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OUTPATIENT SERVICES CONTRACT

WELCOME TO THE HEALING SPACE COUNSELING CENTER, LLC. IN ORDER FOR US
TO PROCEED, IT IS IMPORTANT THAT WE ARE BOTH AWARE OF THE RIGHTS AND
RESPONSIBILITIES OF THE THERAPIST (ME) AND THE RIGHTS AND
RESPONSIBILITIES OF THE CLIENT (YOU). PLEASE READ THIS DOCUMENT
CAREFULLY AND ASK QUESTIONS. WHEN YOU SIGN THIS DOCUMENT, IT WILL
REPRESENT AN AGREEMENT BETWEEN US.

CLINICAL SOCIAL WORK

PSYCHOTHERAPY IS NOT EASILY DESCRIBED. IT VARIES GREATLY, DEPENDING ON
THE CLINICAL SOCIAL WORKER AND THE CLIENT. DEPENDING ON THE SUBJECT
MATTER THAT YOU BRING FORTH, | MAY UTILIZE DIFFERENT CLINICAL SOCIAL
WORK METHODS TO ASSIST YOU. FOR THE THERAPEUTIC PROCESS TO BE THE
MOST BENEFICIAL, AN ACTIVE EFFORT ON YOUR BEHALF IS NEEDED.

THERE ARE POTENTIAL EMOTIONAL RISKS AND BENEFITS ASSOCIATED WITH
PSYCHOTHERAPY. IT MAY BE UNCOMFORTABLE TO PROCESS DIFFICULT ASPECTS
OF YOUR LIFE AND UNCOMFORTABLE FEELINGS MAY ARISE. HOWEVER,
PSYCHOTHERAPY HAS BEEN SHOWN TO BE BENEFICIAL. BENEFICIAL RESULTS OF
THERAPY MAY INCLUDE: SYMPTOM REDUCTION, HEALTHIER RELATIONSHIPS
AND INCREASED INSIGHT. IT IS IMPORTANT THAT YOU MAKE THE DECISION TO
ENGAGE AFTER YOU HAVE CONSIDERED THE POTENTIAL EMOTIONAL RISKS AND
BENEFITS.

OUR FIRST FEW SESSIONS WILL BE AN EVALUATION OF YOUR NEEDS. DURING
THIS TIME, THE NATURE AND EXTENT OF YOUR PRESENTING CONCERN WILL BE
EXPLORED. IN ADDITION, YOUR LIFE HISTORY WILL BE SOUGHT. PLEASE NOTE
THAT GREAT CARE WILL BE EXERCISED WHILE EXPLORING YOUR LIFE HISTORY.
YOUR LIFE HISTORY MAY OR MAY NOT PROVIDE A CONTEXT FOR YOUR
PRESENTING CONCERN.

AT THE CONCLUSION OF THE EVALUATION PROCESS, A TREATMENT
RECOMMENDATION WILL BE PROVIDED. THE TREATMENT RECOMMENDATION
MAY INCLUDE CONTINUED PSYCHOTHERAPY AND/OR COMMUNITY RESOURCE
REFERRALS. [IF ANOTHER MENTAL HEALTH CLINICIAN IS BETTER QUALIFIED TO
ASSIST YOU, A REFERRAL WILL BE MADE TO HIMWHER. YOU MAY CHOOSE TO SEEK
A SECOND OPINION (AT YOUR OWN EXPENSE). YOU MAY ALSO CHOOSE TO



REJECT THE TREATMENT RECOMMENDATION AND THUS TERMINATE THE
THERAPEUTIC PROCESS.

IF YOU CHOOSE TO ENGAGE IN PSYCHOTHERAPY, WE WILL CO-DETERMINE THE
FREQUENCY OF YOUR SCHEDULED INDIVIDUAL SESSIONS. EACH SCHEDULED
THERAPY HOUR IS 45-60 MINUTES IN DURATION. THROUGHOUT THE
THERAPEUTIC PROCESS, YOU ARE ENCOURAGED TO ASK QUESTIONS. AS YOU ARE
THE EXPERT OF YOUR LIFE, EACH QUESTION WILL BE RESPECTED AND EXPLORED.
YOUR DECISION TO ENGAGE IN PSYCHOTHERAPY WILL BE HONORED, AS WOULD
YOUR DECISION TO DISENGAGE AND TERMINATE SERVICES (AT ANY TIME).

