ASSOCIATES IN BEHAVIORAL COUNSELING
Registration Form - Minor

TODAY'S DATE:

How did yeu hear about us? | } Internet Search | ) insurance ([ ) Friend | } Family { ) Profeasional

[ } Cther
Mame of Person Specify
PATIENT NAME:
FIRST MIDDLE LAST
PREFERRED NAME: AGE: DATE OF BIRTH: / !

SEA/GENDER: Male __ Trans-Male ___Female __ Trans-Female __ Non Binary _ Other

MARITAL STATUS: & M D_W__ Living Together ___ SS# - =

ADDRESS:
STREET CITY STATE ZIP
HOME PHONE: CELL PHONE:
WORK PHONE: EMAIL:
EMPLOYED: RETIRED: STUDENT: FT OR PT

PLACE OF EMPLOYMENT:

FOSITION:

PRIMARY CARE PHYSICIAN: PHONE:

FAX:

Other Treating Providers:

Name:; Addrass/Phone:

MName: Addrass/Phone:

EMERGENCY CONTACT

Mame: Cell #:

Felationship: Whork #:

Cther #:




ASSOCIATES IN BEHAVIORAL COUNSELING
Outpatient Services Contract

Patient Nama Diata of Birth

Welcome to my practice. This document containe impartant information abeut my professional
services and business policies. Please read it carefully and jot down any questions you might
have so that we can discuss them st our next meeting. VWhen you sign this document, it will
represent an agreeament batween us,

PSYCHOLOGICAL SERVICES

Psychotherapy is not easily described in general statements. It varies depending on the
personaliies of the psychologist and patient, and the particular problems you bring forward.
There are many different methods | may use to deal with the problems that you hopae to
address. Psychotherapy is not fike a medical doctor visit. Instead, it calls for a very active effort
on your part. In order for the therapy to be most successful, you will have to work on things we
talk about bath during our sessions and at home.

Psychotherapy can have benefits and risks. Since therapy often Involves discussing unpleasant
aspects of your life, you may experience uncomfortable feelings Iike sadness, guilt, anger,
frustration, loneliness, and helplessness. On the cther hand, psychotherapy has also been
shown to have benefits for people who go through it. Therapy often leads to better relationships,

solutions to specific problems, and significant reductions in feelings of distress. But there ara no
guarantees of what you will experience.

Our first few sessions will invelve an evaluation of your needs. By the end of the evaluation, |
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, | will be happy to help you set up a mesting with another mental
health professional for a secend opinion.

MEETINGS

| normally conduct an evaluation that will last from 2 to 4 sessions, During this time, we can both
decide if | am the besi person to provide the services you need in order to meet your freatment
goals. If psychotherapy is begun, | will usually schedule cne session per week at a time we
agree on, although some sessions may be more frequent. Once an appointment hour is
scheduled, you will be expected to pay for it unless you provide 24 hours advance notice of
cancellation [unless we both agree that you were unable to attend due to circumstances beyond
your control]. If it is possible, | will try to find another time to reschedule the appointment.

PROFESSIONAL FEES

The hourly fee is $XXX (see fee schedule). In addition to weakly appointments, | charge for
other professional services you may need, though | will break down the hourly cost If | work for
periods of less than one hour. Other servicas include report writing, attandance at maatings with
other professionals you have authorized, preparation of records or freatment summaries, and
the time spent performing any other service you may request of me. If you becoma invalved in
legal proceedings that require my participation, you will be expected to pay for my professional
time even if | am called to testify by another party. [Because of the difficulty of lagal
invelvement, | charge $250 per hour for preparation and attendance at any lagal proceeding.]



ASSOCIATES IN BEHAVIORAL COUNSELING
Dutpatient Services Contract

Patient Mama Date of Birth

BILLING AND PAYMENTS

You will be expected to pay for each session at the fime it is heid, unless you have insurance
coverage which requires another arrangement. Payment for telehealth will be collected by a
credit/debit card on file. Payment schedules for other professional services will be agreed fo
when they are requested.

If your account has not been paid for more than 80 days and arrangements for payment have
not been agreed upon, | have the option of using legal means to secure the payment. This may
involve hiring a collection agency or going through small claims court. [Iif such legal action is
necessary, its costs will be included in the claim.] In most collection shuations, the only
information | release regarding a patient's treatment is his/her name, the nature of services
provided, 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. | will fill out forms and provide
you with whatever assistance | 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
Covears,

You should carefully read the section in your insurance coverage booklet that describes mental
health services. If you have questions about the coverage, call your plan administrator. Of
course, | will provide you with whatever information | can based on my experience and will be
happy to help you in understanding the information you receive from your insurance company, If
it is necessary to clear confusion, | will be willing to call the company on your behalf.

Due to the rising costs of health care, insurance benefits have increasingly become more
complex. It is sometimes difficult to determine exaclly how much mental health coverage is
available. "Managed Health Care” plans such as HMOs and PPOs often require authorization
before they provide reimbursement for mental health services. These plans are often limited to
shori-term trealment approaches designed to work out specific problems that interfere with a
person’'s usual level of functioning. It may be necessary to seek approval for more therapy after
@ cartain number of sessions, While a lot can be accomplished in short-term therapy, some
patients feel that they need more services after insurance benefits end. (Some managed-care
plans will not allow me to provide services to you cnce your benefits end. If this iz the case, | will
do my best to find another provider who will help you continue your peychotherapy.]

You should also be aware that most insurance companies require you to authorize me to
provide them with a clinical diagnosis. Sometimes | have to provide additional clinical
information such as treatment plans or summaries, or copies of the entire record (in rare cases).
This informaticn will become part of the Insurance company files and wil probably be stored in a
computer. Though all insurance companies claim to keep such information confidential, | have
ne 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. | wil provide you with a copy of any
report | submit, if you request it.
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Patient Name Date of Birth

You understand that, by using your Insurance, you authorize me to release such

information ta your insurance company. | will try to keep that information limited to the
minimum necessary.

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 our sessions. It is important to remember that you always have

the right to pay for my services yourself to avold the problems described above [unless
prohibited by contract].

CONTACTING ME

| am often not immedigtely available by telephone. While | am usually in the office during
business hours, | will not be available when | am with a patient. When | am unavailable, the
telephone is answered by office staff or voicemail who know how to reach me. | will make every
effort to return your call as seon as possible, with the exception of weekends and holidays. If
you are difficult to reach, pleasa inform me of some times when you will be available. If you ara
unable o 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 [psychiatrist] on call, If |
will be unavallable for an extended time, | will provide you with the name of a colieague to
confact, if necessary.

