Jill Schoeneman-Parker, Psy.D.
Outpatient Services Contract

Welcome to my practice.  I know there are many clinicians who practice in the area.  I am pleased that you have decided to begin your therapy treatment with me. 
I have prepared the following explanations of my office policies and professional services.  Please read these forms carefully and should you have questions about them, please let me know so we can further discuss them.  Additionally, please sign the last page indicating you have received and read these forms.


All new clients are required to complete the Client Information Form, and sign this Outpatient Services Contract and receipt of review of the HIPPA forms.  Clients are also required to complete the credit card form.  Clients have the option of completing the Release of Information if you wish to have me consult with another professional on your behalf.  By signing these forms (blue) you are consenting to treatment.  Therapy is not a guarantee of resolution of the presenting problem.  Should you feel conflicted, uncertain, or confused, or wish to terminate therapy, it is your responsibility to make this known to the therapist so that these issues can be addressed.
Unlike many physicians and other professionals, I do not overbook.  Your appointment time is reserved exclusively for you.  Therefore, patients will be charged for missed sessions or late cancellations made with less than 48 hours notice. Appointments cancelled less than 48 hours in advance will be billed at my regular rate. Since insurance companies do not pay for missed sessions, you will be billed directly.  
Full payment is due at the time of service.  I accept cash, personal checks, Visa and MasterCard.  My fee is $200.00 for the first session and $175.00 per session thereafter.  Phone conversations or other correspondence which exceeds ten minutes in length will be billed at my regular rate for service.  
If you are covered by a Blue Cross or TriCare plan for which I am a preferred provider (in-network), I will bill your insurance plan directly.  Your co-payment will be due at time of service. Most insurance companies require a diagnosis regarding the treatment problem.  This diagnosis will be discussed with you.  You are responsible for payment in full, regardless of any insurance company’s determination of benefits.

You will receive monthly statements showing session dates, charges, and payments upon request.  Statements will contain necessary documentation to submit to your insurance company for reimbursement.  Failure to make regular payments may result in termination of services.  Accounts past due will be charged a late fee and may be submitted to a collection agency. 

Communication:  I maintain a voice mail account which I check several times each day.  I check my voice mail on weekends as well.  I do not check my voice mail after 8 pm. Should you leave me a message late in the evening, I will phone you the following day.   I make an effort to respond to messages promptly, though the voice mail is not intended for emergencies.  If you have a life threatening emergency, please go to your closest emergency room.  Should you wish to correspond via email, please the link to email me at my Jituzu Client Portal. Written correspondence will be billed at my regular rate of service. Please note that I will correspond with clients with voicemail (preferred method), email and texting (for updates such as running late for appointments).  Please note that emails and texts are not encrypted and therefore cannot be guaranteed as confidential.  The emails sent through the Client Portal are encrypted.  
Privacy:  I have read the above policy and agree to the terms and conditions stated.  I authorize my psychologist to provide information to those persons necessary for purposes of payment, insurance claims, or health care operations.  The terms of such disclosure are set forth in more detail in the Notice of Privacy Practices.
________________________________


________________________

Psychologist






Date

________________________________


________________________

Client Signature





Date

________________________________


________________________

Parent Signature for those 18 and younger


Date

HIPAA Privacy Policy
When you sign these forms, you are giving me permission to release a minimal amount of your Personal Health Information (PHI) exclusively for the purposes to make sure there is crisis coverage should I be unavailable due to any unforeseen circumstance and to attain approval and payment from your insurance company.  Release of your PHI requires your written permission.  

Exceptions:

· Disclosure of current child abuse, elder abuse, or domestic violence

· Serious threats to health and safety to self or others

· Court orders

· Licensing board investigations 

As an individual receiving therapy from me, you have the following rights and responsibilities:
Your rights:
· To receive services in a professional manner without discrimination relative to your age, gender, race, ethnic origin, sexual preference, or physical or mental disability
· To be dealt with and treated with friendliness, courtesy, and respect and be free from any physical or mental abuse or neglect
· To assist in the development of a mental health treatment plan which is designed specific to you and your needs
· To refuse treatment, within the boundaries set by law, and be informed of the consequences of such refusal

· To request and receive information about treatment, fees, and receives services privately and with confidentiality
· To request the opportunity to examine your mental health records  

· To put restrictions on disclosures
· To request confidential information (such as billing) be mailed to an alternate location to protect your privacy

Your responsibilities include:

· To be present, to talk, and be honest
· To provide a complete and accurate medical history

· To let it be known whether you comprehend a contemplated course of action and what you are expected to do
· To provide information about unexpected complications that arise in an expected course of treatment
· To provide timely and accurate information concerning your sources of payment and ability to meet financial obligations
· To understand that by signing the consent at the first session, you are entering into a contract with the therapist
· To understand that entering into therapy is not a guarantee of a successful resolution of your presenting issues.  There many benefits and some risks to therapy.  It is important to understand that some of your symptoms could worsen  or new symptoms or concerns could arise.  If you ever feel that your therapy is not helping you, please discuss this with me.  There are many options available and I am happy to discuss these with you.  

· To be aware of the limits of confidentiality as mandated by law.  
Psychologists Responsibilities:
I am committed to maintaining your privacy of your PHI and will notify you of any changes in my privacy practices and policies.  Please note that under HIPAA I have the right to deny your request to inspect, copy, or amend your record.  I will make every reasonable effort to discuss this with you.
This statement is effective as of December 10, 2012.  It is a restatement of my original HIPPA document.  Any revisions will be made available to you in a timely manner.

________________________________


________________________

Psychologist






Date

________________________________


________________________

Client Signature





Date

________________________________


________________________

Parent Signature for those 18 and younger


Date

