Thrive Mental Health Services 106 Mission Ct., Ste 102B, Franklin, TN 37067
EAP INFORMATION & EAP STATEMENT OF UNDERSTANDING

This information will become part of your protected health information and be added to your mental health record at Thrive Mental
Health Services.

Client’s First Name *As is used by EAP Last Name Today Date

EAP (Employee Assistance Plan) Information (if applicable)
EAP Company: EAP Company Tel#:

Number of Visits Authorized:

Authorization#/MAT#/Registration#/Case#:
Dates to/from the Visits can be used: from / /20 to / /20

The Employee’s full name* as listed with the Employer:

The Employee’s Date of Birth: / /

Employer company name:

Can the number of visits be extended if needed by either you or the provider after visit# to ask for more visits?
LJYES [INO [J Idon’t know
Notes:

EAP STATEMENT OF UNDERSTANDING

(*This form contains common Consent Information used by EAP Statement of Understanding Forms)

PROGRAM ELIGIBILITY AND COSTS

Your EAP offers assessment, referral and short-term counseling. Employee assistance services provided are normally delivered at no
cost to you. Payment of benefits by your EAP is subject to any subsequent review of medical information or records as well as
confirmation of eligibility on the date the service was provided and any other contractual obligations of the plan. It is your responsibility
to determine whether or not services are covered under the plan and to pay any uncovered charges.

CONFIDENTIALITY

Thrive Mental Health Services will not share Confidential information with any person outside Thrive Mental Health Services without
your written permission, except as allowed OR mandated by law* OR required by court order. Additionally, your EAP Care Manager may
require specific information from you or your mental health provider in order to ensure adequate disposition of your concerns. Your
EAP company care manager/staff may follow up with you by phone or questionnaire to evaluate its effectiveness and your satisfaction.
*The law mandates counselors to report required information to appropriate authorities under the following circumstances:

- when the client is thought to be in danger of committing suicide

- when the client threatens serious harm to someone

- when there is reasonable suspicion of child, dependent, or elder abuse (in the State of TN, EVERYONE is a mandated abuse reporter).

| have read, | understand, and have received a copy (if requested) of the information in this form.

Signature of Client: Date: M/D/Y

Printed Name:

Other Participant who may attend sessions: Date: M/D/Y

Printed Name:

Signature of Personal Representative Date: M/D/Y

Printed Name: Relationship to Client: [] Parent []Legal guardian* []Other*
*Must provide documentation supporting your legal authority to act on behalf of the client.




