
             24012 W. Renwick Rd, Unit 204 
Plainfield, IL 60544 

815-676-4688 
Plainfieldcounselingcenter.com 

 
3909 75th St, Unit 101 

Aurora, IL 60504 

This is a strictly confidential patient medical record. Redisclosure or transfer is expressly prohibited by law. 

V. 12/28/2022 

Consent to the Use and Disclosure of Health Information for Treatment, Payment, or Healthcare Operations 
 

I understand that as part of my healthcare, Plainfield Counseling Center, PLLC and Naperville Aurora Counseling Center, 
PLLC’s independent licensee clinicians originate and maintain physical and electronic health records which are securely stored 
describing my health history, symptoms, examination and test results, diagnoses, treatment, and any plans for future care or 
treatment. I understand that this information serves as a basis for planning my care and treatment, a means of 
communication among the many health professionals who contribute to my care, a source of information for applying my 
diagnosis and treatment information to my bill, a means by which a third-party payer can verify that services billed were 
actually provided, and a tool for routine healthcare operations such as assessing quality and reviewing the competence of 
healthcare professionals. 

 

Confidentiality 
In general, the privacy of all communications between a client and a clinician are protected by law. Your clinician will only 
release information to others about you and our work together if we have your written permission. However, please note that 
there are rare exceptions to this policy. Your medical records are maintained by your clinician, please direct all Releases of 
Information to your clinician, Plainfield Counseling Center, PLLC and Naperville Aurora Counseling Center, PLLC does not 
maintain or have access to your records or protected health information (PHI). Your clinician will not release sensitive 
material via text or email unless initiated by you or directed to by you as these mediums are less secure. Texting is strongly 
encouraged to be only used for scheduling purposes, do not use texting for clinical information, urgent situations, and 
emergencies. Telehealth services may be provided via an encrypted, HIPAA compliant service. At times your clinician may 
use third party services to deliver your healthcare, such as an electronic medical records company. Third party service 
providers have signed Business Associate Agreements (BAAs) to protect your PHI.  In the event of your clinician's death or 
incapacitation they have arranged a third party custodian for your records. 
 
There are some situations in which we are legally obligated to take action to protect others from harm, even if it is necessary 
to reveal some information about a client’s treatment. For instance, if your clinician believes that a child, elderly person or 
disabled person is being abused, we are legally required to file a report with the appropriate state agency. If your clinician 
believes that a client is threatening serious bodily harm to another, we are required to take protective actions. These actions 
may include notifying the potential victim, contacting the police or seeking hospitalization for the client. If the client 
threatens to harm him or herself, your clinician may be obligated to seek hospitalization for him or her or to contact family 
members or others who can provide protection. These situations have rarely occurred in your clinician’s practice. If a 
situation should arise, your clinician will make every effort to fully discuss it with you before taking any action.  
 
Your clinician has a legal and ethical responsibility to make best efforts to protect all communications that are a part of 
telehealth.  However, the nature of electronic communications technologies is such that it cannot be guaranteed that our 
communications will be kept confidential or that other people may not gain access to our communications. Your clinician will 
use updated encryption methods, firewalls, and back-up systems to help keep your information private, but there is a risk that 
your electronic communications may be compromised, unsecured, or accessed by others. You should also take reasonable 
steps to ensure the security of our communications (for example, only using secure networks for telehealth sessions and 
having passwords to protect the device you use for telehealth). Please let your clinician know if you have any questions about 
exceptions to confidentiality. 
 

I am aware that an agent of my insurance company or other third-party payer may be given information about the type(s), 
cost(s), date(s), and providers of any services or treatments I receive. I understand that if payment for the services I receive 
here is not made, the clinician may stop my treatment.  
 

