Jenn Pereira PhD, LMHC, RPT-S

Therapeutic Services Agreement
Please read this agreement carefully and feel free to ask questions. Your signature on this form indicates your understanding and acceptance of the terms outlined.

PLEASE BE SURE TO SIGN THE LAST PAGE. THANK YOU.
Seeking help is an important and serious matter. Psychotherapy is a process of change that focuses on behaviors, emotions and the way we think. Your therapist is trained to listen, help you effectively conceptualize problems and then assist you in developing realistic and workable goals and interventions to improve your current areas of difficulty.  These tasks are all geared toward assisting you in bringing about the desired changes in your life. We believe that the process of therapy is a collaborative process and it is our job together to work toward identified goals.  Therapy is only as effective as the amount of effort you put into it.  The relationship between the therapist and the client is key to helping resolve difficulties and it is important that all parties have a sense of understanding and trust in the process. Please feel free to ask questions and share concerns at any time throughout our time together.

Length and Frequency of Treatment: This is a highly variable decision that revolves around the nature of the problem, agreed upon goals of treatment, the ability and motivation of the individual and/or family to actively pursue agreed upon goals, and the amount of support required to integrate and maintain the improvements. We generally see people weekly during the initial assessment and treatment stages and then we progress to a once or twice a month regimen as needed. There may be times where multiple sessions per week are required to deal with a crisis or a particularly difficult issue.  When doing family work, clients may be seen individually and in various combinations at various points in the treatment process.  

Appointments are usually for 50 minutes of client contact time each hour with the other 10 minutes used for fee collection and documentation. Appointment times are reserved exclusively for you and your family members.  If you are running late, please call us and we can use the remaining time already reserved for you. It is also important for therapy to be effective to establish a consistent schedule. Frequent changes in appointments distract from the necessary therapeutic rhythm essential for meaningful and lasting results.

No Show Policy, Fees and Insurance: If you need to miss a session for any reason, 24 hrs notice is required via phone or email.  Less than 24 hrs results in a charge of 50% of your normal session fee ($120.00 fee = no show charge of $60.00) to be paid in full at the next session.  Providing the office with 24 hrs notice allows the opportunity to open a time to other clients needing to be seen.

Cost per session is $120. In extreme extenuating circumstances, fees may be negotiated with your therapist. Those fees are due when services are rendered through cash, check or credit/debit card. Chargeable time includes therapy sessions, phone consultations, writing of reports and correspondence and contacts with other professionals on your behalf. 
Please be aware that if we or you bill your insurance, your company may require information on diagnosis and treatment issues in order to initiate payment and/or to authorize additional therapy sessions. Your signature at the end of this document will serve as "signature on file" for the office to file insurance claims on your behalf and to discuss clinical diagnosis issues with them if necessary.  
At this time, we are only able to file out of network insurance claims on your behalf.  However, as the client you are able to send a claim for services to your insurance company as well.  They may reimburse you for services paid.  Please ask us for a receipt.   In the event that your insurance does not cover our services, you will be responsible for the balance. 

Legal Service Information and Considerations
It is important to note that I consider my role to be that of a therapist and therapeutic resource for your child and subsequently for your family.  It is not my role to be involved in court proceedings, custody issues, or any other legal issues parents may be involved in.  I will always work for the best interests of my child clients, however my role is to provide support around the personal and emotional issues they struggle with related to their life situation.  I will provide therapeutic ideas and interventions for parents/caregivers to use in the home setting however I do not provide mediation services for parents.  Should you need these services I can recommend mediation, family therapy, or parenting classes available in the community.
If my services are required through subpoena for court related issues which may include: letters to the court or lawyers, depositions, court room testimony, preparation time, travel time from and to my office, and waiting to testify; the fee is $120.00 per hour to be paid the day my services are rendered.  Your signature at the end of this document will serve as "signature on file" that says you understand and agree to these terms.
Termination of Therapeutic Services
If terminated by the client (or parent/caregiver) for any reason, any overdue bill amounts are expected to be paid in full at the last appointment.  Refunds are not provided for previously rendered services.  Child client’s, due to the nature of the therapeutic relationship, will become emotionally attached to the therapist and the process of counseling.  It is imperative that in the best interest of their child, parents allow for at least two sessions of termination so that their child is able to have closure in their process and relationship.  
If therapeutic services are terminated by the office the child will always be given at least two termination sessions to allow for closure to their process and relationship.  The office will provide the client and parents with a referral for other or continued services elsewhere.  Therapeutic services may be terminated by the office in instances where:

