
 

 

        
 

Client Information Form 
Today’s date: _________________ 
 
A. Identification  
 
Your name: ____________________________________________  Date of birth: __________________ Age: ________ 

Legal Name/Name on Insurance (If different from above): __________________________________________________  

Gender: _________________  Pronouns: ______________       Ethnicity: _________________________________ 

Home street address: ____________________________________________________________ Apt.: ______________ 

City: ___________________________________________________________  State: _______ Zip: ________________ 

Phone: ______________________________ e-mail: ______________________________________________________ 

 
B. Your Needs 

What procedure are you requesting a letter for today? _____________________________________________________ 

Do you have a preferred provider for this procedure? ______________________________________________________ 

How long have you been on hormone therapy (If applicable)? _______________________________________________ 

Previous gender affirming surgeries (If applicable): _______________________________________________________ 

 

C. Referral:  How did you hear about me? 

Name/website: ____________________________________________________________________________________ 

May I have your permission to thank this person for the referral? ❑ Yes  ❑ No  

How did this person explain how I might be of help to you? ____________________________________________ 

 

D. Your care: From whom or where do you get your medical and mental health care?  

 
Primary Care Provider’s Name: __________________________________________ Phone: _______________________  
 



 

 

Endocrinologist/Provider Prescribing Hormone Therapy: _________________________________ Phone: ___________ 
 
Therapist/Counselor Name: ___________________________________________  Phone: _______________________ 
 
Surgeon Name (for previous gender affirming procedures): __________________________  Phone: _______________ 

 

E. Your current employer  

Employer: ________________________________________  Position: _______________________________________ 

Address: _________________________________________________________________________________________ 

Work phone: _____________________________ or other means of communication ____________________________ 

 

F. Emergency information 

If some kind of emergency arises and we cannot reach you directly, or we need to reach someone close to you, whom 

should we call? 

Name: __________________________________  Phone: ____________________ Relationship: ________________ 

Address: _______________________________________________________________________________________ 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 



 

 

                                       
INFORMATION FOR CLIENTS 

 
Welcome to my practice. I appreciate your giving me the opportunity to be of help to you. This brochure answers 
questions that clients often ask about what to expect in meeting with you for a gender affirming surgery letter.  
 
My Background 
  
I am a psychologist with experience working with individual adults, children, and couples. Earlier in my career, I worked 
in clinics, schools, the state hospital for children, and universities. I hold these qualifications:  

• I have a doctoral degree in clinical psychology from the Arizona School of Professional Psychology. 
• I completed an internship in clinical psychology at Oregon State University. 
• I am licensed as a psychologist in Oregon. 
• I am a member of the American Psychological Association and Oregon Psychological Association. 
• I am a member of the APA Division for the Psychology of Sexual Orientation and Gender Diversity. 
• I have received specialized training in providing assessments and letter for gender affirming medical procedures.  

 
About Your Letter 
 
I strongly believe you should feel comfortable with the person you work with to create this letter. I typically meet with 
people seeking letters twice for an hour each to learn more about you, your experiences, and your needs moving 
forward. This typically provides me with enough information to write a strong letter supporting the next step in your 
physical transition. This structure is flexible, as some people will need more time and some less, depending on each 
person’s situation. It will then take me approximately one week to prepare the letter and then we will meet again briefly 
to review the letter together, make any necessary adjustments, and provide you with an official signed copy for your 
records. Most providers will request that I fax the letter directly to them once it is complete.  
 
It is best practice for me to connect with the other person writing a letter and/or your ongoing therapist or counselor to 
ensure that we cover all of the required information in the letters. I will ask you to sign a document giving me 
permission to do so.  
 
The Benefits and Risks 
 
As with any powerful intervention, there are some risks as well as many benefits in meeting with me for your letter. You 
should think about both the benefits and risks when making any decisions. For example, there is a risk that you might, 
for a time, have uncomfortable levels of sadness, guilt, anxiety, anger, frustration, loneliness, helplessness, or other 



 

 

negative feelings when we discuss your journey of gender exploration and understanding. Clients may recall unpleasant 
memories. These feelings or memories may bother a client at work or in school. Please know that this is normal should 
get better with time, support, and your own ongoing therapy or counseling.  
   
While you consider these risks, you should know also that many research studies have demonstrated the benefits of 
moving forward in the physical transition process. People who are depressed may find their mood lifting. Others may no 
longer feel afraid, angry, or anxious. Therefore, I will meet with you with optimism about your future. 
 
