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Date:

Client's Full Legal Name:

Nickname / Prefer to- be called:

Date of Burthv Gender:

Mowrital Stotiny:

Physical Addiress.

City: State. Zip Code

Welcome to- Pathwways Therapy Center. This docwment containg umportant
nformation about my professional services and business policies. It also- containg
summary information about e Healtiv lnsurance Portabpility and Accovwntopility
Act (HIPAA), a federal law-that provides privacy protections and patient rightsy
abouwt the wse and disclosure of your Protected Healtiv Information (PHI) for tie
purposes of treatment; payment, and healtiv care operations. Althougiv tiese
documents are long and sometumesy complex, i very umportant that yow
understond them. Signing this dotcwment represents an agreement between ug: We
com disenss any guestions yow have when yow sign or at any poiunt v the future.
[ PSYCHOLOGICAL SERVICES
Therapy U a relationship between people that works U part becaunse of
cdearly defined rights and responsibilities held by eaci party. Ay o client
v psychotiverapy, yow have certain righty and responsipilities. There are
also- legal lumitationy to- those rights yow should be aworre of. Ay your
theraput; | have responsibilities to- yow, as well. These rights and.
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responsibilities are descriped n tive following sections: Psychothverapy has
botiv benefits and. risks: Risks may unclnde experiencing wncomfortable
feelings, such ay sadness, guidt; angiety, anger, frustrotion, loneliness anod
helplessness, becanse Hie process of psychotiverapy often requines discussing
winpleasant aspects of your Ufe. However, psychotiverapy hay been shhown to-
hawve benefits for undividualsy wivo- wndertake it Therapy often leads to- o
significant reduction in feelings of distress, increased. satisfaction in
wterpersonal relationsiips, greater personal awoireness ands nsight,
neireased skilly for managing stress and resoluntiony to- specific problems.
But, there are no- guarontees about wivat will happen. Psychotirerapy
requinres oo very octwve effort ow your part: ln ovoer to- be most successful, yow
will have to- works ovw thungs we discnssy outside of sessions. The furst 2 -4
sessions wll buwolve a comprehensive evaluation of your needs: By the end
of the evaluation, | will be able to- offer some uinitial impressions of wihat
owr work might include. At that pount; we will disenssy your treatment goals
and create an initial treatment plan. Yow should evaluate this information
ool make your oww assessiment abpout whether yow feel comfortable
working withv me. If yow howve guestions about my procedures, we shouwld
Alsenss them wirenever they arise: If your douwbty persist, | will be happy to-
help yow set up o meeting withv anotiver mentfol healtiv professional for a
APPOINTMENTS

Appointmentsy will ordinaridy be 55 minutes un dunration, once per week at
o tume we agree on, althoughv some sessiony may be more or sy frequent as
needed. The tume scheduded for your appointment can not be reassigned.
withowt due notice: If yow need to- cancel or reschedule a session, | ask that
yow provide a 48 -howr notice. If yow missy a session withowt canceling or
cancel with less than a 48 -howr notice, my policy i to- collect $50.00
(wndess we botiv agree that yow were unabple to- attend due to- clrcrmstances
beyond yowr control). It i important to- note that nsmrance companies oo-
nwot provide reimbussement for cancelled sessions; thuns, yow will be
respovsible for the portlow of the fee ays described above. If U w possible, |
will try to- fund anotirer tume to- reschedude e appointment: Yol re also-
respovsible for coming to- your session on tume; Uf yow are late, your
PROFESSIONAL FEES The standard fee for the initial intake iy $200.00
and each smpsequent session U $150.00. Yow are responsiple for payung ot
the time of your session uwnless prior oarrangementsy were made. Any checks



retuined to- my office are subject o an additional fee of wp to- $40.00 to-
cover the bank fee that | uncwr. If yow refuse to- pay your debt, | reserve the
right to- use an attorney or collectlon agency fo- secunre payment: ln addition
to- weekly appontments, U b my practice to- charge Hulsy amount on a
provated basiy of $150 an howr for otiver professional services that yow may
require such as report writing, telephone conwersations Hat last longer
than 15 mintes, attendance ot meetingy or consdtations wiich yow hove
requested, or e time requived to- perform any other service witch yow
may request: If yow antleipate becoming bwolyved un a conrt case, |
recommend that we disenss thiy fully before yow waive your right to-
confldentiality. If yowr case requines my participation, yow will be
expected to- pay for Hie professional tume requived even Uf anotiver porty
compely me to- testify.

