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PROFESSIONAL DISCLOSURE STATEMENT & INFORMED CONSENT 

What to Expect and Important Information 
Peter D. Mott, MA, ICPS, LCDC 

I am pleased you have made the decision to seek out additional support through psychotherapy. While you may be following 
recommendations from friends, family, or medical providers or following your own intuition, I am humbled you have selected me to 
help you on your journey. As a way of introducing myself, I have prepared this document to inform you about my background, services 
I offer, and other necessary information to ensure that you understand our professional relationship prior to our first session. Although 
these documents are long and sometimes complex, it is very important that you understand them. When you sign this document, it will 
also represent an agreement between us. We can discuss any questions you have when you sign them or at any time in the future. 

Education, Credentials, Background 
I hold a Bachelor of Arts in Social Psychology from The University of Memphis (TN) and a Master’s of Organizational Management.  I 
am a Licensed Chemical Dependency Counselor.  I lead our Behavioral Health Department.  I have been a Licensed Chemical 
Dependency Counselor (LCDC) in the state of Texas for 18+ years. I am an Internationally Certified Prevention Specialist and a Certified 
Designated Employer Representative Trainer (CDERT).  

Psychotherapy Process and Theoretical Orientation 
People can make better decisions if they have enough information and understanding about how psychotherapy works. Here are some 
aspects of psychotherapy (also referred to as counseling) as I perceive and practice it: Therapeutic psychotherapy requires your active 
involvement including efforts to change any self-defeating thoughts, feelings, and behaviors. You will be asked to work both in and 
out of the therapeutic sessions. There are no instant, painless, or passive cures, no “magic pills”. Instead there will be ongoing personal 
and spiritual growth that can occur with your conscious effort that may include homework assignments and other projects. Most likely, 
you will need to work on improving stress management, cognitions (e.g. beliefs and thought processes), emotional health, 
relationships, and your general lifestyle if psychotherapy is to be successful.  

I utilize an eclectic bio-psycho-socio-spiritual psychotherapy approach. Meaning, I do not solely rely on any one theoretical approach 
to helping; however, I routinely use Psychodynamic, Rogerian person-centered, cognitive-behavioral, and postmodern approaches. 
Tools I find quite helpful in aiding your therapeutic journey are clinical hypnosis, biofeedback, and motivational interviewing skills. 
These are well established, researched and respected therapies and techniques. Please note, a separate informed consent and 
discussion will occur if clinical hypnosis is recommended in my therapy. 

Populations Served and Services provided 
I provide psychotherapy services to adults (18+) with chronic physical pain, mental health concerns, and/or substance use disorders. I 
refer to other mental health and medical professionals when appropriate. In addition to traditional short and long-term psychotherapy 
for the above-mentioned concerns, I also provide and lead our Intensive Outpatient Program and sessions.  

Potential Benefits and Risks of Psychotherapy 
Potential benefits include becoming free from self-defeating and, sometimes, self-destructive behavior (e.g. substance abuse); 
developing more satisfying relationships with other people; becoming happier and more loving; becoming more centered, peaceful, 
and spiritual; and living a healthier lifestyle.  

Potential risks might include experiencing uncomfortable feelings or difficulties with friends and family members during the 
psychotherapy, therapeutic, or rehabilitation process.  Personal and spiritual growth often involves change. Sometimes changes in our 
usual ways of functioning and relating involve considerable stress in the short run, and help actualize your healthier long-term mental 
health or career potential.  
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Confidentiality 
I regard the information you share with me with the greatest respect, so I want us to be as clear as possible about how it will be 
handled. The privacy and confidentiality of our conversations, and my records, is a privilege of yours and is protected by state and 
federal law (HIPAA) and my professional ethical principles, in all but a few circumstances. Since transparency within your treatment 
team is important for your overall wellbeing, I will, at times, consult with my colleagues within the Sprintz Center. If you are working 
with any other professionals, outside of this practice, it is helpful for you to give written permission of any disclosures via signing a 
“Release of Protected Health Information” (PHI) form. However, HIPPA allows for disclosure between all treatment providers on a 
“need-to-know” basis which does not require your written release of PHI. This is to ensure continuity of care throughout your 
treatment process.  

