Ridgeline Counseling LLC
Informed Consent & Office Policy Statement
I. Welcome!

Thank you for choosing Ridgeline Counseling LLC.  The following information will acquaint you with information relevant to treatment, confidentiality and policies.  Please inform the therapist of any questions you have regarding any of these policies.

II. Aims and Goals:

The major goal is to help you identify and cope more effectively with problems in daily living and to deal with inner conflicts which may disrupt your ability to function effectively.  This purpose is accomplished by:

1. Increasing personal awareness.

2. Increasing personal responsibility and acceptance to make changes necessary to attain your goals.

3. Identifying personal treatment goals.

4. Promoting wholeness through psychiatric treatment and/or psychological and spiritual healing and growth.
You are responsible for providing necessary information to facilitate effective treatment.  You are expected to play an active role in your treatment, including working with your therapist to outline your treatment goals and assess your progress.  You may be asked to complete questionnaires or to do homework assignments.  Your progress in therapy often depends much more on what you do between sessions than on what happens in the session. 

III. 
Appointments:
Appointments are usually scheduled for 45-55 minutes.  Patients are generally seen weekly or more/less frequently as acuity dictates and you and your therapist agree.  You may discontinue treatment at any time, but please discuss any decisions with your therapist.  In the event of an emergency the therapist may be reached at (770) 713-6064.  If you are unable to contact your therapist please call your psychiatrist/physician; 911; Ridgeview Hospital assessment team (770) 434-4567; Peachford Hospital assessment team (770) 454-2302; or the crisis hotline (800) 784-2433 or (800) 273-8255.
IV.
Confidentiality: 

Counseling issues discussed between the therapist and identified client are important and are generally legally protected as both confidential and “privileged.”  Communications between the therapist and identified client will not be revealed unless required by law such as in situations as (1.) Suspected abuse or neglect of a child, elderly person or a disabled person (2.) When your therapist believes you are in danger of harming yourself or another person or you are unable to care for yourself (3.) Subpoena for court ordered release of information.  Additionally confidentiality limits could be effected by: (a.) When your insurance company is involved, e.g. in filing a claim, insurance audits, case review or appeals, etc…; (b.) In natural disasters whereby protected records may become exposed; or (c.) When someone other than the therapist is present during the counseling session. In the unlikely event that your therapist is unable to provide ongoing services an alternate counselor will be available to offer continuation of services or will refer you to the appropriate resources.  In addition your mental health records will be maintained for a period of not less than 7 years.

V.  
Record Keeping:
A clinical chart is maintained describing your condition and your treatment and progress in treatment, dates of and fees for sessions, and notes describing each therapy session.  Your records will not be released without your written consent, unless in those situations as outlined in the Confidentiality section.  Medical records are locked and kept on site.  

VI.
Fees:

Fee for the initial visit is $175.00 
Each 45-55 minute session thereafter is $150.00 
VII. 
Payments:
Payment is due at the time of the session unless other arrangements have been made.  Your therapist can supply a super-bill or file the insurance claim but the client is responsible for deductibles, co-insurance, and/or co-payments.  Any unpaid balances will be turned over to a collection agency after three attempts by mail to collect said funds.  Cash, Check, Visa, MasterCard, American Express, and Discover are accepted.       
VIII.
Cancellations and Missed Appointments:
If you must cancel your appointment please notify your therapist (messages may be left via voicemail) at least 24 hours in advance of your scheduled appointment.  A charge will be incurred (i.e. amount equivalent to the co-pay when using insurance; the session rate if “self-pay;” or loss of a visit if utilizing EAP services) when cancellations are received less than 24 hours in advance or the client does not show for the session, except in cases of illness or emergency.  The client is responsible for this charge since insurance companies do not reimburse for missed appointments.  You will receive a reminder call 24-48 hours prior to your appointment at one of your indicated permissible numbers.  If you DO NOT wish to receive a reminder call please initial here __________.   
IX.
Returned Check Fee:

There will be a $30.00 fee for any checks returned from your bank.  
X.
Complaints:
You have a right to have your complaints heard and resolved in a timely manner.  If you have a complaint about your treatment, therapist, or any office policy please inform us immediately and discuss the situation.  If you do not feel the complaint has been resolved, you may also contact your insurance carrier.

XI.
Termination of Services:
If at any point you choose not to continue therapy please notify therapist of decision immediately so the chart can be closed.  If you fail to reschedule an appointment within eight weeks of your last session, therapy will officially be ended and you case will be deemed closed. 

XII.
Consent for Treatment:
By signing below you: state that you have read and understood the Informed Consent Statement and Confidentiality Policy; have had your questions answered to your satisfaction; accept, understand, and agree to abide by the contents and terms of this agreement and consent to participate in evaluation and/or treatment; and understand that you may withdraw from treatment at any time.  NOTE: If you are divorced from your child’s other parent; please provide a copy of the Divorce decree and/or a copy of the Custody Agreement so that assurance of all appropriate consents are available at the initiation of the counseling relationship.

_________________________________________________________________________________

Print name




*Signature                          

Date

*The signature of the custodial parent or legal guardian is required for clients under 18 years of age.
_________________________________________________________________________________

Therapist/Witness signature    







Date 
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