INSURANCE

To set realistic treatment goaly and priorities, U (s important to- evaluate
your resounrces onvailable to- pay for yowr treatment: If yow hawve o healtiv
usrance policy, U may provide some coverage for mental healtiv
treatment: Withv yowr permission, my billing service anod | will assist yow to-
yowr coverage, bt yow are responsible for kinowing yowr coverage and for
letting me kinow- Uff wiren yowr coverage changes. Due to- the rising costy of
healtiveore, nsnronce benefity have nereasingly become more complex. It
coverage iy available. Managed Healtiv Care plans such ay HMOy and. PPOy
often requinve adwance avtrhorization, withowt wirc tivey may refuse to-
provide reimbursement for mental healtiv services: These plans are often
Limited to- short—term treatment approaches designed to- work owt specific
problems Hot interfere withv a persow’s wsinal level of functioning. it may
be necessary to- seek approvel for move therapy after a certoin number of
sessions. Whaile a Lot can be accomplisired. un —term Hherapy, some
potients feel that they need more services after snrance benefits end.
Some managed-care plany wll not allow- me to- provide services to- yow once
your benefits end. If thuy s the case, | will do- my best to- fund anotiver
provider wiro- will help yow continume your psychotirerapy. Yow shoulad also-
be aware that most surance companies requive Yyour aunthvorization to-
provide a clinical diagnosis. (Diagnoses arve technical terms that describe
the nature of your proplems and wihether they are short-term or long—~term
problems: AW diagnoses come from a book entitled e DSM-V. (There s a



copy v my office and | will be glad to- Lef yow see ot to- learn more abouwt
yowr diagnosiys, Uf applicable). Sometimes | must provide additional
cinical information s ay treatment plany or suwmimaries or copies of te
entire recoro (v rave cases). This information will become pourt of tie
Thowgh all unsmnrance companies claim to- keep sueh unformation
confldential, | have no- control over wirat tivey do- withv Ut once U iy v their
hoandy: In some cases, they may share tive information witiv o national
medical information datolpank. | will provide yow withv a copy of any
report | submit, Uf yow request uf: By signing vy Agreement;, yow agree that
| com provide requested uinformation to- yowr carrier of yow plan to- pay
withv wsrance. If yow plan to- use yowr unsmrance, autirorization from tire
Wsinronce compony may be requived before Hey will cover therapy fees: If
yow did. not optodwm antivorizotion and F b requined, yow may be
respovsible for full payment of the fee. Many policies leanve o percentage of
the fee (co-nsmrance) or a flat dollar amount (co-payment) to- be covered
credit card,, check or casiv Some nsuvrance companies moy also have a
deductible, wirieh U o out—of-potket amouwnt Hat must be pald by tie
patient before Hie nsronce componies ore willing to- begun payung any
amoundt for services: This will typically mean that yow will be responsible
deduetible amount may also- need. to- be met at tie stourt of eacih calendar
year. Once we have all of the unformation apout your nsurance coverage,
we will disewnss wirat we can reasonably expect to- accomplishv withv tive
benefity available and wirat will happen Uf coverage ends before yow feel
ready to- end your sessions: It Uy umportant to- remember Hiat yow always
howve the right to- pay for my services yourself to- avoid the problems
descriped above, wnless proiibited by my provider contract: If | am nota
pairticipoting provider for your vsumrance plan, | will supply yow withv a
receipt of poyment for services, wirich yow can sdpmit to- youwr nsirance
company for reimbursement: Please note Hhat not all bsumrance companies
reimburse for owt-of-network providers. If yow prefer to- use o pourticipating
provider, | will refer yow to- o colleague.

PROFESSIONAL RECORDS

| anmv requived to- keep appropriate recoros of Hhe psycihological services that
| provide. Your records are maintained in a secure location n e office. |
keep brief recoros noting that yow were here, your reasons for seeking



VI.
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therapy, the goals and progress we set for treatment; yowr diagnosis, topics
we disenssed, your medical, sotial, and treatment hWistory, recoros | receive
from otiner providers, copies of recovds | send to- otiers, anod your billing
recorols: Except i wnusmnal circumwstances ot bwolve danger to- yourself,
yow hawe the right to- a copy of yowr fule. Becawse these arve professional
recoroy, they may be misinterpreted and/or wpsetting to- untrained readers.
For this reason, | recommend Hat yow unitially review them witiv me or
have Hrem forwaroded to- anotiver mentol healtiv professional to- discunss tie
contents. If | refuse yowr request for access to- your recoros, yow have He
right to- hawve my decision reviewed by anotiver mental healtiv professional.
We can diseunss upon your request: Yow also- have tive right to- request thvat o
copy of your flle be made available to- otiver healtiv care providers. Please
wnoerstond that medical recovos requests must be provided to- Pathwways TC
W writing ar mindmuun of terw business dayys priov to-the date the recoros
are needed. This includey any docwmentotion of
ottendonce and/or completed evalmnations: If o updated report; letter, or
paperwork completion s being requested, adiance notice of fourteen
business days s needeo. For large recovo requests exceeding aone-year time
released witivout o release of uinformation, and ol medical recovd requests
are subject to a preparation fee.