PROFESSIONAL RECORDS

The laws and standards of my profession require that | keep treatment records. You are entitled
to receive a copy of the records unless | believe that seeing them would be emotionally
damaging, in which case | will be happy to send them to a mental health professional of your
choice. Becausa these are professional records, they can be misinterpreted andfor upsetting to
untrained readers. | recommend that you review tham in my presence so that we can discuss

the contents. Patients will be charged an appropriale fee for any time spent in preparing
information requests.

MINORS

If you are under eighteen years of age, please be aware that the law may provide your parents
the right to examine your treatment records. It is my pelicy to request an agreement from
parents that they agree to give up access to your records. If they agree, | will provide them only
with general information about our work together, unless | feel there is a high risk that you will
seriously harm yourself or someone else. In this case, | will notify them of my concem. | will also
discuss with them a summary of your treatment when it Is complate. Bafore giving them any
information, | will discuss the mafter with you, if possible, and do my best to handle any
objections you may have with what | am prepared to discuss. [At the end of your treatment, | will

EHHII?JEE @ summary of our work together with your parents, and we will discuss it before | meet
them.]

CONFIDENTIALITY

in general, the privacy of all communications between a patient and a psychologist is protected
by law, and | can enly releases information about our work to others with your written parmission.
But there are a few exceplions.
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In most legal proceedings, you have the right to prevent me from providing any information
about your treatment. In some proceedings involving child custody and those in which your
emotional condition is an impeortant Issue, a judge may order my testimony if he/she determines
that the issues demand it. There are some situations in which | am legally obiigated to take
action to protect others from harm, even if | have to reveal some information about 8 patient's
treatment. For example, if | believe that a child [elderly person or disabled person] s being
abused, | must [may be required to] file a report with the appropriate state agency.

If | believe that a patlent is threatening serious bodily harm to ancther, | am [may be] required to
take protective actions. These actions may include notifying the potential victim, contacting the
pelice, or seeking hospitalization for the patient. If the patient threatens to harm himselfhersaff, |
may be obligated to seek hospitalization for him/her or to contact famity members or others who
can help provide protection.

These situations have rarely occurred in my practice. If a similar situation occurs, | will make
every effort to fully discuss it with you before taking any action.

| may occasionally find & helpful to consult other professionals about a case. During 8
consultation, | make every effort to avoid revealing the identity of my patient. The consultant is
also legally bound to keep the information confidential. If you don't object, | will not tell you
about these consultations unless | fesl that it iz important to our wark togather.

While this written summary of exceptions to confidentiality should prove helpful in informing you
about polential problems, it is important that we discuss any questions or concerns that you may
have at our next meeting. | will be happy to discuss these issues with you if you need specific
advice, but formal legal advice may be needed because the laws goveming confidentiality are
guite complex, and | am nol an attorney.

TERMINATION

Termination of services typlcally occurs by mutual agreement when treatment goals have been
met, or when maximum benefit has been reached. We will periodically discuss termination as
we track your progress. However, you have the right to tsrminate at any point. If possible, it is
best to discuss therapy termination prior to ending contacl. Please feel free to discuss with me
any concerns or questions you might have about the benelit of your therapy or if, when, or how
it should end. If | think that you no lenger need my services or might be better served by other
resources, including a more Intensive level of care, | might initiate termination. | will consider
therapy terminated by your actions if you do not reschedule as recommended or planned, have
missed three appointments without notice, fail to make timely payments as per our agreement,
or otherwise compromise the safety and integrity of our relationship and work together.
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FOSSIBLE REASONS FOR TERMINATION

» BY MUTUAL AGREEMENT WHEN:
o Treatment goals have been met
o Confract imits such as the number of allowed sessions is reached
o Transfer to another provider or service is appropriate
o Other environmental circumstances make it necessary
* BY CLIENT DISCRETION V1A ANY OF THE FOLLOWING ACTIONS:
o Failure to initiate rescheduling within 80 days of & session, a8 no-show, or a
canceliation
a MNo-show (no notice) of more than three scheduled appointments
a Cancellation of three consecutive appointments
» BY THERAPIST DISCRETION WHEMN:
o Circumstances compromise the feasibility or quality of service
o Services are not benefiting or may be haming the client
o Client conduct is inconsistent with the safety and integrity of the work
(noncompliant with expectations for fee payment or clinical paricipation; any
form of threaiening or fraudulent behavior)

Your signature below indicates that you have read the information in this document and agree to
ablde by its terms during our professional relationship.

Signature of Patient, Parent, or Legal Guardian Date

ABC Witness Date
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Patient Name Date of Birth
Please see the rates and fees below:
Feoe Foa Fou
Common Service Ph.O LMHC/LESW MA. Common Sarvico Fees
Initial
S AN Eaben. ) 20000 | 17000 | 140.00 Testing 200.00Mr
Indivadual
e Psychotherapy, 16-37 100.00 £00.00 85.00 “*Court Testimony wiravel or | oon o
Individual 53 g
mendul Paychotherapy. 3852 | 000 | 13000 | 11500 *Written Reports 200.004,
: Ful
neividus! Peychotherapy, 5350 | 47500 | 15800 | 12500 | =Seame DayLaie Canceliaion | Session
Fea |
Ful
Play Therapy, 16-37 min 110.00 100.00 80,00 Witead Rrpomer. Ho Session
Notice: Given Fee
“*Monihly Fes for Malled
Play Therapy, 38-52 min 175.00 165.00 158,00 Statemants on Services in 5.00
Aurears
Play Therapy, 53-60 min 200,00 180.00 180.00
Family/Couples Therapy 160.00 150,00 140,00
Crizis Session: 30 - 74 miniles 16500 185.00 185,00
Crisig o 7 & mﬂ Addiion:sl Additiona
Seszion: 75+ minuies 97.50 87.50 8750

‘:"ufl.n' signature below indicates that you have read the information in this document and agree to
abide by its terms during our professional relationship.

Signature of Patient, Parent, or Legal Guardian

ABC Witnass

Date




MINORS

Parent Authorization for Minor’s Mental Health Treatment

In order to authorize mental health treatment for your child, you must have either sole or joint legal
custedy of your child. Ifvou are separated or divorced from the other parent of your child, please
notify me immediately. 1will ask you to provide me with a copy of the most recent custody decree
that establishes custody rights of you and the other parent or otherwise demonstrates that you
have the right to authorize treatment for your child.

If you are separated or divorced from the child’s other parent, please be aware that it is my policy to
notify the other parent* that | am meeting with your child. I believe it is important that all parents
have the right to know, unless there are truly exceptional circumstances, that their child is receiving
mental health evaluation or treatment.

