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G Zachariah White, MFA, PsyD, LP 
2375 University Ave W, Suite 160 

St. Paul, MN 55114 
Phone: 612-208-9739 Fax: 612-643-3479  

 

CLIENT INFORMATION PACKET  

This packet will help acquaint you with my office procedures as well as provide information about your rights and 

responsibilities with regard to consultation.  You will also find information about your rights, the Health Insurance 

Portability and Accountability Act (HIPAA), and your Protected Health Information (PHI).  If you have any 

questions about this information, please discuss them with me at any time. Reading and completing these forms will 

allow us to get right to work on your concerns. 

 
THE IMPORTANT INFORMATION AND FORMS INCLUDED FOR YOU TO READ, COMPLETE, 

AND SIGN PRIOR TO THE FIRST SESSION BEGINNING ARE: 

• Client Information Packet 

• Insurance and Payment Information and Authorization Form 

• Confidentiality Agreement Form 

• Client Rights Form  

• Confidential Individual/Family Questionnaire  

 
DIRECTIONS TO MY ST. PAUL OFFICE 

My office is located within the New Light Specialty Clinic, 2375 University Ave W, Suite 160, St. Paul, MN 55114.  

Parking is accessible from Charles Ave. behind the building.  Please check my website for a map at 

www.sexfromthecenter.com.   

 

By Car.  If you are traveling east on University Ave. toward St. Paul, turn left onto Raymond Ave.  If you are 

traveling west on University Ave. out of St. Paul, turn right onto Raymond Ave.  From Raymond Ave, take the 1st 

right onto Charles Ave.  The parking lot is on the right, after the U.S. Bank parking lot.  There are three parking spots 

by the back door reserved for Suite 160.  Upon entering the building from the parking lot, proceed to the bottom of 

the ramp.  Suite 160 will be on your right.  Please have a rest, help yourself to tea or water, and I will greet you at your 

appointment time. 

 

By Bus.  My office is accessible from the 16, 50, and 87 bus lines.  Get off the bus at the University Ave & Raymond 

Ave stop.  The building is next door to the U.S. Bank building.  Enter the building from University Ave and proceed 

to the rear of the building.  Suite 160 will be on your left.  Please have a rest, help yourself to tea or water, and I will 

greet you at your appointment time. 

 

PROFESSIONAL RELATIONSHIP 

Professional consultation (another name for therapy) is not easily described in general statements. It varies depending 

on the personalities of the consultant and client, and the particular concerns you are experiencing. There are many 
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different methods I may use to deal with the concerns that you hope to address. Consultation is not like a medical 

doctor visit. Instead, it calls for a very active effort on your part. It might even include other important people in your 

life.  Consultation can be more successful as you work on goals and strategies at home that we’ve talked about during 

our sessions.  

 

Consultation can have benefits and risks. Since consultation may involve discussing unpleasant experiences of your 

life, you may experience uncomfortable feelings like sadness, guilt, anger, frustration, loneliness, and helplessness. On 

the other hand, consultation has also been shown to have many benefits.   Successful consultation can lead to more 

satisfaction in relationships, new possibilities for addressing specific problems, or reductions in feelings of distress. 

But there are no guarantees of what you will experience.  

 

Our first few sessions will involve an evaluation of your needs and goals. By the end of the evaluation, we will be able 

to discuss your first impressions of what our work could include and a potential plan to follow, if you decide to 

continue with consultation. It is important to evaluate this information along with your own opinions of whether you 

feel comfortable working together. Since consultation involves a commitment of time, money, and energy, it is 

important to be selective about the consultant you select. If you have questions about my procedures, we can discuss 

these whenever they arise. While we co-create possible solutions, you maintain the right to implement them or to 

decide against implementing any or all of them.   

 

MEETINGS & PROFESSIONAL FEES 

Our initial intake session ranges from 45-60 minutes and is $225. Following the intake session is an evaluation period 

that will last from 2 to 4 sessions. During this time, we can both decide if I am the best person to provide the services 

you need in order to meet your goals. I will usually suggest one 45-50 minute consultation per week at a time we agree 

on, although some sessions may be longer, or more or less frequent.  We will work together to determine how often 

and for what length of time we meet.  My fee per 45-50 minutes is $175.  Once an appointment hour is scheduled, 

you will be expected to pay for it unless you provide 24 hours advance notice of cancellation. It is important 

to note that most insurance companies do not provide reimbursement for cancelled sessions and you must 

pay for the time reserved for your session. New sessions may not be scheduled without payment. 

 

I reserve a limited number of hours for services at a reduced fee.  If you have no insurance to cover services, you may 

qualify for a discount based on your annual income and family size. 