 
There are also few circumstances in which I cannot guarantee confidentiality, legally and/or ethically: when I believe you 

intend to harm yourself or another person, when I believe a child, elder, or handicapped person has been, or will be, abused or 
neglected, when I believe there is a case of sexual exploitation, and/or AIDS/HIV infection and possible transmission. In rare 
circumstances, Professional Counselors can be ordered by a Judge to release information via subpoena. Subpoenas may be related to: 
criminal prosecutions, child custody cases, suits in which the mental health of a part is in issue, and situations where I have a duty to 
disclose.  

 
Additional possible exceptions to confidentiality include but are not limited to: fee disputes between therapist and client, a 

negligence suit brought by the client against the therapist, or the filing of a complaint with a licensing board or other state/federal 
regulatory authority.  

 
When utilizing a third-party payer (e.g. insurance) to cover the full or partial cost of services provided, it is necessary for the 

Sprintz Center to provide certain information to these payers. Information may include, but are not limited to, demographic 
information, diagnosis, recommended treatment plan-including length/frequency of sessions, progress & prognosis, and lab results.  

 
Otherwise, I will not tell anyone anything about your treatment, diagnosis, history, or even that you are a patient at the 

Sprintz Center, without your full knowledge and a signed release of PHI. In order to revoke any authorization for disclosure, you must 
do so in writing.  It is important to note, that even if you revoke authorizations, the use and disclosure of your PHI could possibly still 
be permitted by law as indicated in the Notice of Privacy Practices you were provided (and signed acknowledgement of receiving) 
prior to your first visit at the Sprintz Center. 
 
Explanations of Dual Relationships 
Although our sessions may be very intimate psychologically, it is important for you to realize that we have a professional relationship 
rather than a social one. Our contact will be limited to sessions you will arrange with the Sprintz Center. Please do not invite me to 
social gatherings, offer me gifts, or ask me to relate to you in any way other than in the professional context of our psychotherapy 
sessions.  You will be best served while I am seeing you for psychotherapy if our relationship stays strictly professional and if our 
sessions concentrate exclusively on your concerns.  You will learn a great deal about me as we work together during your 
psychotherapy experience. However, it is important for you to remember that you are experiencing me in my professional role. 
 
Length of Sessions 
I assure you that my services will be rendered in a professional manner consistent with accepted ethical standards. During your 
diagnostic assessment (initial session), you and I will discuss the recommended number, frequency, and session duration based on 
your personal needs and goals. Typical sessions are 55 minutes in length and occur weekly, biweekly or monthly.  
 
Treatment Outcome 
Please note that it is impossible to guarantee any specific results regarding your psychotherapy goals. Often, treatment goals change 
with increased understanding and progress. Your psychotherapy treatment goals will likely be modified throughout the therapeutic 
process. Please note all psychotherapy, treatment, personal, and spiritual growth goals will always be yours. Together, with your 
treatment team, we will work to achieve the best possible results for you. 
 
Fees and Cancellation/Rescheduling  
Should you need to cancel or reschedule your session with me, you will need to do so by speaking with a staff member, leaving a 
confidential voicemail, or sending an email AT LEAST 24 HOURS prior to your appointment. This will allow for Sprintz Center staff time 
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to offer this time to a patient on the waiting list.  
 
Failure to notify staff AT LEAST 24 HOURS prior to your appointment of need for rescheduling or cancellation will result 
in a $100 no-show fee for private sessions and $50 for IOP. This no-show fee is required to be paid prior to any additional 
services within the Sprintz Center are provided.  
 
Excessively missing appointments is a hindrance to your growth and the therapeutic process and may result in termination of services. 
When you are able to attend treatment on a regular basis, you are encouraged to re-establish the services by calling me directly to 
discuss your treatment plan.   
 