One risk of child therapy involves disagreement among parents and/or disagreement between parents
and the therapist regarding the child's treatment. 1f such disagreements occur, I will strive to listen
carcfully so that I can understand your perspectives and fully explain my perspective. We can resolve
such disagreements or we can agree to disagree, so long as this enables your child’s therapeutic
progress. Ultimately, parents decide whether therapy will continue. If either parent decides that
therapy should end, I will honor that decision, unless there are extraordinary circumstances.
However, in most cases, 1 will ask that you allow me the option of having a few closing sessions with
your child to appropriately end the treatment relationship.

By signing below, [ attest that I am the custodial parent and have legal authority to do all things
necessary with regard to seeking therapy/counseling for my child.

Printed Name:

Signed Name:

Date:

*If there is a joint custody agreement, the name and contact information of the other custodial
parent/guardian is required.

Printed Name:

Phone Number:




Individual Parent/Guardian Communications with Me

In the course of my treatment of your child, I may meet with the child's parents/guardians either separately or
together. Please be aware, however, that, at all times, my patient is your child — not the parents/, nor
any siblings or other family members of the child.

If | meet with you or other family members in the course of your child’s treatment, [ will make notes of that
meeting in your child's treatment records, Please be aware that those notes will be available to any person or
entity that has legal access to vour child's treatment record.

Mandatory Disclosures of Treatment Information

In some situations, 1 am required by law or by the guidelines of my profession to disclose information, whether
or not I have your or your child's permission. [ have listed some of these sitsations below.

Confidentiality cannot be maintained when:

= Child patients tell me they plan to cause serious harm or death to themselves, and I believe they have the
intent and ability to carry out this threat in the very near future. | must take steps to inform a parent or
guardian or others of what the child has told me and how serious [ believe this threat to be and to try o
prevent the occurrence of such harm.

» Child patients tell me they plan to cause serious harm or death to someone else, and | believe they have
the intent and ability to carry out this threat in the very near future. In this situation, 1 must inform a
parent or guardian or others, and | may be required to inform the person who is the target of the
threatened harm [and the police].

» Child patients are doing things that could cause serious harm to them or someone else, even if they do
not intend to harm themselves or another person. In these situations, 1 will need to use my professional
judgment to decide whether a parent or guardian should be informed.

= Child patients tell me, or | otherwise learn that, it appears that a child is being neglected or abused--
physically, sexually or emotionally--or that it appears that they have been neglected or abused in the
past. In this situation, | am [may be] required by law to report the alleged abuse to the appropriate stale
child-protective agency.

* [ am ordered by a court to disclose information.

Disclosure of Minor's Treatment Information to Parents

Therapy is most effective when a trusting relationship exists between the psychologist and the patient. Privacy
15 especially important in earning and keeping that trust. As a result, it is important for children to have a “zone
of privacy™ where children feel free to discuss personal matters without fear that their thoughts and feelings will
be immediately communicated to their parents. This is particularly true for adolescents who are naturally
developing a greater sense of independence and autonomy.

It is my policy to provide you with general information about your child’s treatment, but NOT to share specific
information your child has disclosed to me without your child’s agreement. This includes activities and
behavior that you would not approve of — or might be upset by — but that do not put vour child at risk of
serious and immediate harm. However, if vour child's risk-taking behavior becomes more serious, then [ will



need 1o use my professional judgment to decide whether your child is in serious and immediate danger of harm.
1f1 feel that your child is in such danger, | will communicate this information to you.

Example: If your child tells me that he/she has tried alcohol at a few parties, I would keep this
information confidential. If you child tells me that he/she is drinking and driving or is a passenger in a
car with a driver who is drunk, 1 would not keep this information confidential from you. If your child
tells me, or if | believe based on things I learn about your child, that your child is addicted to drugs or
alcohol, T would not keep that information confidential.

Example: If your child tells me that he/she is having voluntary, protected sex with a peer, I would
keep this information confidential. IT your child tells me that, on several occasions, the child has
engaged in unprotected sex with strangers or in unsafe sitzations, T will not keep this information
confidential.

You can always ask me questions about the types of information [ would disclose. You can ask in the form of
“hypothetical situations,” such as: “If a child told you that he or she were doing , would you tell the
parents?™

Even when we have agreed to keep your child's treatment information confidential from you, 1 may believe that
it is important for you to know about a particular situation that is going on in your child's life. In these
situations, | will encourage vour child to tell you, and 1 will help your child find the best way to do so. Also,
when meeting with you, I may sometimes describe your child’s problems in general terms, without using
specifics, in order to help you know how to be more helpful to your child.

Disclosure of Minor's Treatment Records to Parents

Although the laws of [this State] may give parents the right to see any written records | keep about your child’s
treatment, by signing this agreement, you are agreeing that your child or teen should have a “zone of privacy™ in
their meetings with me, and you agree not to request access to your child’s written treatment records.

Parent/Guardian Agreement Not to Use Minor's Therapy Information/Records in
Custody Litigation

When a family is in conflict, particularly conflict due to parental separation or divorce, it is very difficult for
everyone, particularly for children. Although my responsibility to your child may require my helping to address
conflicts between the child's parents, my role will be strictly limited to providing treatment to your child. You
agree that in any child custody/visitation proceedings, neither of you will seek to subpoena my records or ask
me to testify in court, whether in person or by affidavit, or to provide letters or documentation expressing my
opinion about parental fitness or custody/visitation arrangements.

Please nate that your agreement may not prevent a judge from requiring my testimony, even though 1 will not
do so unless legally compelled. If | am required to testify, | am ethically bound not to give my opinion about
cither parent’s custody, visitation suitability, or fitness. [f the court appoints a custody evaluator, guardian ad
litem, or parenting coordinator, I will provide information as needed, if appropriate releases are signed or a
court order is provided, but I will not make any recommendation about the final decision(s). Furthermore, if |
am required to appear as a witness or (o otherwise perform work related to any legal matter, the party
responsible for my participation agrees to reimburse me at the rate of $XXX per hour for time spent traveling,
speaking with attorneys, reviewing and preparing documents, testifying, being in attendance, and any other
case-related costs.




Child/Adolescent Patient:

By signing below, you show that you have read and understood the policies described above. If you have any
questions as we progress with therapy, you can ask me at any time.

Minor's Signature** Date
Custodial Parent/Guardian of Minor Patient:

Please initial after each line and sign below, indicating your agreement to respect your child's privacy:
[ will refrain from requesting detailed information about individual therapy sessions with my child. 1
understand that [ will be provided with periodic updates about general progress, and/or may be asked to
participate in therapy sessions as needed.

Although | may have the legal right to request written records/session notes since my child is a mingr, | agree
NOT to request these records in order to respect the confidentiality of my child's/adolescent’s treatment.

I understand that 1 will be informed about situations that could endanger my child. I know this decision to
breach confidentiality in these circumstances is up to the therapist's professional judgment, unless otherwise
noted above.

