COUNSELING AGREEMENT AND ORIENTATION
PLEASE READ AND SIGN THIS AGREEMENT PRIOR TO YOUR FIRST SESSION
CONFIDENTIALITY
Confidentiality means that counselors have a responsibility to safeguard information obtained during treatment.  It is important that you understand that all identifying information about your and/or your child’s assessment and treatment is kept confidential, except as noted below. In order to protect your and/or child’s confidentiality, you must sign a release of information before any information about you and/or your child is given outside this office.

Should you elect to utilize health insurance (including any form of managed care) for services received, be aware that often insurance and managed care companies require information regarding diagnosis, symptoms, treatment goals, and prognosis about the insured before reimbursement is considered. Such companies may also request a copy of your and/or your child’s records.  It is important that you understand that the laws of the State of Florida allow exceptions to confidentiality. In certain situations, mental health professionals are required by law to reveal information obtained during counseling to other persons or agencies without your permission. Also, in these situations this office is not required to inform you of our actions. This includes the following:

· Confidentiality does not apply to cases of suspected abuse/neglect of children or the elderly.

· Confidentiality does not apply to cases of potential harm to self or others.

· A mental health professional may disclose confidential information in proceedings brought by a client against a professional.

· Confidentiality does not apply to cases involving criminal proceedings, except communications by a person voluntarily involved in a substance abuse program.

· Confidentiality may not apply in cases involving legal proceedings affecting the parent-child relationship.

· Confidentiality may not apply to cases involving a minor child. In such cases, the mental health professional may advise a parent, managing conservator or guardian of a minor, with or without minor’s consent, of the treatment needed by or given to the minor.

HEALTH INFORMATION PRIVACY POLICY SUMMARY

The following is a summary of how your and/or your child’s protected health information is used and disclosed and how you can obtain access to this information.
Uses and Disclosures of Health Information

I use health information about you for treatment, to obtain payment for treatment, for administrative purposes, and to evaluate the quality of care that you and/or your child receive. I may use or disclose identifiable health information about you without your authorization for several other reasons. Subject to certain requirements, I may give out health information without your authorization for public health purposes, for auditing purposes, for research studies, and for emergencies. I provide information when otherwise required by law, such as for law enforcement in specific circumstances. In any other situation, I will ask for your written authorization before using or disclosing any identifiable health information about you. If you choose to sign an authorization to disclose information, you can later revoke that authorization to stop any future uses and disclosures.

I may change our policies at any time. Before I make a significant change in our policies, I will change our notice and post the new notice in the waiting area. You may request a copy of our notice at any time.

Your Rights as a Client

Although your and/or your child’s health record is the physical property of Jeff L. Ray, MS, LMHC, the information contained in your and/or your child’s health record belongs to you. You have the right to: 

· Request a restriction on certain uses and disclosures of your and/or your child’s information

· Obtain a paper copy of the notice of privacy practices upon request

· Inspect and obtain a copy of your and/or your child’s health record

· Amend your and/or your child’s health record as provided by regulation

· Obtain an accounting of disclosures of your and/or your child’s health information as provided by law

· Request communications of your and/or your child’s health care information by alternative means or locations

· Revoke your authorization to use or disclose health information except to the extent that action has already been taken

Complaint Regarding the Privacy of Your Health Information

If you are concerned that I have violated your privacy rights, or you disagree with a decision I made about access to your and/or your child’s records, you may send a written complaint to the Agency for HealthCare Administration or the U.S. Department of Health and Human Services.

Our Legal Duty Regarding the Privacy of Your Health Information

I am required by law to protect the privacy of your and/or your child’s health information, provide this notice about our privacy policy, and follow the information practices that are described in this notice. If you have any questions or complaints, please contact Jeff L. Ray, MS, LMHC at the address at the top of this form.

SCHEDULING APPOINTMENTS 
Most sessions are 30 to 45 minutes long.  Generally, sessions begin at the top of the hour and end at 30 to 45 minutes past the hour.  The 15-minute space between clients allows me to refresh, to write notes and to adequately prepare for my next client.  
If you are late, your session will still end at 45 minutes past the hour.  On-time arrival for appointments is the best way to ensure you receive a full session.
ATTENDANCE AND CANCELLATIONS

Attendance at all scheduled sessions is necessary for success and is expected as part of this agreement.  Services may be terminated for those who miss two or more sessions without proper cancellation and rescheduling or those who have excessive cancellations.  

When needing to cancel, please do so as far in advance as possible so that others may be scheduled at that time.  At least 24-hours notice of cancellation is requested.

WRITTEN ACKNOWLEDGEMENT AND CONSENT TO COUNSELING

· I, ___________________________, have reviewed this Counseling Agreement, including the summary of the Privacy Policy.

· I understand that I have the right to request restrictions as to how my health information may be used or disclosed and that the organization is not required to agree to the restrictions I request.

· I accept this agreement and herewith consent to counseling with Jeff L. Ray, MS, LMHC.
___________________________________________

Client Name (Please Print)

___________________________________________ _______________

Client Signature or Legal Representative                       Date

___________________________________________ _______________

Jeff L. Ray, MS, LMHC                                                   Date
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