In addition to weekly appointments, it is my practice to charge this amount on a prorated basis (I will break down the hourly cost) for 
other professional services that you may require such as report writing, telephone conversations that last longer than 15 minutes, 
attendance at meetings or consultations which you have requested, or the time required to perform any other service which you may 
request of me. If you anticipate becoming involved in a court case, I recommend that we discuss this fully before you waive your right 
to confidentiality. If your case requires my participation, you will be expected to pay for the professional time required even if another 
party compels me to testify. 
 
Insurance 
Please refer to the Sprintz Center’s Financial Policy within the New Patient Information Packet you received via email, postal services, 
or in the office prior to your first visit. If you require another copy of this policy, please let me know and I will provide you with an 
electronic or hard copy version.  
 
In order for us to set realistic treatment goals and priorities, it is important to evaluate what resources you have available to pay for 
your treatment. If you have a health insurance policy, it will usually provide some coverage for mental health treatment. You are 
responsible for knowing your coverage and for letting me know if/when your coverage changes. Due to the rising costs of health care, 
insurance benefits have increasingly become more complex. It is sometimes difficult to determine exactly how much mental health 
coverage is available.  
 
 
You should also be aware that most insurance companies require you to authorize me to provide them with a clinical diagnosis. 
(Diagnoses are technical terms that describe the nature of your problems and whether they are short-term or long-term problems.  All 
diagnoses come from a book entitled the DSM-V. There is a copy in my office and I will be glad to let you see it to learn more about 
your diagnosis, if applicable.). Sometimes, I have to provide additional clinical information such as treatment plans or summaries, or 
copies of the entire record (in rare cases). This information will become part of the insurance company files and will probably be stored 
in a computer. Though all insurance companies claim to keep such information confidential, I have no control over what they do with 
it once it is in their hands. By signing this Agreement, you agree that I can provide requested information to your carrier if you plan to 
pay with insurance. 
 
In addition, if you plan to use your insurance, authorization from the insurance company may be required before they will cover 
therapy fees. If you did not obtain authorization and it is required, you may be responsible for full payment of the fee. Many policies 
leave a percentage of the fee (which is called co-insurance) or a flat dollar amount (referred to as a co-payment) to be covered by the 
patient. Either amount is to be paid at the time of the visit by credit card or cash. In addition, some insurance companies also have a 
deductible, which is an out-of-pocket amount, that must be paid by the patient before the insurance companies are willing to begin 
paying any amount for services. This will typically mean that you will be responsible to pay for initial sessions with me until your 
deductible has been met; the deductible amount may also need to be met at the start of each calendar year. It is important to 
remember that you always have the right to pay for my services yourself to avoid the problems described above, unless prohibited by 
my provider contract. 
 
If I am not a participating provider for your insurance plan, I will supply you with a receipt of payment for services, which you can 
submit to your insurance company for reimbursement. Please note that not all insurance companies reimburse for out-of-network 
providers.  If you prefer to use a participating provider, I will refer you to a colleague. 
 
Drug Screening 
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As part of the Sprintz Center, you are provided with comprehensive and integrated care. This includes interventional and 
pharmacological pain management and/or medical treatment for chemical dependency. In the event, you are prescribed certain 
medications, including—but not limited to: opioids, benzodiazepines, barbiturates, and/or amphetamines, you will be subject to 
random and/or regular screenings for prescribed and non-prescribed substances. Although, as a psychotherapist, I will not be 
prescribing these medications, it is helpful for me to be aware of any drug use, prescribed or otherwise, to better assist you in your 
pain management, mental health, and/or chemical dependency needs.  
 
Some patients, are required to submit and have a consistent drug screen to continue treatment within the Sprintz Center. This 
requirement is individualized to a patient’s needs and history. The Sprintz Center’s pain management and medication assisted 
treatment (MAT) program contracts in addition to attending physicians will discuss this requirement with each patient, when 
applicable.  
 
To ensure accuracy and provide your treatment team with additional information vital to your treatment, drug screens will be sent to 
an outside laboratory for confirmation and further analysis. For more information on this process, please contact the Sprintz Center’s 
office manager.  
 
Patient’s Rights to See Files 
A patient has a limited right to see his or her file. The Sprintz Center for Pain has a policy, in accordance with state law, regarding the 
reproduction of your electronic medical record. We can discuss this in person if you ever require/request to see parts of your file.  
 