 

ADDITIONAL PROFESSIONAL FEES 

In addition to weekly appointments, I charge $180 per 60 minutes for other professional services you may need, 

though I will pro-rate the hourly cost if I work for periods of less than 60 minutes. Other services include report 

writing, telephone conversations lasting longer than 10 minutes, consulting with other professionals with your 

permission, preparation of records or treatment summaries, and the time spent performing any other service you may 
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request of me. These services may not be covered by insurance.  If you become involved in legal proceedings that 

require my participation, you will be expected to pay for all of my professional time, including preparation and 

transportation costs, even if I am called to testify by another party. I charge $300 per hour (2 hours minimum) for 

preparation and attendance at any legal proceeding including travel time to and from the location. 

    

CONTACTING ME 

Because I do not answer the phone when I am with a client, I am often not immediately available by telephone.  

When I am unavailable, my telephone is answered by voice mail that I monitor frequently. I will make every effort to 

return your call within 24 hours, with the exception of weekends and holidays.  In your message, please inform me of 

some times when you will be available and the best way to contact you.  If you are unable to reach me and feel that 

you can’t wait for me to return your call, contact your family physician or the nearest emergency room and ask for the 

psychologist or psychiatrist on call or you can contact the Crisis Connection at (612) 379-6363 or (866) 379-6363 or 

your local emergency services at 911. If I will be unavailable for an extended time, I will provide you with the name of 

a colleague to contact should the need arise.  

    

BILLING, PAYMENTS AND SCHEDULING SESSIONS 

You will be expected to pay the full fee or copayment for each service as it is rendered.  You may use cash, check, or 

major credit card. Follow up sessions may not be scheduled until you are paid in full in order to avoid you or 

the clinic incurring a debt or financial difficulty. If for some reason, your account has not been paid for more 

than 60 days and arrangements for payment have not been agreed upon, I may use legal means to secure the payment. 

This may involve hiring a collection agency or going through small claims court which will require me to disclose 

otherwise confidential information. In most collection situations, the only information I release regarding a client’s 

treatment is his or her name, the nature of services provided, and the amount due.  If such legal action is necessary, 

interest and its costs will be included in the claim. If you cannot afford therapy with me, you will be referred to 

another service for care. 

 

INSURANCE REIMBURSEMENT 

You should be aware that your contract with your health insurance company requires that I provide it with 

information relevant to the services that I provide to you. I am required to provide a clinical diagnosis. Sometimes I 

am required to provide additional clinical information such as treatment plans or summaries, or copies of your entire 

Clinical Record. In such situations, I will make every effort to release only the minimum information about you that is 

necessary for the purpose requested. 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. In some cases, they may share the information with 

a national medical information databank. It is important to remember that you always have the right to pay for 

services yourself to avoid the problems described above (unless prohibited by contract).  I will provide you with a 
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copy of any report I submit, if you request it. By signing this Agreement, you agree that I can provide requested 

information to your carrier.  

 
Please call the number on the back of your insurance card to know what your coverage is. You 

must bring your insurance card to the session. Please do not submit your claims unless we instruct 

you to do so as this might reject our claim to your health care provider. We process all insurance 

claims on your behalf.  It is your responsibility to inform me of any changes to your insurance 

coverage.   
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G Zachariah White, MFA, PsyD, LP 
2375 University Ave W, Suite 160 

St. Paul, MN 55114 
Phone: 612-208-9739 Fax: 612-643-3479  

 
INSURANCE AND PAYMENT INFORMATION AND AUTHORIZATION 

 

Client Name: ___________________________________________________ Birth date: ______________________ 

Legal Gender: _____ Preferred Gender/Pronoun Use: __________________________________________________ 

Parent Name (If Minor): _________________________________________Cell/Hm Phone: ___________________ 

SS#: _______________________________________________________Wk Phone:  ________________________ 

Relationship Status:  _______________________ Spouse/Partner Name(s):  ______________________________ 

Address:______________________________________________________________________________ 

City: _________________________________________  State: ___________ Zip: ______________________ 

Physician: ______________________________________ Phone: _________________________________ 

Medical Conditions: ______________________________________________________________________ 

Current Medications: _____________________________________________________________________ 

Primary Insurance Company or Paying Party: _________________________________________________ 

Subscriber/Policy Holder: _______________________________ Employer: __________________________ 

Subscriber ID#: ______________________________ SS#: ________________________Group#: ________ 

Claims Mailing Address: (usually on back of card):_______________________________________________ 

City: __________________________________________ State: __________ Zip: ____________________ 

Contact Person: __________________________________ Insurance Phone: _________________________ 

Secondary Insurance Company: ___________________________________________________________ 

Subscriber/Policy Holder: _______________________________ Employer: __________________________ 

Subscriber ID#: ______________________________ SS#: __________________Group#: _______________ 

Claims Mailing Address: (usually on back of card) _______________________________________________ 

City: __________________________________________ State: __________ Zip: ____________________ 

Contact Person: __________________________________ Insurance Phone: _________________________ 

 

AUTHORIZATION FOR RELEASE OF INFORMATION 

I authorize the release of any medical information or other information necessary to process insurance claims and to 
coordinate with my physician if necessary.  I agree that a reproduced copy of this authorization is as valid as the original. 

