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                                                                                                                                        Date:______________________________
First Name:____________________________ M. I:_____ Last Name:____________________________________________
Date of Birth:_____________ Age:_______ SSN#__________________ Gender____________________________________
Current Address:_____________________________________________________________Unit #:_____________________
City:_____________________________________ State:________ Zip:________ County:____________________________
Referral Source:______________________________ Indicate best way to reach you Home #__________________________
Cell: ________________________ Text?    ☐ YES     ☐ NO  
Name of  person completing form:_________________________________________________________________________ 
[bookmark: _Hlk216778821]Employment: ☐ Full-time    ☐ Part-time    ☐ Student    ☐ Retired    ☐ Unemployed    ☐ Disabled     ☐ Other 
Employer:______________________________________________ Occupation:____________________________________
Marital Status:  ☐ Married    ☐ Widowed    ☐ Divorced    ☐ Separated    ☐ Single    ☐ Unknown
Education highest grade completed:__________  ☐ Diploma    ☐ GED   ☐ College   ☐ Degree :_______________________
In case of emergency, who may we contact?
Name:______________________________ Relationship to you:__________________ Phone #:______________________
Race:
☐ White
☐ Black/African American
☐ Asian
☐ Hispanic/Latino
☐ Native Hawaiian/Pacific Islander
☐ Alaskan/Native American
☐ Tribe: ____________________
Client resides with:
☐ Alone
☐ With immediate family
☐ With extended family
☐ With non-related
Acceptance of Financial Responsibility
By signing below as a client of Saafi Behavioral Health Services, I agree to the following statements with regard to payment for services: 
1. Clients are required to pay for services received. A client may choose to bill a third-party insurance including Medical Assistance and Medicare. In the event that the third-party insurance is billed, clients will be required to pay for all services which are not covered by insurance. Exceptions will include those items which are not appropriate to bill the client under the terms of the provider contract.
2.  If clients choose to use insurance, they agree to provide insurance information to Saafi Behavioral Health Service and agree to assist in billing for insurance reimbursement.
3.  Self-pay clients are expected to pay for services at the time they are received. A 10% discount is offered for full cash payment at the time of service. Billing arrangements accepted by SBHS other than full payment at the time of service are listed below under SPECIAL CONDITIONS.
4.  If a billing arrangement is made, a minimum payment of $60 per month or 8% of the total bill, whichever is higher, will be expected.
5.  Any services provided by SBHS not covered by client’s insurance which are 60 days in arrears will be charged monthly penalties at a rate of 1.5% of the balance.
6.  In the event of non-payment, the bill will be sent to collections.
7.  SBHS reserves the right to decline service or to require cash payment if a previous billing arrangement has not been honored.
8.  The client agrees that if circumstances such as income, number of dependents, insurance or eligibility for various programs change, the client will notify SBHS. 
SPECIAL CONDITIONS:______________________________________________________________
Charges for services are to be billed to the following sources:☐ Insurance (primary)
Company: _____________________________________________________
Group #: ______________________________________________________
Policy #: ______________________________________________________
Co-Pay Amount: _______________________________________________
Subscriber Name: ______________________________________________________
Subscriber #: __________________________________________________________
Subscriber DOB: _______________________________________________________
Subscriber Relationship: ______________________
Subscriber Address: __________________________









☐ Medical Assistance - MA
Carrier: ____________________________
MA#: _______________________________
☐ EAP Provider
Name: ____________________________________
Number of sessions: _________________________

☐ Insurance (secondary)
Company: ____________________________
Group #: _____________________________
Policy #: _____________________________
Co-Pay Amount: ______________________
Subscriber Name: _____________________________
Subscriber DOB: ______________________________
Subscriber Relationship: _______________________
Subscriber Address: ___________________________