However, a patient does not have the right to see psychological tests and inventories that are copyrighted. I will be happy to go over 
the results of any your psychological tests with you. Additionally, a patient does not have the right to see psychotherapy notes. 
Psychotherapy is a process and one session or one test does not accurately assess a person’s progress or prognosis.  
 
Termination  
The therapeutic relationship may be terminated for nonpayment of psychotherapy services, noncompliant patient 
behavior, nonadherence to the Sprintz Center’s Patient Contract for Pain Management and Medication Management, or 
if the professional counselor believes there is insufficient therapeutic progress. The patient will be notified of the intent 
to terminate the therapeutic relationship at least one session prior to the last session, when possible.  
 
Emergency Contact Information 
My office hours are typically Monday-Friday 9am-5pm. After hours, on weekends, or any other times when I am out of the office you 
are welcome to leave a confidential voicemail. In times of mental health or other types of emergencies, you should seek assistance at 
your local emergency department or call 911.  
 
Counselor’s Retirement, Death, or Impairment   
In the event of my retirement or decision to no longer provide services in this area, you will be notified ahead of time so you can 
decide on another mental health professional and what to do with your psychotherapy files. In the event of my untimely death or 
impairment from a disability the Sprintz Center is authorized to secure my psychotherapy files and notify my patients of my demise.  
 
Complaint Procedures  
If you are dissatisfied with any aspect of our work, please inform me immediately. This will make our work together more efficient 
and effective. If you think that you have been treated unfairly or unethically, by me or any other professional, and cannot resolve this 
problem with me, you can contact Texas Department of State Health Services Board of Examiners of Professional Counselors for 
clarification of patients’ rights as I’ve explained them or to lodge a complaint. An individual who wishes to file a complaint against a 
Licensed Professional Counselor may write to:  
 

Complaints Management and Investigative Section 
P.O. Box 141369 

Austin, Texas 78714-1369 
Or call 1-800-942-5540 to request the appropriate form or obtain more information. 

This number is for complaints only. If you have any questions, feel free to ask. 
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JOINT NOTICE OF PRIVACY PRACTICES 
 
THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS 
TO THIS INFORMATION. PLEASE REVIEW THIS NOTICE CAREFULLY 

When we refer to “you” or “your” in this Notice we refer to the person or persons receiving the services provided by Sprintz 
Center for Recovery (SCR). When we refer to disclosures of information to “you”, we mean disclosures to adults or children, 
the parent of the children, guardian or other person legally authorized to receive information about the person or persons 
receiving services from Sprintz Center for Recovery (SCR). 
 

Who follows this Notice: 

This Notice applies to all Protected Health Information (PHI) maintained by Sprintz Center for Recovery for services provided at any office of 
Sprintz Center for Recovery or services provided at non-office locations by any employee of Sprintz Center for Recovery in the course of their 
employment. If you have any questions after reading this Notice, please contact the Sprintz Center for Recovery Privacy Officer. 

Each time you receive services from Sprintz Center for Recovery, a record of the services provided is created. Typically this record could contain 
information about the type of service you have received, the dates of service and the results of the service provided. At times this will include the 
reason you have come to Sprintz Center for Recovery for service and the agreed upon goals of the service provided. 

This Notice applies to all of the records containing PHI created as a result of services provided by Sprintz Center for Recovery. 

Our Pledge to Protect Your Health Information: We are required by law to maintain the privacy of your PHI and provide you with a description of 
our privacy practices. We will abide by the terms of this Notice. 

How We May Use and Share Your Health Information With Others: 

For Treatment: Your PHI may be used and disclosed by those who are involved in your care for the purpose of providing, coordinating, or managing 
your health care treatment and related services. This includes consultation with clinical supervisors or other treatment team members. For 
example, a worker or therapist may use PHI about you or your child from a clinic record to determine which treatment option, such as family or 
individual therapy, best addresses your needs. Your provider may discuss information found in your record with our consultants, a colleague or 
their supervisor to assist in treatment planning for you or your child. 

