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                   PSYCHOTHERAPIST-PATIENT SERVICES AGREEMENT
Welcome to the Suffolk Cognitive-Behavioral. This document (the Agreement) contains important information about our professional services and business policies. It also contains summary information about the Health Insurance Portability and Accountability Act (HIPAA).  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. 

INFORMED CONSENT TO TREATMENT

Psychotherapy can have benefits and risks. Since therapy often involves discussing unpleasant aspects of your life, you may experience uncomfortable feelings like sadness, anger, etc.  On the other hand, psychotherapy has also been shown to have many benefits.. Of course, there are no guarantees of what you will experience.   Our first session 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. You should participate in this formulation and evaluate this information along with me. As in all health care settings, you have a right to a second opinion and should seek one if you so desire.  Parental or guardian consent for treatment of a minor is generally required except under certain conditions.  Though, New York law gives children of any age the right to independently consent to and receive mental health treatment without parental consent if they request it, and if I determine that such services are necessary and if the parent is not reasonably available or requiring parental consent would have a detrimental effect.
CONSENT TO TREATMENT

I, with my signature at the close of this document, hereby authorize that me or the patient for which I am a guardian, receive evaluative and/or therapeutic services at the Suffolk Cognitive-Behavioral Psychology, PLLC.

BUSINESS PRACTICES

FEES AND PAYMENT

Regular sessions are forty-five minutes in length.  Fees are determined based on this time unit. Payment is due each session for services rendered.  Failure to pay for more than two sessions can result in suspension of therapy until payment is made.  In addition to weekly appointments, we charge this amount for other professional services you may need, in a pro-rated basis as needed. Other services include report writing, telephone conversations lasting longer than 5 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, even if I am called to testify by another party. 

CANCELLATIONS

Once treatment has begun, your therapist reserves specific time(s) for you.  A 24-hour notice is required for all cancellations.  Full fee will be charged if less time is allowed.  If the session can be rescheduled, there will be no charge.  Rescheduling is, however not always possible. 

Extraordinary circumstances are to be discussed with your therapist.  Phone sessions may also be scheduled or used to reschedule a missed appointment.  Phone sessions are billed on a pro-rated basis according to the established full session rate.  Patients incur all telephone charges.
CONTACTING US

We are often not immediately available by telephone. When we are unavailable, my telephone our answered by voice mail or by my secretary.  I will make every effort to return your call on the same day you make it, with the exception of weekends and holidays.  Regarding “emergency” contact; If there is ever a circumstance in which there is an immanent and immediate danger to your life or the life of another, you agree to contact 911 or go immediately to your emergency room.

RELEASE OF INFORMATION

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”. There are however, 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. I practice with other mental health professionals and that I employ administrative staff.   In most cases, I need to share protected information with these individuals for both clinical and administrative purposes. If you are involved in a court proceeding and a request is made for information concerning the professional services that I provided you, such information is protected by the psychologist-patient privilege law. I cannot provide any information without your written authorization, unless a court orders it by subpoena.  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 I am providing treatment for conditions directly related to worker’s compensation claim, I may have to submit such records, upon appropriate request, to Chairman of the Worker’s Compensation Board on such forms and at such times as the chairman may require. 

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 receive information in my professional capacity from a child or the parents or guardian or other custodian of a child that that gives me reasonable cause to suspect that a child is an abused or neglected child, the law requires that I report to the appropriate governmental agency, such as the local child protective services office. Once such a report is filed, I may be required to provide additional information. 

· If a patient communicates an immediate threat of serious physical harm to self or to an identifiable victim, I may be required to take protective actions. These actions may include notifying family, the potential victim, contacting the police, or seeking hospitalization for the patient.

PROFESSIONAL RECORDS

The laws and standards of my profession require that I keep session psychotherapy notes in your Patient 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 Patient Record, if you request it in writing. Because these are professional records, they can be misinterpreted and/or unduly disturbing to untrained readers. For this reason, I recommend that you initially review them in my presence.  I am allowed to charge a copying fee of 75 cents per page (and for certain other expenses). If I refuse your request for access to your records, you have a right to of review, which I will discuss with you upon request.
ADDITIONAL RECORD & CHART RIGHTS 

HIPAA provides you with several new or expanded rights with regard to your Patient Record and disclosures of protected health information. These rights include requesting that I amend your record; requesting restrictions on what information from your Patient 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.

MINORS & PARENTS

In the situations noted previously where parental consent is not required for treatment of a minor, information about that treatment cannot be disclosed to anyone without the child’s agreement.  Even where parental consent is given, children over age 12 have the right to request restrictions of access to their treatment records. While privacy in psychotherapy is very important, particularly with teenagers, parental involvement is also essential to successful treatment, particularly with younger children. Therefore, it is my policy not to provide treatment to a child under age 12 unless he/she agrees that I can share whatever information I consider necessary with his/her parents.  For children age 12 and over, I request an agreement between my patient and his/her parents allowing me to share general information about the progress of the child’s treatment and his/her attendance at scheduled sessions.  Any other communication will involve the child’s Authorization, unless I determine 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.  

BILLING

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. 

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. In most collection situations, the only information I release regarding a patient’s treatment is his/her name, the nature of services provided, and the amount due.

INSURANCE REIMBURSEMENT

If you have a health insurance policy, it may provide some coverage for mental health treatment.  However if your insurance company does not pay, you (not your insurance company) are responsible for full payment of my fees.  It is also your responsibility to find out exactly what insurance mental health insurance policy covers and doesn’t. 

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 and sometimes I am required to provide additional clinical information such as treatment plans or summaries.  In such situations, I will make every effort to release only the minimum information about you that is necessary for the purpose requested. By signing this Agreement, you agree that I can provide requested information to your carrier. 

YOUR SIGNATURE ON THE ATTACHED “HIPPA SIGNATURE FORM” INDICATES THAT YOU HAVE READ THIS AGREEMENT AND AGREE TO ITS TERMS.
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