
COUNSELOR-CLIENT SERVICE AGREEMENT 
Welcome to In Bloom – KY Counseling Services. This document contains important informa>on 
about your counseling services and other In Bloom policies. It also contains some info about 
Health Insurance Portability and Accountability Act (HIPAA), a federal law that gives you privacy 
protec>ons and rights about how your Protected Health Informa>on (PHI) is used for treatment, 
payment, and other business type stuff (like using a scheduling app, keeping track of how to 
reach you, etc.).  

So, sit back and get comfortable. This note is long and liJle hard to understand some>mes, but 
it has a lot of helpful informa>on. 

COUNSELING SERVICES 
The nature of therapy is simultaneously private, personal, and professional. Counseling is meant 
for us to build a working rela>onship that is mutually respecKul with healthy boundaries. What 
this means is even though we have a rela>onship that may resemble the in>macy of 
rela>onships you have with friends and family, we will never: hang out and drink a beer 
together, go get frozen yogurt, be friends on Facebook, aJend each other’s birthday par>es, you 
get the picture. Counseling works best when we follow a set of simple rules that protects our 
rela>onship. 

Is counseling right for me? 
Counseling can have both benefits and risks. Risks may include experiencing uncomfortable 
feelings, such as sadness, guilt, anxiety, anger, frustra>on, loneliness and helplessness, because 
the process of therapy oSen requires discussing the unpleasant aspects of your life. Let’s face it, 
some>mes it just down right sucks. However, therapy has been shown to have benefits for 
individuals who undertake it.  Therapy oSen leads to a significant reduc>on in feelings of 
distress, increased sa>sfac>on in interpersonal rela>onships, greater personal awareness and 
insight, increased skills for managing stress and resolu>ons to specific problems.  But, there are 
no guarantees about what will happen.  Psychotherapy requires a very ac>ve effort on your 
part. In order to be most successful, you will have to work on things we discuss outside of 
sessions. 

So, if I want to try counseling, what happens next? 
The first session will involve an ini>al evalua>on of your needs. I will ask you ques>ons about 
who you are, where you’re from, what you believe in, some personal history, medica>ons taken, 
trauma history, and I will assess for suicidality. You are allowed to share as much or as liJle as 
you want. If you’re not feeling what’s happening in our counseling session, I would be happy to 
help you find another mental health professional that might be a beJer fit.  

APPOINTMENTS 
Standard appointments run just under 60 minutes. Some clients prefer to meet once a week, 



others twice a week, some once a month. Others prefer to schedule on the fly. All I ask is that 
you provide me with 24-hr no>ce, unless we work out another arrangement.  

COSTS 
This chart shows the cost that clients are responsible for at the >me of the session. 
Whichever way a client chooses to pay will not affect the quality of care. 

Paying out of Pocket (meaning, that you will not be using insurance) - The standard fee for the 
ini>al intake is $100.00 and each 60-minute session aSer is $100.00.  You are responsible for 
paying at the >me of your session unless we have made another agreement. Credit/debit card 
payments accepted electronically using IvyPay, a HIPAA secure billing app. 

Medicaid 
*By signing this agreement, you give us permission to submit billing to Medicaid for you. 
Otherwise, you will be responsible for paying costs up front and having to submit paperwork 
yourself.  
Medicaid users will be responsible for any co-pays. 

Sliding Scale 
Not quite eligible for Medicaid and out-of-pocket costs too high? Contact me so we can work 
something out! At this >me, I am only able to offer sliding scale slots ranging from $50-100/
session. 
E-mail: meg@inbloomkycounseling.com  Phone/Text: 859-813-2885 

Court 
If you think you are becoming involved in a legal case, I recommend that we talk about it before 
you waive your right to confiden>ality. If your case requires my par>cipa>on, you will be 
expected to pay for the professional >me required even if another party compels me to tes>fy. 