Parent/Guardian Signature Date

Parent/Guardian Signature Date

** For very young children, the child's signatre is not necessary
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Patiant Mama
Please Initial each box Indicating that you have read and understood the information contained herein.

CONEENT TO PEYCHOTHERATY THEATMENT-The
patient conmends io partcicete in The servicss offered and
provided by (he menfal hea®s cam phovide a8 dafowd in
Inciigna Law, This would include only thosa servioss Ta
provider is gualified to peovide within the scope of the
provider's licesrse, cerification, and trainikg.
Feychoharapy ks nol a guarmniesd reatment or cune.
Effectivengss deponds-on the relationship end coopenation
babeann tha paien and Thempist

CONFIDENTIALITY. Protecind Heath information [P}
will nivees b discdoeed without prios mxpressed weitien
ceeanl, eeapl a8 requised by lw o report posslile
wbusg, of D padfiend i 3 Figk of sedf-hem, of R i
Ermaont elae of when Subbot=ued by oer of the Gt
HEPAA, profects patients feeem wmauthoripes diaciegum of

o read thy Motics of Privacy Practices. | andenstand

that | may ask for a copy 1o be provided 1o me B2 ey
e

RECUESTS FOR PATIENT RECORDS- Standasd policy
reuiTad The requssl be made i wilting and preferably in
pergan gnd o0 5 vald Reloesa Fomn. Wises Be s ndd
possible, 3 valiel photo 1D with alorature must be
sobmitieg wits e writien and sigmed reguest. 'Wih regand
fo stusiions imvehing lasal guardieTahin, power of
atiomey or unsubsiaSaled pamnisl fights of o patiand
oo, legal documenintion providing enbitiement 1o cbtals
PHI & required, O EXCEPTIONS,

EMERGEMCIES- WHEN A PATIENT LIFE 15 AT AR
GALL §11 R G0 IMMEDIATELY TO THE NEAREST
HOSPITAL Cwr providens S0 not camy admission
privisses. 30 X i Aol mecssan we ba oondecled i such 8
sitmation, Hovepver, I you shogld needi to updale yourABC
therapisi afier seahing help for your emagansy, wou may
cantact them during normal business hours, If your
therapist Is oot avaliabie or et schedules jo work on That
day, you may leave 0 message regarding your updst,

PAYMENT OR SCHEDULING INQUIRIES- Yeur tharapist
/s a highly quaified mantal health professionsl, traingd fo
privide you with the Fighest ievel of care @ it perining 2o
your mgrinl hegk® needs. HOWEYER, your tharapist does
ot have knowledpe o understaeding of your inseranca
Bengfits, moer dodd 15 of he M the suthonity to armanga
b payan agreamant for you. Your Perapist cannot
address your scheduling needs, of T you i becouse
ihese SanAcas are pesformed and mansged by e
ndrrisairaive dafl. you beve conoems regarding
scheduling or irsureess covarags, your admin stall is
sducsied &nd irained to provide assistancn in every
Rspaet of this pan of the mental health ndustry. ¥ you
naed to dacuss a pipniel of daim dispute, S Financial
Adminisirator is ahvays hapoy o work with you.

Signature of Fatient or Responsible Parly 1
Date

=f

Patient's Rights And Responsibilities

Date of Birth

MIROR PATIENTS- Pomnts &= ancouniged to communicats
with your chid's therapls! regarding progress in themapy,
hewirver your child's Becapist may ol prosnpd your imehvement
urinss ¢ is desrmad partinen! 19 4o 50, In such cases, and wih
e involvement of the misor wha holds the priviege of
conidentiably isee Senmant for Treating Minor Chik), genersl
trerds, charvations, concems and verfcation of attendance
will b @ssussed, a3 woll o3, recorEnehdptions far fusthes
treatmiank

PARENTAL RESMONSTRILITIES- Wa LOVE cur iiie patlenx
aned provice cang for MANYT Theeofoos fof the asfety ond
sacirity of sveryene krohved, panrents may HOT leave the
eligse Ter By duration of their minar chd's therapy
wiralan, Ponyts st makiain resporaiiity for the
ppproprigle behavdor of mine: childnen while at the dinic.
Plaass da nef i chitdren cretended i e recepton amea
for any unnecessary lengt of fme. Additionally, Som and
iDnd, plansa instroct your Btle one bo remaln in the
reception ansa whils you e s brief consult with his or her
therapist. Fleats undemiand that patients ane in session
beyand the reception ansal door and shauld be entifled to gulel
uninterupted care with thair thempist. As sach, plase maka
thhmﬂmmr—I
superdsion. Admin stafl & not squispesl to provide (his. MEnars
iy ot ba loft unatiended in the reception ansd whis thelr
parents atiend thelr owm Ty session

PUNCTUALITY: Cotnsafing ssasiens. are typically 30, 45, or
B0 minuies long. If yom are moss than 15 mincties |, ye reay
b asied ta reschedule. Al times, howsver, your thamgist may
be running behind, i weich cose, you il be gheen tha
oppcrtunity by wall of peschadule, Cur poficy requines & 24 hoor
carcailiion naice of 8 Toe wil be appied. This fee is the
respansibiity of the patient and MOT e ingurancs COMRETY.
To stk beng charged Tor missed appointmecds, plaase cal
ihe office prompdy when agpoiiments cannct be kapt

CONTACT BETWEEN SESSHONS- I yoo need fo provide
Infprrnafion to your thamplst babweln Seaslons. you may ke
it on walcamal or admin e will reley your metdage Theany
concems of guestons should besddressed ai your e
agpeintrant. Fiowsvar, § briel fokptone cormmuniction with
yaur theraplst s pecessary batesan sppointmens, b palier..,
enderstand your thesapial may ot be svalable to retam your
call the same Jay of weeh, &5 & wes not a schedolsd o
expected communication. Be_ss descriptive o poesiie
tagarding t Smeframe ou need this contull, 4o we can mako
mvery affort o ifage your nisbis

TERMINATION- Tha counsaling relatizaship may be
besThingted by the therapist or patecs & Ay e sha'he feols
e relaticaship B B productive, This includen. 08 15 nol
et non-paymant of senicas, inconsistert aSiendanon Le..
3 or mare missed sppointmests, 3 or more canceiiaticea,
or i the dient s not progressing in thifey of cooparating Wil
ihe recommandid tregtmant plan, In cames wham the therapit
nge [frngted teatmaent, on explaraticn, & wal as, efemal
irertractions will be proviced. A Sndl seasian wil be offss 1o
chose tha patien) seoaed,

Signature of Patient or Responsible Party 2
Date




ASSOCIATES IN BEHAVIORAL COUNSELING
Registration Form

T“MUST BE FILLED IN EVEN IF YOU GAVE THE OFFICE A COPY OF YOUR CARD***

PRIMARY INSURANCE
INSURANCE CO: 1D
POLICY HOLDER: &SN OF POLICY HOLDER: - -
GROUP #: POLICY HOLDER'S D.OB.:
ADDRESS IF DIFF FROM PATIENT:
EMPLOYER: DEDUCTIBLE. §
OFFICE COPAY: Phone #;

RELATIONSHIP TO PATIENT:

SECONDARY INSURANCE

INSURANCE CO: 1D
POLICY HOLDER: 53N OF POLICY HOLDER: - =
GROUP #; POLICY HOLDER'S D.O.B.