About Confidentiality 
 
I will treat with great care all the information you share with me. It is your legal right that our sessions and my records 
about you are kept private. I will not reveal that you are receiving treatment from me. In all but a few rare situations, 
your confidentiality is protected by federal and state laws and by the rules of my profession. Here are the most common 
cases in which confidentiality is not protected: 
 
1. If you were sent to me by a court or an employer for evaluation or treatment, and the court or employer expects a 
report from me. If this is your situation, please talk with me before you tell me anything you do not want the court or 
your employer to know.  
 
2. Are you suing someone or being sued? Are you being charged with a crime? If so, and you tell the court that you are 
seeing me, I may then be ordered to show the court my records. Please consult your lawyer about these issues. 
 
3. If you make a serious threat to harm yourself or another person, I may need to try to protect you or that other 
person. This usually means telling others about the threat. I cannot promise never to tell others about threats you 
make. 
 
4. If I believe a child or elder adult has been or will be abused or neglected, I may need to report this to the authorities. 
 
5. If I believe that I can provide you better treatment by requesting support or advice from other therapists or other 
professionals, I may engage in consultation about your treatment. This helps me give high-quality treatment. These 
persons are also required to keep your information private. Your name will never be given to them, some information 
will be changed or omitted, and they will be told only as much as they need to know to understand your situation. 
 
If your records need to be seen by another professional, or anyone else, I will discuss it with you. If you agree to share 
these records, you will need to sign an authorization form. This form states exactly what information is to be shared, 
with whom, and why, and it also sets time limits. You may read this form at any time. If you have questions, please ask 
me. 
 



 

 

It is my office policy to destroy clients’ records 7 years after the end of our therapy. Until then, I will keep your records 
locked. 
 
You can review your own records in my files at any time. You may add to them or correct them, and you can have 
copies of them. I ask you to understand and agree that you may not examine records created by anyone else and then 
sent to me. 
  
You have the right to ask that your information not be shared with family members or others. Please also let me know if 
you want me to send mail or phone you at a more private address or number. If this is of concern to you, please tell me 
so that we can make arrangements. 
  
About Our Appointments 
 
An appointment is a commitment to our work. If you are late, we will probably be unable to meet for the full time, 
because it is likely that I will have another appointment after yours. Please give me at least 24 hour’s notice if you need 
to cancel your session. You will be charged the full fee for sessions cancelled with less than 24 hours’ notice, for other 
than the most serious reasons. Our appointments will be 60 minutes in length unless it is necessary to meet for longer 
periods of time.  
 
Fees, Payments, and Billing 
 
Payment for services is an important part of any professional relationship. My current regular fee is $150 for each 
assessment appointment and $75 for the letter review appointment if you are paying out of pocket. You will be given 
advance notice if my fees should change. Payment for each session is due at its end. Other payment or fee 
arrangements must be worked out before the end of our first meeting.  
 
If you have insurance, please let me know as soon as possible so that we can ensure that these appointments are 
covered by your policy. Most plans cover this treatment, but not all. If I am not a preferred provider for your insurance 
company and you have out of network benefits, you may be able to seek reimbursement from your insurance company. 
I will supply you with an invoice for my services with the standard diagnostic and procedure codes for billing purposes, 
the times we met, my charges, and your payments. You can use this to apply for reimbursement.  
 
If you think you may have trouble paying for these appointments, please discuss this with me. If your unpaid balance 
reaches $500, I will notify you by phone and must stop therapy with you until you have paid the balance due.  
 
 
Emergencies 
 
If you have an emergency or a behavioral or emotional crisis and cannot reach me immediately by telephone, you or 
your family members should call one of the following community emergency agencies: Multnomah County Crisis Line 
(503-988-4888) or 911. 



 

 

 
Statement of Principles and Complaint Procedures 
 
It is my intention to fully abide by all the rules of the American Psychological Association (APA) and by those of my state 
license. Problems can arise in our relationship, just as in any other relationship. If you are not satisfied with any area of 
our work, please raise your concerns with me at once. I will make every effort to hear any complaints you have and to 
seek solutions to them. If you believe that I (or any other therapist) have been unethical, please tell me. You can also 
contact the state or local psychological association and speak to the chairperson of the ethics committee. You may also 
contact the state board of psychologist examiners, the organization that licenses those of us in the independent practice 
of psychology. 
 
In my practice as a therapist, I do not discriminate against clients because of any of these factors: age, sex, 
marital/family status, race, color, religious beliefs, ethnic origin, place of residence, veteran status, physical disability, 
health status, sexual orientation, or criminal record unrelated to present dangerousness. This is a personal commitment, 
as well as being required by federal, state, and local laws and regulations. If you believe you have been discriminated 
against, please bring this matter to my attention immediately. 