For Payment: We may use and disclose PHI to send bills and collect payment from you, your insurance company, or other payors, such as 
governmental agencies, for the treatment or other related services you receive from Sprintz Center for Recovery, so Sprintz Center for Recovery 
can receive payment for the treatment services provided to you. Examples of payment related activities are: making a determination of eligibility or 
coverage for insurance benefits, processing and sending claims to your insurance company, reviewing services provided to you to determine 
medical necessity, or undertaking utilization review activities. 

For Health Care Operations: We may disclose PHI about you for business operations of Sprintz Center for Recovery. These uses and disclosures are 
necessary for Sprintz Center for Recovery to provide quality care and cost-effective services. The operations where we may need to disclose PHI 
includes, but is not limited to, quality assessment activities, employee review activities, and licensing activities. For example, we may share your 
PHI with third parties that perform various business activities (such as billing or typing services). We will require these third parties to have a 
contract with us that require them to safeguard the privacy of your PHI. Quality assessment activities may include evaluating the performance of 
your therapist or examining the effectiveness of treatment provided to you when compared to patients in similar situations. 

Appointments: We may use your PHI for the purpose of sending to you appointment reminders through the mail, email, or by telephone. 
Messages left for you will not contain specific health information. 

Required or Permitted by Law: Sprintz Center for Recovery is required by law to disclose your PHI in certain circumstances: 

• For public health oversight activities 
• To facilitate the functions of federal or state governmental agencies 
• To report suspected elder or child abuse to law enforcement agencies responsible to investigate or prosecute abuse 
• In response to a valid court order 
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• To the Department of Health and Family Services, a protection or advocacy agency, or law enforcement authorities investigating abuse, 
neglect, physical injury, death or violent crimes • To your court-appointed guardian or an agent appointed by you under a health care 
power of attorney 

• Prison officials if you are in custody 
• Worker’s Compensation officials if your condition is work-related • If necessary to prevent or lessen a serious and imminent threat to the 

health or safety of a person or the public 

When sharing PHI with others outside of Sprintz Center for Recovery, we share only what is reasonably necessary unless we are sharing PHI to help 
treat you, in response to your written permission, or as the law requires. In these cases, we share all the PHI that you or the law requires. 

 

YOUR HEALTH INFORMATION RIGHTS 

You have the following rights regarding your PHI we maintain. To exercise any of the rights discussed in the remainder of this section, please 
contact the Privacy Officer for Sprintz Center for Recovery, Michael Lu, located at 111 Vision Park Blvd STE 100, Shenandoah, TX 77384, 
713.714.1399. 

Right to Request Restrictions: You have the right to request certain restrictions of use and disclosure of your PHI by Sprintz Center for Recovery for 
treatment, payment or health care operations. You also have the right to request a restriction on our disclosure of your PHI to someone who is 
involved in your care or the payment for your care. Sprintz Center for Recovery is not required to agree to restrict the use and disclosure of your 
PHI. A request for restriction must be made in writing using the form available from the Privacy Officer. 

Right to Inspect and Copy: With a few exceptions you have the right to inspect and receive a copy of your PHI. Should you wish to review or copy 
your PHI you should make a request using the form available from the Privacy Officer. We will arrange for your therapist or another health 
professional in our clinic to review the PHI with you in our office or to copy the information requested. We may charge you a reasonable fee if you 
want a copy of your PHI. 

Right to Amend or Correct Your Record: If you feel the PHI we have about you is incorrect or incomplete, you may ask us to amend the information 
for as long as the information is maintained by Sprintz Center for Recovery. Requests for amendment or correction should be made by submitting a 
form requesting amendment or correction available from the Privacy Officer. We will respond to your request within 60 days after you submit the 
form. We are not required to agree to the amendment.  