· the client requires a higher level of care, or needs a distinctly different type of therapeutic service

· parents or caregivers are not able to follow the therapeutic guidelines that are in place to best support their child
· parents or caregivers are unwilling to consistently follow the suggestions and interventions provided by the therapist for their child’s growth and well-being (every effort will be made to work with clients/parents/caregivers to remedy the situation prior to termination)
· there is a high instance of missed sessions (30% or more) without 24 hrs notice being given
· there is a consistent issue with payment for services rendered (every effort will be made to work with clients/parents/caregivers to remedy the situation prior to termination)
Telephone Communications and Emergencies: During regular operating hours (9:00 am to 7:00 pm), a message left during these hours will be returned as promptly as possible.  Please be sure you leave return phone numbers each time you call, because your therapist may not be returning your call from the office and may not have a copy of your phone number with them.  We not able to respond or intervene in clinical emergencies (suicide attempts, runaways, behavioral aggression, abuse episodes, parental disagreements, custody issues) as it is imperative you receive immediate help.  You should call the Crisis Center of Tampa Bay at 2-1-1, or dial 911 or go to your nearest hospital emergency room. Please then leave word via voice mail that you have experienced a crisis, the nature of the problem and a number to call you back sometime during the day.
Texting and emails:  Texting and emails will be kept to simple content only.  We are more than happy to engage in brief communications (confirm appointments, etc.) via email or texts.  However, therapy will not be conducted electronically either locally or long distance.  Due to confidentiality issues, we are unable to supply persons with your or your child’s appointment information if you have not signed a release of information.  Please keep this in mind when texting or calling for information. 

Confidentiality: Problems and intimate details shared and discussed in therapy will be treated confidentially and will not be shared with other family members, insurance companies or professionals without your written consent. However information shared that has to do with knowledge or suspicion of abuse, certain aspects of HIV, and/or situations that constitute a clear and immediate danger to self and others is not considered privileged and as a licensed professional in the state of Florida I am required to disclose my concerns to appropriate designated authorities.  By virtue of the State of Florida, I am a mandated reporter of those types of concerns.  
Confidentiality can also be waived by order of a judge in a disputed child custody case. Couples or adult family members seen in family therapy must all sign a release of information for treatment details to be shared even if the requested information is to be shared with your attorney. 
Clinical records in the state of Florida are the property of the practicing professional, not the client and will not be released to you. However, I will be happy to provide a narrative summary of your treatment to you, your attorney or other professional upon your written request.  There are two other circumstances in which I may breach confidentiality. In the highly unlikely circumstances of you suing the office for malpractice or filing a complaint against me, I am legally allowed to defend myself.  In so doing, I am allowed to provide whatever documentation is necessary to do that.  That documentation may include your records.  

To prevent an accidental breach of confidentiality I purposely do not greet clients if we are to see each other outside of the office. That is to protect your confidentiality.  Should you wish to approach me you are more than welcome to do so.  Also, in working with couples there may be times when I will meet with one of you in individual sessions.  During those sessions you may divulge information you don’t want your partner to know.  I will do my best to honor those requests.  However, understand that some secrets can be part of why you are in family/couples counseling to begin with and as such they are important to discuss with your family/partner.  You and I will decide how and when and who will tell the secret to your partner.  I will strive to stay away from any surprise telling of secrets.  In essence, I reserve the right to share and/or withhold information from you and your partner.  My commitment to each of you is to assist you in having the kind of relationships you desire.  

Minors and Confidentiality:  If I am providing therapeutic services to a minor child in your care, please note the following information.  Children of all ages, as do adults, require a confidential and private space in which to share their personal concerns.  Children will not openly and actively participate in the counseling process when they feel their private thoughts are being shared with parents and caregivers.  For this reason, although children are not granted the protection of confidentiality, I do not share personal and private session information of minors.  As the caregiver I will always provide you with pertinent information necessary for you to successfully care for and parent your child, but you will not receive specific details of a session.  Your signature below indicates your understanding of, and agreement to operate within this policy.
All participants in treatment, including children, please sign below.

