Rozell Counseling and Psychotherapy Services, LLC
Counseling Agreement/Informed Consent
Thank you for choosing to work with us for your counseling needs.  We know that choosing to start counseling is an important first step, and you may have questions regarding this process.  This document represents informed consent and an agreement between us.  Please read this document carefully, as it may answer any questions that you may have.  By signing this document, you are acknowledging that you have received the information necessary to make an informed and voluntary decision to participate in counseling.  After reading this document carefully, please feel free to ask any questions that you may have.  
Professional Disclosure: 

Rebecca Rozell, MA, LPCC, LADAC is both a Licensed Professional Clinical Mental Health Counselor (LPCC) and a Licensed Alcohol and Drug Counselor (LADAC) in the State of New Mexico.  Rebecca has a Master of Arts Degree in Counseling, With Emphasis in Professional Mental Health Counseling, from Webster University.  Rebecca is an Integrative Psychotherapist, which means that she utilizes a variety of orientations and therapies, according to her clients’ needs.  Rebecca is the Clinical Director and Owner of Rozell Counseling and Psychotherapy Services, LLC.
Susan Buechele, LCSW is a Licensed Clinical Social Worker (LCSW) in the State of New Mexico.  Susan holds a Master of Social Work Degree (MSW) from NM Highlands University.  Susan is also trained and certified in EMDR by EMDRIA, which allows her to specialize in trauma/EMDR, among other areas of interest and intervention.
Danielle Garcia, LCSW is a Licensed Clinical Social Worker (LCSW) in the State Of New Mexico.  Danielle holds a Master of Social Work Degree (MSW) from the University of Southern California. Danielle is a generalist psychotherapist and a trauma/EMDR specialist.
Services:

Counseling/psychotherapy has both benefits and risks.  Counseling often requires discussing unpleasant events and experiences; struggling with troubling issues; and experiencing uncomfortable feelings, such as sadness, guilt, anger, frustration, 

and other uncomfortable feelings.  Counseling sometimes involves disclosing and exploring painful or unpleasant aspects of your life.  However, counseling has been shown to have the potential for positive benefits for those who proactively engage in counseling.  Counseling has the potential to help to relieve feelings of distress; help people to gain increased personal awareness and insight; lead to more satisfaction in interpersonal relationships; help people to develop skills for managing stress and other issues; and to find resolutions for specific issues.  However, there are no guarantees about the outcomes of counseling.  Counseling requires a very active effort on your part.  In order to gain the most from counseling and to be the most successful, it requires a willingness on your part to work on issues and skills that we discuss, outside of sessions.  It also requires a commitment to attend therapy regularly and consistently. In some cases, upon your first few visits with a provider at this practice, it may be determined that, we are not the best therapeutic fit for you needs.  In those cases, in order for you to obtain the most appropriate, best treatment fit for you, we will assist you with appropriate referrals.
Appointments: 
Therapy sessions are 45-60 minutes in length.  When you schedule a therapy session, this time is reserved specifically for you.  Due to reserving this time for you, we respectfully ask that you give 24-business hour notice for any cancellations or for rescheduling any appointments.  If you miss a session without cancelling it, or give less than 24 business-hour notice, there may be a charge for this missed appointment.  The missed appointment fee is $50.00 (subject to change). Insurance carriers do not pay for missed appointment fees and we do not bill third-party payors for these fees.  Missed appointment fees, are due in full, upon notification. If you have more than two missed appointments, you may be at risk of discharge, from the practice. You are also responsible to arrive to each of your appointments on time or your appointment may need to be rescheduled.  We do understand that emergencies sometimes occur for all of us; therefore, if you have occasional extenuating circumstances, and you communicate with your counselor/this practice ahead of your scheduled appointment time (but with less than 24-business hour notice), this missed appointment fee may be waived on a case-by-case basis.  
Fees/Payments:

Our full fees are as follows (Gross Receipts Tax is included for self-pay clients):
· Individual Therapy Sessions: $120.00 
· Intakes (First Session): $150.00