Right to an Accounting of Disclosures: You have a right to request an accounting for disclosures. This is a list of those people with whom Sprintz 
Center for Recovery may have shared your PHI, with the exception of information shared for purposes of treatment, payment or health care 
operations or when you have provided us with an authorization to do so. We may charge you a reasonable fee if you request more than one 
accounting for disclosures in any 12-month period. The request cannot include any disclosures made prior to seven years from the completion of 
treatment, or until the individual turns 19, whichever is longer according to DHS 92.12. Requests for an accounting of disclosures should be made 
by submitting a form requesting an accounting of disclosures to the Privacy Officer. This form is available from the Privacy Officer. We will respond 
to your request within 60 days after you submit the request. 

Right to Request Confidential Communications: You have the right to ask that we communicate your PHI to you in a certain way or a certain 
location. For example, you can request that we contact you only at work or via mail. We will accommodate reasonable requests. 

Right to Revoke Authorization: Uses and disclosures of PHI not covered by this Notice or the laws that apply to Sprintz Center for Recovery will be 
made only with your authorization. If you authorize Sprintz Center for Recovery to use or disclose your PHI, you may revoke that authorization in 
writing at any time. We are unable to reverse any disclosures we have made previously with your authorization. To revoke an authorization, please 
contact your therapist or the clinic where you receive services. 

Right to Complain: If you believe your privacy rights have been violated, you may file a complaint with Sprintz Center for Recovery or with the 
Secretary of the Department of Health and Human Services. To file a complaint with Sprintz Center for Recovery, contact the Privacy Officer. All 
complaints must be made in writing. The Privacy Officer will assist you in filing your complaint. Filing a complaint will not affect your care. 

We reserve the right to revise or change this Notice. Each time you sign a consent for treatment at a site covered by 
this Notice we will provide a copy of this Notice in effect at that time.  
 
Effective Date: February 5, 2021 
PDM/MPS 
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BEHAVIORAL HEALTH 

NEW PATIENT INFORMATION 

FIRST NAME: _______________________________    LAST NAME: _________________________  NICKNAME: __________________ 

ADDRESS:__________________________________________ CITY: _________________________ STATE _____ ZIP ______________ 

PREFERRED PHONE (_____) _______________________________  SECONDARY PHONE (_____) ______________________________ 

SSN: ________________________ BIRTHDATE: ____/_____/_______  RACE: __________________  MARITAL STATUS: ___________  

SEX: ________  EMAIL:________________________________________________ EMPLOYER:________________________________ 

EMERGENCY CONTACT: ________________________ PHONE: ____________________________ RELATIONSHIP:________________ 

HOW DID YOU HEAR ABOUT US?: _________________________________________________________________________________ 

EMPLOYER/SCHOOL: ____________________________________________________________________________________________ 

ADDRESS:__________________________________________ CITY: _________________________ STATE _____ ZIP ______________ 

GUARANTOR/PERSON RESPONSIBLE FOR PAYMENT, IF DIFFERENT FROM ABOVE (PTS. UNDER 18) 

NAME: ________________________ BIRTHDATE: ____/_____/_______  RELATIONSHIP TO PATIENT: __________________________  

ADDRESS:__________________________________________ CITY: _________________________ STATE _____ ZIP ______________ 

PREFERRED PHONE (_____) _______________________________  BEST TIME TO REACH YOU: _______________________________ 

PRIMARY CARE PHYSICIAN 

NAME: __________________________________________ PHONE (_____) _______________________________   

ADDRESS:__________________________________________ CITY: _________________________ STATE _____ ZIP ______________ 

NAME OF THERAPIST OR OTHER MENTAL HEALTH PROVIDER 

NAME: __________________________________________ PHONE (_____) _______________________________   

ADDRESS:__________________________________________ CITY: _________________________ STATE _____ ZIP ______________ 

PHARMACY INFORMATION 

NAME: __________________________________________ PHONE (_____) _______________________________   

ADDRESS:__________________________________________ CITY: _________________________ STATE _____ ZIP ______________ 

 

(ATTENTION: WE WILL ONLY CALL IN/e-PRESCRIBE MEDICATIONS TO THE PHARMACY LISTED ABOVE) 
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FAMILY HISTORY  ______________________________________________________________________________________________ 