ADDRESS IF DIFF FROM PATIENT:

EMPLOYER: DEDUCTIBLE: §

OFFICE COPAY: Phone #

RELATIONSHIP TO PATIENT:




ASSOCIATES IN BEHAVIORAL COUNSELING
*Notice of Privacy Practices

Patiznt Name Date of Birth

The Hesalth Insurance Portebility and Accountability Act of 1996 (HIPAA) is a federal program
that requires all health records and other individually Identifiable health information used or
disclosed by us in any form be kept confidantial.

This notice describes how we may use and disclose your protected health information (FHI) to
carry cut treatment, obiain payment, maintain health care operations, and for other purposes
permitted or required by law. It alse describes your rights to acoess and control your PHI. PHI
is information about you including demographics, diagnosis, treatment plan and goal, and
mental health history that may identify you and relate to your past, present or future physical ar
mental health, condition, and related health care services.

Uses and Disclosures of PHI: Your PHI may be used and disclosed for the purpose of

providing health care services to you, your dependents or others for whem you've cbiained or

sought care, to obiain payment for your health care services, to support the operation of this

E;ﬁl:a. te obtain Insurance benefits and authorization for treatment, and any other use required
lawe,

Traatment: Wa will use and disclose your PHI to provide, coordinate, or manage your rriental
health care and related services, This includes coordination or management of your health care
with third parties such as primary care physicians, home health agencies, insurance companies,
employee assistance programs, law enforcement officials, judicial entities, or other parties
imvalved in providing care 1o you.

Payment Your PHI will be used as nesded to obtain payment for our health care services.

. ‘We may use or disclose, as neaded, your PHI in order to support the
business activities of the office, including but not Emited to, quality assessmant activities,
employee review, training of students, licensing of providers, conducting and amranging for any
other business aciivities required to provide care including, bul not limited to, contacling you to
confirm, remind, or cancel appointments.

We may also use or disclose your PHI in the following situations without your consent: as
required by law, public health issues required such as; communicable diseases, health care
oversight, abuse or neglect, FDA requirements, legal proceedings, law enforcement, ceroners,
criminal activity, military activity, national security, workers comp, inmates, required uses and
disclosures under the law. \We must make disclosures to you and when required by the

Secretary of Depariment of Health and Human Services to investigate or determine our
compliance with the sectons 184.500,

= When the use and digclosure without your consent or authorization is allowed under
other sactions of Saction 164.512 of the Privacy Rule and the state’s confidentiality law.
This includes narrowly-defined disclosures to law enforcement agencies, to a health
oversight agancy (such as HHS or a state department of health), to a coroner or medical
examiner, for public health purpases relating to disease or FDA-regulated products, or
for specialized government funclions such as fitnass for military duthes, sligibility for VA
benefits, and national security and intelligance.



ASSOCIATES IN BEHAVIORAL COUNSELING
*Motice of Privacy Practices

Pationt Name Date of Birth

Other permitted and required uses and disclosures will be made only with consant, or with the
opportunity to object, unlass required by law. You must aign an authorzation before a relaase of
your PHI in any uses or disclesures not described in this Privacy Notice.

I will also obtain an autherization from you before using or disclosing:
= PHI in away that Is not described in this Notice,
= Paychotherapy notes.

You may revoke this authorization at any time in writing, except to the exdent your therapist or
the clinic has takan an action in refiance on the use of disclosure indicated in the authorization
prenviously given.

Your Rights With Respect to PHI: You have the right to inspect and recaive a copy of your
PHI. Under federal law, however, you may not inspect or obtain a copy of the following records:
psychotherapy notes, information complied in reasonable anticipation of, or use in, a cwil,
criminal, administrative action or proceeding and PHI that is subject to law that prohibils access
ta PHI. We may choose o assess a fee for reproduction or submission of PHI. This fee will not
excead the allowable amount as set forth by Indiana Law 760 IAC 1-71 which states:

§1.00 per page for pages 1-10

$0.50 par page for pages 11-50

50.25 per page for pages 51 and highar
OR

$20 labor fee for pages 1-10

$0.50 per page for pages 11-50

30.25 per page for pages 51 and higher

Provider or clinic may charge the actual cost of mailing the PHI. Provider or clinic may charge
an additional $10 i the raquest is for coples to be provided within two working days, only if the
providericlinic chooses to henor this request, Provider or clinic may charge an additional fee of
320 for certifying a patient's PHI.

A request to inspect or recelve a copy of PHI must be submitted in writing and must be
accompanded by proof of the right to receive such PHI such as: picture identification, signature
for comparisen to original file, custodial documentation clearly stating parental, guardian, or
power of attorney rights to obtain PHI, We reserve the right to tharcughly investigate any
request which we befiave to be inaccurate, false, or detrimental to the care or well-being of our
patient. In such an event, we will noiify you of our need to investigate to obtain accurate proof
and documentation. Upeon verfication and confirmation of your right to PHI, we will release the

requested PHI within 30 days, not including weskends, holidays, or days when the clinic is not
In operation,

You have the right to request a restriclion of PHI. This means you may ask us not to Lse or
disclose any part of your PHI for purpeses of reatment, payment, or healthcare operations,
You may also request any part of your PHI not be disclosed to family members or friends who



ASSOCIATES IN BEHAVIORAL COUNSELING
*Notice of Privacy Practices

Patient Name Date of Birth

may be involved in your care or for the specific resfriction requested; and to whom you want the

restriction {o apply. The clinic andfor therapist will notify all parfies involved fo ensure the
request has been noted,

You Have a Right to Restrict Disclosures When You Have Paid for Your Care Qut-of-
Pocket. You have the right to restrict certain disciosuras of PHI to a health plan when you pay
out-of-pocket in full for my sanices,

You Have a Right to Be Notified if There iz a Breach of Your Unsecured PHI. You have a
right to be notified if: {a) there is a breach (a use or disclosure of your PHI in vilstion of the
HIPAA Privacy Rule) invalving your PHI; {b) that PHI has not been encrypted to government
standards; and (¢} my risk assessment fails to determine that there is a low probability that your
PHI has been compromised.

The clinic andfor therapist are not required to agree to a restriction you request. If the clinic
andfor therapist beleve it is in your best interest to permit use and dizclosure of PHI, the
restriction will not be granted. You then have the right to terminate care with your therapist and
seek another healthcare professional.

