NEW HORIZONS MENTAL HEALTH SERVICES
230 N. Columbus St. Suite 2
LANCASTER, OHIO 43130

CONTACT INFORMATION
CLIENT NAME___________________________________DATE OF BIRTH________________
IN CASE OF AN EMERGENCY OR IF WE ARE UNABLE TO REACH YOU, NEW HORIZONS STAFF MAY CONTACT YOUR:



Relationship to Client_______________________________________

NAME__________________________________________________________________________

ADDRESS_______________________________________________________________________

CITY_____________________________     STATE_________________      ZIP ______________

PHONE    (______) _______________________    

· Client/Guardian Declines to Provide Emergency Contact or there is none available

(staff initials: 

)
IS THERE ANYONE ELSE WE MAY CALL?                                    _____ Yes ______ no

 (For example your employer, family member, neighbor, friend, pastor etc.)

NAME___________________________________PHONE: (______)   ______________________         

Relationship to client ______________________________________________________________

ADDRESS, CITY _________________________________________________________________

IS THERE SOMEONE WHO CAN CALL IN ON YOUR BEHALF? _____ Yes ______ no

(For example your spouse, partner or adult child, etc.)

NAME___________________________________PHONE (_______) ______________________

Relationship to client _______________________________________________________

ADDRESS, CITY_________________________________________________________________

New Horizon’s staff would NOT release any CLINICAL INFORMATION to these contacts.  Your authorization on this page would allow us to leave a message to call us, to confirm or change an appointment, ask if your whereabouts are known, or obtain your new address and phone if you’ve moved.  
Discussing clinical information requires a signed release of information. If you would like to authorize your treatment team to talk to these contacts or any other support people in your life please ask for a Release of Information. Your clinical information is STRICTLY CONFIDENTIAL!!

>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>
CONSENT TO RECEIVE EMAIL AND TEXTS:
CLIENT NAME___________________________________DATE OF BIRTH________________

New Horizons may use texting or email as a way to schedule or confirm appointments or to arrange transportation. Please be aware that email and texting should be used for appointment management only. These forms of digital communication should never contain confidential, clinical information or be considered treatment. Texting is not an appropriate way to reach out for help during a crisis or emergency situation. If you are experiencing an emergency please contact 911 or the Crisis Talk Line 740-687-8255.
Client/Guardian Declines Consent for Text or Email (staff initials: 

)
I give my permission for communication by email/texting, understanding the limits of protection using such electronic means.
I understand that I may revoke my authorization at any time, except to the extent that action will have been taken prior to the revocation of my consent.  Otherwise, this authorization is valid for the duration of my treatment at New Horizons.

My email address is________________________________________________________

My cell phone number for texts is_____________________________________________

My cell phone provider is 










Signature of Client___________________________________    Today’s Date__________

Signature of Guardian_________________________________   Today’s Date__________

Witness Signature____________________________________   Today’s Date__________

  >>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>

                                                 REVOCATION OF CONSENT 
      I wish to revoke my consent ____________________________ Date__________

                                                         (Client Signature)

      Witness ____________________________________________ Date__________

                                  (Signature and title)