Sessions 

Out-of-pocket 
(no insurance, full cost)

60 minutes - $100

Medicaid insurance *see note below

Sliding scale 
$50-$100 (pay as you are able) 
Please contact me to discuss.

mailto:megbcounseling@gmail.com


LATE FEES 
For out-of-pocket payers 
If you miss a session without canceling, or cancel with less than 24-hour no>ce, my policy is to 
collect a $25 fee.  
For those using Medicaid 
Late fees are not charged for those using Medicaid, per state rules. 
Running Late  
If you need to cancel or reschedule a session, I ask that you let me know at least a day (24 
hours) before your scheduled session. Your appointment >me is for you and you alone. If you 
are late, we can either choose to fit in as much of the session as the remaining >me allows, or 
we can try to reschedule for another >me.  
Repeatedly No-Showing or Missing Appointments 
I will kindly ask you to work on improving your aJendance in therapy and expect you to keep 
your appointments. If you con>nue to miss appointments without no>ce, I may need to 
terminate our rela>onship in respect of my own and others’ >me.  

INSURANCE 
At this Dme, I am unable to accept private insurance. AlternaDves include paying out of pocket, 
contacDng me about using a sliding scale, or applying for Medicaid.  

If you have a health insurance policy, it will usually provide some coverage for mental health 
treatment. Check your health insurance policy for informa>on such as: Number of sessions per 
year, copays, if pre-authoriza>on is required, if a deduc>ble must be met, etc. 

Insurance companies require me to assign a diagnosis to your case. Diagnoses are decided 
based on common symptoms and presenta>ons that are described in the Diagnos>c 
Sta>s>cians Manual – Five (DSM-V). Examples of diagnoses include things like anxiety, 
depression, post-trauma>c stress disorder, obsessive compulsive disorder, adjustment disorder, 
etc. If you ever have ques>ons about your diagnosis, just ask! Some diagnoses are preJy 
different from the way they are typically portrayed, so feel free to ask ques>ons to learn more. 
For some, a diagnosis can be a way to find out more informa>on on your own or a community 
of similar people.  

PROFESSIONAL RECORDS 
I am required to keep records of the counseling services that I provide. I use a special therapy 
website to keep track of your private informa>on. I also use this website to submit informa>on 
to billing.  

Any electronic devices that may contain private informa>on are kept in a safe loca>on and 
password protected. 

Except in unusual circumstances that involve danger to yourself, you have the right to a copy of 
your file. Because these are professional records, there is poten>al for them to be 



misinterpreted and/or upsenng.  For this reason, I recommend that we talk about it together. If 
I refuse your request for access to your records, you have a right to have my decision reviewed 
by another mental health professional, which I will discuss with you upon your request. You also 
have the right to request that a copy of your file be made available to any other health care 
provider at your wriJen request. 

CONFIDENTIALITY 
My policies about confiden>ality, as well as other informa>on about your privacy rights, are 
fully described in a separate document en>tled No>ce of Privacy Prac>ces. You have been 
provided with a copy of that document and we have discussed those issues. Please remember 
that you may reopen the conversa>on at any >me during our work together. 

Generally, I prac>ce common sense privacy. Devices, websites, and apps are password 
protected. I don’t call you while I’m strolling through pubic areas. Old documents that may have 
iden>fying informa>on get shredded.  

While email and text messages are not perfectly secure forms of communica>on, meaning they 
could be “hacked,” accidentally seen on shared devices, data compromised in some sort of 
unforeseen way that only Google understands, etc. some clients are willing to take the risk for a 
variety of reasons including: communica>ng informa>on about appointments, ability to 
exchange “longer than a text message” type informa>on between sessions, because sharing a 
picture or video speaks volumes more than you can in a session, etc. You get the idea. 

PARENTS & MINORS 
While privacy in therapy is crucial to successful progress, parental involvement can also be 
essen>al. It is my policy not to provide treatment to a child under age 13 unless child agrees 
that I can share whatever informa>on I consider necessary with a parent. For children 14 and 
older, I request an agreement between the client and the parents allowing me to share general 
informa>on about treatment progress and aJendance, as well as a treatment summary upon 
comple>on of therapy. All other communica>on will require the child’s agreement, unless I feel 
there is a safety concern (see also above sec>on on Confiden>ality for excep>ons), in which 
case I will make every effort to no>fy the child of my inten>on to disclose informa>on ahead of 
>me and make every effort to handle any objec>ons that are raised. 