You have the right to a paper copy of the Privacy Act Policy notice, upon request even f you
have agreed to accept this nolice altematively.

You have tha right to request your theraplst to amend your PHI. If we deny your request of
amendment you have the right to file a statement of disagresment with us to become a part of

your PHI records, and we may prepare a rebuttal to your statement and provide you a copy of
any such rebutial.

You have the right to recetve an accounting of certain disclosures we have made, if any, of your
PHI. Wea reserve the right to change the terms of this notice and will inform you through public

posting, or by mall, of any changes. You have the right to object or withdraw from treatment as
provided in this notics.

You have the recourse if you feel your privacy protection has been viclated, You have the right
to file a written complaint with cur office or with the Department of Health and Human Services,
Office of Civil Rights, and viclations of the provisions of this notica or the pelicies and
procedures of our office. We will not retaliate against you for filing @ complaint.

Please contact us for more information: For more about HIPAA, or to file a
complaint:

Asgsociates In Bshavioral Counseling Department of Health and Human Services
Robyn N. Eubank, Privacy Officer Office of Civil Rights, Region V

TOS W. White River Bhd. 233 N, Michigan Ave, Sulte 240
Muncie, IM 47303 Chicago, IL 80601

(765)288-1110 (312)886-2359



ASSOCIATES IN BEEHAVIORAL COUNSELING
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Fafient Mame Date of Birth
Patient Signature Dafe
Signature of Parent, Guardian or ABC Witness

Power of Attorney

* A copy of this notice will be provided upon requast



ASSOCIATES IN BEHAVIORAL COUNSELING
Social Media Policy

Patient Name Date of Birth

Thiz docurnent outlines our office policies related to use of Social Media, Please read it to
understand how we conduct ourselves on the Internet as mental health professionals and how
you can expesct us to respond to various interactions that may occur between us on the Internet.

If you have any questions about anything within this document, we encourage you to bring them
up when we meet. As new technology develops and the Internet changes, there may be times
when we need to update this policy. If we do so, we will notify you In writing of any policy
changes and make sure you heve a copy of the updated policy.

FRIENDING

We do not accept friend or contact requests from current or former clients on any social
networking site (Facabook, Linkedin, etc). We befieve that adding clients s fiends or contacts
on these sites can compromise your confidentiality and our respective privacy. it may also biur
the boundaries of our therapeutic relationship, If you have questions about this, please bring
them up when we meel and we can talk more about i

FOLLOWING

Our primary concem is your privacy. Please note that we will not follow you on Twitter. We use
Twitter for private use only and do nat follow current or former clients on bloge or Twitter. Our
reasoning is that we befieve casual viewing of clients’ online content outside of the therapy hour
can create confusion in regard to whether it's being done as = part of your treatment or o salisfy
our personal curiosity. In addition, viewing your online activities without your consent and
without our explicit arrangemant towards a specific purpose could potentially heve a m_guliw
influence on aur working relationship. If there are things from your onfine Efe that you wish to
share, please bring them into our sesslons where we can view and expiore them tegether,
during the therapy hour.

INTERACTING

Please do not use SMS (mobile phone text messaging) or messaging on Social Netwarking
sites such as Twitter, Facabook, or Linked!n to contact us. These sites are not secure and we
may not read these messages in a timely fashion. Do not use Wall postings, {@repiies, or other
means of engaging with us In publlc online If we have an already established clienttherapist
relgtionship. Engaging with us this way could compromise your confidentiality. It may alse
create the possibility that these exchanges become a part of your legal medical recond and will
nead to be documented and archived in your chart,

If you need to contact your therapist between sessicns, the best way to do so is by calling the
office at 785-288-1110 and leaving a message with the office staff,

WEB SEARCHES

| will not use web searches to gather information about you without your permission. | believe
that this viclates your privacy rights; however, | understand that you may choose to gather
information about me in this way. In this day and age, there ks an incradible amount of
infermation available about individuals on the intamet much of which may actually be known 1o
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Social Media Policy

Patient Name Date of Birth
that person and some of which may be inaccurate or unknown. If you encounter any information
about ma through web searches or in any other fashion for that matter, please discuss this with

me during our time together 50 that we can deal with it and Its potential impact on your
Treatmant,

Recently it has become fashionable for clients to review their health care provider on various
wabsites, Unfortunately, mantal health professionals cannot respond to such comments and
related errors because of confidentiality restrictions. If you encounier such reviews of me or any
professional with whom you are working, please share it with me so we can discuss it and its
potential impact on your therapy. Please do not rate my work with you while we are in treatment
together on any of these websites. This is because i has a significant polential io damage our
ability to work together.

It is NOT a regular part of our practice to search for clients an Google or Facebook or other
search engines. Extremely rare exceptions may be made during times of crisis. If we have &
reason to suspect that you are in danger and you have not been in touch with us via our usual
means {coming to appointments or by phone) there might be an instance in which using a
search engine (1o find you, find someone close to you, or ta check on your recent status
updates) bacomes necessary as part of ensuring your welfare, These are unusual situations

and if we ever resart to such means, we will fully document it and-Jdiscuss it with you wiven we
rext meat

GOOGLE READER

We do not follow current or farmer clients on Geogle Reader and we do not use Google Reader
to share articles. If there are things you want to share with your therapist that you feel are
relevant to your treatment whether they are news items or things you have created, wa
encourage you to bring fhese items of interest into your sessions.

BUSINESS REVIEW SITES

You may find our psychology practice on sites such as Yellowboolk.com, Yahoo Local, Bing, or
other places which list businesses. Some of these sites include forums in which users rate- their
providers and add reviews. Many of these sites comb search engines for business listings and
automatically add listings regardiess of whether the business has added itself to the site. If you
shiould find our listing on any of these sites, please know that our listing is NOT a request for a
testimonial, rating, or endorsement from you as cur cliant.

The American Psychological Association's Ethics Code states under Principle 5.05 that it is
unethical for psychologists to solicit testimonials: “Psychologists do not soliclt testimonlals from
current therapy cllents/patients or other persons who because of their pariicular circumstances
are vulnerable to undue influence.”