 
 

Signature: __________________________________________Date: ________________________ 

 
AUTHORIZATION TO PAY BENEFITS TO PROVIDER OF SERVICE 

I authorize and request payment of medical benefits to the provider or supplier of services by insurance or myself.  I 
understand charges include appointments I fail to cancel 24 hours in advance (full fee), sessions that my insurance 
company fails to authorize (full fee) or phone calls, report writing, and other work you may request in excess of 10 
minutes (prorated).  I understand that I am responsible for all non-covered charges. 

 
 

Signature: __________________________________________ Date: ________________________ 
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CONFIDENTIALITY AGREEMENT 

 
By law, information about clients and their families is confidential with some of the following main 
exceptions: 

 
1) Authorization by the client and/or family (valid authorization form). 

2) Therapist’s duty to warn another in the case of potential suicide, homicide or threat of imminent, serious 

harm to another individual. 

3) Therapist’s duty to report suspicion of abuse or neglect of children or vulnerable adults.  

4) Therapist’s duty to report prenatal exposure to cocaine, heroin, phencyclidine, methamphetamine, and 

amphetamine or their derivatives. 

5) Therapist’s duty to report the misconduct of mental health or health care professionals. 

6) Therapist’s duty to provide a spouse or parent of a deceased client access to their child or spouse’s records. 

7) Therapist’s duty to provide parents of minor children access to their child’s records.  Minor clients can 

request, in writing, that particular information not be disclosed to parents.  Such a request should be 

discussed with the therapist. 

8) Therapist’s duty to release records if subpoenaed by the courts. 

9) Therapist’s obligations to contracts (e.g. to employer of client, to the paying agency or person, to an insurance 

carrier or health plan). 

10) Therapist’s duty to offer a detailed HIPPA Notice of Privacy Practices of Protected Health Information. A 

copy is also available upon request. 

 

As a licensed psychologist, Therapist consults with other trusted clinical therapists. The purpose of this consultation is 
to obtain additional insight, further therapeutic skills, and ensure the highest possible service to clients.  Therapist will 
make every effort to provide only those details necessary to gain feedback. 
 
  

My signature indicates I understand the above limits of confidentiality. 
 

 
                 ________________________________________                ____________________ 

       Client Signature             Date 
 
 
                 ________________________________________                ____________________ 

       Client Signature             Date 
 
 
    ________________________________________                ____________________ 

                    Client Signature or Parent/Guardian for minor          Date    
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As a client, you have the right to know and inquire about the following: 

    

1) The cost of therapy, time frame for payment, access to billing statements, billing procedure for missed 
appointments, and any issues related to insurance coverage. 

 
2) When the therapist is available and where to call during off hours in case of emergency. 
 
3) The manner in which the therapist conducts sessions concerning intake, consultation, and termination.  Clients 

may take an active role in the process by asking questions about relevant consultation issues, specifying goals, and 
renegotiating goals when necessary. 

 
4) The nature and perspective of the therapist’s work, including techniques used, and alternative methods of 

consultation. 
 
5) The purpose and potential negative outcomes of therapy.  Clients may refuse any intervention or strategy. 
 
6) The anticipated length and frequency of treatment and limitations that may arise due to difficulties in financing. 
 
7) The liberty of clients to discuss any aspect of their therapy with others outside the consultation situation, 

including consultation with other professionals. 
 
8) The status of the therapist, including the therapist’s training, credentials, and years of experience. 
 
9) The maintenance of records, including security and length of time they are kept, client’s rights to access personal 

records, and release policies. 
 
10) The right to request a referral and the right to require the current therapist to send a written report regarding 

services to the qualified referred clinician or organization upon the client’s written authorization. 
 
11) The procedure followed in the event of the therapist’s death or illness. 

 
 

I consent to therapy and have read and understand my rights listed above. 
 
