


PATIENT INFORMATION AND CONSENT FOR TREATMENT
This document (the Agreement) contains important information about my professional services and business policies. It also contains summary information about the Health Insurance Portability and Accountability Act (HIPAA), a federal law that provides privacy protections and patient rights with regard to the use and disclosure of your Protected Health Information (PHI) used for the purpose of treatment, payment, and health care operations.  HIPAA requires that I provide you with a Notice of Privacy Practices (the Notice) for use and disclosure of PHI for treatment, payment and health care operations. The Notice, which is attached to this Agreement, explains HIPAA and its application to your personal health information in greater detail. The law requires that I obtain your signature acknowledging that I have provided you with this information. Although these documents are long and sometimes complex, it is very important that you read them carefully. We can discuss any questions you have about the procedures at any time. When you sign this document, it will also represent an agreement between us. You may revoke this Agreement in writing at any time.  That revocation will be binding on me unless I have taken action in reliance on it; if there are obligations imposed on me by your health insurer in order to process or substantiate claims made under your policy; or if you have not satisfied any financial obligations you have incurred.
PSYCHOLOGICAL SERVICES: While the benefits of psychological evaluation, psychotherapy, psychotropic medications or other psychological treatments are generally likely to outweigh possible risks, the outcomes and side-effects cannot be predicted with certainty. Persons being evaluated or involved in treatment may experience a wide range of emotions, and it is not unusual to feel vulnerable or stressed. Therapy may arouse feelings or produce insights of which you were unaware, or which you might not wish to experience. While the goals of psychological services are generally to advance the understanding of problems and to increase functioning and well-being, it is sometimes possible that symptoms may not improve. Any problems or uncomfortable feelings you experience may be discussed in our sessions.
Our first one or two sessions will involve an evaluation of your needs. By the end of the evaluation, I will be able to offer you some first impressions of what our work will include and a treatment plan to follow, if you decide to continue with therapy. You should evaluate this information along with your own opinions of whether you feel comfortable working with me. Therapy involves a large commitment of time, money, and energy, so you should be very careful about the therapist you select. If you have questions about my procedures, we should discuss them whenever they arise. If your doubts persist, I will be happy to help you set up a meeting with another mental health professional for a second opinion. 
MEETINGS: If psychotherapy is begun, I will usually schedule one 45-60-minute session per week at a time we agree on, although some sessions may be longer, shorter, or more frequent. Once a session is scheduled, you will be expected to pay $50.00 unless you provide 24 hours [1 day] advance notice of cancellation [unless we both agree that you were unable to attend due to circumstances beyond your control].  It is important to note that insurance companies do not provide reimbursement for cancelled or no-show sessions.  In the event that you do not show up for a session without canceling, I reserve the right to terminate our therapeutic relationship based on lack of attendance of sessions and may bill you personally for the $50.00 late cancellation/no-show fee. 
PROFESSIONAL FEES: Regular session fees for Moore Counseling Center providers range from $100/hr to $125/hr. The initial session fee ranges from $125.00 to $205.00. [The exact fee charged by your therapist can be obtained by asking the receptionist.] In addition to weekly appointments, I charge $100.00/hr for other professional services you may need, though I will break down the hourly cost if I work for periods of less than one hour. Other services include report writing, telephone conversations lasting longer than 15 minutes, consulting with other professionals with your permission, preparation of records or treatment summaries, and the time spent performing any other service you may request of me. 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. [Because of the difficulty of legal involvement, I charge $175.00 per hour for preparation and attendance at any legal proceeding.] 
CONTACTING ME: Sessions are by appointment only. When I am unavailable, my telephone is answered by voice mail that is monitored during office staff hours (830am to 5pm) Monday through Friday. My office manager or I will make every effort to return your call as soon as possible. If you are difficult to reach, please inform me of some times when you will be available. If you are  in crisis and unable to reach me and feel that you cannot wait for your call to be returned, go to the nearest emergency room or the Crisis Center at 1200 NE 13th Street in Oklahoma City (800) 522-9054. If I will be unavailable for an extended time, I will provide you with the name of a colleague to contact, if necessary.
LIMITS ON CONFIDENTIALITY: The law protects the privacy of all communications between a patient and a psychologist. In most situations, I can only release information about your treatment to others if you sign a written authorization form that meets certain legal requirements imposed by HIPAA. There are other situations that require only that you provide written, advance consent. Your signature on this Agreement provides consent for those activities, as follows: 
● I may occasionally find it helpful to consult other health and mental health professionals about a case. During a consultation, I make every effort to avoid revealing the identity of my patient. The other professionals are also legally bound to keep the information confidential. If you don’t object, I will not tell you about these consultations unless I feel that it is important to our work together
● You should be aware that I practice with other health professionals and that I may employ administrative staff. In most cases, I need to share protected information with these individuals for both clinical and administrative purposes, such as scheduling, billing and quality assurance. All of the health professionals are bound by the same rules of confidentiality. All staff members will be given training about protecting your privacy and will agree not to release any information outside of the practice without the permission of a professional staff member. 
● Disclosures required by health insurers or to collect overdue fees are discussed elsewhere in this Agreement. 

