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Meaningful Solutions Counseling & Consulting
Roswell, GA 30076
Tel: 404-735-1857
www.meaningfulsolutionscc.com
INFORMATION, AUTHORIZATION,
& CONSENT TO TREATMENT

Welcome! I am pleased that you have decided to embark on this brave journey toward growth and healing. I’m honored
to walk alongside you. It’s important that you know how we will work together. This document will provide answers to
some commonly asked questions about the therapeutic process.
About Your Therapist…
I am a licensed professional counselor (LPC) in the state of Georgia and a national certified counselor (NCC) with a
master’s degree in counseling and a doctorate (PhD) in Counselor Education and Practice. I have over fifteen years of
experience providing counseling services for adolescents, families, and adults and over 5 years providing instruction and
supervision for masters and doctorate level counseling students. I have counseling experience in university, private
practice, and community agency settings.
My Approach to Counseling:
Counseling involves an investment of time, energy and money. It is important that you feel comfortable with your
counselor and be knowledgeable about their approach to counseling. It is my belief that as people become more aware and
accepting of themselves, they are more capable of finding a sense of peace and contentment in their lives. However, selfawareness and self-acceptance are goals that may take a long time to achieve. Some clients need only a few sessions to
achieve these goals, whereas others may require months or even years of therapy. As a client, you are in complete
control, and you may end your relationship with me at any point. The most central beliefs in my approach to counseling
include the following:
• Human behavior is not just influenced by biology; rather, individuals are motivated by social connectedness and a
desire to belong.
• Individuals’ family dynamics and their perceptions of the past have a lasting impact. We may not always be
conscious of how these perceptions influence us. Counseling can help to uncover this.
• Unhealthy emotions and behaviors derive from negative thoughts, discouragement and mistaken ideas about self.
• The goal of my work with you is to help guide you toward an enhanced self-image, spiritual connection, and
worldview by replacing faulty beliefs with truths. My role is to listen in a non-judgmental way, ask thoughtprovoking questions, and provide feedback.
Benefits and Risks of Counseling:
Counseling provides the opportunity to talk things out fully in safe environment. One of the most significant benefits to
counseling is learning how to maintain a sense of balance and develop lasting skills for coping with life’s inevitable
challenges. While in counseling, difficult emotions may arise and unpleasant memories uncovered. Individuals may at
times feel sadness, guilt, or anxiety, as a part of the process of finding healing. It is not uncommon (especially with
children and trauma survivors) for symptoms to worsen before improving. Some of these risks are to be expected anytime
people make important changes for the better.
Overall, the benefits greatly outweigh the risks. My clients often grow in their personal relationships, work , spiritually,
and self- understanding. While there is hope for improvement, there is no guarantee. When the client and the therapist are
both committed to the process with understanding that therapy is not a quick fix, transformational results can occur.
Your personal development is my number one priority. I encourage you to let me know if you feel that terminating
therapy or transferring to another therapist is necessary at any time. My goal is to facilitate healing and growth, and I am
very committed to helping you in whatever way seems to produce maximum benefit. I truly hope we can talk about any
of these decisions. If at any point you are unable to keep your appointments or I don't hear from you for two months, I will
need to close your chart. However, as long as I still have space in my schedule, reopening your chart and resuming
treatment is always an option.
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Confidentiality & Records
Your communications with me will become part of a clinical record of treatment, and it is referred to as Protected
Health Information (PHI) or your PHI will be kept on my password protected computer in an encrypted file format.
Additionally, I will always keep everything you say to me completely confidential, with the following exceptions: (1) you
direct me to tell someone else and you sign a “Release of Information” form; (2) I determine that you are a danger to
yourself or to others; (3) you report information about the abuse of a child, an elderly person, or a disabled individual who
may require protection; or (4) I am ordered by a judge to disclose information. In the latter case, my license does provide
me with the ability to uphold what is legally termed “privileged communication.” Privileged communication is your right
as a client to have a confidential relationship with a therapist. This state has a very good track record in respecting this
legal right. If for some unusual reason a judge were to order the disclosure of your private information, this order can be
appealed. I cannot guarantee that the appeal will be sustained, but I will do everything in my power to keep what you say
confidential.
In working with couples and families, the couple as an entity and the family as an entity is my client. Please note that in
couple’s counseling, I do not agree to keep secrets. Information revealed in any context may be discussed with either
partner and processed thereputically.
Consultation with other therapists: Occasionally I seek professional supervision or consultation with another licensed
therapist. I share information about my cases for the purpose of gaining further perspective and ideas for how to best serve
my clients without revealing names or identity. Fellow therapists are bound by confidentiality so that any information
shared does not leave the room in which it is shared and full names are not revealed.
Confidentiality Concerning Television Filming: Please note that if you voluntarily agree to have your session filmed in
participation with a taped show, documentary, or reality television series, you are voluntarily agreeing to waive your
right to confidentiality and privacy in this particular context. You acknowledge that whatever is filmed could and will
likely be aired on television.
Confidentiality Concerning Insurance: If you use your health insurance to pay a part of my fees, insurance companies
require some information about our therapy. To continue treatment, insurance companies often require a detailed
treatment plan and a diagnosis. It is against the law for insurers to release information about our office visits. Although I
believe that the insurance company will act legally, insurance companies do not always observe the same strict
confidentiality polices that I do, nor can I control who views the information in the insurers’ office.
