Salazar Serenity Counseling

salazarserenitycounseling@gmail.com

(361) 236-7576
Counselor/Patient Services Agreement

Thank you for choosing Salazar Serenity Counseling. Our initial appointment will take approximately one hour. I realize that starting counseling is a major decision and you may have many questions. This document is intended to inform you of the business policies, State and Federal Laws and your rights. If you have other questions or concerns, please ask and I will try my best to give you all the information you need. Esteban Salazar, M.S., LPC, LCDC has earned a Bachelor of Arts Degree in Psychology and a Masters Degree in Counseling Psychology from Texas A&M Corpus Christi. I am licensed by the State of Texas as a Licensed Professional Counselor and a Licensed Chemical Dependency Counselor. An individualized treatment plan will be developed based on your personal goals and clinical assessment. Treatment practices, philosophy, plan limitations and benefits and risks to therapy will be discussed with you today. This document contains important information about my professional services and business policies. It also contains summary information about the Health Insurance Portability and Accountability Act (HIPAA), a federal law that provides privacy protections and patient rights with regard to the use and discloser of your Protected Health Information (PHI) used for the purpose of treatment, payment, and health care operations. HIPAA requires that I provide you with a notice of Privacy Practices (the notice) for use and disclosure of Protected Health Information for treatment, payment and health care operations.  The Notice, which will be given to you to be read, explains HIPAA and its application to your personal mental/health information in greater detail. The law requires that I obtain your signature acknowledging that I have provided you with this information.  Although these documents are long and sometimes complex, it is very important that you read them.  Upon request, you can acquire a copy of “The Notice” for your records.  I can discuss any questions you have about the procedures in your session.  When you sign this document, it represents an agreement between us which is defined in the following pages.  You may revoke this Agreement in writing at any time. 
COUNSELING SERVICES

Counseling is not easily described in general statements. It varies depending on the personalities of the counselor and the patient, and the particular concerns, symptoms, and/or behaviors you are experiencing.  There are many different methods I may employ to help address your concerns. 
EFFECTS OF COUNSELING AND THERAPEUTIC PROCESS 
Benefits: Counseling can be helpful for most situations involving psychological, emotional, relational, marital, family and employment problems. It may result in a number of benefits including a reduction in problematic behaviors, a greater understanding of yourself, partner or your child’s strengths and weaknesses, improved awareness of emotional issues, improved self-esteem, and recognizable improvement in relationships. How much progress you make towards your goals depends on many things, including the nature and severity of your problem, how good of a fit you and your counselor are, your readiness to make the needed changes, and other factors. 
Risks to entering into a counseling relationship: Progress and benefits cannot be guaranteed. Working towards goals will require efforts and readiness from you and a willingness to collaborate with me, your therapist, to meet your goals. In many cases, topics or events that are emotionally painful may come up either elicited by a question or in conversation. As a part of the process, I will need to learn some about your past history so that I can better understand the influences that people and events have had in shaping your current circumstances. This may be difficult and unpleasant. However, it is often an important step in our collaboration to examine and question the ways you are coping with your situation in hopes of finding more effective strategies to reclaim your life. It is also true that, in some cases, the problem may get worse temporarily as you work to make lasting changes. If this occurs please let me know.
Our first session will involve an assessment of your needs and our ability to work together.  By the end of the assessment, I will be able to offer you some first impressions of what our work will include if you decide to continue with counseling and a plan for treatment.  You should evaluate this information along with your own opinions of whether you feel comfortable working with me.  Counseling sometimes involves a large commitment of time, money, and energy, so you should be very careful about the counselor you select.  If you have questions about my procedures, we should discuss them whenever they arise.  If your doubts persist, I will assist you in arranging a second opinion, based on availability.
At the onset of therapy, we will together decide on a treatment plan to follow so that there are clear goals. Therapy involves a large commitment of time, money, and energy, so you should be thorough in selecting a therapist. If you have questions or complaints, please discuss them with me whenever they arise. You are free to discontinue treatment at any time, but I suggest two final sessions for appropriate closure of services. If at any point you wish to seek treatment with another clinician I will provide you with referral information.
MEETINGS
I will usually schedule one 50-minute session (one appointment hour of 50 minutes duration) per week or at specified intervals at a time we agree on, although some sessions may be longer or more frequent. Once an appointment is scheduled, you will be expected to pay for it unless you provide 24 hours advance notice of cancellation (unless we both agree that you were unable to attend due to circumstances beyond your control). Sometimes emergencies come up, however, if I need to cancel or change an appointment time, you will receive at least 24 hours notice from me, as I know that you will have reserved the time for the appointment. If for any reason I cannot give you 24 hours notice, I will provide our next therapy hour free of charge to you.
Not attending scheduled appointments, late cancellations or late attendance may result in the termination of treatment.  If you do not show a commitment to treatment and miss scheduled appointments without calling, future appointments can be removed from the schedule until you call and confirm your desire to continue treatment.

BILLING AND PAYMENTS

You will be expected to pay your full payment at time of session.

INSURANCE REIMBURSEMENT

We are currently not taking insurance at this time but will notify you should this change.

CONTACTING ME

You can email me at salazarserenitycounseling@gmail.com or by leaving me a text or voicemail on my cellphone (361) 236-7576.  I will answer my business cell phone, when not in session. I will make every effort to return your call in a timely manner. If you are unable to reach me and feel that you cannot wait for me to return your call, please contact Padre Behavioral Hospital or Christus Spohn Memorial Hospital and ask for the psychiatrist on call.