  
Our Agreement 
 
I, the client (or guardian), understand that my signature below indicates that I have read and discussed this agreement. 
I understand that any of the items mentioned above can be discussed and may be open to change. If at any time 
during the treatment I have questions about any of the subjects discussed in this brochure, I can talk with my therapist 
about them, and my therapist will do her best to answer them. I understand that after treatment begins I have the right 
to withdraw my consent at any time, for any reason. However, I will make every effort to discuss my concerns about my 
progress with my therapist before ending treatment with her. 
 
I have read, or have had read to me, the issues and points in this document. I have discussed those points I did not 
understand, and have had my questions, if any, fully answered. I agree to act according to the points covered in this 
brochure. I hereby agree to enter into treatment with this therapist (or to have the client enter treatment), as shown by 
my signature here. 
 
 
____________________________________________  ____________________________________________ 
Signature of client (or person acting for client)     Date 
 
 
 
____________________________________________    
Printed name    
          



 

 

                                         
Notice of Privacy Practices 

 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND 

HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. 
 
Privacy is a very important concern for all those who come to this office. It is also complicated, because of the many 
federal and state laws and our professional ethics. If you have any questions, the privacy officer will be happy to help 
you understand my procedures and your rights.  
 
A. Introduction: To our clients 
This notice will tell you how I handle your medical information. It tells how I use this information here in this office, 
how I share it with other professionals and organizations, and how you can see it. I want you to know all of this so 
that you can make the best decisions for yourself and your family. If you have any questions or want to know more 
about anything in this notice, please ask the privacy officer for more explanations or more details. 
 
B. What we mean by your medical information 
Each time you visit us or any doctor’s office, hospital, clinic, or other health care provider, information is collected about 
you and your physical and mental health. It may be information about your past, present, or future health or conditions, 
or the tests and treatment you got from me or from others, or about payment for health care. The information I collect 
from you is called “PHI,” which stands for “protected health information.” This information goes into your medical 
or health care records in my office.  
 
In this office, your PHI may include these kinds of information: 
_ Your history: Things that happened to you as a child; your school and work experiences; your marriage and 
other personal history. 
_  Reasons you came for treatment: Your problems, complaints, symptoms, or needs. 
_  Diagnoses: These are the medical terms for your problems or symptoms. 
_  A treatment plan: This is a list of the treatments and other services that I think will best help you. 
_  Progress notes: Each time you come in, I write down some things about how you are doing and what you tell me. 
_  Records I get from others who treated you or evaluated you. 
_  Psychological test scores, school records, and other reports. 
_  Information about medications you took or are taking. 
_  Legal matters. 
_  Billing and insurance information 
There may also be other kinds of information that go into your health care records here. 
 
I use PHI for many purposes. For example, I may use it: 
_ To plan your care and treatment. 
_ To decide how well my treatments are working for you. 
_  When I talk with other health care professionals who are also treating you, such as your family doctor or the 
professional who referred you to me. 
_  To show that you actually received services from me, which I billed to you or to your health insurance company. 
_  For teaching and training other health care professionals. 
_  For medical or psychological research. 
_  For public health officials trying to improve health care in this area of the country. 
When you understand what is in your record and what it is used for, you can make better decisions about who, when, 
and why others should have this information. 
 
Although your health care records in my office are my physical property, the information belongs to you. You can 



 

 

read your records, and if you want a copy I can make one for you (but we may charge you for the costs of copying 
and mailing). In some very rare situations, you cannot see all of what is in your records. If you find anything in your 
records that you think is incorrect or believe that something important is missing, you can ask me to amend (add 
information to) your records, although in some rare situations I don’t have to agree to do that. If you want, the privacy 
officer can explain more about this. 
 
C. Privacy and the laws about privacy 
I am required to tell you about privacy because of a federal law, the Health Insurance Portability and Accountability 
Act of 1996 (HIPAA). HIPAA requires me to keep your PHI private and to give you this notice about my legal duties and 
privacy practices. I will obey the rules described in this notice. If I change my privacy practices, they will apply to all the 
PHI we keep. I will also post the new notice of privacy practices in my office where everyone can see. You or anyone 
else can also get a copy from the privacy officer at any time.  
 
D. How your protected health information can be used and shared 
Except in some special circumstances, when I use your PHI in this office or disclose it to others, I share only the 
minimum necessary PHI needed for those other people to do their jobs. The law gives you rights to know about your 
PHI, to know how it is used, and to have a say in how it is shared.  
 