There are some situations where I am permitted or required to disclose information without either your consent or Authorization:
● If you are involved in a court proceeding and a request is made for information concerning your diagnosis and treatment, such information is protected by the psychologist-patient privilege law. I cannot provide any information without your (or your personal or legal representative’s) written authorization, or a court order. If you are involved in or contemplating litigation, you should consult with your attorney to determine whether a court would be likely to order me to disclose information.
● If a government agency is requesting the information for health oversight activities, I may be required to provide it for them.
● If a patient files a complaint or lawsuit against me, I may disclose relevant information regarding that patient in order to defend myself.
● If a patient files a worker’s compensation claim, I may disclose information relevant to that claim to the appropriate parties, including the Administrator of the Workers’ Compensation Court.

There are some situations in which I am legally obligated to take actions, which I believe are necessary to attempt to protect others from harm and I may have to reveal some information about a patient’s treatment. These situations are unusual in my practice.
● If I have reason to believe that a child under the age of 18 years is the victim of abuse or 
neglect, the law requires that I report to the appropriate government agency, usually the 
Department of Human Services. Once such a report is filed, I may be required to provide 
additional information.
● If I have reason to believe that a vulnerable adult is suffering from abuse, neglect, or 
exploitation, the law requires that I report to the appropriate government agency, usually the 
Department of Human Services. Once such a report is filed, I may be required to provide 
additional information.
● If a patient communicates an explicit threat to kill or inflict serious bodily injury upon a reasonably identifiable victim and he/she has the apparent intent and ability to carry out the threat, or if a patient has a history of violence and I have reason to believe that there is a clear and imminent danger that the patient will attempt to kill or inflict serious bodily injury upon a reasonably identified person, I may be required to take protective actions. These actions may include notifying the potential victim, contacting the police, and/or seeking hospitalization for the patient.
● If a patient threatens to harm himself/herself, I may be obligated to seek hospitalization for him/her, or to contact family members or others who can help provide protection.

● If such a situation arises, I will make every effort to fully discuss it with you before taking any action and I will limit my disclosure to what is necessary.

While this written summary of exceptions to confidentiality should prove helpful in informing you about potential problems, it is important that we discuss any questions or concerns that you may have now or in the future. The laws governing confidentiality can be quite complex, and I am not an attorney. In situations where specific advice is required, formal legal advice may be needed.

PROFESSIONAL RECORDS: The laws and standards of my profession require that I keep Protected Health Information about you in your Clinical Record. Except in unusual circumstances that involve danger to yourself and/or others or where information has been supplied to me confidentially by others, you may examine and/or receive a copy of your Clinical Record if you request it in writing. Because these are professional records, they can be misinterpreted and/or upsetting to untrained readers. For this reason, I recommend that you initially review them in my presence, or have them forwarded to another mental health professional so you can discuss the contents. In most circumstances, I am allowed to charge a copying fee of $1.00 for the first page and .50 cents per page thereafter plus postage. If I refuse your request for access to your records, you have a right of review, which I will discuss with you upon request.