LIMITS ON CONFIDENTIALITY

The law protects the privacy of all communications between a patient and a counselor.  In most situations, I can only release information about your treatment to others if you sign a written Authorization form that meets certain legal requirements imposed by HIPPA.  There are other situations that require only that you provide written, advance consent.  Your signature on this Agreement provides consent for those activities, as follows:

· I may occasionally find it helpful to consult other health and mental health professionals about a case.  During a consultation, I make every effort to avoid revealing the identity of my patient.  The other professionals are also legally bound to keep the information confidential.  If you don’t object, I will not tell you about these consultations unless I feel that is important to our work together.  I will note all consultations in your Clinical Record (which is called “Protected Health information”)
· You should be aware that I practice with other mental health professionals and that I employ an administrative staff.  In most cases, I need to share protected information with these individuals for both clinical and administrative purposes, such as scheduling, billing and quality assurance. All staff members have been given training about protecting your privacy and have agreed not to release any information outside of the practice without the permission of a professional staff member. 

· If a patient seriously threatens harm to himself/herself, I may be obligated to seek hospitalization for him/her, or to contact family members or others who can help provide protection.  Texas law provides that designated professionals may disclose confidential information only to medical or law enforcement personnel if the professional determines that there is a probability of imminent (likely to happen) physical injury by the patient to the patient or others, or there is a probability of imminent mental or emotional injury to the patient.

The following section addresses some of the situations where I am permitted or required to disclose information without either your consent or Authorization:

· If you are involved in a court preceding and a request is made for information concerning your diagnosis and treatment, such information is protected by the counselor-patient privilege law.  I cannot provide any information without your (or your legal representative’s) written authorization, or a court order.  If you are involved in, or contemplating litigation, you should consult with your attorney to determine whether a court would be likely to order me to disclose information.

· If a government agency is requesting the information for health oversight activities, I may be required to provide it for them.

· If a patient files a complaint or lawsuit against me, I may disclose relevant information regarding that patient in order to aid in my own defense. 

· If a patient files a Workers’ Compensation claim, I must, upon request, provide records relating to treatment of hospitalization for which compensation is being sought.

There are some situations in which I am legally obligated to take actions, which I believe are necessary to attempt to protect others from harm, and I may have to reveal some information about a patient’s treatment.  These situations are unusual in my practice.

· If I have cause to believe that a child under 18 has been, or may be, abused or neglected (including physical injury, substantial threat of harm, mental or emotional injury, or any kind of sexual contact or conduct), or that a child is a victim of a sexual offense, or that an elderly or disabled person is in a state of abuse, neglect or exploitation, the law requires that I make a report to the appropriate governmental agency, usually the Department of Protective and Regulatory Services.  Once such report is filed, I may be required to provide additional information.

· If I determine that there is a probability that the patient will inflict imminent physical, mental or emotional harm upon him/herself or to others, I may be required to take protective action by disclosing information to medical or law enforcement personnel or by securing hospitalization of the patient.

If such a situation arises, I will make every effort to fully discuss it with you before taking any action and I will limit my disclosure to what is necessary.

While this written summary of exceptions to confidentiality should prove helpful in informing you about potential problems, it is important that we discuss any questions or concerns that you may have now or in the future.  In situations where specific advice is required, formal legal advice may be needed.

PROFESSIONAL RECORDS

You should be aware that Protected Health Information includes your Clinical Record, counseling notes and Psychological testing.  Your Clinical Record includes information about your reasons for seeking therapy, a description of the ways in which your problem impacts on your life, your diagnosis, the goals that we set for treatment, your progress towards those goals, your medical and social history, your treatment history, any past treatment records that I receive from other providers, reports to any professional consolations, your billing records, and any reports that have been sent to anyone.

The Clinical Record also includes a set of Counseling notes.  These notes are designed to assist your counselor in providing the best treatment.  While the contents of Counseling notes vary from client to client, they can include the contents of our conversations, my analysis of those conversations, and how they impact on your therapy.  They may also contain particularly sensitive information that you may reveal to me that is not required to be included in your Clinical Record.  Because it is not always clear what constitutes the Clinical Record and what constitutes Counseling notes, all records are kept in the same file.  When you sign for us to release information contained in your Clinical Record, this may include the release of Counseling notes. 

Insurance companies cannot require your Authorization as a condition of coverage nor penalize you in any way for your refusal.  You may examine and/or receive a copy of your Counseling notes unless I determine that release would be harmful to your physical, mental or emotional health.  If a court orders your record, your Clinical Record and Counseling notes will be sent.

PATIENT RIGHTS

HIPAA provides you with several rights with regard to your Clinical Record and disclosures of Protected Health Information.  These rights include requesting that I amend your record; requesting restrictions on what information from your Clinical Record is disclosed to others; requesting an accounting of most disclosures of protected health information that you have neither consented to nor authorized; determining the location to which protected information disclosures are sent; having any complaints you make about my policies and procedures recorded in your records; and the right to a paper copy of this Agreement; the Notice form and my privacy policies and procedures.

YOUR SIGNATURE BELOW INDICATES THAT YOU HAVE: (1) READ THIS AGREEMENT, (2) AGREE TO ITS TERMS (3) ACKNOWLEDGE THAT YOU HAVE RECEIVED THE HIPAA NOTICE FORM DESCRIBED ABOVE AND (4) UNDERSTAND ITS IMPLICATIONS.










Date:                                

(SIGNATURE OF CLIENT/LEGAL GUARDIAN)  

Date:                                

 (WITNESS)  
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