By signing below, I understand if coverage has lapsed, if services requested are not covered by the plan, if plan caps have been exceeded, or if the services are denied by the carrier but I wish to have them anyway, that I will be responsible for the payment. I also agree to any self-pay amounts indicated by the carrier contract. I authorize SBHS to furnish information to the payment sources concerning my illness and treatments and hereby assign to Saafi Behavioral Health Services all payments for services rendered to my dependents or myself. This authorization shall remain in effect until otherwise cancelled by Policy Holder or Representative. I understand my insurance carrier or other third-party payer may inform the “subscriber” of any services billed to the payer.  
[bookmark: _Hlk216776103]Client Name :____________________________________________________________________                        Client or Guardian Signature:______________________________________ Date:___________                                                           Staff:___________________________________________________________________________
Notice of Privacy Practices
[bookmark: _Hlk216776249]Client Name :__________________________________________________________________________________                                                               THIS NOTICE DESCRIBES HOW MEDICAL AND MENTAL HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN ACCESS THIS INFORMATION.                                                             
PLEASE REVIEW IT CAREFULLY.
Your health record contains personal information about your physical and mental health. This includes details related to assessments, ARMHS services, psychotherapy, and psychiatric/medication management. All such information is considered Protected Health Information (PHI). This Notice explains how SBHS may use and disclose your PHI, your rights as a client, and our legal duties under HIPAA and professional ethical standards.
SBHS is legally required to:
• Maintain the privacy of your PHI
• Provide this Notice of Privacy Practices
• Follow the terms of the current Notice
• Inform you if changes to this Notice occur
Any updated Notice will be posted in our office, available at your request, and shared at your next appointment.
HOW WE MAY USE AND DISCLOSE YOUR PH                                                         
 For Treatment
We may use and share your PHI with staff involved in your care, including ARMHS practitioners, therapists, mental health professionals, and psychiatric providers who manage medications. This includes consultation, coordination of services, and supervision.
We may also contact you with appointment reminders, treatment recommendations, or information about services or benefits that may support your care.
For Payment
With your authorization, we may use or disclose PHI for billing and payment purposes, including:
• Insurance eligibility and benefit verification
• Claim submission
• Clinical reviews for medical necessity
• Utilization management
If collection activities become necessary, we will only disclose the minimum PHI required.
For Health Care Operations
We may use your PHI for internal operations such as:
• Quality assessment
• Clinical supervision
• Staff training
• Licensing and compliance
• Billing and administrative support
Any third-party business associates (e.g., billing companies) must protect your information through written agreements.

USES AND DISCLOSURES REQUIRED OR PERMITTED BY LAW
We may share PHI without your written authorization in the following situations:
Required by Law
We must disclose your PHI:
• To you, upon request
• To the Department of Health and Human Services for compliance reviews
Child or Vulnerable Adult Abuse.
We must report suspected abuse, neglect, or exploitation.
Judicial or Administrative Proceedings.
PHI may be disclosed in response to a court order or valid legal demand. Subpoenas require your prior written consent.
Medical Emergencies.
PHI may be disclosed to medical staff to prevent serious harm. You will receive a copy of this Notice as soon as reasonably possible.
Family Involvement.
With your consent—or when necessary to prevent serious harm—we may share limited information with family members or others involved in your care.
Health Oversight.
We may disclose PHI to oversight agencies for audits, investigations, and licensing reviews.
Law Enforcement.
PHI may be disclosed when legally required, such as locating a missing person or reporting certain crimes.
Public Health.
We may disclose PHI to authorized agencies to prevent or control disease, injury, or disability.

Notice of Privacy Practices Continued
Public Safety.
PHI may be disclosed to prevent or reduce a serious and imminent threat to someone's health or safety.
Specialized Government Functions.
With proper authorization, PHI may be disclosed for military, national security, or other government-related evaluations.
Deceased Clients.
PHI may be released as permitted by law and only to legally authorized individuals (executor, administrator, etc.).
Research.
PHI may be used only after a required approval process and ethical review.
Verbal Permission.
With your verbal consent, we may speak with family or support persons involved in your care.

USES AND DISCLOSURES ONLY WITH YOUR AUTHORIZATION
Any use or disclosure of PHI not listed above requires your written authorization, including:
• Release of psychotherapy notes (when required)
• Disclosures for marketing purposes
• Release to attorneys, employers, or non-treatment entities
You may revoke authorization at any time.

YOUR RIGHTS REGARDING YOUR PHI
Submit written requests to:
Privacy Officer
Saafi Behavioral Health Services
300 11th Avenue NW, Suite 125-3
Rochester, MN 55901
Phone: (507) 258-4220

Right to Inspect and Copy.
You may review and request a copy of your clinical or billing records unless access would likely cause serious harm.
Right to Amend.
If information in your record is incorrect or incomplete, you may request an amendment. If denied, you may submit a written statement of disagreement.
Right to an Accounting of Disclosures.
You may request a list of PHI disclosures made without your authorization (exceptions apply).
Right to Request Restrictions.
You may request limits on how your PHI is used or shared for treatment, payment, or operations.
We must honor requests to restrict disclosure to your health plan if you pay out-of-pocket for the service in full.
Right to Confidential Communication.
You may request communication at a specific location or by a specific method (e.g., phone, text, mail).
Breach Notification.
You will be notified if your unsecured PHI is improperly accessed or disclosed.
Right to a Copy of This Notice.
You may request a paper or digital copy at any time.