Divorce and Custody Cases: I am not a custody evaluator and can not make any recommendations on custody. My
professional ethics prevents me from doing both therapy and custody evaluations. I can refer you to other professionals
who provide custody evaluation if needed.
Due to the sensitive nature of divorce and all potential issues that may arise in such cases, I have very specific
policies to which I ask that you agree before we enter a counseling relationship: (1.) If I am seeing a child whose
parents are in the process of divorce or who are already divorced, I require a copy of the standing court order
demonstrating the custodial rights of each parent and/or the parenting agreement that is signed by both parents and the
judge at the first intake session. I will need to have contact with the parent who has legal custodial decision making for
medical issues before I see the child for counseling and will need to obtain written consent for the child to participate in
counseling from the legal custodian(s) and prefer to have contact with both parents prior to seeing the child. (2.) I will be
available to provide an interview with a guardian ad litem (GAL) assigned to investigate the best interest of any child I am
counseling upon production of court order demonstrating the GAL’s right to examine your clinical record or speak with
me. Otherwise, the adult client or parents of child client will need to sign a release for me to speak with the GAL. The
client will be charged a full session fee for this meeting. (3.) I will provide an identical summary of a child’s therapy
progress, treatment plan information and parent recommendations to both parents who share in the legal custody of the
child. (4.) Family sessions will likely be recommended and depending on the case, I may ask to see the child with each
parent separately along with siblings and/or other significant family members.
I ask all my clients waive right to subpoena me to court. This policy is set in order that I can preserve the integrity of
my relationship with you and/or your child(ren). It is my experience that my appearance in court often damages my
therapist-client relationship and it is my ethical duty to make every reasonable effort to promote the welfare, autonomy
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and best interests of my clients. By signing this agreement you are waiving right to have me subpoenaed and agreeing in
fact not to have me or my records subpoenaed. I will be happy to provide a referral to another therapist who will be
willing to appear in court if needed as an alternative if you would prefer. In the case I am subpoenaed to appear in court
even with this waiver – whether I testify or not – I charge my full standard fee for Court Related work of $175/hour of my
professional time. Any of my time dedicated to any court-mandated appearance including preparing documentation,
discussions with lawyers and/or the guardian ad litem in connection with the court appearance and any time spent waiting
at the court house in addition to time on the stand as well as any travel time will be billed at $175 per hour.
Fees, Payments, and Insurance:
My fees are $130.00 per 45-50 min session for an individual session and $150.00 per 60 min. for a couple/family session,
and/or $75.00 per 90 minute group therapy session, unless otherwise negotiated by you or your insurance carrier.
Preparation of Summaries of Treatment or Letters at request of client: $75 per item requested. Court Related and/or Child
Specialist Work for Collaborative Law Cases: $175/hour of any and all time spent on the case. Telephone calls that
exceed 10 minutes in duration will be billed at $130.00 per 45-50 minutes.Payment for services is an important aspect of
any professional relationship. You are responsible for seeing that my services are paid in full. This prevents you from
having a past-due balance and keeps our therapeutic relationship free of undue financial tension. Payment for services is
expected at the beginning of each session so that business can be out of the way.
Occasionally, my fees may increase due to inflation and cost of living increases. If it becomes necessary to adjust my
fees, I will always discuss it with you in advance.
You may use cash, personal check, Visa, American Express, MasterCard, or Discover. FSA or HAS cards or prepay for
your appointment using PayPal. If using a credit card, an additional fee of $3.00 per transaction will be charged. Please
make all checks payable to Chinwé Williams, PhD, LPC. There is a $30 fee for any returned checks. That $30 fee is
due at the time of your next session, along with the payment for that session. If I receive two (2) returned checks from
you, I will require that you pay using cash or credit card from that point on.
Should your account become 60 days past due and arrangements for payment have not been agreed upon, I have the right
to use legal means (collection agency or court system) to secure payment. In this event, I respect client’s confidentiality
and only release a client’s name, dates and nature of services provided and the dollar amount due.
Filing Insurance: Because I am a Licensed Professional Counselor, many insurance plans will reimburse you for part or
all of the services I offer. Please call your benefit’s office to find out this information. If I am not on the panel for your
insurance company I will be happy to provide a superbill for you to file with your insurance company for out of network
reimbursement. If I am on your insurance panel, I ask that you sign a separate form providing permission to file your
insurance claim. Please keep in mind the following: (1) I have no role in deciding what your insurance covers. (2) Please
check your coverage, deductibles, payment rates, co-payments, and sessions allowed for the year.
Cancellation Policy
In the event that you are unable to keep an appointment, you must notify me at least 24 hours in advance. If such
advance notice is not received, you will be financially responsible for the session you missed. Please note that insurance
companies do not reimburse for missed sessions.
In Case of an Emergency
My practice is considered to be an outpatient facility, and I am set up to accommodate individuals who are reasonably
safe and resourceful. I am unable to provide emergency services. As a private practitioner, I am not on call or available
24 hours a day. Often, I am with clients or away from my phone. I do not carry a pager nor am I available at all times. If
at any time this does not feel like sufficient support, please inform me, and we can discuss additional resources or transfer
your case to a therapist or clinic with 24-hour availability. Generally, I will return phone calls within 24-48 hours. If you
have a mental health emergency, I encourage you not to wait for a call back, but to do one or more of the following:
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Call Behavioral Health Link/GCAL: 800-715-4225
Call Ridgeview Institute at 770.434.4567
Call Peachford Hospital at 770.454.5589
Call Lifeline at (800) 273-8255 (National Crisis Line)
Call 911. OR Go to the emergency room of your choice.
Professional Relationship/Dual Relationship