CONTACTING ME 
I am oSen not immediately available by telephone and cannot offer crisis services. I do not 
answer my phone when I am with clients or otherwise unavailable. At these >mes, you may 
leave a message on my confiden>al voice mail and your call will be returned as soon as possible, 
but it may take a day or two for non-urgent maJers. If, for any number of unseen reasons, you 
do not hear from me or I am unable to reach you, and you feel you cannot wait for a return call 
or if you feel unable to keep yourself safe, 1) go to your Local Hospital Emergency Room, 2) 
contact a suicide hotline (800-273-8255) or 3) call 911 and ask to speak to the mental health 
worker on call. I will make every aJempt to inform you in advance of planned absences, and 



provide you with the name and phone number of the mental health professional covering my 
prac>ce. 

OTHER CLIENT RIGHTS 
If you are unhappy with what is happening in therapy, I hope we can talk about what we can do 
to improve things. Such comments will be taken seriously and handled with care and respect. If 
you are interested in talking with a new therapist, I would be glad to help you find one more 
suitable to you.  
Remember: You are free to end therapy at any >me.  

You have the right to considerate, safe and respecKul care, without 
discrimina>on.   
You have the right to ask ques>ons about any aspects of therapy and about my 
specific training and experience.  
Our counseling rela>onship will be personal, but professional. Our rela>onship 
will not be social, and it will never be sexual.  

My work is guided by the American Counseling Associa>on Code of Ethics. Feel free to review 
the document (hJps://www.counseling.org/Resources/aca-code-of-ethics.pdf) and ask 
ques>ons! 

COMPLAINTS 
Should you have a complaint, you may contact me directly. If we are not able to sa>sfactorily 
come to an agreement, complaints may also be made to my supervisor Toni Gaines (502) 
783-7573), or to the Kentucky Board of Licensed Professional Counselors (hJp://lpc.ky.gov/
Documents/lpc_complaint%20form.pdf).  

CONSENT TO COUNSELING SERVICES 
Your signature below indicates that you have read this Agreement and the No>ce of Privacy 
Prac>ces and agree to their terms. 

Your Signature: ____________________________________________________________ 

Your Name (Printed): _______________________________________________________ 

Date Signed: ______________________________________________________________ 

https://www.counseling.org/Resources/aca-code-of-ethics.pdf)


HIPAA Compliance PaOent Consent Form  

Our No>ce of Privacy Prac>ces provides informa>on about how we may use or disclose 
protected health informa>on.  

The no>ce contains a pa>ent’s rights sec>on describing your rights under the law. You ascertain 
that by your signature that you have reviewed our no>ce before signing this consent.  

The terms of the no>ce may change, if so, you will be no>fied at your next visit to update your 
signature/date  

You have the right to restrict how your protected health informa>on is used and disclosed for 
treatment, payment or healthcare opera>ons. We are not required to agree with this 
restric>on, but if we do, we shall honor this agreement. The HIPAA (Health Insurance Portability 
and Accountability Act of 1996) law allows for the use of the informa>on for treatment, 
payment, or healthcare opera>ons.  

By signing this form, you consent to our use and disclosure of your protected healthcare 
informa>on. You have the right to revoke this consent in wri>ng, signed by you. However, such a 
revoca>on will not be retroac>ve.  

By signing this form, I understand that:  

Protected health informa>on may be disclosed or used for treatment, payment, or healthcare 
opera>ons.  

Whenever possible, my therapist will work to protect my privacy. For example, my therapist will 
use a shorthand code rather than write out my full name in her appointment book.   

The prac>ce reserves the right to change the privacy policy as allowed by law. Clients will be 
updated accordingly. 