_____________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________ 

REASON(S) FOR SEEKING TREATMENT HISTORY: _____________________________________________________________________ 

_____________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________ 

DATE OF LAST PHYSICAL EXAMINATION: ___________________________________________________________________________ 

ARE YOU PREGNANT? ______________________________________  DUE DATE: __________________________________________ 

        FATHER:              ALIVE     DECEASED           PRESENT HEALTH OR CAUSE OF DEATH: ___________________________________ 

        MOTHER:            ALIVE     DECEASED           PRESENT HEALTH OR CAUSE OF DEATH: ___________________________________ 

        BROTHERS:        NO. ALIVE ________                 HOW MANY DECEASED _______   CAUSE OF DEATH _________________________ 

        SISTERS:             NO. ALIVE ________                 HOW MANY DECEASED _______   CAUSE OF DEATH _________________________ 

        CHILDREN:         NO. ALIVE ________                 HOW MANY DECEASED _______   CAUSE OF DEATH _________________________ 

SELECT ILLNESSES WHICH HAVE OCCURRED WITH YOU OR THE PATIENT: 

DIABETES  CANCER   BLEEDING TENDENCY   KIDNEY DISEASE    TUBERCULOSIS    HEART DISEASE     AIDS   HIV 

LOW BLOOD PRESSURE  HIGH BLOOD PRESSURE   BIRTH INJURY    SEIZURES   NEUROLOGICAL CONDITIONS 

PLEASE LIST ANY MEDICATIONS YOU ARE CURRENTLY TAKING/DOSAGE/REASON: 

______________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________ 
 

FINANCIAL/OFFICE POLICIES 
Thank you for choosing our office to provide care. In order to prevent any misunderstanding and to serve you better, 

we ask that all patients/parents read and sign our Financial/Office Policies.  If you have questions, please ask to speak to 
the receptionist or office manager (Michelle). 

As a courtesy, we will verify your insurance eligibility and benefits at your initial visit and any time you notify us of 
any change in your coverage.  However, we cannot guarantee that the information we receive is accurate (at the time of 
verification or for later visits) or that the insurance company will process the insurance claim in accordance with the 
information provided.  You, as the holder of the insurance policy, are ultimately responsible for knowing what your plan does 
and does not cover and the administrative rules (specialist co-pays).  You are responsible for verifying that your doctor is 
participating in your insurance plan.  Any amounts not covered by your plan, except for contractual fee discounts, are your 

financial responsibility. 
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PLEASE READ AND INITIAL ITEM(s) BELOW: 
 1. COPAYS AND/OR COINSURANCE AMOUNTS ARE DUE AT EVERY VISIT.  If I have a deductible to 

meet, I will pay the charges on the date of service.  If a contracted fee discount applies, I 
understand that you will credit my account.  These amounts will be applied to my future visits 
only.  I further understand that failure to pay my copay / coinsurance will result in an additional 
billing fee to be added to my account every month until the balance is paid. 

 2. NEW INSURANCE INFORMATION.  Must be provided before the first visit and after the change.  I 
agree to provide this information before I am seen.  Failure to notify of new insurance before nest 
appointment will result in entire bill being my own responsibility. 

 3. BILLS RECEIVED AT HOME.  Will be sent from “The Sprintz Center.”  I will remit payment by check 
or contact the office at 713.714.1399 to pay by credit card any balances due immediately upon 
receipt of bill. I agree to contact this office immediately if I have questions regarding a bill I receive.  
Bills are not sent for information purposes only.  Balances over 90 days will be turned over to 
“North Lakes Billing;” they will report all unpaid balances to the major credit bureaus.  I understand 
that all fees, commissions, and taxes relating to collection agency involvement must be paid. 

 4. MISSED APPOINTMENTS.  I agree to cancel or reschedule appointments at least 24 hours in 
advance.  Failure to do so, even for same day appointments, will result in No Show Fee (of $40-
$150). Payment of the No Show fee is required prior to scheduling another appointment, 3 
consecutive instances of not coming to schedule appointments may result in office requiring that 
I find another doctor or payment of the full cost of the office visit ($100-$200) to be paid in lieu of 
the No Show Fee.     

