STONE CITY COUNSELING, Ine. Center’s Rules Notifications

{Applicable for all cliznts)

SCCis committed to the goals of promoting the welfare and dignity of all people who are consumers of our services. We will strive to deliver
services in a respectful, responzive, and efficient manner. It is our goal to assist people of all ages who are experiencing difficulties in and around
addictions and mental illness, better manage their illness by achieving their goals and be ahle to function in their daily lives at work and in the
community. If any questions, comments or concermns please speak with the office manager for clanfication.
Our office hours are Monday thru Thursday, 9004 M. 1o $.00P M. We have an answering machine. Messages can be lefi 247, Please leave a
detailed message with client name and clinician with a telephone number. We will not always be available to respond, which in the event it is an
emergency of threat of self harm please go directly to the local emergency room. Initials: i

IMal any point vour case becomes a legal issue requiring court attendance in'on your behalf and'or conferences outside of office setting; all
travel, any preparations, ie. phone calls, reporis, recommendation writings, probation and ete. any clinical involvement is charged at a rate of
SI0.00 PHRE.  Initials: |

Munimum $400.00 deposit for Lawrence County and outside Lawrence County a $500.00 deposit is required. Amount of deposit will be
determined 2t the time of subpozns and pavable to clinician two weeks prior to sel date and time. When request and'or subpoena is less than two
weeks, payable immediately. Additional cost incurred on day of court will be billed in 10-minute increments and invoiced due vpon receipt and
payable to clinicizn. In the event of court being postponed or cancelled less than 48 hour notice there will be no court retziner deposit refund. If more
than 48 hour postponed or cancellations half the court retainer depasit will be returned. Additional please be advised that the clinician 2nd Stane iy
Counseling, Inc will adhere to the law and confidentiality standards and are compliznt with HIPAA as well as Indiana state law and Federal law,
Abiding by codes and set practice designed for each specific population and mental health records. Further information is presented in this intake
tegarding specific HIPAA requirements as well as the practice for minors and those who are seeking addictions treziment. Please be advised thar
Stope City Counseling, Inc does not wish to participate in custody suits and or making clinical recormendarions.

These above fees are subject to cases outside standard practice! Initials: ==

Additional request that requires elinicians panticipation prompted by client including but not limited to phone calls/emails/conferences/that
oocur outside your scheduled appointment time is at the rate of S100.00 PHE including any preparation time needed for school conferences ‘coun
subposna preparation. Initialss TN

Professional Records: When records are requested it must be in writing, please note that they are protected and cenain exclusions may
apply. There will be o fee for your primary physician or most health care providers to request in writing or by fax when accompanied by wour
signature to release for continuation and continuity of services health record exchange. There is a fee for all other requests including client'client
amomey or ether aunheorized exchanges. $35.00 for recornds and 25 cents for any records containing over 20 pages including intake packet and other
documents such as progress notes and releases of information. Stone City Counseling, Inc reserves the right to allow for 14 days properly reviewing
and releasing determined fecords Initials: M

FMLA Paperwork or reports requested for other than judge-signad court orders of to medical entilics, requires a $40.00 fee paid in
advance. and 2 minimum 10 days to complete. Expedited requests (sooner than 10 days) is $60.00 | Tnitials: |

Conflidentiality/records: The clinic offers 2 secured office when calls come in there is a glass window that divides office from lobby. Each
clinician has sound proof doors with seals 2t the bottom. The paperwork that is completed by the client is secured ina file, in 2 locked file cabinet, in
a locked clozet that is maintained inside the front business office (a lock is on the business office door). The online records are maintained and
secured by the security and festures of therapy appointments.com. The fax line is secured in the business office as well and is not subject o view
frem the lobby. Additional all clinicians are instructed to have proper placement of computer sereens and each electronic chaning scheduling feature
requires dual passwords and times out in the event of disruption. Tnitials:
Each client is refermed to by first name basis only, Fach client is greeted individually at the front window. Clicat seen in public areas outside of Stone
City Counselisg, Inc (by staff), will not be approached 'scknowledged by staff. StafT adheres 1o strict standards of confidentiality aed requires all
conversations meritorious o ¢linical information or demographic information to be held only in quariers of sacure’sound proof offices/arcas)
Initials; ]

| undersiand that all professional services rendered are to be charged to me. All Chasges are dus at the time of serve unless other amanzements
have bern madz in advance. IF any balance is pot paid, when due, | understiand that [ will be tesponsible for the balance, plus intérest accrued at the rate of
3 % per month 18%: ancusl on the balance due. 1 agree o pay all collstion cost including collection agency fees, reasonshle attomey fee and court costs
relzted to the recovery of mogey due for senvices by SCC. 1 understand that is my responsibility to inform Stone City Counseling. Inc of any changes in
insurance and to supply any decumentation or information necessary to process the claim. Initials: '