If you have any concerns, please reach out to me so we can talk about it! You may reach me 
using the following methods:  

E-mail: meg@inbloomkycounseling.com Phone/Text: 859-813-2885  

Signature: _____________________________________________________________________ 

Printed Name: __________________________________________________________________ 

Date: _______________________ 



NoOce of Privacy Policies  

This no>ce will explain your privacy rights and describe how informa>on about you may be 
used, and how you can learn more. Please review carefully.  

I. ConfidenOality  

I do not tell others about you, or the fact that you are my client, without your wriJen consent. 
My formal Mental Health Record describes the services provided to you and contains the dates 
of our sessions, your diagnosis, func>onal status, symptoms, prognosis and progress, and any 
psychological tes>ng reports. Healthcare providers are legally allowed to use or disclose records 
or informa>on for treatment, payment, and health care opera>ons purposes.  

By signing this document, you are giving me permission to use your informa>on as described. 
Alterna>vely, you may provide wriJen authoriza>on at the >me of the need for disclosure. You 
may revoke your permission at any >me by contac>ng me in wri>ng.  

II. Limits of ConfidenOality  

There are a few excep>ons to confiden>ality. These include >mes when I have to make a report 
to an official due to mandatory repor>ng law. Another excep>on is discussing your case with my 
counseling supervisor. Because I am a Licensed Professional Counseling Associate, I am required 
to have regular supervision. In supervision, I discuss concerns about counseling with my 
supervisor (Toni Gaines, M.Ed, LPCC-S, T-CADC) and she provides me with helpful sugges>ons 
and feedback.  

Possible Uses and Disclosures of Mental Health Records without Consent or Authoriza>on  

· Emergency: If you are involved in in a life-threatening emergency and I cannot ask your 
permission, I will share informa>on if I believe you would have wanted me to do so, or if I 
believe it will be helpful to you.  

· Child Abuse Repor>ng: If I have reason to suspect that a child is abused or neglected, I am 
required by Kentucky law to report the maJer immediately to the Kentucky Department of 
Community Based Services.  

· Adult Abuse Repor>ng: If I have reason to suspect that an elderly or incapacitated adult is 
abused, neglected or exploited, I am required by Kentucky law to immediately make a report 
and provide relevant informa>on to the Kentucky Department of Community Based Services.  

· Court Proceedings: If you are involved in a court preceding and a request is made for 
informa>on about your diagnosis and treatment and the records thereof, such informa>on is 
privileged under state law, and I will not release informa>on unless you provide wriJen 
authoriza>on or a judge issues a court order. If I receive a subpoena for records or tes>mony, I 
will no>fy you so you can file a mo>on to quash (block) the subpoena.  



· Serious Threat to Health or Safety: Under Kentucky law, if I am engaged in my professional 
du>es and you communicate to me a specific and immediate threat to cause serious bodily 
injury or death, to an iden>fied or to an iden>fiable person, and I believe you have the intent 
and ability to carry out that threat immediately or imminently, I am legally required to take 
steps to protect third par>es. These precau>ons may include 1) warning the poten>al vic>m(s), 
or the parent or guardian of the poten>al vic>m(s), if under 18, 2) no>fying a law enforcement 
officer, or 3) seeking your hospitaliza>on. By my own policy, I may also use and disclose medical 
informa>on about you when necessary to prevent an immediate, serious threat to your own 
health and safety. If you become a party in a civil commitment hearing, I can be required to 
provide your records to the magistrate, your aJorney or guardian ad litem, a CSB evaluator, or a 
law enforcement officer, whether you are a minor or an adult.  

· Workers Compensa>on: If you file a worker’s compensa>on claim, I am required by law, upon 
request, to submit your relevant mental health informa>on to you, your employer, the insurer, 
or a cer>fied rehabilita>on provider.  