If I am engaging in group psychotherapy, I understand that each group member is expected to maintain confidentiality of 
information discussed in group. This allows for a safe atmosphere for everyone involved. However, confidentiality of 
information shared in groups cannot be assured because group members are not legally bound by the same confidentiality 
laws as clinicians. Psychological and neuropsychological testing reports are released to clients. The client may sign a release of 
information for the report to be released to an outside organization. Clinician’s are not responsible if clients distribute testing 
reports to outside individuals or organizations. Testing is only for diagnostic, treatment, and educational purposes. Your 
clinician does not complete legal evaluations such as use for child custody or criminal/court related purposes.  
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Minors 
Patients under 12 years of age and their parents (or legal guardians) should be aware that the law allows parents to examine 
their child’s treatment records.  When children between the ages of 12 and 17 are seen alone, the content of these sessions is 
kept confidential; between clinician and child.  Parents of children between 12 and 17 years of age cannot examine their 
child’s records unless their child consents or unless the clinician finds no compelling reason for denying them access to those 
records.  Parents of children between 12 and 17 years of age are entitled to information concerning their child’s current 
physical and mental condition, diagnosis, treatment needs, services provided and services needed.  If the clinician believes 
that the child is in imminent risk of harming himself/herself, or others, the clinician will notify the parents (or legal guardian) 
of this concern.  Before giving the parents any information, the clinician will (if possible) discuss the matter with the child, 
and the clinician will try and handle any objections the child may have with what the clinician is prepared to discuss with the 
parents. I understand that the parent completing this form is the parent responsible for all associated medical costs. If there is 
shared custody/medical decision making of a child it is the parent completing this forms responsibility to notify the other 
parent with custody/medical decision making that the child is in psychotherapy or completing testing. 
 

Cancellations 
I understand that I must call to cancel an appointment at least 48 hours (2 days) before the time of the appointment. If I do 
not cancel at least 48 hours in advance, I will be charged a $100.00 fee for that appointment or the previously agreed 
upon private rate for appointments. Extenuating circumstances leading to a cancellation will be evaluated on a case by case 
basis with your clinician. I am aware that if I violate the cancellation policy three (3) times within a three (3) month period my 
clinician will determine if therapy services will continue. This policy is to allow adequate time for clinicians to schedule other 
clients who may want that appointment time. 
 

Consent to Treatment or Psychological Assessment 
I acknowledge that I have received, have read (or have had read to me), and understand the information about the services I 
am considering. I have had all my questions answered fully. I do hereby seek and consent to take part in treatment and/or 
psychological testing by the clinician named below. The clinician is an independent practitioner/licensee at Plainfield 
Counseling Center, PLLC and Naperville Aurora Counseling Center, PLLC and is responsible for their own clinical work, 
professional conduct, and records maintenance, not Plainfield Counseling Center, PLLC and Naperville Aurora Counseling 
Center, PLLC or any of its other licensee clinicians. Masters and doctoral level graduate students may be involved with your 
care or provide direct services, graduate students are supervised by a licensed clinician who is responsible for their training. I 
understand that developing a treatment plan with this clinician and regularly reviewing our work toward meeting the 
treatment goals are in my best interest. I agree to play an active role in this process.  
 

Service(s) I am Engaging In 

□   Individual Therapy   □ Family Therapy     □   Group Therapy   □ Psychological/Neuropsychological Testing 
 

Please be aware that at times animal assisted therapy dogs may be in use by our staff. These dogs have either completed or 
are in the process of completing rigorous animal assisted therapy certification. If you do not wish to receive animal assisted 
therapy please inform your clinician. Emotional Support Animals are permitted within the practice, however if an animal is 
excessively noisy or disruptive they may not be permitted on the premises. I understand that no promises have been made to 
me as to the results of assessment, treatment or of any procedures provided by this clinician. I am aware that I may stop 
assessment or treatment with this clinician at any time. The only thing I will still be responsible for is paying for the services I 
have already received. I understand that I may lose other services or may encounter other problems if I stop treatment. (For 
example, if my treatment has been court-ordered, I will have to answer to the court.) I understand and have been offered a 
Notice of Privacy Practices that provides a more complete description of information uses and disclosures. I understand that I 
have the right to review the notice prior to signing this consent. I understand that the organization reserves the right to 
change their notice and practices and prior to implementation will mail a copy of any revised notice to the address I've 
provided. I understand that I have the right to request restrictions as to how my health information may be used or disclosed 
to carry out treatment, payment, or healthcare operations and that the organization is not required to agree to the restrictions 
requested. I understand that I may revoke this consent in writing, except to the extent that the organization has already taken 
action in reliance thereon. If no appointment has occurred with you and your clinician after 60 days clients are considered 
self-terminated and are no longer in a professional relationship with their clinician unless otherwise agreed upon by both the 
clinician and client. Psychological/Neuropsychological reports take approximately four weeks to complete after all data is 
collected. If testing involves parent, teacher, or collateral surveys multiple attempts will be made to collect that data. 
Ultimately you are responsible to ensure those surveys are completed. 
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Agreement to Pay for Professional Services  
I request that the clinician named below provide professional services to (please circle):  