PATIENT RIGHTS: HIPAA provides you with several rights with regard to your Clinical Record and disclosures of protected health information. These rights include requesting that I amend your record; requesting restrictions on what information from your Clinical Record is disclosed to others; requesting an accounting of most disclosures of protected health information that you have neither consented to nor authorized; determining the location to which protected information disclosures are sent; having any complaints you make about my policies and procedures recorded in your records; and the right to a paper copy of this Agreement, the attached Notice form, and my privacy policies and procedures. I am happy to discuss any of these rights with you.

MINORS & PARENTS: Patients under 18 years of age who are not emancipated and their parents should be aware that the law may allow parents to examine their child’s treatment records. Because privacy in psychotherapy is often crucial to successful progress, particularly with teenagers, it is sometimes my policy to request an agreement from parents that they consent to give up their access to their child’s records. If they agree, during treatment, I will provide them only with general information about the progress of the child’s treatment, and his/her attendance at scheduled sessions.  Any other communication will require the child’s authorization, unless I feel that the child is in danger or is a danger to someone else, in which case, I will notify the parents of my concern. Before giving parents any information, I will discuss the matter with the child, if possible, and do my best to handle any objections he/she may have.  

IMPAIRMENT FROM ALCOHOL OR OTHER SUBSTANCES:  I respectfully request that you be free of alcohol or other intoxicants prior to coming in for therapy so that we can have the best chance of being successful in our work together.  If, during the session, I come to suspect that your senses are impaired in any way because of substances, then I will address that concern to determine if we can meaningfully continue the treatment session.  If, in fact, you are “intoxicated” for whatever reason, then the session will be ended and I or my office staff will attempt to make arrangements for your safe transportation from my office to your preferred destination. This may involve calling a relative, friend, emergency contact, or calling a taxi cab.  If, for some reason, you refuse to cooperate, then I could call the authorities in order to ensure your safety and the safety of others. In the event that a session is ended due to suspected intoxication, the full fee for the session will be due, regardless of the actual duration of the session.   
SURVEILLANCE: The Moore Counseling Center (MCC) uses surveillance video cameras in its common areas. Two cameras are located outside the building surveilling both entrances. Two cameras are located in the waiting room. Two cameras are in the reception area. One camera is in the West hallway. Only the camera in reception has a microphone. Surveillance equipment will never be used in private spaces, such as bathrooms or doctors’ offices. The cameras run continuously, 24 hours per day, seven days a week. The DVR device that records the video and audio footage is located in a locked utility closet, to which only the two owners of the facility have access. Once the DVR memory is full, it will record over the oldest recorded material, thereby destroying the old material. Dr. Ward, MCC owner, will maintain the cameras and video equipment and ensure that they are functioning properly. Only Dr. Ward is authorized to review the recorded material. There may arise situations wherein the recorded material is necessarily used in the reporting and investigation of theft, assault, and other reportable incidents. During these investigations, your privacy as an MCC patient may be compromised. If the recorded material is ever used in the reporting and investigation of reportable incidents, documentation will be made of the persons who view the recorded segments and their credentials. Also, all patients visible in the reviewed segments of recorded material will be notified that they were present in the viewed segments and given the names of all persons who viewed the segments. Dr. Ward will continuously monitor the surveillance policies and procedures to reduce the risk of breeches of privacy.  
SOCIAL NETWORKING AND INTERNET SEARCHES: At times I may conduct a web search on clients before the beginning of therapy or during therapy. If you have concerns or questions regarding this practice, please discuss it with me. I do not accept friend requests from current or former clients on social networking sites due to the fact that these sites can compromise clients' confidentiality and privacy. For the same reason, I request that clients do not communicate with me via any interactive or social networking websites.
BILLING AND PAYMENTS: You will be expected to pay for each session at the time it is held, unless we agree otherwise or unless you have insurance coverage that requires another arrangement. Payment schedules for other professional services will be agreed to when they are requested.
If your account has not been paid for more than 60 days and arrangements for payment have not been agreed upon, I have the option of using 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. [If such legal action is necessary, its costs will be included in the claim.] In most collection situations, the only information I release regarding a patient’s treatment is his/her name, address, telephone number, social security number, the nature of services provided (including dates of service and procedures), and the amount due. 
INSURANCE REIMBURSEMENT: 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. I will fill out forms and provide you with whatever assistance I can in helping you receive the benefits to which you are entitled; however, you (not your insurance company) are responsible for full payment of my fees. It is very important that you find out exactly what mental health services your insurance policy covers. 