ADDITIONAL CLIENT RIGHTS

Quality Treatment.
You have the right to respectful, professional, and effective mental health care, including ARMHS, therapy, and psychiatric services.
Equal Access.
SBHS provides services without discrimination based on race, color, creed, religion, age, gender, disability, marital status, sexual orientation, HIV status, public assistance, criminal history, or national origin.
Minor Rights.
A minor may request in writing that certain information not be shared with parents or guardians under specific circumstances allowed by law.
Treatment Planning.
You have the right to participate in creating your treatment plan and reviewing progress. You may request a change of providers if needed.
Supplying Information.
You may refuse to provide certain information; however, this may limit our ability to provide safe and effective care.


STAFF RIGHTS
SBHS staff have the right to:
• Receive 24-hour notice for cancellations
• Work in an environment free from verbal abuse, harassment, and threats
• Maintain personal privacy
• Recommend termination or transfer if progress is not occurring
• Expect client participation, honesty, and timeliness

COMPLAINTS
If you believe your privacy rights have been violated, you may file a complaint with:
Privacy Officer
Saafi Behavioral Health Services
(507) 258-4220
Minnesota Department of Human Services
Attn: Privacy Official
PO Box 64998
St. Paul, MN 55164-0998
U.S. Department of Health and Human Services
200 Independence Avenue SW
Washington, DC 20201
Phone: (202) 619-0257
SBHS will not retaliate against you for filing a complaint.

Notice of Privacy Practices
Receipt and Acknowledgment of Notice
I hereby acknowledge that I have received and have been given an opportunity to read a copy of Saafi Behavioral Health Services’ Notice of Privacy Practices. I understand that if I have any questions regarding the Notice or my privacy rights, I can contact Musse M. at 507-258-4220.
[bookmark: _Hlk216776370]Client Name :_______________________________________________________________________________                                                             
Client Signature: __________________________________________  Date: ___________________

Parent, Guardian or Personal Representative Signature:  ___________________________________
Date: __________________
If you are signing as a personal representative of an individual, please describe your legal authority to act for this individual (power of attorney, healthcare surrogate, etc.). 
☐ Patient/Client Refuses to Acknowledge Receipt

Signature of Staff: _________________________________________   Date: _____________________



Informed Consent for Assessment and Treatment
1. Overview of Services
I understand that as a participant in mental health services at Saafi Behavioral Health Services (SBHS), I may receive one or more of the following: Adult Rehabilitative Mental Health Services (ARMHS)
Individual, family, or group psychotherapy
Psychiatric services, including diagnostic assessment and medication management
The type, frequency, and duration of services I receive will be determined after my initial assessment and a thorough discussion of my needs and treatment goals. Treatment may continue over weeks, months, or years depending on progress and clinical recommendations.
2. Confidentiality and Its Limits
I understand that all information shared with SBHS clinicians is confidential and will not be released without my consent, except as required by law. SBHS providers may communicate internally with other SBHS staff and business associates for: 
Continuity of care
Diagnostic consultation
Treatment planning
Service coordination
This internal communication occurs only as necessary to provide high-quality clinical care.
I understand the following exceptions to confidentiality:
a. Risk of harm: If I am at imminent risk of harming myself or someone else, SBHS must take steps to ensure safety.
b. Abuse or neglect: If there is reasonable suspicion of child abuse, vulnerable adult abuse, or neglect, SBHS is legally required to report it.
c. Court order: If a valid court order requests records, SBHS must comply.
3. Providers and Supervision
I understand that SBHS employs a range of mental health professionals, including licensed clinicians, mental health practitioners, psychiatric providers, and professionals-in-training.
Any professional receiving clinical supervision will inform me of their supervised status.
4. Professional Boundaries
I understand that the counselor–client relationship is professional and therapeutic. Social interactions, gift exchanges, or personal relationships with providers are not appropriate. These boundaries help protect my confidentiality and ensure ethical, effective treatment.
5. Communication and Concerns
If I ever feel disrespected, misunderstood, or uncomfortable during treatment, I agree to discuss these concerns with my provider. Any personal, financial, administrative, or relational issue that may affect treatment should be discussed as soon as possible.
6. Consent for Contact
SBHS has my permission to contact me using the methods I choose below:
Text: YES ☐ Initial ____ NO ☐ Initial ____
Email: YES ☐ Initial ____ NO ☐ Initial ____
Cell Phone Number: ______________________________________
Email Address: ___________________________________________
Informed Consent for Assessment and Treatment Continued
7. Telehealth Informed Consent
I consent to receiving telehealth services from SBHS providers when appropriate. Telehealth may be delivered through secure videoconferencing, phone, patient portal, or other HIPAA-compliant platforms.
I understand: Telehealth is not recorded and occurs in real time.
I may stop telehealth at any time without affecting future care.
I must take reasonable steps to ensure privacy on my end.
Technical issues may arise and could impact communication.
Not all platforms (e.g., FaceTime, Skype) are fully HIPAA-compliant, and I knowingly accept any risks when choosing these platforms.
My provider may recommend in-person services if telehealth limits diagnostic accuracy or clinical effectiveness.
Telehealth cannot be used for emergencies. If I am in crisis, I will call 911 or go to the nearest emergency room.
I acknowledge that standard confidentiality laws apply to telehealth, including required reporting of imminent harm or abuse.
8. Financial Responsibility
I understand that:
Telehealth and in-person services are billed the same way.
My financial responsibility (copays, deductibles, coinsurance) is determined by my insurance plan.
I am responsible for understanding my benefits and coverage information.
9. Voluntary Participation
I understand that participation in services at SBHS is voluntary. I may discontinue treatment at any time. SBHS providers may also recommend changes to services or referrals based on clinical judgment.
10. Acknowledgment and Consent
I have read and understand this informed consent. I have had the opportunity to ask questions. By signing below, I consent to participate in assessment and treatment at Saafi Behavioral Health Services.
Client Name :_______________________________________________________________________________                                                               
Client or Legal Guardian Signature: ______________________________________     Date: ___________________
IF CLIENT IS A MINOR:
I affirm that I am the custodial parent or legal guardian of the minor listed below and authorize services under this agreement.
Name of Minor: _______________________________________________       Relationship to Minor: _________________________________
Guardian Signature: ____________________________________Date: ____________________   Minor’s Date of Birth: _________________