Myself   My Partner and I   

My Family Members/Partner: _______________________________________________________________ 

My Child/Dependent: ______________________________________________________________________ 

I agree that this financial relationship with this clinician will continue as long as the clinician provides services or until I 
inform and my clinician acknowledges that I wish to end services. I agree to meet with this clinician at least once before 
stopping therapy and agree to pay for services provided to me (or this client) up until the time I end the relationship. The 
parent of a minor completing this form is responsible for the financial relationship. I understand that account statements will 
be mailed and/or emailed to the addresses that I have provided. If you are unable to pay your account balance, please contact 
your clinician as flexible payment arrangements can be discussed. Reasonable attempts to collect balances via, mail, email, and 
phone will be made including the last resort of outstanding balances being forwarded to a collections agency. 
 
Your provider will file insurance claims for services rendered or we can provide you with an insurance claim form for you to 
submit to your insurance company for reimbursement.  This is a service that we provide for you, but please remember that 
your insurance contract is between you and your insurance company - not the healthcare provider.  You are 
ultimately responsible for payment.  We cannot accept responsibility for collecting from your insurance company nor 
negotiating a settlement on a disputed claim. I agree that I am responsible for the charges for services provided and work 
done by this clinician to me (or this client), although other persons or insurance companies may make payments on my (or 
this client’s) account. I understand that I am financially responsible for payment of services that may not be covered (such as 
telehealth and educational testing), deductibles, and/or co-payments and missed appointments. If I am privately paying, I 
agree to this clinician’s fee of $ _________ per session  and/or $__________ per hour or entire battery cost $__________of 
psychological testing, interpretation, and report writing. If account balances for psychological testing are unpaid the 
assessment report will not be written. Co-pays, deductibles, privately payment agreements, and out of network fees 
are to be collected at each appointment. Psychological/Neuropsychological testing is often covered with 
deductibles. Notify your clinician immediately if your insurance changes, your clinician will not “back bill” to different 
insurance plans if you do not notify them of the change within 30 days.  
 
Plainfield Counseling Center, PLLC and Naperville Aurora Counseling Center, PLLC and its independent licensee clinicians 
do not accept Medicare, Medicaid, or AllKids insurance and are considered “Opt Out” unless your clinician informs you 
otherwise. Signature of this form acknowledges engaging in a “Private Contract”. Payments (such as checks and credit cards) 
which do not pass deposit (such as “bouncing” a check) are subject to a $25.00 processing fee. If you should request a copy 
of your clinical records, you will be charged $0.50 per page and a $20.00 handling fee if mailed. If myself, my minor, anyone, 
or an emotional support animal attending an appointment with me causes any damage to Plainfield Counseling Center, PLLC 
and/or Naperville Aurora Counseling Center, PLLC, any of its independent clinicians’ property or building property, I 
understand that I will be held responsible for costs associated with repairs and/or replacement. Children are expected to be 
monitored in the lobby and hallways and please limit talking on cellphones or playing loud video clips/music in the lobby to 
respect noise levels. 
 
Clients will be charged an appropriate fee for any professional time spent in responding to information requests or 
conducting services outside of psychotherapy. Examples of this may include court appearances and attendance at Individual 
Educational Plan (IEP) meetings and completing disability paperwork. If you become involved in legal proceedings that 
require the participation of Plainfield Counseling Center, PLLC and Naperville Aurora Counseling Center, PLLC or any of its 
independent clinicians, and if the attorneys do not pay the fees, you will be billed for their professional time, even if the 
professional is called to testify by another party. Because of the complexity of legal involvement, the hourly rate will be 
$350.00 per hour for preparation, travel, and attendance at any legal proceeding. Court related services include talking with 
attorneys, preparing documents, depositions, travel time, preparation for testimony and court appearances.  Charges for court 
related services are not covered by insurance and must be paid prior to services being provided. 
 