Probibition oa redisclosure: Stone City Counséling. Ine will maintain all ingoming records in the same area for which all other records are held
Stone City Counseling does not redistribute nos transmit in any format records they have received from other agenties'mentz] health providers or health care
physicians of any son. Fach fax machine and email zcoount have attached 3 claute oo prohibition of re-disclosure under the federal guidelines. Addiuionally,
Stoze City Counseling, INC informs recipient not intended to receive such muterials but do 0 in error how 1o contact sender of such an event. In an incident
ofaccidental redisclosure the event will be documented and proper owtling for further security in prevention includad in documentation. Initiaks:

Client Printed Name:

Client Signature: Date:

Staff Signature; Drate;
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STONE CITY COUNSELING, Ine.

2325 Q Strest

cdford, IN 47421
Phons (812) £79-HOPE (4673)
Fax (812) 2754672

Consent to Use and Disclose Protected Health Information (PHI)

HIPAA Privocy Practices disclosure:

This natice is fequired by federal Law, the hezlth insurance privacy and portabiity act (HIPPA). This notive describes how psychologicat and medical information about
yous may be uted and disclosed and how you can get 2ccess to this information. Please review it carefully, Receptionist will have an extended copy of this form if you
wizh to speak to her about it. We will 2lso aid you in seelng this via waw, ems hhs gow/

1. I ischkwure for treatment pavment n
Stone City Counseling, Inc. must hawve your written authorization to use or discloss your protected health infarmation (FHI) for any reazon (with some
exceptions discussed in section IN) including for treatment, payment and baalth care opsrations purposes

2 Orher uses and discl i i
Stone City Counselng. Inc. may use or disciose PHI for purposes cutside of treatment, payment or health care operations when you give parmission by
signing en authorization also described as “release of information™; You may revobe autharization at any time, provided ezch revocation is bn writing. You
may not revolke an authorization to the extent that- Stone City Counseling, Inc. has retied on that sutharization or if the authorization was obtained a5 8
condition of chtaining insurance coverage; law provides the insurer the right to contest the claim under the poticy

3 Usesand dischosure without & t
Stoee City Counsaling, Ine may wie ov disclose PHI without your coasent of suthoriration in the following circumstances @ child shuse, sdoh and domestic
abass, juticial and administrative proceedings, 2nd serious threat 1o health or safety (IF you would 1ike a descfiption of these ¢ircumstances please speak toa
clinician or schedule time to speak with Sharon Adems, LCSW and CEOQ)

4 SwooeCity Coonseling Duties
Sroee City Comnsling, Ind i8 required by low to maintsia the privacy of PHI and 1o provide you with a notice of lega] duties and privacy practices with
respect bo PHL; Stooe City Counseling. Inc reserves the right 1o change the privacy policies and practices desoribad in this notice. Unless you are notified by
Stoce City Counseling, Ine by such changes we will abids by the terms cumently in effect

5 Cesglaizs
If yoa are concerned that SCC has vielited your privacy nghts or you disagree with a devision thet has been made you may contact the US depantment of
bzal® and buman senvices foe Indiana

This form is an agreement between you the chent and Stons City Counseling. Inc.

When 2 staff of Stone City Counseling. Inc ex2mines, dizgnoses, treats o refers you will ba cotiecting what the lzw ca’ls Protected Health Information (PHI) about
you. WE need 1o use this isformation here to decide on what treatment b5 best for you and to provide treatment ta you. We may share this information with your
insurance authorizaton departmentfeate management department or delegated representative to receive authorization for treztment. W may also requice a billing
department/clzaringhouse and or other business and or government entity to ensure payment.

| hereby authorize Stone City Counsefing, Inc. to release any information on behalf of Stone City Counseling, In. Including my menta! bealth record, which
may include information pertalining to drug or aloohol matters, acquired in the ¢ourse of examination or treztments to the manzged care organizations{s), insurance
company(s), 2nd primary hesthcare proider. The purpose for this suthorization and release & to secure payment for sendces rendsred to me, a designated
dependant undsr my healthcere policy, or to the person specified harein and for whom | am the court 3ppeinted guardian or as the healthcare representative under
a properly eastuted and existing healthcare power of attorney designation. | understand this release is subject to revocstion in writing at 2ny tima except Lo the
extent that Store City Coenseling, Inc has already taken action in refiance thereon, Indluding providing senvices. This authorization wil terminate upon the conclusion
of the course of examination or treatment with 5CC and the settlement of my sccount with our biling department

By signing this section you fully understand and agree with the above content and purposes for sharing FHI under such provisions and that you have baen orally
explzined by a delegated staff of Stone City Counseling, Inc. the 2bove content of Consent 10 use and disclose your health information.

Chent Print Mama:
Chent Signature: Date:
Staff Sznature: Dzte:

6/17



