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4600 Valley Rd Suite 350 • Lincoln, NE 68510 •   402.474.0011 Office •   402.474.0012 Fax 

Cancellations and No Shows 

Two missed sessions will result in you being removed from the therapist's schedule. You will need to 

reach out to the therapist to determine ongoing scheduling. Providing at least a 24 hour notice of a 

cancellation will not impact your attendance rate. 

Three no-shows and/or cancellations may warrant a discharge, and referral to other therapy services. 

These may be consecutive or repetitive no-shows and/or cancellations. Referral to other therapy 

services is at the discretion of the individual therapist. 

If a client has been discharged through the no call/no show policy, a letter will be sent to their current 

address. The therapist will attempt to discuss the referral to another provider with both the client and 

their referring source.   

The Internet, Electronic Communication and Patient Portal 

You may use email or text messaging to communicate with your therapist. If you do choose to 

communicate via email or text, remember that email and text communications may not be private. 

Email is, by its nature, subject to pass through a variety of email servers and thus subject to interception 

by unknown parties. Text messages sent via third party applications may also pass-through various 

servers. Email and text communication with our office should be limited to administrative and logistical 

matters; your therapist will NOT use email to discuss important personal and therapy matters. Jenda 

Family Services utilizes the Valant Patient Portal for secure communication please see Patient Portal 

Consent for more information.  

I understand and I accept the limited privacy of email and text message communications. I authorize 

your office to communicate with me at the below listed email address.  

Email Address: ________________________________________________________________________ 

Client or Guardian Signature: ______________________________  Date: _____________________ 

Other Office Policies 

If a client threatens to self-harm or harm others, a report will be filed by the therapist.  Proper steps will 

be taken to assure that clients do not leave this office to harm others, or themselves.   

Weapons are not allowed within the clinic. If a weapon is to be found on the person, that person will be 

asked to dispose of it, leave the premises, or the appropriate authorities will be notified.  

All staff will be equipped to handle urgent situations such as bomb threats, active shooter, someone 

who is a threat to themselves or others, and any other emergencies that may arise.  

Any physical or verbal violence or threats of violence will not be tolerated; should these situations arise; 

the appropriate authorities will be notified at the therapists or support staff’s discretion.  

Our therapists are not allowed to accept gifts from clients. While we appreciate your thoughtfulness, we 

are prohibited by the canons of our profession not to accept gifts f rom clients.  

Similarly, our professional practice standards prohibit our therapists from accepting requests to connect 

or to be “Friends” on internet sites such as Facebook, Twitter, Instagram , Snap Chat, etc.  
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4600 Valley Rd Suite 350 • Lincoln, NE 68510 • 402.474.0011 Office • 402.474.0012 Fax 

AUTHORIZATION FORM: Primary Care Physician 

This form when completed and signed by you, authorizes Jenda Family Services to release or obtain protected information 
from your clinical record to the person you designate. 

I Hereby Authorize and Direct that: 

CLIENT NAME: ________________________ 

DATE OF BIRTH: ________________________ 

_____ Jenda Family Services will send information to:      EXPIRATION: ___________ 
Agency_____________________________________ Primary Contact ___________________________________ 
Phone Numbers________________________________________________ Fax Number_____________________ 
Address______________________________________________________________________________________ 

_____ Jenda Family Services will receive information from:      EXPIRATION: ___________ 
Agency_____________________________________ Primary Contact___________________________________ 
Phone Numbers________________________________________________ Fax Number_____________________ 
Address______________________________________________________________________________________ 

This information is needed for the following purpose: 

______________________________________________________________________________________________________ 

And, such disclosure shall be limited to the following information: 
____ Evaluation Report ____ Medical History & Physical 
____ Diagnosis ____ Social History 
____ Treatment Plan ____ Progress Notes 
____ Discharge Summary ____ Psychological Testing & Evaluation 
____ Written and Verbal Communication ____ Legal Record 
____ Other (please specify)_____________________________________________________________________________ 

I understand that information may include drug and/or alcohol use or abuse, or psychological care or psychiatric care 
and that this information will not be released to any other agency, individual or organization for any other purpose 
without written consent except as required by Federal or State Law, including 42 CFR Part 2 and HIPAA. 

I understand that I may revoke this authorization at any time by sending written notice to Jenda Family Services.  If I 
do so, I know that it cannot apply to any information that had been released before receipt of my written notice.  I also 
agree that a photostatic copy of this release is valid as the original. 

If signed by a person other than the client: My relationship to the client and my authority to consent and direct this 
authorization is as follows: 

SIGNED: _________________________________ WITNESS: _______________________________________ 

DATE: ___________________________________ DATE: ___________________________________________ 

No, I do not wish to have 
information shared with my 
Primary Care Physician. DATE: ___________________ 

care coordination and collateral information

SIGNED:

(Client or Guardian)

(Client or Guardian)

________________________________________________________________________________________________________________________________________________

☐
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AUTHORIZATION FORM 

This form when completed and signed by you, authorizes Jenda Family Services to release or obtain protected information 

from your clinical record to the person you designate. 

I Hereby Authorize and Direct that: CLIENT NAME: ________________________ 

DATE OF BIRTH: ________________________ 

_____ Jenda Family Services will send information to:      EXPIRATION: ___________ 

Agency______________________________________ Primary Contact___________________________________  

Phone Numbers________________________________________________ Fax Number_____________________ 

Address______________________________________________________________________________________ 

_____ Jenda Family Services will receive information from:      EXPIRATION: ___________ 

Agency______________________________________ Primary Contact____________________________ _______ 

Phone Numbers________________________________________________ Fax Number_____________________ 

Address______________________________________________________________________________________ 

This information is needed for the following purpose:  

______________________________________________________________________________________________________ 

And, such disclosure shall be limited to the following information:  

____ Evaluation Report ____ Medical History & Physical 

____ Diagnosis ____ Social History 

____ Treatment Plan  ____ Progress Notes 

____ Discharge Summary ____ Psychological Testing & Evaluation 

____ Written and Verbal Communication ____ Legal Record 

____ Other (please specify)_____________________________________________________________________________ 

I understand that information may include drug and/or alcohol use or abuse, or psychological care or psychiatric care 

and that this information will not be released to any other agency, individual or organization for any other purpose 

without written consent except as required by Federal or State Law, including 42 CFR Part 2 and HIPAA. 

I understand that I may revoke this authorization at any time by sending written notice to Jenda Family Services.  If I 

do so, I know that it cannot apply to any information that had been released before receipt of my written notice.  I also 

agree that a photostatic copy of this release is valid as the original . 

If signed by a person other than the client: My relationship to the client and my authority to consent and direct this 

authorization is as follows: 

____________________________________________________________________________________________ 

SIGNED: _______________________________ WITNESS: _______________________________________ 

DATE: _________________________________ DATE: ___________________________________________ 

PARENT/GUARDIAN  

SIGNATURE IF MINOR:  DATE: ___________________ 
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