CONFIDENTIALITY

My policies about confldentiality, ay well as otiver information about your
privacy rights, are fully described in o separate document entiHed Notice
of Privacy Practices provided to- yow Please remember that yow may reopen
the conwersation at any tume duwring owr work fogetirer.

PARENTS & MINORS

While privacy un therapy U crucial to- successful progress, pairental
vwolvement can also- be essential. it s my policy not to- provide treatment
fo- o il wnder age 12 wnless /e agrees Hhat | con share wiatever
unformation | consioder necessary witiv a parent: For chiloren 13 and older,
| request an agreement between te chilod and parents to- share general
unformation about treatment progress ond attendance, ay well as a
treatment summary wpon completion of therapy. AW otiver communication
requines thve childls agreement;, unless | feel there s a safety concern (see
also- above section on Confldentiality for exceptions). ln Hiy case, | will
make exery effort to- notify the duldd of my untention to- disclose
unformation and handle any objections raiseo.
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CONTACTING ME
The best way to- contact me iy email or phone. | am often not inmumediately
oavaidabple by emall or telepione. | do not arswer my phone wiren | am
withe cients or othverwise uwnavaidable. At these fimes, yow may leave a
message on my conflodential voilcemail and your call will be retuurned as
soon ay possible: It may take a day or two- for non-urgent mattery. If, for
winseen reasons, yow do- not hear from me or | am wnable to- reaci yow, and.
yow feel yow conmnot walt for a return call or feel wnable to- keep yourself
safe, please go-to- your Local hospital Emergency Roomw or call 911 and ask
to- speak to- e mental healtiv worker on call. | will make every attempt to-
OTHER RIGHTS
If yow are wnhappy withe what i happening ww tiverapy, | lhhope yow will
falk withv me so-that | can respond to- your concerns: Such comments will
be taken seriowsly and handled witiv care and respect: Yo may also
request tivat | refer yow to- anotiver therapst and are free to- end therapy at
any tume: Yow have He right to- considerate, safe and respectful care,
withowt diserimination as to- race, ethunicity, color, gender, sexunal
orientation, age, religion, national origun, or source of payment: Yow have
the right to- ask guestions about any aspects of therapy and about my
specific training and experience. Yow have He right to- expect that | will
not hawe sotial or sexunal relationsivips withv cients or former cients.
CONSENT TO PSYCHOTHERAPY
Your signature below indicates Hat yow have read Hily Agreement and thve
Notice of Privacy Practices and agree to- Hhelr terms.

INTERATION WITH THE LEGAL SYSTEM
| wnderstand Hhot te sole purpose of Pathways TC W to- provide counseling
services to- cients for emotionalivealing and personal growtn. Participotion
W court proceedingy b damagng to- tivat process. Therefore, Pathways TC
does not porticipate un covnt related services: If there B a component to- my
cave that wwolves cowrt related: Lsunes, | understond that | must make my
theraput owore of thiy at the tume of my unifial assessment or ot any tume
Hisy may arise thuroughowt tie lengtiv of my treatment: Examples of siciv
sttuationsy unclude but are not Umited to, pending custody cases, divorees,
oand otier legal sitnotions sinci ay lawsuits: Any participation of Patiwways
TC imical or adwministrotive stoff in legal issies on my behalf or serving
a8 a professional witness will be considered out of WLS's scope of practice.
In the event that o Pathways TC therapust or representative receines o
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subpoena to- appear un covrt o my beralf, | wnderstone that | will be
harged a 31500 non-refundable covurt deposit tiat Ly due upon receipt
ande will be contacted by Pathways TC administrative staff to- complete the
appropriate count packet outlining additional billable howry to- be
vwwoleed at o rate of $150.00/ howr.

FINANCIAL DIFFICULTIES

| understond. ot payment s due wpon receipt of any bwoice submitted. to-
me by WLS for services rendered. If | have specific curcmmstonces umpacting
my ab ity to- make timely payments, | will contact Pathways TC via email
to- ask apowt payment plan options. Unless a payment plan Uy establisihed
U writing via emaill, any wnpald bwotlcees are consioered delinguent after
60 dayy of non—-payment and treatment may be umpacteo

SOCIAL MEDIA

AW contact made by clients to- Pathvways Therapists via social media
cient's confldentiality. Please use your therapist's emall address as your
prumory pount of contoct:

Client Nome:

Synature:

Dodte:

Relationship to- Client:
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