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Professional Counseling Informed Consent
Healing Counsel Christian Counseling is a counselling service specializing in various counselling needs.  Above all we feel that the journey to healing is different for each person and that our role is to come alongside our clients in the healing process.  Our approach is eclectic and pulls from a variety of counseling theories to find the best fit for our clients.  We welcome clients from a variety of backgrounds and see each person as a unique person created by God with their own story and journey.  We believe in healing through our relationship with Jesus Christ and God's word and that as counselors we are a vehicle through which that healing comes.  Our goal is to help our clients find their way to a healthier place spiritually, emotionally, and mentally. 

Client's Rights:  
· The client may ask questions on what to expect during and ending of therapy. 
· The client may decline to proceed with the therapy as to the techniques which may be conducted by the therapist. 
· The client may cease to continue therapy anytime, without any impediment and may return to therapy anytime. 
· The therapist has the right to dismiss the client from the course of therapy. 
· The client has the right to review his or her records from the therapist. 
Right to confidentiality: 
· Within limits provided for by law, all records and information acquired by the therapist shall be kept strictly confidential in accordance to the principles of a doctor-patient relationship. 
· All information will not be shared or revealed to any person, agency, or organization without the prior written consent of the client. However, in cases of reported child abuse, elder abuse, threatened harm to others, self-harm, or suicidal intent the therapist has the right to contact the necessary institutions to provide safety to the client and others.  
Referrals: 
If client has a particular concern needing a specialized treatment approach (e.g. EMDR therapy, sex therapy, alcohol or drug problems, etc.), therapist has the right to refer the client to another specialist in the field.  
Consultation: 
Anonymous supervision will be carried out with therapist's supervisor. 

Fees and Payment:
Initial assessment		____$50________
Session Fee (50 min.)	_____$50_______
Sliding Scale Fee 		____________

*****Please Note- Session fees are due at time of session with no exceptions.  Payment can be made by cash, check, or charge.  A $25 returned check fee will be charged if check is returned.  
Cancellation/No Show Policy:
	The regular session fee of $50 will be charged if the client does not cancel within 24 hrs. of the scheduled appointment or if the client is a no call/no show for the scheduled appointment.  If the session is rescheduled within the same week the cancellation charge may be waived at counselor’s discretion.
Emergency Contact:
The primary counselor can be reached between the hours of 9am and 6pm Monday-Friday.  If there is an emergency outside of these hours or if the counselor is unable to be reached in an emergency, please contact the Mercer County Crisis Line 24/7 at: 724-662-2227 or report to the closest emergency department.

Client Agreement:
	I agree, understand, and am willing to accept the items outlined in this agreement.  I understand that I may obtain a copy of this agreement at any time and give permission for Healing Counsel Christian Counseling, LLC to keep a record of this form.


Client Signature ___________________________________  Date _______________





Client Information

Client Name (First)__________________________ (Last) __________________________

Date of contact ______________________

Address _______________________City__________________State______Zip________

Phone (Home) _____________________________ (Cell) __________________________

Email address ____________________________________________________________

Gender _______   Age _______   Birthdate _______________ Marital Status:  S  M  D   W

Referred by:______________________________________________________________

Employed:  Yes   No     Employer_________________________Occupation____________

Emergency Contact Name ______________________________Relation______________

Emergency Contact Number_____________________________






Credit Card Consent Form

Patient Name_____________________________________________________________

Cardholder’s Name (as appears on card)________________________________________

Cardholder’s Email address __________________________________________________

Type of Card (Visa, Mastercard, Discover, American Express) _______________________

Card Number _______________________________ Exp. Date _____________________

CVV __________________ Zip Code associated to card __________________________

Is this a Debit Card?  Yes    No

Authorization
My signature gives Healing Counsel Christian Counseling authorization to use the above credit card information to use as the payment source for services rendered and late cancel fees.  I agree to allow this credit card information to remain on file with Healing Counsel Christian Counseling for ongoing use for rendered services.  I understand that I can revoke this agreement at any time and this form will become void upon discontinuation of treatment.  I understand that any overdraft or related charges associated to debit or credit cards is my responsibility.  All fees charged are non-refundable however if a mistake is made a credit to the account will be provided.

Client Signature__________________________________________Date______________



Consent for Treatment
I have read over and received a copy of Healing Counsel Christian Counseling’s patient rights and informed consent form.  I have also read over and understand Healing Counsel Christian Counseling’s privacy policy and the ways in which my medical information will be used, accessed, or shared according to federal law and the Health Information Portability and Accountability Act (HIPAA), effective April 14th, 2003.  I understand that it is my responsibility to read and understand these forms and that I am able to receive a copy of these documents at any time.
I understand that the information shared with my counselor is confidentially kept in a client file and is only accessible with a signed consent form or under the conditions outlined in the privacy policy.  I understand that I will be given access to my client file at any point upon my request.  I understand that in the case of couples or family counseling a consent must be signed for anyone over the age of 18.  In the case of couples or family counseling this agency holds to a “no secrets” policy which implies that information shared individually with the counselor may be brought into a couples or family session for therapeutic purposes. The client will be made aware of the counselor’s intent to share this information prior to the disclosure.
I understand that in the case of minors, anyone over the age of 14, according to PA Act 147 of 2004,  has the right to refuse disclosure of information shared in counseling with parents or guardians.  If the minor agrees a release of information may be obtained to allow sharing of information.
I understand that HIPAA mandates some exceptions to absolute confidentiality. These include:
1. The counselor’s right to use or disclose any medical information that may be required for purposes of carrying out treatment and related healthcare operations, and for obtaining payment for services.
2. The requirement that the counselor shares with the proper authorities: reports or evidence of child abuse; reports or actions of suicidal or homicidal intent; and situations of life-threatening medical emergency. In such instances, my consent is not required.
I understand that I may request additional restrictions, beyond those stipulated in HIPAA, on the use and disclosure of my medical information, and that, while not required to agree to such requests, the counselor will cooperate as far as possible. Where there is agreement, however, the restrictions will be binding on the counselor.
I understand that Healing Counsel Christian Counseling holds a non-discrimination policy and does not discriminate or show any such bias according to religious beliefs, gender, age, or ethnicity.  We strive to provide equality of service to everyone.
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I agree that Healing Counsel Christian Counseling has provided a fee schedule and I understand payment methods accepted and how processing will be handled.
By signing below, I consent to treatment and acknowledge that Healing Counsel Christian Counseling may use or disclose my medical information as deemed appropriate (and according to state and federal law) to carry out treatment and related health-care operations, and to obtain payment for services.

_______________________________________________ ____________________
Signature of Client or Legal Representative Date

If you are a legal representative, please check the basis for your authority:

 Custodial Parent
 Guardianship Order (attach copy)
 Power of Attorney (attach copy)

________________________________________________ ____________________
Counselor Signature Date
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