Of course, you have a right to express voursell on any site you wish. But due to confidentiality,
we cannet respand to any review on any of these sites whather it is positfive or negative. We
urge you to take your own privecy as seriously 2s we take our commitment of confidentiaiity to
you, You should also be aware that i you are using these sites to communicate indirecily with
us about your feelings about our work, there is a good possibility that we may never see L.
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Patient Mame Date of Birth

If we are working together, we hope that you will bring your feefings and reactions to our werk
directly into the therapy process. This can be an important part of therapy, even if you decide
we are not a good fit. None of this is meant to keep you from sharing that you are in therapy
wherever and with whomever you Fke. Confidentiality means that we cannot tell people that you
are our cllent and our Ethics Sode prohibits us from requesting testimontals. But you are mare

than weicome to tell anyone you wish about your therapist or how you feel about the treatment
provided to you, in any forum of your choosing.

if you do choose to write somathing on a business review sita, wa hope you will keep in mind
that you may be sharing personally revealing information in a public forum. We urge you to
create a psaudonym that is not inked to your regular email address or friend networks for your
own privacy and protection.

LOCATION-BASED SERVICES

if you used location-based services on your moblle phone, you may wish to be awara of the
privacy issues related to using these services. We do not place our practice as a check-in
location on various sites such as Foursguare, Gowalla, Loopt, ete. However, if you have GFS
tracking enabled on your device, it is possible that others may surmlise that you are a tharapy
client due to regular check-ins at our office on a weelkly basis. Piease be aware of this risk if you

are Intentionally “checking In,” from our office or if you have a passive LBS app enabled on your
phone.

EMAIL

We do not use emall for client related services as email is not completely secure or confidential.
Al emails are retained in the logs of your and our Internet sarvica providers, While it is unlikely
that someona will be looking at these logs, they are, In theory, available to be read by the
system administrator(s) of the Internet service provider. Also any emalls that we would receive
from you and any responses that would be sent to you would become a part of your legal
record. 5o, in order to avoid a possible breach in your confidentiality we do not give out our
email address to clients and ask clients to not use the email to contadt us.

TEXT MESSAGING

Because text messaging s a very unsecure and impersonal mode of communication, | do not
text message to nor do | respond to text messages from anyone in treatment with me. So,
Please do not text message me unless we have made other ammangerments.,

WEEBSITES

| have a website that you are free to access. | use it for professional reasons to provide
information to others about me and my practice. You are weicome o access and review the

information that | have on my website and, if you have questions abaut it, we should discuss this
during your therapy sessions.
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Patient Name Date of Birh

CONCLUSION

Thank you for taking the time to review our Social Media Palicy. If you have questions or
concemns about any of these policies and procedures or regarding our potential interacticns on
the Intermet, do bring them to your therapist's attention so thal you can discuss them.

Signature of Patient Date Signed
Signature of Parent, Guandian or Legal Signature of ABC Witnass
Representafive of client under 18

or client under guardianship/medical
representative



ASSOCIATES IN BEHAVIORAL COUNSELING
Authorization to release confidential information
to other persons and/or leave messages

Client Name Date of Birth

It ks the policy of Asscciates in Behavioral Counseling (ABC) to not release confidential patient information
about you uniess 1t Is for patient care and treatment, payment, or operaliens. If you wish for our cliniclan
andfor office staff to leave messages for you on your home telephone answer machine, work telephone,
voicemall, cell phone or o any other person, then you must complete the following.

| authorize ABC to release confidential patient information about me by the following methods and agree it Is
my responsibility for notifying my clinician or office staff whenever | want this to change.

We can call your home yes

no
We can leave a message on your home answering machinefvoice mall  yes no
We can call your cell phone yes e
We can leave a message on your cell phone yes no
We can call you at work Yes i
We can leave a massage on your work voice mail yes | -
We can fax coples of information to other medical faciliies whe:
Rafermed you to us yes no
You are referred to yes no

Flease list in order the numbers you wish us to call;

1) 2)
Home/CellWork Home/CallWork

Please list the names of any people and their relationship to you, if you wish us to release confidential patient
information o (this includas the abillty to make or cancal appte. for you):

Name; Relationzhip:

Patient Signature/Legal Representative Witness Signature




ASSOCIATES IN BEHAVIORAL COUNSELING Ph: 765-288-1110
Coordination of Care Motification Fax: TB5-283-404:4

Communication between Behavioral Health Providers and your Primary Care Physician [s impartant to
ensure that you receive comprehensive and quality hestth care. This form will allow your therapist to notify if
needed, share protected health information (PH1) with your Primary Physidan. This information will not be
released without your signed autherization. This PHI may include diagnosls, treaiment plan, progress, and
medication if necessary (and provided).

Fatient Name Date of Birth
PCP Name (Your Family Doctor); Phona:
Fax:
fddress:
(Street) (City) (State) (@ip)
ATTENTION PRIMARY CARE PHYSICIAN:
Flease ba adviged, | provided sanvces for the above-named mutual patient on ! Associates in Behavior
{(Daia)]
Counsaling for- Manial Healih concermes or counseling related io . M you heve amy

(Cragnoss given)
questions or would (ke to discuss this patient's cane in greater detail, please call me at (785) 268-1110. Updated treatment plans
of progress reports will be provided If It is pertinent to this patient's cane. Thank you for sharng in the care of our patiend,
Providery:

Patient Rights
You can end this authariration (permission o me or discioss infoemation) any time by contacing Asaociates in Behavionsl Courseling.

If yoe ek @ requesst o end fhis authorizaticn, it Wil not inchode Information that has simady Been used or disclosed DEIeg on youT previeus
piTriagian. Far mafe information sbovt This and ofher fghts, plesse see thi applicabls Nobizs of Privacy Pratlicss.

¥isla Hife od fequibed to sipn this Soom as 0 coadiion of treatment, piymant, esealicwal, o slgbdty of benefits.
Information that & disclesed as & resull of S mthorzeSien form may be ce-diachosed by B relpant.

eal e @ Fight 16 & cairy of this slgied authodzafion. Please keep 8 cofy Tof Your REONS,

You do not have 1o agees 1o this rmequest ts e of decless information, yoursalf,

-

|, the undersigned, understand that | may revoke this consent at any time except to the extent that information
has previously been relsased/exchanged. | further understand this consent shall expire In seven {7) years from
the date of signature, unless another date |s spacified. | have read and understood the above information and:

PATIENT, PLEASE CHECK ONE 1)
| GIVE MY CONSENT TO NOTIFY MY PRIMARY DOCTOR OF MY CARE AT ASSOCIATES IN

BEHAVIORAL COUNSELING, AND, IF NEGESSARY, RELEASE ANY APPLICASLE MENTAL HEALTH OR SUBSTANCE ABUSE
INFORMATIOM,

. | DO NOT GIVE MY CONSENT TO NOTIFY MY PRIMARY DOCTOR OR RELEASE ANY MENTAL HEALTH OR SUBSTANCE
ABLISE INFORMATION.