________________________________________                ____________________ 
Client Signature       Date 
 
________________________________________                ____________________ 
Client Signature or Parent/Guardian for minor   Date 

 

 
In case of an emergency, please contact the following persons: 

 

Name: ______________________________________ Relationship: _____________________ 

Cell/Home: _________________________________ Work:  __________________________ 

    

 

Name: ______________________________________ Relationship: _____________________ 
 

Cell/Home: _________________________________ Work:  _________________________��� 
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Your signature below indicates that you have read the entire 8 pages of this document and agree to abide by 

its terms during our professional relationship.  Your signature also serves as an acknowledgement that you 

have received pages 1-4 of the CLIENT INFORMATION PACKET described above and that you have 

been offered and are aware of the detailed HIPPA Notice of Privacy Practices regarding protected health 

information available from your therapist. 

 

_________________________________________                          _________________ 

Client Signature or Parent/Guardian for minor      Date 

 

_________________________________________                          _________________ 

Client Signature or Parent/Guardian for minor      Date 

 

_________________________________________                          _________________ 

Client Signature or Parent/Guardian for minor      Date 

 

_________________________________________                          _________________ 

Client Signature or Parent/Guardian for minor      Date 



Adapted from the Confidential Narrative Individual/Family Questionnaire 1 by Walter H. Bera, Ph.D.  Used with permission. 
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2375 University Ave W #160 
St. Paul, MN 55114 

G Zachariah White, MFA, PsyD 
Licensed Psychologist 

Phone: (612) 208-9739 
Fax: (612) 643-3479 

 
CONFIDENTIAL INDIVIDUAL/FAMILY QUESTIONNAIRE 1 

 
Name: ____________________________________   DOB: __________ Date: _____________ 
 
Relationship to Concerned Person (If Not Yourself):__________________________________ 

 
Directions:  Please answer the following questions from your personal perspective.  Use the back of 
the form to complete answers if needed.  It is best if each person completes their own form to get 
their perspective and advice. 

    

    

1. Who referred you to the center? 

______________________________________________________________________________ 

 

2. What is the main concern or problem that brought you to the center at this time? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

3. Who is the Person/Issue you are most concerned about and why? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 



Adapted from the Confidential Narrative Individual/Family Questionnaire 1 by Walter H. Bera, Ph.D.  Used with permission. 
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PROBLEM LIST 

 
Listed below are possible challenges for you or your family.  Please rate each according to your 

degree of concern by circling the scale number and explain briefly why it is a concern at this time? 

�� Depression/Sadness?     (Low)  1  2  3  4  5  6  7  8  9  10  (High) 

 Why? _________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

2. Suicidal Thoughts/Actions?    (Low)  1  2  3  4  5  6  7  8  9  10  (High) 

 Why? _________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

3. Worry/Anxiety?      (Low)  1  2  3  4  5  6  7  8  9  10  (High) 

 Why? _________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

4. Family/Relationship Conflict?    (Low)  1  2  3  4  5  6  7  8  9  10  (High) 

 Why? _________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

5. Verbal Abuse/Behavior?     (Low)  1  2  3  4  5  6  7  8  9  10  (High) 

 Why? _________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

6. Sexual Abuse/Behavior?     (Low)  1  2  3  4  5  6  7  8  9  10  (High) 

 Why? _________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 



Adapted from the Confidential Narrative Individual/Family Questionnaire 1 by Walter H. Bera, Ph.D.  Used with permission. 

Page 3 of 4 

7. Physical Abuse/Behavior?      (Low)  1  2  3  4  5  6  7  8  9  10  (High) 

 Why? _________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

8. Legal/Financial Problems?    (Low)  1  2  3  4  5  6  7  8  9  10  (High) 

 Why? _________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

9. Sexual Health Concerns?     (Low)  1  2  3  4  5  6  7  8  9  10  (High) 

Why? _________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

10. Alcohol/Chemical Health Concerns?   (Low)  1  2  3  4  5  6  7  8  9  10  (High) 

 Why? _________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

11. Gambling Concerns?     (Low)  1  2  3  4  5  6  7  8  9  10  (High) 

Why? _________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

12. Spiritual/Faith Concerns?    (Low)  1  2  3  4  5  6  7  8  9  10  (High) 

Why? _________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

13. Other Problem/Behavior?    (Low)  1  2  3  4  5  6  7  8  9  10  (High) 

Why? _________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 



Adapted from the Confidential Narrative Individual/Family Questionnaire 1 by Walter H. Bera, Ph.D.  Used with permission. 
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ASSESSMENT 

 

Why do you think these concerns are present for you or your family? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

______________________________________________________________________________ 

 

PROBLEM SOLVING 

 

What is the main goal or need you have for today’s session? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

  

What are your ideas on how that goal can be accomplished? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 
What attempts have you made in the past to deal with these concerns? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

Thank you. 
 