[bookmark: _Hlk216369464]

RELEASE OF INFORMATION
Patient Information
Name: ___________________________________________ Date of Birth:_________________________
Address:_____________________________________     City: ____________________________________ 
State: ________________________ Zip: ______________  Phone:______________________________

I authorize
Saafi Behavioral Health Services
1027 7th Street NW, Suite 201 | Rochester, MN 55901
T 507-258-4220 | F 507-206-3587
E: contact@saafibh.com  W: www.saafibh.com 

To do the following:
☐ Release to    ☐ Receive from
Agency/Name: ________________________________________________________________________________________________
Address: _________________________________________ City: _____________________ State: ________  Zip: ___________
Phone: _________________________ Fax: ___________________________ Email:_____________________________________

Information to be Released (Please check the appropriate box)
☐ Most Recent Diagnostic Assessment
☐ Diagnostic Assessment, 3 most recent Progress Notes & Treatment Plan
☐ Most Recent Treatment Plan
☐ Psychological Testing Interpretation Report
☐ All Medical Records
☐ Other: _________________

Methods of Communication (Please check the appropriate box)
☐ Fax  ☐ Mail  ☐ Secure Email ☐ Pick Up    ☐ E-mail Address______________________________

Purpose of Release (Please check the appropriate box)
Note: Records sent to a third party must identify the purpose.
☐ Personal Use/Review
☐ Insurance Payment
☐ New Service Provider
☐ Litigation/Legal
☐ Other: ___________________________________________________________________________________

Comment: _________________________________________________________________________________

Initial Action (What would you like done with the release)
☐ Keep on File (For Future Use)    ☐ Send Record (To Agency Listed Above)

I understand that I may revoke this authorization at any time, except to the extent that action based on this authorization has already been taken. Saafi Behavioral Health Services’ Notice of Privacy Practices explains the process for revocation, which includes a request in writing. I release SBHS, its employees and agents, nursing staff members and business associates from any legal responsibility or liability for the disclosure of the above information to the extent indicated and authorized herein. I have the right to inspect and receive a copy of my treatment records that may be disclosed to others, as provided under applicable state and federal laws. A photocopy of this authorization will be treated in the same manner as the original. This authorization shall be in force and effect until 1 year from date of execution at which time this authorization expires.

Client Signature: ___________________________________________________  Date:______________________
Legal Guardian/Responsible Party Signature: __________________________________ Date:___________________
Name (If not signed by the client): ___________________________  Relationship: _____________________________

NOTE: If signed by someone other than the patient, written proof of authority is required.

DO NOT FORWARD TO ANOTHER PERSON/AGENCY WITHOUT PATIENT WRITTEN CONSENT
01/2021 © Saafi Behavioral Health Services.  For internal use: Faxed Date: ______ Initials: ______
2 | Page

image1.png
EYSAAFI

Behavioral Health Services LLC




