	                                                 Informed Consent




                   Please Read Thoroughly Before Signing

CONFIDENTIALITY

The Health Insurance Portability and Accountability Act (HIPAA) has created new patient protections surrounding the use of protected health information. Commonly referred to as the “medical records privacy law,” HIPAA provides patient protections related to the electronic transmission of data, the keeping and use of patient records, and storage and access to health care records. HIPAA applies to all health care providers, including mental health care, and health care agencies throughout the country are now required to provide patients a notification of their privacy rights as it relates to their health care records. An explanation of those rights is provided in the patient information packet. Communication between you (as the client) and I (as the therapist) are confidential and will not be revealed unless required by law, such as in the case of child or elder abuse, or threats of physical harm to yourself or others. 











Initials: ___________

COUNSELING FEE/INSURANCE

The fee for a standard individual 50-minute session is $110.00. Insurance is accepted at this time. Sliding fees are available for financial hardships. You may choose to submit insurance claims on your own; receipts for this purpose are available to you. However, I use a company, Headway.co, to handle all insurance for me.  Please keep your account current. If there is a financial hardship that impacts payment, let me know at once so I can work with you. Should your fee not be paid for two sessions, no further sessions will be scheduled until the balance is paid. Please make check out to: Mark Ellison. 











Initials: __________

CANCELLATION OF APPOINTMENTS

If you need to cancel your appointment, please call at least 24 hours in advance. A fee at the rate of the regular appointment will be charged for cancellations within 24 hours or no shows for appointments, except in the event of emergency. Be advised that insurance cannot be billed for missed or late cancelled appointments.











Initials: __________

TELEPHONE CALLS 

You may contact me by phone during waking hours, or email 24 hours a day. Please leave a message (including your name, number, and concern) if I am unavailable, and your message will be returned as soon as possible.











Initials: __________

ELECTRONIC COMMUNICATION

While your therapist takes reasonable precautions to protect your confidential information, e-mail, texting & social networking is not a completely secure method of communication. I acknowledge that if I use electronic mail to initiate contact with my therapist, that he and his representative has my permission to correspond via the originally initiated communication (i.e. text, e-mail. etc). The purpose of e-mail and other forms of electronic comm8nication is to ease communication with the client regarding scheduling or reminding of appointments, homework assignments, follow-up care, or information regarding the clients’ payment status. Electronic communication is not a way of communicating therapeutic information regarding care or of communicating emergency treatment. 











Initials: __________

PUBLIC CONTACT

In order to maintain your confidentiality, in the event that we encounter each other in public, my policy is not to acknowledge you. This way you will never be put on the spot to figure out how to respond to me. However, if you would like to acknowledge me (by eye contact, smiling, speaking, etc.) I would be happy to respond. I will not be offended if you decide not to acknowledge me. 

While I don’t view therapy as shameful and necessary to be concealed, I do completely understand that there are times when discretion is important, and I will let you handle it as you are comfortable. As stated above, information about our session will always be kept confidential, even if we engage in a social conversation in public.











Initials: __________

IPHONE/SKYPE SESSIONS  

I realize that time and travel can sometimes make it difficult for clients to arrive at the office. Those clients that have the interest to do sessions by either Iphone or Zoom, I am able to provide this service. Scheduling would take place just as scheduling for office time. Fees for Iphone/Zoom sessions will be the same as for office visits and can be paid for the same as office visits; check/credit card. 











Initials: __________

EMERGENCIES 

While I strive to be available when needed, please note that I am not “on call” for emergencies. If you have an emergency, you will need to contact the closest hospital emergency room, 911, or the police. Ridgeview Hospital is available for psychiatric emergencies: 770-434-4567.











Initials: __________

I have read the above information and voluntarily request counseling services from Mark Ellison, LMFT, and I agree with the terms and conditions.

Signature of Client __________________________________________________________________________ Date ____________

As undersigned, I am acknowledging that I am seeking services for my child (named above) to engage in a professional relationship with Mark Ellison, LMFT, and agree to the terms and conditions.

Signature of Parent/Guardian __________________________________________________________________Date ____________