Ethically, I cannot enter into personal (dual) relationships with clients outside of professional counseling services.
Psychotherapy is a professional service I provide to you. Because of the nature of therapy, our relationship has to be
different from most relationships. It may differ in how long it lasts or the topics discussed. It must also be limited to only
the relationship of therapist and client. If you and I were to interact in any other way, we would then have a "dual
relationship." Dual relationships can set up conflicts between the therapist's interests and the client’s interests, and then
the client’s (your) interests might not be put first. In order to offer all of my clients the best care, my judgment needs to
be purely focused on your needs.
Additionally, there are important differences between therapy and friendship. Friends may see your position only from
their personal viewpoints and experiences. Friends may want to find quick and easy solutions to your problems so that
they can feel helpful. These short-term solutions may not be in your long-term best interest. Friends do not usually follow
up on their advice to see whether it was useful. A therapist offers you choices and helps you choose what is best for you.
A therapist helps you learn how to solve problems better and make better decisions. A therapist's responses to your
situation are based on tested theories and methods of change. Occasionally, I may share some personal experiences in
sessions when it may be beneficial, but our focus will be on you.
You should also know that therapists are required to keep the identity of their clients confidential. For your
confidentiality, I will not address you in public unless you speak to me first. I may need to decline invitations to attend
gatherings with your family or friends unless it is an important celebratory event that ahs been discussed in therapy.
Lastly, when your therapy is completed, I will not be able to be a friend to you like your other friends. In sum, it is my
ethical duty as a therapist to always maintain a professional role. Please note that these guidelines are not meant to be
discourteous in any way, they are strictly for your long-term protection.
Statement Regarding Ethics, Client Welfare & Safety
I assure you that my services will be rendered in a professional manner consistent with the ethical standards of the
American Counseling Association. If at any time you feel that I am not performing in an ethical or professional manner, I
ask that you please let me know immediately. If we are unable to resolve your concern, I will provide you with
information to contact the professional licensing board that governs my profession.
Due to the very nature of psychotherapy, as much as I would like to guarantee specific results regarding your
therapeutic goals, I am unable to do so. However, with your participation, we will work to achieve the best possible
results for you. Please also be aware that changes made in therapy may affect other people in your life. For example, an
increase in your assertiveness may not always be welcomed by others. It is my intention to help you manage changes in
your interpersonal relationships as they arise, but it is important for you to be aware of this possibility nonetheless.
Additionally, at times people find that they feel somewhat worse when they first start therapy before they begin to feel
better. This may occur as you begin discussing certain sensitive areas of your life. However, a topic usually isn’t
sensitive unless it needs attention. Therefore, discovering the discomfort is actually a success. Once you and I are able to
target your specific treatment needs and the particular modalities that work the best for you, help is generally on the way.
Technology Statement
In our ever-changing technological society, there are several ways we could potentially communicate and/or follow
each other electronically. It is of utmost importance to me that I maintain your confidentiality, respect your boundaries,
and ascertain that your relationship with me remains therapeutic and professional. Therefore, I’ve developed the
following policies:

{FORM A} Revised 01/05/17

Please initial that you have read this page ________

5
Cell phones: It is important for you to know that cell phones may not be completely secure or confidential. However,
I realize that most people have and utilize a cell phone. I may also use a cell phone to contact you. If this is a problem,
please feel free to discuss this with me.
Text Messaging and Email: Both text messaging and emailing are not secure means of communication and may
compromise your confidentiality. I realize that many people prefer to text and/or email because it is a quick way to
convey information. However, please know that it is my policy to utilize these means of communication strictly for
appointment confirmations and notices about running late for appointments. (nothing that could be inferred as
therapy). Therefore, please do not bring up any therapeutic content via text or email to prevent compromising your
confidentiality. If you do, please know that I will not respond. You also need to know that I am required to keep a
summary or copy of all emails and texts as part of your clinical record that address anything related to therapy.
Facebook, LinkedIn, Instagram, Pinterest, Twitter, Etc: It is my policy not to accept requests from any current or
former clients on social networking sites such as Facebook, LinkedIn, Instagram, Pinterest, etc. because it may
compromise your confidentiality. I have a professional Facebook page and Twitter account. You are welcome to
"follow" me on any of these professional pages where I post psychology information and therapeutic content. However,
please do so only if you are comfortable with the general public being aware of the fact that your name is attached to my
practice. Please avoid making contact with me using social media messaging systems such as Facebook Messenger or
Twitter Direct Message. These methods have insufficient security, and I do not watch them closely. I would not want to
miss an important message from you.
Google, Bing, etc.: It is my policy not to search for my clients on Google or any other search engine. I respect your
privacy and make it a policy to allow you to share information about yourself with me as you feel appropriate. If there is
content on the Internet that you would like to share with me for therapeutic reasons, please print this material and bring it
to your session.
Blogs: I may post psychology information and therapeutic content on my professional blog. If you have an interest in
following my blog, you are welcome to. However, please do so only if you are comfortable with the general public being
aware of the fact that your name is attached to my practice.
Faxing Medical Records:
If you authorize me (in writing) via a "Release of Information" form to send your medical records or any form of
protected health information to another entity for any reason, I may need to fax that information to the authorized entity. It
is my responsibility to let you know that fax machines may not be a secure form of transmitting information. Additionally,
information that has been faxed may also remain in the hard drive of my fax machine. However, my fax machine is kept
behind two locks in my office. And, when my fax machine needs to be replaced, I will destroy the hard drive in a manner
that makes future access to information on that device inaccessible.
Recommendations to Websites or Applications (Apps):
During the course of our treatment, I may recommend that you visit certain websites for pertinent information or selfhelp. I may also recommend certain apps that could be of assistance to you and enhance your treatment. Please be aware
that websites and apps may have tracking devices that allow automated software or other entities to know that you've
visited these sites or applications. They may even utilize your information to attempt to sell you other products.
Additionally, anyone who has access to the device you used to visit these sites/apps, may be able to see that you have
been to these sites by viewing the history on your device. Therefore, it is your responsibility to decide and communicate
to me if you would like this information as adjunct to your treatment or if you prefer that I do not make these
recommendations.
In summary, technology is constantly changing, and there are implications to all of the above that we may not realize at
this time. Please feel free to ask questions, and know that I am open to any feelings or thoughts you have about these and
other modalities of communication.
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Information and Consent to TeleMental Health
TeleMental Health. TeleMental Health is defined as follows: “TeleMental Health means the mode of delivering
services via technology-assisted media, such as but not limited to, a telephone, video, internet, a smartphone, tablet, PC
desktop system or other electronic means using appropriate encryption technology for electronic health information.
TeleMental Health facilitates client self-management and support for clients and includes synchronous interactions and
asynchronous store and forward transfers.” (Georgia Code 135-11-.01)
TeleMental Health is a relatively new concept despite the fact that many therapists have been using technology-assisted
media for years. Breaches of confidentiality over the past decade have made it evident that Personal Health Information
(PHI) as it relates to technology needs an extra level of protection. Additionally, there are several other factors that need
to be considered regarding the delivery of TeleMental Health services in order to provide you with the highest level of
care. Therefore, I have completed specialized training in TeleMental Health. I have also developed several policies
and protective measures to assure your PHI remains confidential. These are discussed below.
Limitations of TeleMental Health Therapy Services
TeleMental Health services should not be viewed as a complete substitute for therapy conducted in my office, unless
there are extreme circumstances that prevent you from attending therapy in person. It is an alternative form of therapy or
adjunct therapy, and it involves limitations. Primarily, there is a risk of misunderstanding one another when
communication lacks visual or auditory cues. For example, if video quality is lacking for some reason, I might not see a
tear in your eye. Or, if audio quality is lacking, I might not hear the crack in your voice that I could easily pick up if you
were in my office. There may also be a disruption to the service (e.g., phone gets cut off or video drops). This can be
frustrating and interrupt the normal flow of personal interaction.
Please know that I have the utmost respect and positive regard for you and your wellbeing. I would never do or say
anything intentionally to hurt you in any way, and I strongly encourage you to let me know if something I've done or said
has upset you. I invite you to keep our communication open at all times to reduce any possible harm.
Face-to Face Requirement
If we agree that TeleMental Health services are the primary way we choose to conduct sessions, I require one faceto-face meeting at the onset of treatment. I prefer for this initial meeting to take place in my therapy office. If that is not
possible, we can utilize video conferencing as described above. During this initial session, I will require you to show a
valid picture ID and another form of identity verification such a credit card in your name. At this time, you will also
choose a password, phrase, or number which you will use to identify yourself in all future sessions. This procedure
prevents another person from posing as you.
Your Responsibilities for Confidentiality & TeleMental Health:
Please communicate only through devices that you know are secure as described above. It is also your responsibility to
choose a secure location to interact with technology-assisted media and to be aware that family, friends, employers, coworkers, strangers, and hackers could either overhear your communications or have access to the technology that you are
interacting with. Additionally, you agree not to record any TeleMental Health sessions.
ON A PERSONAL NOTE:
It takes great courage to begin the process of counseling. The idea of counseling may already be very intimidating, and
then you’re slammed with pages of very detailed information ☺. At this point, you may be feeling a bit overwhelmed.
For this reason, I think it’s critical that you take the time you need to digest the information and get your questions
answered. The purpose of this disclosure form is that if you decide to work with me as your therapist, you will be fully
informed. If you have any questions about what to expect, I am more than happy to discuss this with you not only in our
first session together but throughout the process.
{FORM A} Revised 01/05/17