 5. CHANGE IN ADDRESS.  And telephone numbers should be provided immediately.  I will not wait 
until my next appointment, as bills or other correspondences will not reach me without a valid 
address on file. 

 6. MEDICATION REFILLS.  We do not send out appointment reminders via mail.  We will call you 1-2 
days before your appointment to confirm. It is your responsibility to schedule your follow-up 
appointment before you leave the office or at least 2 weeks before you run out of medication.  For 
controlled drugs that are lost, stolen, or misplaced we will require a police report in order to 
replace (i.e. Xanax, Klonopini, Concerta, and Adderall).   

 7. PAPERWORK.  There is a charge for all paperwork, to be paid by cash or credit card only.  This 
includes FMLA, disability, letters to probation officers, and medical records.  Charges may vary.  
We will not fax or release any paperwork until all fees are paid.  You must allow up to 2 weeks for 
paperwork to be completed.  If paperwork must be completed immediately, you are required to 
schedule an office visit and pay your regular office payment in lieu of paperwork fee.  

a. $75.00   -   Paperwork Fee 
b. $1.00     -   Per Page, pre-printed medical record forms 

 
 8. RELEASE OF INFORMATION.  The Texas Medical Board requires anyone over the age of 18 to sign 

a consent or release in order for the doctor/nurse or staff to communicate with anyone other than 
yourself about your care.  We will not talk to someone just because they say they are your relative 
or spouse.  A release of information must be filled out for each individual you’d like us to have 
contact with.   

 9. NOTICE OF PRIVACY PRACTICES.  I acknowledge that I have received my copy of my Joint Rights 
of Privacy Practices from Sprintz Center for Pain & Recovery. 

 
 

SIGNATURE OF PATIENT/GURADIAN: ______________________________________________________________________    

NAME: ___________________________________________________________  DATE: ______________________________ 
 

  



 

111 Vision Park Drive #100, Shenandoah, Texas, 77384 
Phone or Text: 713.714.1399          F: 713.389.5798 

www.SprintzCenter.com/Recovery 

CONSENT FOR TREATMENT 
 

By Signing the Informed Consent and Privacy Practice Receipt, you voluntarily agree to receive mental health 
assessment, care, treatment, or services and authorize the Peter Mott to provide such care, treatment, or 

services as are considered necessary and advisable. Signing indicates that you understand that you may stop 
such care, treatment, or services at any time. In addition, by signing the Informed consent and Privacy 

Practices Receipt, you acknowledge that you have both read and understood all the terms and information 
contained herein. Ample opportunity has been offered for you to ask questions and seek clarification of 

anything that remains unclear.  
 

This authorization is to remain in full force unless I revoke the same in writing. 
 
 
 

___________________________________  ____________  _____________                      
Patient’s Signature                                     Date    Time 
 
 
 
___________________________________  ____________ _____________                       
Counselor/Sprintz Center Staff Signature          Date   Time 
 
 
 
___________________________________  
Counselor/Sprintz Center Staff Printed Name        
 
 
 
 
  



 

111 Vision Park Drive #100, Shenandoah, Texas, 77384 
Phone or Text: 713.714.1399          F: 713.389.5798 

www.SprintzCenter.com/Recovery 

 

Card on File:  Authorization Form 
 

 
Information to be completed by cardholder: 
The undersigned agrees and authorizes The Sprintz Center, a medical practice to save the credit 
card indicated below on file.  The use of this form is optional and for your convenience. 
 
 
 
Patient’s Name:          ___________________________________________________________         

 
 

Name as it Appears 
on the Credit Card:   ___________________________________________________________ 
 
 
Card Number:        _____________________________________    CCV: __________ 
 

Type of Credit Card:      MasterCard          Visa          Discover          Amex 

 
 
Expiration Date:                      
 
 
 
I, _____________________________ authorize the above medical practice to process the above 
credit card as “Card on File”.  I understand this authorization will remain in effect until the expiration of 
the credit card account. Patient may also revoke this form by submitting a written request to the 
medical practice.  
 
 
 
_____________________________________  _____________________  

Cardholder’s Signature Date 
 

 