Mainly, I will use and disclose your PHI for routine purposes to provide for your care. For other uses, I must tell you 
about them and ask you to sign a written authorization form. However, the law also says that there are some uses and 
disclosures that don’t need your consent or authorization. 
 
1. Uses and disclosures with your consent 
After you have read this notice, you will be asked to sign a separate consent form to allow me to use and share your 
PHI. In almost all cases I intend to use your PHI here or share it with other people or organizations to provide treatment 
to you, arrange for payment for services, or some other business functions called “health care operations.” 
In other words, I need information about you and your condition to provide care to you. You have to agree to let my 
collect the information, use it, and share it to care for you properly. Therefore, you must sign the consent form before I 
begin to treat you. If you do not agree and consent I cannot treat you.  
 
For treatment. I use your medical information to provide you with psychological treatments or services. These might 
include individual, couples, or group therapy, or treatment planning. 
 
I may share your PHI with others who provide treatment to you. I may refer you to other professionals or consultants 
for services we cannot provide. When I do this, I need to tell them things about you and your conditions. I will get back 
their findings and opinions, and those will go into your records here. If you receive treatment in the future from other 
professionals, I can also share your PHI with them.  
 
For payment. I may use your information to bill you, or others, so I can be paid for the treatments I provide to you.  
 
For health care operations. Using or disclosing your PHI for health care operations goes beyond my care and your 
payment. I may be required to supply some information to some government health agencies, so they can study 
disorders and treatment and make plans for services that are needed. If I do, your name and personal information will 
be removed from what we send. 
 
b. Other uses and disclosures in health care 
Appointment reminders. I may use and disclose your PHI to reschedule or remind you of appointments for treatment or 
other care. If you want me to call or write to you only at your home or your work, or you prefer some other way to 
reach you, I usually can arrange that. Just tell me. 
Treatment alternatives. I may use and disclose your PHI to tell you about or recommend possible treatments or 
alternatives that may be of help to you. 
Other benefits and services. I may use and disclose your PHI to tell you about health-related benefits or services that 
may be of interest to you.. 
 
2. Uses and disclosures that require your authorization 



 

 

If I want to use your information for any purpose besides those described above, I need your permission on an 
authorization form. I don’t expect to need this very often. If you do allow me to use or disclose your PHI, you can 
cancel that permission in writing at any time. I would then stop using or disclosing your information for that purpose. 
 
3. Uses and disclosures that don’t require your consent or authorization 
The law lets me use and disclose some of your PHI without your consent or authorization in some cases.  
 
a. When required by law 
There are some federal, state, or local laws that require me to disclose PHI: 
_  I have to report suspected child abuse. If you are involved in a lawsuit or legal proceeding, and I receive a 
subpoena, discovery request, or other lawful process, I may have to release some of your PHI. I will only do so after 
trying to tell you about the request, consulting your lawyer, or trying to get a court order to protect the information they 
requested. 
_  I have to disclose some information to the government agencies that check on us to see that we are obeying the 
privacy laws. 
 
b. For law enforcement purposes 
I may release medical information if asked to do so by a law enforcement official to investigate a crime or criminal. 
 
c. For specific government functions 
I may disclose PHI of military personnel and veterans to government benefit programs relating to eligibility and 
enrollment. I may disclose your PHI to workers’ compensation and disability programs, to correctional facilities if you are 
an inmate, or to other government agencies for national security reasons.  
 
d. To prevent a serious threat to health or safety 
If I come to believe that there is a serious threat to your health or safety, or that of another person or the public, I can 
disclose some of your PHI. I will only do this to persons who can prevent the danger.  
 
4. Uses and disclosures where you have an opportunity to object 
I can share some information about you with your family or close others. I will only share information with those 
involved in your care and anyone else you choose, such as close friends or clergy. I will ask you which persons you want 
me to tell, and what information you want me to tell them.  
 
If it is an emergency, and I cannot ask if you disagree, I can share information if I believe that it is what you would 
have wanted and if I believe it will help you if I do share it. If I do share information, in an emergency, I will tell you as 
soon as I can. 
 
5. An accounting of disclosures I have made  
When I disclose your PHI, I may keep some records of to whom I sent it, when I sent it, and what I sent. You can get 
an accounting of these disclosures. 
 
E. Your rights concerning your health information 
1. You can ask me to communicate with you about your health and related issues in a particular way or at a certain 
place that is more private for you.  
 
2. You have the right to ask me to limit what I tell people involved in your care or with payment for your care, such as 
family members and friends. I will honor it except when it is against the law, or in an emergency, or when the 
information is necessary to treat you. 
 
3. You have the right to look at the health information I have about you, such as your medical and billing records. You 
can get a copy of these records, but I may charge you.  
 