Please initial that you have read this page ________

7

Our Agreement to Enter into a Therapeutic Relationship
I am sincerely looking forward to facilitating you on your journey toward healing and growth. If you have any
questions about any part of this document, please ask.
Consent to TeleMental Health Services: Please check the TeleMental Health services you are authorizing me to utilize
for your treatment or administrative purposes-if necessary and agreed upon. Together, we will ultimately determine
which modes of communication are best for you. However, you may withdraw your authorization to use any of these
services at any time during the course of your treatment just by notifying me in writing. If you do not see an item
discussed previously in this document listed for your authorization below, this is because it is built-in to my practice, and I
will be utilizing that technology unless otherwise negotiated by you.

Email

Video Conferencing

Website Portal

Recommendations to Websites or Apps
Please print, date, and sign your name below indicating that you have read and understand the contents of this
“Information, Authorization and Consent to Treatment” form as well as the Health Insurance Portability and
Accountability Act (HIPAA) Notice of Privacy Practices” provided to you separately. Your signature also indicates that
you agree to the policies of your relationship with me, you are authorizing me to utilize the TeleMental Health methods
checked above, and you are authorizing me to begin treatment with you.
__________________________________________________
Client Name (Please Print)

_________________
Date

__________________________________________________
Client Signature
If Applicable:
__________________________________________________
Parent’s or Legal Guardian’s Name (Please Print)

_________________
Date

__________________________________________________
Parent’s or Legal Guardian’s Signature

My signature below indicates that I have discussed this form with you and have answered any questions you have
regarding this information.
__________________________________________________
Therapist’s Signature

_________________
Date
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