Fatient Sgnatume (or wgal guardan of mingn D#te ABC Witnass

MOTICE TO RECIPIENT OF INFORMATION

Thin infarenation has been discioed t2 you frem reconds, The confideriialty of which may b probicted by ledenl and'or siate 1w, If the recieds am
protected under the fedarsl rgulations on the confidentiality of aloohel and dnag abuse patient reconds {42 CFR Pt ), you see prohibiied from making
ey further disclosune of this infeemptizn pulgss further Ssconu i peasly parmithed by Une wellben consat of the persos o whorm B pertang. o
atferwint permied by 42 CFR Part 3. A gananl sutharization for tha releace of medical or olfer inforvalion i NOT suffciend for this purpose. Thi
federal noles mealric? any use of e infiormation 10 criminally investicate or prosocube amy alcobol or dnsg sbuse patient

ORMATION
RECORDS

L e
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Medical Information Sheat

Fatiant Nama Digba of Birth
ALLERGIES: vES ____ WO REAGTION:

IF YES PLEASE LIST
WEDICAL DIAGNOSES: DATE OF ONSET;
OPERATIONSIPROCEDURES: DATE

e e —
minfmineralidietary (nutritional) suppéements) DOSAGE | FREQUENCY # PRESCRIBING
: EX: MG MR O L
{Use back of sheet if needed) OR NOME TAK- Ex: Oral, Shot, eto PHYSICIAN

EN




INFORMED CONSENT FOR TELEPSYCHOLOGY

This Informed Consent for Telepsychology contains important information focusing on doing
psychotherapy using the phone or the Internet. Please read this carefully, and let me know if vou
have any questions. When you sign this document, it will represent an agreement between us.

Benefits and Risks of Telepsychology

Telepsychology refers to providing psychotherapy services remotely using telecommunications
technologies, such as video conferencing or telephone. One of the benefits of telepsychology is
that the client and clinician can engage in services without being in the same physical location.
This can be helpful in ensuring continuity of care if the client or clinician moves to a different
location, takes an extended vacation, or is otherwise unable to continue to mest in person. It is also
more convenient and takes less time. Telepsychology, however, requires technical competence on
both our parts to be helpful. Although there are benefits of telepsychology, there are some

differences between in-person psychotherapy and telepsychology, as well as some risks. For
cxample:

Risks to confidentiality. Because telepsychology sessions take place outside of the
therapist’s private office, there is potential for other people to overhear sessions if you are
not in a private place during the session. On my end [ will take reasonable steps to ensure
your privacy. But it is important for you to make sure you find a private place for our
session where you will not be interrupted, It is also important for you to protect the privacy
of our session on your cell phone or other device. You should participate in therapy only

while in a room or area where other people are not present and cannot overhear the
conversation.

[ssues related to technology. There are many ways that technology issues might impact
telepsychology. For example, technology may stop working during a session, other people
might be able to get access 10 our private conversation, or stored data could be accessed by
unauthorized people or companies.

Crisis management and intervention. Usually, I will not engage in telepsychology with
clients who are currently in a crisis situation requiring high levels of support and
intervention. Before engaging in telepsychology, we will develop an emergency response
plan to address potential crisis situations thai may arise during the course of our
telepsychology work.

Efficacy. Most research shows that telepsychology is about as effective as in-person
psychotherapy. However, some therapists believe that something is lost by not being in the
same roommn. For example, there is debate about a therapist”s ability to fully understand non-
verbal information when working remotely.

Eleetronie Communications

We will decide together which kind of telepsychology service to use. You may have 1o
have certain computer or cell phone systems to use telepsychology services, You are solely



responsible for any cost to you to obtain any necessary equipment, accessories, or software
to take part in telepsychology.

Treatment is most effective when clinical discussions occur at your regulerly scheduled
sessions. But if an urgent issue arises, you should feel free to attempt to reach me by phone.
[ will wy to return your call within 24 hours except on weekends and holidays. If you are
unable to reach me and feel that you cannot 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. If I will be unavailable for an extended time, T will provide you with the name of
a colleague to contact in my absence if necessary.

Confidentiality

I have a legal and ethical responsibility to make my best efforts to protect all
communications that are a part of our telepsychology. However, the nature of electronic
commumnications technologies is such that | cannot guarantes that our communications will
be kept confidential or that other people may not gain access to our communications, [ will
try to use updated encryption methods, firewalls, and back-up systems to help keep vour
information private, but there is a risk that our electronic communications may be
compromised, unsecured, or sccessed by others. You should also take reasonable steps to
ensure the security of our communications (for example, only using secure networks for
telepsychology sessions and having passwords to protect the device vou use for
telepsychology).

The extent of confidentiality and the exceptions to confidentiality that I outlined in my
Informed Consent still apply in telepsychology. Please let me know if you have any
questions about exceptions to confidentiality.

Appropriateness of Telepsychology

From time to time, we may schedule in-person sessions to “check-in" with one another. 1
will let you know if I decide that telepsychology is no longer the most appropriate form of
treatment for you. We will discuss options of engaging in in-person counseling or referrals
to another professional in your location who can provide appropriate services,

Assessing and evaluating threats and other emergencies can be more difficult when
conducting telepsychology than in traditional in-person therapy. To address some of these
difficulties, we will create an emergency plan before engaging in telepsychology services.
I will ask you to identify an emergency contact person who is near your location and who
I will contact in the event of a crisis or emergency 1o assist in addressing the situation. 1
will ask that you sign & separate authorization form allowing me to contact your emergency
contact persen as needed during such a crisis or emergency.

If the session is interrupted for any reason, such as the technological connection fails, and
you are having an emergency, do not call me back; instead, call 911, or go to your nearest
emergency room. Call me back after you have called or obtained emergency services.

If the session is interrupted and you are not having an emergency, disconnect from the
session and [ will wait two (2) minutes and then re-contact you via the telepsychology



platform on which we agreed to conduct therapy. If you do not receive a call back within
two (2) minutes, then call me on the phone number [ provided you (3O0{-200(-200X).

[f there is a technological failure and we are unable to resume the connection, you will only
be charged the prorated amount of actual session time.

Fees

The same fee rates will apply for telepsychology as apply for in-person psychotherapy.
However, insurance or other managed care providers may not cover sessions that are
conducted via telecommunication. If your insurance, HMO, third-party payor, or other
managed care provider does not cover electronic psychotherapy sessions, you will be solely
responsible for the entire fee of the session. Please contact your insurance company prior
to our engaging in telepsychology sessions in order to determine whether these sessions
will be covered. Payment for telehealth will be collected at the time of service by a
credit/debit card on file.

Records

The telepsychology sessions shall not be recorded in any way unless agreed to in writing
by mutual consent. I will maintain & record of our session in the same way | maintain
records of in-person sessions in accordance with my policies,

Informed Consent

This agreement is intended as a supplement to the general informed consent that we agreed
to at the outset of our clinical work together and does not amend any of the terms of that
agreement.

Your signature below indicates agreement with its terms and conditions.

Client

Therapist Date