4. If you believe that the information in your records is incorrect or missing something important, you can ask me to 
make additions to your records to correct the situation. You have to make this request in writing and send it to the 
privacy officer. You must also tell me the reasons you want to make the changes. 
 
5. You have the right to a copy of this notice. If I change this notice, I will provide you with a new copy. 



 

 

 
6. You have the right to file a complaint if you believe your privacy rights have been violated. You can file a complaint 
with the privacy officer and with the Secretary of the U.S. Department of Health and Human Services. All complaints 
must be in writing. Filing a complaint will not change the health care I provide to you in any way. You may have other 
rights that are granted to you by the laws of our state, and these may be the same as or different from the rights 
described above.  
 
F. If you have questions or problems 
If you need more information or have questions about the privacy practices described above, please speak to the 
privacy officer. If you have a problem with how your PHI has been handled, or if you believe your privacy rights have 
been violated, contact the privacy officer. As stated above, you have the right to file a complaint with me and with the 
Secretary of the U.S. Department of Health and Human Services. I promise that I will not in any way limit your care 
here or take any actions against you if you complain. If you have any questions or problems about this notice or our 
health information privacy policies, please contact the privacy officer, who is Meghan Kelley, PsyD and can be reached 
by phone at 503-729-4205. 
 
The effective date of this notice is April 1, 2010. 
 

 
 

Consent to Use and Disclose Your Health Information 
 
This form is an agreement between you and me. When I use the words “you” and “your” below, this can mean you, 
your child, a relative, or some other person if you have written their name here: ___________________________. 
 
When I examine, test, diagnose, treat, or refer you, I will be collecting what the law calls “protected health information” 
(PHI) about you. I need to use this information in my office to decide on what treatment is best for you and to provide 
treatment to you. I may also share this information with others to arrange payment for your treatment, to help carry out 
certain business or government functions, or to help provide other treatment to you. By signing this form, you are also 
agreeing to let me use your PHI and to send it to others for the purposes described above. Your signature below 
acknowledges that you have read or heard my notice of privacy practices, which explains in more detail what your rights 
are and how I can use and share your information. 
 
If you do not sign this form agreeing to my privacy practices, I cannot treat you. In the future, I may change 
how I use and share your information, and so I may change my notice of privacy practices. If I do change it, you can 
get a copy from the privacy officer. 
 
If you are concerned about your PHI, you have the right to ask me not to use or share some of it for treatment, 
payment, 
or administrative purposes. You will have to tell me what you want in writing. Although I will try to respect your wishes, 
I am not required to accept these limitations. However, if I do agree, I promise to do as you asked. After you have 
signed this consent, you have the right to revoke it by writing to the privacy officer.  
 
 
 
____________________________________________  _____________________  
Signature of client (or personal representative)     Date 
 
 
 
 
____________________________________________  ____________________________________________ 
Printed name of client (or personal representative)    Relationship to the client (if personal representative) 
 
 
 
 



 

 

                                  
 

Authorization to Release Confidential Information (Insurance Company) 
 
 
Name of member: _______________________________________________     Date of birth: _____________________ 
 
I understand that the purpose of this release is to assist with my/this patient’s treatment by coordinating care with a third-
party payer/Insurance Company. I authorize Meghan Kelley, PsyD to release the below-specified information regarding 
me/the patient to the party listed below, and to receive information from them. I have been informed of the risks to 
privacy and limitations on confidentiality of the use of electronic means of information transfer, and I accept these.  
 
The information to be disclosed is marked by my initials in the boxes below, and any items not to be released have a line 
drawn through them:  
 
 _____ Identifying client information   _____ Name(s) of treatment program(s)      _____ Treatment summary   

 _____ Treatment plan      _____ Dates of appointments        _____ Compliance   

 _____ Diagnosis       _____ Progress notes            

       _____ Other: __________________________________________ 

This information is to be disclosed to these third party payers /Insurance Companies: 
 

 

____________________________________________ ____________________________________________ 

Name of Party/Insurance Company        Name of Party/Insurance Company 
 

 
I understand that I may revoke this release at any time, except to the extent that it has already been acted upon. This 

release will expire one year from this date or upon termination of treatment by Meghan Kelley, PsyD. 

 
 
___________________________________ ______________________________ _______________________ 
Signature of client          Printed name        Date  
 

 

 
___________________________________ ______________________________ _______________________ 
Signature of client          Printed name        Date  
 

 

___________________________________ ________________________ _______________ _____________ 

Signature of parent/guardian/representative     Printed name       Relationship    Date  
    