If your account balance exceeds $300.00 services may be suspended until a payment arrangement has been agreed 
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upon or my balance falls below $300.00. Psychological and neuropsychological testing reports will not be written 
and the feedback session will not be scheduled until your account balance is below $300.00 unless there is a payment 
plan or otherwise agreed upon by the clinician and the client. An account that has not been paid for more than 90 days 
without payment arrangements being made will be eligible for collection proceedings. This may involve utilizing on file credit 
card, legal action, hiring a collection agency, or going through small claims court.  This “Signature on File” will be valid from 
this date and this agreement is in force for two years for the start date and thereafter, this Agreement shall automatically 
renew for successive one (1) year periods (each a “Renewal Term”), unless terminated as provided herein. A photocopy of 
this document may act as an original. 

Decision to Meet Face-to-Face 
If you and your clinician meet in person you have agreed to the following. If there is a communicable disease outbreak or if 
other health concerns arise your clinician may require that you meet via telehealth. If you have concerns about meeting 
through telehealth, you and your clinician will talk about it first and try to address any issues. You understand that, if your 
clinician believes it is necessary, your clinician may determine a return to telehealth for everyone’s well-being. If you decide at 
any time that you would feel safer staying with, or returning to telehealth services, your clinician will respect that decision, as 
long as it is feasible and clinically appropriate. Reimbursement for telehealth services, however, is also determined by the 
insurance companies and applicable law, so that is a concern that may need to be discussed.  

 
Your Responsibility, Your Risk, and Our Commitment to Minimize Exposure 

To obtain services in person, you agree to take precautions recommended by local, state, and federal health authorities which 
will help keep everyone (you, your clinician, families, other staff and other patients) safer from exposure and sickness. If you 
do not adhere to these safeguards, it may result in our starting / returning to a telehealth arrangement. Your clinician and 
Plainfield Counseling Center, PLLC and Naperville Aurora Counseling Center, PLLC have taken significant measures to 
reduce the risk of spreading disease within the office. Please let your clinician know if you have questions about these efforts.  

 
I understand that by coming to the office, I am assuming the risk of exposure to communicable disease. I understand that 
exposure to disease-causing organisms and objects as well as personal contact with others, including but not limited to your 
clinician and other individuals you encounter in the building, as well as objects within the building involves a certain degree of 
risk that could result in illness. After fully and carefully considering all the potential risks involved, I hereby assume the same 
and agree to release and hold-harmless my clinician, Plainfield Counseling Center, PLLC and Naperville Aurora Counseling 
Center, PLLC, and any of it’s independent licensees from and against, all claims and liability resulting from exposure to 
disease-causing organisms and objects. 

 
If You or Your Clinician Are Sick 

You understand that your clinician is committed to keeping you, our staff, their personal safety, and all of our families safe 
from the spread of diseases. If you arrive for an appointment and your clinician believes that you have a fever or other 
symptoms of illness, your clinician may require you to leave the office immediately. Services will be by telehealth as 
appropriate. Certain communicable diseases may legally require your clinician to notify local health authorities that you have 
been in the office. If your clinician is legally required to report this, they will only provide the minimum information 
necessary for their data collection and will not go into any details about the reason(s) for your visits. If these requirements are 
in place by government entities the government has indicated that this type of notification does not breach HIPAA. By 
signing this form, you are agreeing that your clinician may do so without an additional signed release. 
 

Telehealth 
Telehealth refers to providing psychotherapy services remotely using telecommunications technologies, such as video 
conferencing or telephone. From time to time, we may schedule in-person sessions to “check-in” with one another. Your 
clinician will let you know if they decide that telehealth is no longer the most appropriate form of treatment for you and your 
clinician will discuss options of engaging in in-person counseling. Telehealth and in-person sessions shall not be recorded in 
any way unless agreed to in writing by mutual consent. Although there are benefits of telehealth, there are some differences 
between in-person psychotherapy and telehealth, as well as some risks.  For example: 
 
Risks to confidentiality and issues related to technology.  Because telehealth sessions take place outside of the clinician’s 
private office, there is potential for other people to overhear sessions if you are not in a private place during the session. It is 
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important for you to make sure you find a private place for our session where you will not be interrupted.  It is also important 
for you to protect the privacy of your session on your cell phone or other device. You should participate in therapy only 
while in a room or area where other people are not present and cannot overhear the conversation and while not engaging in 
other activities such as driving. There are many ways that technology issues might impact telehealth.  For example, 
technology may stop working during a session, other people might be able to gain access to the confidential conversation. 
 