By initialing and signing below, I 

____  Have had any questions and concerns about the above information and policies addressed by my therapist
____  Understand and agree to abide by the legal considerations detailed above

____  Understand and agree to abide by the no show and fee policies, as well as the termination policies detailed above
____  Understand that the clinicians at the counseling office are mandated reporters and must report suspected issues immediately to the proper authorities
____  Acknowledge the explanation of limitations to confidentiality

____  Acknowledge the explanation of confidentiality as provided to minor clients

____  Authorize treatment

____  Accept responsibility to pay all fees due

· Give permission to call ______________________________ at _______________________ in case of emergency

· Give permission to leave messages at _________________________________ 

 or email at _______________________________. 

I have read and received a copy of this consent, 

(my signature denotes consent to the above information)

Date

_________________________________________________

___________________



_________________________________________________

___________________

_________________________________________________

___________________

_________________________________________________

___________________

_________________________________________________

___________________

_________________________________________________

___________________

_________________________________________________

___________________

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  

PLEASE REVIEW THIS NOTICE CAREFULLY.

Your health record contains personal information about you and your health. This information about you that may identify you and that relates to your past, present or future physical or mental health or condition and related health care services is referred to as Protected Health Information (“PHI”). This Notice of Privacy Practices describes how I may use and disclose your PHI in accordance with applicable law. It also describes your rights regarding how you may gain access to and control your PHI.

I am required by law to maintain the privacy of PHI and to provide you with notice of my legal duties and privacy practices with respect to PHI. I am required to abide by the terms of this Notice of Privacy Practices. I reserve the right to change the terms of my Notice of Privacy Practices at any time. Any new Notice of Privacy Practices will be effective for all PHI that I maintain at that time. I will provide you with a copy of the revised Notice of Privacy Practices by sending a copy to you in the mail upon request or providing one to you at your next appointment.

HOW I MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU

For Treatment:  Your PHI may be used and disclosed by those who are involved in your care for the purpose of providing, coordinating, or managing your health care treatment and related services. This includes consultation with clinical supervisors or other treatment team members.  I will seek authorization to discuss your case with anyone including your attorney, other family members and any professional to which I may refer you to. Please understand that if you are separated or divorced, the non-custodial parent may have specific rights to certain information.

For Payment:  I may use and disclose PHI so that I can receive payment for the treatment services provided to you. However, this will only be done with your authorization. Examples of payment-related activities are: making a determination of eligibility or coverage for insurance benefits, processing claims with your insurance company, reviewing services provided to you to determine medical necessity, or undertaking utilization review activities. If you don’t wish your PHI to be shared in these circumstances, then my services to you will be on a cash payment basis only. 

For Health Care Operations:  I may use or disclose, as needed, your PHI in order to support my business activities including, but not limited to, quality assessment activities, employee review activities, licensing, and conducting or arranging for other business activities. For example, I may share your PHI with third parties that perform various business activities (e.g., billing or typing services) provided I have a written contract with the business that requires it to safeguard the privacy of your PHI. For training or teaching purposes PHI will be disclosed only with your authorization. PHI information may be used for appointment reminders and clinical follow-up contacts.

Required by Law:  Under the law, I must make disclosures of your PHI to you upon your request. In addition, I must make disclosures to the Secretary of the Department of Health and Human Services for the purpose of investigating or determining my compliance with the requirements of the Privacy Rule and I must make PHI and client records available if I am investigated by the State of Florida regulatory licensing board that governs my license.

Without Authorization:   Applicable law and ethical standards permits me to disclose information about you without your authorization only in a limited number of situations. The types of uses and disclosures that may be made without your authorization are those that are:

· Required by Law, such as the mandatory reporting of child abuse or neglect or mandatory government agency audits or investigations (such as my licensing board or the health department)

· Required by Court Order

· Necessary to prevent or lessen a serious and imminent threat to the health or safety of a person or the public. If information is disclosed to prevent or lessen a serious threat it will be disclosed to a person or persons reasonably able to prevent or lessen the threat, including the target of the threat.

· In cases of separation or divorce, parents with shared custody or the non-custodial parent, per terms of the separation or divorce decree, may have a right to a written report regarding their child’s course of treatment without your authorization.

Verbal Permission:  I may use or disclose your information to family members that are directly involved in your treatment with your verbal permission.
With Authorization:   Uses and disclosures not specifically permitted by applicable law will be made only with your written authorization.  This authorization may be revoked.  I request that you make that authorization in writing to me.   Adult family members participating in family or couple’s therapy must both give written authorization for any information to be disclosed.