You should also 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. Certain diagnoses may affect your ability to obtain health and/or disability insurance in the future. I will provide you with a 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. 
Once we have all of the information about your insurance coverage, we will discuss what we can expect to accomplish with the benefits that are available and what will happen if they run out before you feel ready to end your sessions. 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 contract]. 
CONSENT FOR TREATMENT

· I request and authorize the Moore Counseling Center, P.C. to provide professional psychological services to my family, and/or myself. These services may include assessment or evaluation; counseling and/or psychotherapy in individual, group or family formats; psychoeducational counseling or training; behavioral intervention; professional consultation; psychoactive medication management; and any additional services or procedures as needed.
· I understand the fee scheduled described above. I understand that I will be expected to pay for each session at the time it is held, unless I have insurance coverage that requires another arrangement. I will be liable for all fees owed on my account when I terminate services.

· I understand that I will personally assume financial responsibility for all fees or charges arising from the services provided. I agree to pay any charges which are not covered by insurance or other third party payers including deductibles, exclusions, copayments, and so on. Unless another formal payment agreement is arranged, I understand that any balance unpaid for greater than 60 days may be subject to an additional monthly charge of $15.00 for maintaining and billing the account, and for legal means to secure payment, including the use of collection agencies or small claims court. If such legal action is necessary, the costs will be added to my bill and may be included in the claim.

· I agree to pay a $50.00 charge for missed appointments unless I notify the Moore Counseling Center, P.C. at least 24 hours in advance. I understand that such charges are not covered by insurance or other third party payers, and that I will be personally liable for the charges. There will be a charge of $25.00 in addition to the bank service charge on all returned checks.

· I understand the MCC surveillance policies and procedures and consent to the recording of my image and voice in the MCC common areas.

· I acknowledge receiving an explanation of the limits of confidentiality. I authorize the Moore Counseling Center, P.C. to submit bills and to furnish confidential information including but not limited to diagnoses and financial information to any insurer, third party payer, or welfare agency providing financial assistance for the services rendered. I assign and authorize payment directly to the Moore Counseling Center, P.C. of any insurance or health plan benefits otherwise payable to me. A photocopy of this authorization and assignment is to be considered as valid as the original.

· I am aware that I may stop my treatment with the Moore Counseling Center, P.C. at any time. I agree to be financially responsible for the services I have already received.
· I certify that I have legal standing to authorize these professional psychological services; or, that I have legal custody and/or other required legal standing to request and authorize professional psychological services for my child or children.

YOUR SIGNATURE BELOW INDICATES THAT YOU HAVE READ THIS AGREEMENT AND AGREE TO ITS TERMS AND ALSO SERVES AS AN ACKNOWLEDGEMENT THAT YOU HAVE RECEIVED THE HIPAA NOTICE FORM DESCRIBED ABOVE.
____________________________        _______   
___________________________________

________

Signature of Client


    Date

Signature of Parent/Guardian/Representative 
     Date

                                                                                        Relationship to the client (circle one):

Mother     Father       Other:__________________________​__
Rev: 09/12
[Please Initial _______]
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