health-related benefits or services that may be of interest to you. 
 
Workers Compensation 
If you are seeking compensation through Workers Compensation, we may disclose your protected health 
information to the extent necessary to comply with laws relating to Workers Compensation. 
 
Public Health 
As required by law, we may disclose your protected health information to public health or legal authorities charged 
with preventing or controlling disease, injury, or disability. 
 
Abuse and Neglect 
We may disclose your protected health information to public authorities as allowed by law to report abuse or 
neglect. 
 
Law enforcement  
We may disclose your protected health information for law enforcement purposes as required by law, such as when                  
required by a court order, or in cases involving felony prosecutions, or to the extent an individual is in the custody of                      
law enforcement. 
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Health oversight 
Federal law allows us to release your protected health information to appropriate health oversight agencies or for                 
health oversight activities. 

 

Judicial/Administrative Proceedings 
We may disclose your protected health information in the course of any judicial or administrative proceeding as                 
allowed or required by law, with your consent, or as directed by a proper court order. 
To avert a serious threat or health or safety, we may disclose your protected health information consistent with                  
applicable law to prevent or lessen a serious, imminent threat to the health or safety of a person or the public. 

 

For Specialized Governmental Functions 
We may disclose your protected health information for specialized government functions as authorized by law such                
as to Armed Forces personnel, for national security purposes, or to public assistance program personnel. 

 

Other uses 
Other uses and disclosures in addition to those identified in this Notice will be made only as otherwise authorized by                    
law or with your written authorization and you may revoke that authorization as previously stated. 
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RELEASE OF INFORMATION 

 

 
CLIENT NAME: _____________________________________________ DATE OF BIRTH_______________________ 

 

SOCIAL SECURITY NUMBER: ___________________ ADDRESS: __________________________________________ 

 

I ______________________________ AUTHORIZE THE FOLLOWING: _____________________________________ 

  

MAY RELEASE INFORMATION REGARDING MY PSYCHOLOGICAL EVALUATION AND/OR TREATMENT TO: 

 

_____ NAME: ________________________________________________________________________________ 

 

ADDRESS:______________________________________________________________________________ 

 

PHONE:________________________________________________________________________________ 

 

______THE FOLLOWING AGENCY/PROFESSIONAL _____________________________________________________ 

  

_____MAY RELEASE INFORMATION REGARDING MY PSYCHOLOGICAL EVALUATION AND TREATMENT TO:  

 

Namaste Manney, LMSW  

Silver Lining Consulting, LLC |Karuna Center, LLC 

826 ½ Massachusetts St.  

Lawrence KS, 66044  

(785) 840-5465 

namaste@consultingks.com

 

 

_____________________________________________________________________________________________T

his release is limited to that information which is necessary for effective case management and treatment. I                 

understand that material may include information regarding drug and/or alcohol use if it was reported in my                 

record. Additionally, information regarding my health status may be released if it is contained in the record. I may                   

revoke this consent at any time and it will be automatically revoked after one year. 

 

Client: _________________________________________ Date: _________________ 

 

Guardian: ______________________________________  Date: _________________ 

 

Witness: _______________________________________ Date:  _________________ 

 

_____________________________________________________________________________________________ 

To the Recipient of This Information: All information is being disclosed to you from records whose confidentiality is 

protected by Federal and State law.  Federal regulations prohibit making further disclosure without the written 

consent of the client. 
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Financial Form 

 
 

Client Name: _________________________________________________________________________  
 
Address: _____________________________________________________________________________ 

 
Marital Status:  Single__  Married__   Widowed__   Child__   Other__ 
 
Date of Birth: ____________ Male ____ Female ____ SS#______________________________________ 

 
 

Primary Insurance:  
  
Policy Holder: _______________________RELATIONSHIP: _______________DOD: ________________ 
 
___________________________________________          ____________________________________ 
Name of company                          Policy number (including suffix) 
 
Secondary Insurance:___________________________       ____________________________________ 

        Name of company            Policy number 
 
Provider of services accepts assignment. The client will be responsible for any amount not covered by insurance. 
 

 
_______________________________ _____________  
Client/Guardian signature                                 Date 
 
 
Comments: _____________________________________________________________________________ 
 
_______________________________________________________________________________________ 
 
_______________________________________________________________________________________ 
 
_______________________________________________________________________________________ 
 
_______________________________________________________________________________________ 
 
_______________________________________________________________________________________ 
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