Emergencies and Technology 
Assessing and evaluating threats and other emergencies can be more difficult when conducting telehealth than in traditional 
in-person therapy. Usually, your clinician will not engage in telehealth with clients who are currently in a crisis situation that 
require high levels of support and intervention. To address some of these difficulties, you and your clinician will create an 
emergency plan before engaging in telehealth services.  Your clinician will ask you to identify an emergency contact person 
who is near your location and who they will contact in the event of a crisis or emergency to assist in addressing the situation.  
 
Identified Emergency Contact Person (Name and Phone Number): _______________________________________ 
 
If the session is interrupted for any reason, such as the technological connection fails, and you are having an emergency, do 
not call your clinician back; instead, call 911, or go to your nearest emergency room. Call your clinician back after you have 
called or obtained emergency services. If the session is interrupted and you are not having an emergency, disconnect from the 
session and your clinician will wait two (2) minutes and then re-contact you via the telehealth platform on which we agreed to 
conduct therapy. If you do not receive a call back within two (2) minutes, then call your clinician on the phone number 
provided to you.  
 

Fees 
The same fee rates will apply for telehealth as they apply for in-person psychotherapy for private pay. However, insurance or 
other managed care providers may not cover sessions that are conducted via telecommunication or reimburse at different 
rates. If your insurance, HMO, third-party payor, or other managed care provider does not cover electronic psychotherapy 
sessions, you will be solely responsible for the entire fee of the session. Please contact your insurance company prior to 
engaging in telehealth sessions in order to determine whether these sessions will be covered. 
 

Credit Card Authorization  

It is required to keep a credit card (no Debit Cards) on file for guarantee of payment. Credit cards on file will not be 
charged until balances exceed 60 Days Overdue or otherwise discussed with your clinician. If payment arrangements 
have not been established, I understand that the treating clinician is not required to contact me prior to charging the 
credit card on file at the 60 Days Overdue mark. The balance will not be charged if a payment plan has been agreed 
upon with your clinician. Any fees that I incur which are associated with the credit card charge Plainfield Counseling 
Center, PLLC and Naperville Aurora Counseling Center, PLLC or my clinician is not responsible for. I also 
acknowledge that if I cancel or miss an appointment with less than 48 hours notice I will be charged a $100 
missed session fee. 48 hours notice allows time to offer the appointment time to another client. Exceptions to 
this policy for extenuating circumstances are allowed on a case by case basis to be approved by your clinician. 
 
I, ______________________________ hereby authorize Plainfield Counseling Center, PLLC and Naperville Aurora 
Counseling Center, PLLC and/or it’s independent clinicians to keep my credit card number on file and to use that 
account to pay any outstanding fees associated with my treatment. My credit card information will be kept confidential. 
I authorize Plainfield Counseling Center, PLLC and Naperville Aurora Counseling Center, PLLC and its associates to 
charge my bill directly to the credit card listed below:  
 
Type of credit card: 
______ Visa  ______ MasterCard ______ American Express ______ Discover 

Card #: _________/__________/___________/_________ Expiration Date: _____/______ CVV code_________  
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Cardholder’s Name: ________________________________  Phone Number: (_______) _______ - __________  

Email: _________________________________________________ 

Billing Address for credit card:  

____________________________________________________________________________________ 

Signature of Card Holder: _______________________________________________________________ 

By completing this form I agree to:  
1. Keep this credit card on file with Plainfield Counseling Center, PLLC and Naperville Aurora Counseling Center, 
PLLC or its independent clinicians. 
2. Prior to the 60 Days Overdue I will receive notification via mail, email, and/or phone of my balance and will make 
arrangements for payment.  
3. Bill all outstanding balances 60 Days Overdue to the above card. 
4. This authorization is valid until I provide my clinician with written cancellation. 

My signature below shows that I understand and agree with all of these statements.  
 
Signature of Patient: ____________________________________________________Date:____________ 
 
 
Printed Name of Patient: ________________________________________________________________ 
 
 
Signature of Partner/Family Member (if applicable):____________________________Date:___________ 
 
 
Printed Name of Partner/Family Member (if applicable): _______________________________________ 
 
 
Signature of Legal Representative: _________________________________________Date: ___________ 
 
 
Printed Name of Legal Representative: ______________________________________________________ 
 
I, the clinician, have discussed the issues above with the client (and/or his or her parent, guardian, or other representative). 
My observations of this person’s behavior and responses give me no reason to believe that this person is not fully competent 
to give informed and willing consent.  
 
 
Clinician: ____________________________________________________________Date:____________ 

 