· HIPAA permiJed exchanges of informa>on: This refers to protec>on of your personal health 
informa>on in use of treatment, payment, and healthcare opera>ons. Instances in which I am 
permiJed to use and disclose Protected Health Informa>on include things like coordina>ng care 
with your case management worker, consul>ng with another healthcare provider about your 
treatment, using a secure third party billing service, etc. Should health informa>on be shared, it 
will be de-iden>fied, meaning your health informa>on will not be used in a way in which others 
can iden>fy you. 

Other uses and disclosures of informaDon not covered by this noDce or by the laws that apply to 
me will be made only with your wriIen permission.  

III. PaOent’s Rights and Provider’s DuOes:  

· Right to Request Restric>ons-You have the right to request restric>ons on certain uses and 
disclosures of protected health informa>on about you. You also have the right to request a limit 
on the medical informa>on I disclose about you to someone who is involved in your care or the 
payment for your care. If you ask me to disclose informa>on to another party, you may request 
that I limit the informa>on I disclose. However, I am not required to agree to a restric>on you 
request. To request restric>ons, you must make your request in wri>ng, and tell me: 1) what 
informa>on you want to limit; 2) whether you want to limit my use, disclosure or both; and 3) to 
whom you want the limits to apply.  

· Right to Receive Confiden>al Communica>ons by Alterna>ve Means and at Alterna>ve 
Loca>ons — You have the right to request and receive confiden>al communica>ons of PHI by 
alterna>ve means and at alterna>ve loca>ons. (For example, you may not want a family 
member to know that you are seeing me. Upon your request, I will send your bills to another 



address. You may also request that I contact you only at work, or that I do not leave voice mail 
messages.) To request alterna>ve communica>on, you must make your request in wri>ng, 
specifying how or where you wish to be contacted.  

· Right to an Accoun>ng of Disclosures – You generally have the right to receive an accoun>ng of 
disclosures of PHI for which you have neither provided consent nor authoriza>on (as described 
in sec>on III of this No>ce). On your wriJen request, I will discuss with you the details of the 
accoun>ng process  

 · Right to Inspect and Copy – In most cases, you have the right to inspect and copy your medical 
and billing records. To do this, you must submit your request in wri>ng. If you request a copy of 
the informa>on, I may charge a fee for costs of copying and mailing. I may deny your request to 
inspect and copy in some circumstances. I may refuse to provide you access to certain 
psychotherapy notes or to informa>on compiled in reasonable an>cipa>on of, or use in, a civil 
criminal, or administra>ve proceeding.  

· Right to Amend – If you feel that protected health informa>on I have about you is incorrect or 
incomplete, you may ask me to amend the informa>on. To request an amendment, your 
request must be made in wri>ng, and submiJed to me. In addi>on, you must provide a reason 
that supports s your request. I may deny your request if you ask me to amend informa>on that: 
1) was not created by me; I will add your request to the informa>on record; 2) is not part of the 
medical informa>on kept by me; 3) is not part of the informa>on which you would be permiJed 
to inspect and copy; 4) is accurate and complete.  

· Right to a copy of this no>ce – You have the right to a paper copy of this no>ce. You may ask 
me to give you a copy of this no>ce at any >me. Changes to this no>ce: I reserve the right to 
change my policies and/or to change this no>ce, and to make the changed no>ce effec>ve for 
medical informa>on I already have about you as well as any informa>on I receive in the future. 
The no>ce will contain the effec>ve date. A new copy will be given to you or posted in the 
wai>ng room. I will have copies of the current no>ce available on request.  

Complaints: If you believe your privacy rights have been violated, you may file a complaint. To 
do this, you must submit your request in wri>ng to my office. You may also send a wriJen 
complaint to the U.S. Department of Health and Human Services.  

PaOent’s Acknowledgement of Receipt of NoOce of Privacy PracOces  

I have been provided a copy of In Bloom’s No>ce of Privacy Prac>ces.  

We have discussed these policies, and I understand that I may ask ques>ons about them at any 
>me in the future.  

I consent to accept these policies as a condi>on of receiving mental health services.  



Signature: _____________________________________________________________________ 

Printed Name: __________________________________________________________________ 

Date: _______________________


