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Treatment Information and Consent Form
This document contains important information about my professional services and business policies.  Please read it carefully and jot down any questions that you might have so that we can discuss them at our next meeting.  

Services:  I provide outpatient clinical services to address psychiatric and psychological conditions.  These services include evaluation, individual, family, and group psychotherapy.  Some services will be in collaboration with your primary care physician or psychiatrist.  Each session is 45-50 minutes unless you request a longer session at the time of scheduling.  
Evaluation:  Our first few sessions will involve an evaluation of your needs.  By the end of the evaluation period you will want to make your own assessment about whether you feel comfortable working with me.  It is important that you are working with a therapist that is a good match for you as therapy involves a significant commitment of time, money, and energy.  If you are not satisfied with our initial connection, I am happy assist you with other referrals.  
Contacting Me:  The best way to contact me is to leave me a voice message on my telephone with your phone number and the best time to reach you.  I make every attempt to return most calls within one business day and may not have your phone number available if you do not leave it on your message.  If you cannot wait for me to return your call, please call your family physician or closest emergency room and ask for the therapist or psychiatrist on call.  You can also contact the 24 hour crisis line:  1(800) 479-3339.  To protect your confidentiality, I do not use e-mail for psychotherapy contact.  
Billing and Payments:  All services are provided for a fee due at the time of the service.  It is your responsibility to pay at the beginning of each session.  My hourly fee is $120 for one appointment hour of 45-50 minutes in duration.  If you are using insurance, you will be responsible for the full amount of service in the event that your insurance company denies the service claim.  In addition to therapy sessions, it is my practice to charge a prorated rate for other professional services you may require such as report writing, telephone conversations lasing longer than 5 minutes, attendance at meetings or consultations with other professionals which you have authorized and requested.  There will be a $25 service charge on all returned checks.  I have the right to terminate service to you if fees are not paid in a timely manner.  Please let me know of any concerns regarding therapy fees.  
24 Hour Cancellation Policy:  If you are unable to make one of your appointments, I ask that you call me at least 24 hours prior to your appointment time to avoid being charged my full hourly fee of $120.  Please be aware that insurance companies will not pay for missed appointments.  

Professional Records:  the Law and the standards of my profession require that I keep appropriate treatment records.  You are entitled to receive a copy of the records.  You will be charged a fee for copying costs and any preparation time required to comply with your request for records.  
Confidentiality:  In general, the confidentiality of communication between patient and clinical social worker are protected by law.  I can only release information about you and our work to others with your written permission.  However, there are a number of exceptions when a clinical social worker is required by law to disclose confidential information.

I am legally required to take action to protect others from harm, even though that requires revealing some information about your treatment.  For example, if I have information that a child, an elderly person, or a disabled person is being abused, I must file a report with the appropriate state agency.  If I believe that you are threatening serious bodily harm to another, I am required to take protective actions, which may include notifying the potential victim, notifying the police, and seeking appropriate hospitalization.  If you threaten to harm yourself, I may be required to seek hospitalization for you or to contact family members who can help provide protection.  Should any of these situations occur, I will usually discuss this with you before taking any action.

I occasionally consult other professionals on clinical cases.  In these consultations, I make every effort to avoid revealing the identity of my patient.  The consultant is also legally bound to keep information confidential.  Unless you object, I will not tell you about these consultations unless I feel it is important to our work together.

In most judicial proceedings, you have the right to prevent me from providing information about your treatment.  However, in rare circumstances a judge can sign a court order that may require my testimony if he or she determines that resolution of the issues before him or her demands it.  

Authorization for Services:  I have information above and I have asked questions about anything I have not understood.  By signing this form, I freely acknowledge my willingness to participate in psychotherapy to be facilitated by Alicia Outcalt, LCSW.  I agree to pay for all services as outlined above and I understand that I can end treatment at any time.
_________________________________
__________
________________________   


Signature



         Date

    Print Name
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