· Couples Counseling/Family Therapy Sessions: $130.00

· Comprehensive Substance Abuse Assessments: $150.00 (Upon Request)
· Letters or Detailed Reports: $25.00 (with 72-business hour notice)/$35.00 (with less than 72-business hour notice)  (Please note that, we reserve the right to decline to fill out certain forms, such as Social Security Disability Forms, and possibly others).   
· Please note that there will be a $20.00 charge, for all checks, returned for NSF (or other bank denials). 
· Sliding scales rates are sometimes available on a limited basis. If we are not able to help you, we will be happy to assist you with referrals for low-cost services, or alternative funding sources, which may be available in our community.
· Please note that all copayments, deductibles, co-insurance, and/or fees are due at the time that services are rendered.
Insurance Billing Protocol:
If you would like to attend therapy under your health insurance plan, we kindly request that, you provide us with your complete insurance and coverage information, by the time of your first session.  In cases when we are contracted providers with your insurance carrier, our practice will bill your insurance directly.  Any co-payments, deductibles 
and/or co-insurance will be due in full at the time of each session, or your session will likely need to be rescheduled. If you have extenuating circumstances, please discuss these with your counselor prior to your scheduled session.  Please note that if your insurance carrier denies payment for any services, or for a portion of services, you will be responsible to pay any remaining balance.  If we are not a contracted provider with your insurance carrier, please feel free to check with your insurance carrier, to determine if your plan has Out-Of-Network benefits.  If so, we may be able bill your health insurance plan for you and/or provide you with appropriate insurance billing paperwork, for reimbursement of Out-of-Network benefits. Please note that, when a client requests that their insurance carrier be billed for psychotherapy services, it is required that a diagnosis be used for billing purposes.  There is the risk that this diagnosis may become part of your permanent record.  This may ultimately carry risk for you, in areas such as obtaining health insurance, life insurance, employment, security clearances, etc.  There is a certain compromise of confidentiality that occurs with insurance billing.  Disclosure of confidential and private information may be required by your insurance carrier for insurance authorizations and billing purposes and/or to process claims. You will be asked to sign an insurance form, which gives this practice consent and authorization to bill your insurance carrier.  If you have any questions regarding your diagnosis or other issues surrounding this, please feel free to speak with your counselor about this.  
Insurance Billing Consent:

*Please read and sign the section below (if you are requesting billing of services to your insurance carrier; if you are a self-pay client, you may skip this section):

*If you are requesting that, we bill your health insurance carrier for services, please fill in the name of your health insurance carrier here:
_____________________________________________
(or an alternative health insurance carrier that, I may name, should my insurance change, and I request billing a new health insurance plan on my behalf) and please sign and date here: 

_______________________________________________________________________.

Limits of Confidentiality:

In general, the communications between you and your counselor and the records kept by your counselor are kept confidential, and can only be released with your written consent.  However, in some cases, your counselor may be obligated or required by law to release information or compromise confidentiality, including (but not limited to), the following circumstances:
1. Suspected or reported abuse or neglect of a minor or a vulnerable adult (for example, a disabled person or an elderly person) 
2.  If a client presents a substantial and imminent risk of serious harm to another person or himself, we are required by law to take protective action, which may include notifying the potential victim (s); contacting the police or authorities; or seeking hospitalization for the client.  We may need to notify a family member to protect the safety of those involved.  Once a family member is notified, it is the family member’s responsibility to provide this protection.
3. Court Orders or other legal mandated requirements
Alcohol and Drug Abuse Patient Records: Alcohol and Drug Abuse Patient Records are protected under the federal regulations governing Confidentiality of Alcohol and Drug Abuse Records, 42 CFR Part 2, and cannot be disclosed without your written consent unless otherwise provided for in the regulations.  The recipient of alcohol and/or drug abuse information disclosed as a result of your Authorization will need further written authorization to re-disclose this information.  You may revoke consent at any time except to the extent that action has been taken in reliance on it, and that in any event this consent expires automatically as follows: based on date, event, or certain circumstances (for example).

