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Therapy Saint Louis, LLC
INFORMED CONSENT FOR ASSESSMENT AND TREATMENT

Name ____________________________

Date _____________________
I understand that all information shared with my therapist, Debbie Pullin, LPC is confidential and no information will be released without my consent.  During the course of treatment, consent to release information is given through written authorization. Verbal consent for limited release of information may be necessary in special circumstances.  I understand that I am protected under the provisions of the Federal Health Insurance Portability and Accountability Act (HIPAA). This law insures the confidentiality of all electronic transmission of client information. Electronic transmissions (for example, sending Insurance paperwork, bills or faxing information) will be done with special safeguards to insure confidentiality. I understand that email and text messaging is not completely confidential. I understand that I may receive emails and electronic newsletters from Therapy Saint Louis about relevant topics of interest or events. I understand that I may opt out of these emails at any time.
I further understand that there are specific and limited exceptions to this confidentiality that include the following:

A. If I have good reason to believe that you will harm another person, I must attempt to inform that person and warn them of your intentions. I must also contact the police and ask them to protect your intended victim. 

B. If I have good reason to believe that you are abusing or neglecting a child or vulnerable adult, or if you give me information about another who is doing this, I am legally required to inform Child Protective Services/Adult Protective Services immediately. 

C. If I believe you are in imminent danger of harming yourself and you are unable or unwilling to contract for safety, I will take action to keep you safe by calling your emergency contact, the police or the county crisis team.
D. If you provide information that a health/mental health care provider has engaged in sexual contact with a patient, including yourself or is impaired from practice in some manner by cognitive, emotional, behavioral, or health problems, then by law I am required to report this to their licensing board.

E. In some situations, if you are involved in a legal matter, a judge can subpoena my records.

Insurance and Diagnosis

I accept Anthem Blue Cross Blue Shield Insurance. If you have a different provider, you may choose to use out of network benefits. When I submit a claim, I am required to give a diagnosis. Diagnoses are medical terms that describe the nature of your problems and whether they are short or long-term problems.  All of the diagnoses come from a book titled the DSM-5; I have a copy in my office and will be glad to educate you more on this issue. Note: formal diagnoses remain on your record forever, therefore, sometimes people elect not to use insurance.
Other Rights
You have the right to ask questions about anything that happens in therapy. This is your time and I am invested in your progress and wellbeing. If you feel that I’m not the right therapeutic fit for you, I’d be happy to refer you to someone who might better meet your needs. You are free to discontinue therapy at any time.
Your Responsibilities

You will get from therapy what you put in to the process. The harder you are willing to work, the more you will benefit. 
Payments  
Clients are expected to pay the standard fee per 60-minute session of individual or couple/family counseling at time of service unless other arrangements have been made.  Telephone conversations that last more than 15 minutes, site visits, letter requests, report writing and reading, consultation with other professionals, release of information, reading records, longer sessions, travel time, and so forth, will be charged at the same rate, unless indicated and agreed upon otherwise. Please notify Therapy Saint Louis if any problem arises during the course of therapy regarding your ability to make timely payments. Any outstanding balance on overdue accounts is subject to a service charge of 1½% per month (18% APR). After 90 days, if payment has not been made in full or a satisfactory payment schedule has not been arranged, the account may be turned over to a collections agency. You may be liable for all legal fees and collection fees, in addition to the monies owed. For out of network benefit reimbursement and upon your request, Therapy Saint Louis LLC will provide you with a copy of your receipt, which you can then submit to your insurance company for reimbursement if you so choose. 

Cancellations

 24-hour advance notice is required when canceling an appointment. This allows the opportunity for someone else to schedule an appointment. If you are unable to give 24 hours advance notice you will be charged the full amount of your appointment. 
If you elect to use insurance benefits and fail to give 24-hour notice for a cancellation, you will be charged the full amount of your appointment (not just the copay). 


No-shows
Anyone who either forgets or consciously chooses to forgo their appointment for whatever reason will be considered a no-show. They will be charged for their missed appointment.
If you elect to use insurance benefits and are a no-show, you will be charged the full amount of your appointment (not just the copay). 
Inclement Weather

If the weather is bad and driving is not advisable, your appointment will automatically turn into a phone or video session (your choice). If you choose to cancel the session, you will be charged for the full session. If you are using insurance, you will be charged the entire amount of the session, (not just the copay).
Rescheduling
24-hour notice is needed when rescheduling an appointment. Requests for rescheduling an appointment with less than 24-hour notice is considered a last minute cancellation and will be billed at full rate. If you need to reschedule the same appointment more than once, a $25 fee will be added to your charge for that session. If you request to reschedule with less than a 24-hour notice and I have time in my schedule and you are able to reschedule within the same week, there will be no additional charge.
Late Arrivals
If you arrive late, your session may be shortened in order to accommodate others whose appointments follow yours. 

Social Media
Per our state governing board, it is unethical for counselors to connect with clients on social media sites, including FaceBook, LinkedIn, and Instagram; therefore, I do not accept invitations to connect with clients on any social media platform.
Texting

Texting may be used to let me know you are running late but if you are experiencing an emergency, please call me. If you need to reach me, you may call me on the phone, anytime. If I don’t answer your call, I will always return your message as soon as possible. If you have an emergency and feel that you are at risk for self harm or harm to another, please call 911 or go to your nearest hospital emergency room.



It is my policy not to take cases involved in legal or court related matters. Your initials and signature serves as your agreement that you are not involved nor plan to be involved in a court-related case regarding the circumstances in which you are seeking counseling. I am not a custody evaluator and cannot make any recommendations on custody matters. Due to the sensitive nature of court related issues, and the time it would take away from my normal work day, I also ask that clients waive their right to subpoena me to court for any reason. It is my desire and ethical obligation to preserve confidentiality and trust that is established in the counseling relationship. Having me and/or my records subpoenaed often damages this. It is in your best interest to know that conducting expert witness testimony is not my area of expertise. I can refer you to another professional who can provide this service if needed. Your initials here ______ and your signature at the bottom of this document indicate your agreement to waive your right to subpoena me or my records for this purpose. 

Client Consent to Counseling
I have read this statement, had sufficient time to be sure that I considered it carefully, asked any questions that I needed to, and understand it. I understand the limits to confidentiality required by law. I consent to the use of a diagnosis in insurance billing, and to release of that information and other information necessary to complete the billing process. I agree to pay the private pay fee or copay per session. I understand my rights and responsibilities as a client, and my therapist's responsibilities to me. I agree to undertake therapy with Debbie Pullin, LPC.  I know I can end therapy at any time I wish and that I can refuse any requests or suggestions made by Debbie Pullin, LPC. 

Signed:_________________________________________Date:_______________________

Witness:________________________________________ Date:_______________________
I understand that my credit card information needs to be kept on file for situations where I fail to give 24-hour notice for cancellations or for missed sessions.

Card Number: ___________________________________________

Exp. Date:_______________   3-digit code__________________

Zip code associated with card:____________________
Name: ________________________________________________
Address: ______________________________________________

Phone: ________________________________________________

Email: ________________________________________________

Emergency Contact: _____________________________________

Past experience with therapy: Yes/No

Trauma History: Yes/No

Suicidal Thoughts, past or present: Yes/No

Homicidal Thoughts, past or present: Yes/No

Current Medications: _____________________________________