YOUR RIGHTS REGARDING YOUR PERSONAL HEALTH INFORMATION

You have the following rights regarding Personal Health Information I maintain about you. To exercise any of these rights, please submit your request in writing to me.

· Right of Access to Inspect and Copy. Under Federal HIPAA statutes you have the right to inspect and copy PHI that may be used to make decisions about your care. However, current Florida state law which is more stringent and currently takes precedence (Health/Human Services Section: 160.201, 160.202, 160.203, 160.204 Preemption of State Law and Florida Statute. 456.057 “Ownership and control of patient records report or copies of records to be furnished”) maintains that the provider of services (me) is the owner of the record, not the client, and has the option to write a narrative report regarding “examination and treatment in lieu of records.” Therefore, it is my policy to not release your actual clinical record or Personal Health Information to anyone except the US Department of Human Services or my regulatory board under circumstances outlined in Required by Law, Without Authorization or a court order signed by a judge. 

· However, upon your written request I will be happy to write a narrative report concerning your treatment, which will include PHI, your clinical information, to your attorney, other health providers, and/or other legal entities.

· Right to Amend. If you feel that the PHI I have about you is incorrect or incomplete, you may ask me to amend the information although I’m not required to agree to the amendment.

· Right to an Accounting of Disclosures. You have the right to request an accounting of certain disclosures that I may make of your PHI. I may charge you a reasonable fee if you request more than one accounting in any 12-month period.

· Right to Request Restrictions. You have the right to request a restriction or limitation on the use or disclosure of your PHI for treatment, payment, or health care operations. I am not required to agree to your request.

· Right to Request Confidential Communication. You have the right to request that I communicate with you about medical matters in a certain way or at a certain location.

· Right to a Copy of this Notice. You have the right to a copy of this notice.

The effective date of this Notice is December 22, 2010.

Notice of Privacy Practices

Receipt and Acknowledgement of Notice

Client Name: _________________________________________________

Date of Birth:  ____/____/____

Soc. Sec. #:  _____/_____/_____

I hereby acknowledge that I have received and have been given an opportunity to read a copy of the Notice of Privacy Practices. I understand that if I have any questions regarding the Notice or my privacy rights, I can contact the counseling office for more information or clarification.

Signature of Client








Date

Signature of Parent/Guardian or Personal Representative*



Date

*If you are signing as a personal representative of an individual, please describe your legal authority to act for this individual (power of attorney, healthcare surrogate, etc.)

_________     Patient/Client Refuses to Acknowledge Receipt:
Signature of Client ______________________________

Date _______________________


Release of Information

Date:
__________________

I, _____________________________, give permission to my child’s therapist ______________________
To discuss issues regarding _____________________________'s case and treatment with my physician(s) health care provider(s), I also give these individuals permission to release information to the clinician(s) above. (Examples, your pediatrician, your school, other family members, etc)

_______________________________________________________.

_______________________________________________________.

_______________________________________________________.

Leaving this form blank indicates that we do not have permission to contact anyone regarding your care.

________________________________

____________________

Client or Guardian Signature



Date

________________________________

____________________

Client or Guardian Signature



Date

________________________________

____________________

Client or Guardian Signature



Date
Payment Arrangement Form
At the BTWC, treating our clients is our main priority.  In order to uphold this priority, it is important to determine the best possible payment option for you and your family.

Please choose from the following payment options:

1.  I will not be using insurance because (circle one) I choose not to, BTWC does not take my insurance, or I do not have insurance.  I would like to set one of the following payment options:


a)  I will pay the full fee of $120 per session until completion of services.










Y
N


b)  I cannot pay $120 per session at the time of session, but I will make payments of 


     (circle one) $80, $90, or $100 until the balance has been paid in full.*









Y
N

* This agreement amount must be approved by Dr. Pereira.  If payment has not been fulfilled upon completion of services, the remaining balance will be billed to the client and payment options can be arranged.

2.  I have spoken to Dr. Pereira and other arrangements have been made:

a)  I agree to pay __________ for each session, and will make payments until my balance is paid should I fall behind.

b)  I am responsible for half of the fee for the counseling services provided, and will be paying ___________ per session.  I agree to continue to make payments until my balance is paid in full.  

* If payment has not been fulfilled upon completion of services, the remaining        balance will be billed to the client and payment options can be arranged.

*  I agree to allow the BTWC and/or Dr. Pereira to call or email with balance information. 

_______________________________


__________________

Client Signature





Date

1
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