* Please note that, should you choose to seek psychotherapy/substance abuse counseling, under your health insurance carrier, we may be required to disclose a substance use diagnosis, and relevant clinical information, for the purposes of billing insurance, obtaining insurance coverage authorizations, processing health insurance claims, obtaining payment from insurance carriers, etc.  By signing this document and requesting insurance billing for your services, you are authorizing us to release this information, as appropriate, and as needed, for insurance billing purposes.
Technology Informed Consent:

Please note that, since communication via email, text messaging, websites, etc  is never guaranteed to be fully confidential, it is best to use discretion, and be proactive, in protecting any confidential information, when communicating by these means. For convenience purposes, you are welcome to utilize these means of communications, as does this practice. While these means of communication may be reciprocally used in our communication with one another, every effort will be made to maintain upmost confidentiality; however, due to the nature of cyber-communication, please practice awareness of these innate risks. Please do not use any of these means of communication for detailed clinical information or urgent matters or emergencies. Should an urgent matter arise outside of sessions, please communicate only by calling us directly by telephone. Additionally, if you prefer no communication via these means, please clearly inform us of this at your first session.  Please also note that, in order to best protect your confidentiality, we do not communicate, in any form, with present or past clients, via social media.
Please initial below with any means of communication you are comfortable with:

Cell Phone (Calls and/or confidential messages):__________ (Initial Here)

Emails _________________ (Initial Here)

Text Messages ___________(Initial Here)

Emergency Protocol:

If a medical or psychiatric emergency arises, outside of sessions, you should call 911 or seek emergency services at a hospital Emergency Room.  For established clients, should an urgent (non-emergency) matter arise, after hours, you may try to reach us, at the main practice phone number. We respectfully ask that you reserve contacting the after-hours, on-call provider, only for urgent matters that can not wait until the next business day. This after-hour contact information is being provided for occasional urgent matters that may require short-term support via telephone communication only.  There will be no charge for after-hours telephone support calls that are 15 minutes or less. For calls that exceed this time period, you may be charged, on a prorated basis, using the standard therapy session fee of $120.00. As a general rule, insurance does not cover the cost of telephone support calls, and we generally do not bill third-party payors, for telephone support calls. A local support phone number (not for acute or life-threatening emergencies) is the New Mexico Crisis and Access Line – 855-662-7474 (24/7 Hotline).
Out-Of-The Office Protocol:
There may be periods when we will be out of the office, due to illness, pre-planned vacations or time off, emergency or personal circumstances, or continuing education or other professional endeavors. With the exception of sudden illness or emergencies, these will be pre-planned, and communicated to clients, whenever possible.  During these periods, we may not be available by telephone, and calls will be returned, upon our return to the office.  It will be important that you integrate the emergency protocol, as explained in this document, during these periods, should an emergency arise.  
Coordination of Treatment:
It is often important that health care providers work in a collaborative manner regarding client/patient care.  As such, if you would like us to communicate collaboratively with your primary care physician and/or your psychiatrist (or other mental health provider), please feel free to request this, at any time.  Your consent, if given, will be valid for one year.  If you prefer to decline this consent, no information will be shared.

​​​​​​​​​​​​​​____You may inform my physician or provider (s)     ____I decline any information to be shared with my physician or provider (s).

Primary Care Physician:________________________

Phone Number:_______________________

Psychiatrist (Or Other Mental Health Provider): _________________________________

Phone Number:________________________  
Client Rights: 

· The right to equal and quality service, regardless of race, gender, ethnicity, religion, socioeconomic status, physical or mental disability, sexual orientation, or gender identity
· The right to compassionate, considerate care, and to be treated with dignity and respect
· The right to ask questions and receive information in an understandable manner
· The right to full informed consent, to be advised of benefits and risks, and to have emergency intervention/protocol explained to you
· The right to full professional disclosure of all providers of this practice
· The right to decline discussion or procedures, as permitted by law, and to be informed of the legal and health consequences of this refusal
· The right to confidentiality, in discussion and health record, and to access your health record, all as permitted by law
· The right to access all of your financial records
· The right to be represented by a family member, or guardian, if you are not able to fully participate in treatment decisions
I have read and understand the above information included in this document.  Any questions or concerns have been addressed and answered.

Signature/Client: ______________________________Date:_____________

Signature/Counselor: ____________________________Date:_____________

*I have also received a copy of the practice’s Notice of Privacy Practices (either read or accessed on the website, on the, “New Client Forms,” page, and/or by requesting a copy).  I consent to authorizing use and disclosure of my protected health information, for treatment, payment, and health care operation purposes, as outlined in the Notice of Privacy Practices.
Signature/Client: _____________________________Date: _____________
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