CONFIDENTIALITY
CONFIDENTIALITY IS AN IMPORTANT LEGAL PROTECTION, WHICH REFERS TO
THE PRIVACY OF INFORMATION DISCLOSED WITHIN INDIVIDUAL
PSYCHOTHERAPY SESSIONS AND THE WRITTEN RECORDS THEREOF.
PLEASE NOTE THE EXCEPTIONS TO YOUR LEGAL PROTECTION OF
CONFIDENTIALITY:
1. 1F | SUSPECT THAT YOU ARE A DANGER TO YOURSELF OR A DANGER TO
OTHERS, THEN | HAVE A DUTY TO WARN (WHICH MEANS TO TAKE
PROTECTIVE ACTION)
2. IF | SUSPECT ABUSE OF CHILDREN, THE ELDERLY AND/OR DISABLED
PERSONS, | AM OBLIGATED BY LAW TO REPORT THE SUSPECTED ABUSE.
3. LEGAL PROCEEDINGS IN WHICH DISCLOSURE IS REQUIRED.
4. WRITTEN RELEASE OF INFORMATION (PERMISSION TO DISCLOSE
INFORMATION).

IN ADDITION, THE FEDERAL HEALTH INSURANCE AND PORTABILITY AND
ACCOUNTABILITY ACT (HIPAA) PROTECTS THE ELECTRONIC TRANSMISSION OF
INFORMATION ABOUT YOU. SPECIAL SAFEGUARDS WILL BE UTILIZED IF/WHEN
INFORMATION ABOUT YOU IS ELECTRONICALLY TRANSMITTED (FACSIMILE AND
EMAIL). PLEASE NOTE HOWEVER, THAT IN ORDER TO RECEIVE PAYMENT FROM A
THIRD PARTY PAYOR FOR SERVICES WE PROVIDE TO YOU, IT IS NECESSARY TO
DISCLOSE A MINIMUM AMOUNT OF INFORMATION ABOUT YOU (DIAGNOSIS
AND TREATMENT PLAN). IF YOU CHOOSE TO COMMUNICATE WITH ME
THROUGH CELL PHONE, TEXT, AND/OR EMAIL, PLEASE BE AWARE THAT
UNAUTHORIZED INDIVIDUALS CAN ACCESS THIS INFORMATION: THEREFORE THE
CONFIDENTIALITY OF SUCH COMMUNICATION CANNOT BE ENSURED. PLEASE
NOTE YOUR FOLLOWING RIGHTS IN REGARDS TO YOUR PERSONAL HEALTH
INFORMATION:

1. YOU HAVE THE RIGHT TO REVIEW AND RECEIVED A COPY OF YOUR PHI.

2. YOU HAVE THE RIGHT TO REQUEST LIMITS ON USES AND DISCLOSURES

OF YOUR PHI.

3.YOU HAVE THE RIGHT TO REQUEST ALTERNATIVE WAYS TO

COMMUNICATE.



4.YOU HAVE THE RIGHT TO RECEIVE A LIST OF DISCLOSURES MADE BY THE
HEALING SPACE.

5.YOU HAVE THE RIGHT TO REQUEST AN AMENDMENT TO YOUR PHI.

6. YOU HAVE THE RIGHT TO A COPY OF THIS NOTICE.

7.YOU HAVE THE RIGHT TO FILE A COMPLAINT ABOUT MY PRIVACY
PRACTICES TO THE |IA BOARD OF SOCIAL WORK.

PROFESSIONAL FEES & PAYMENT

MY HOURLY FEE IS $150.00; YOUR INSURANCE MAY COVER ALL OR A PORTION
OF THIS COST. YOU ARE RESPONSIBLE FOR YOUR PORTION OF PAYMENT AT THE
TIME OF SERVICE PROVIDED.

CANCELLATIONS

[FIT IS NECESSARY TO CANCEL AND/OR RESCHEDULE YOUR INDIVIDUAL
PSYCHOTHERAPY SESSION, PLEASE PROVIDE 24 HOURS NOTICE (THE SAME
COURTESY WILL BE PROVIDED TO YOU). |IF A SCHEDULED SESSION IS MISSED
(WITHOUT NOTICE OF CANCELLATION), PAYMENT WILL BE EXPECTED. IF
HOWEVER, A SCHEDULED SESSION IS MISSED DUE TO CIRCUMSTANCES BEYOND
YOUR CONTROL, THEN EVERY EFFORT WILL BE MADE TO RESCHEDULE AN
INDIVIDUAL PSYCHOTHERAPY SESSION FOR YOU. |IF YOU MISS MORE THAN TWO
APPOINTMENTS WITHOUT CALLING TO CANCEL, SERVICES WILL BE TERMINATED
AND YOU WILL BE REFERRED ELSEWHERE.

EMERGENCIES

THE TELEPHONE NUMBER TO THE HEALING SPACE COUNSELING CENTER, LLC IS
1.515.423.4332. |[F YOU NEED IMMEDIATE ATTENTION (UNABLE TO WAIT FOR
A RETURN CALL) PLEASE CALL 2-1-1 (UNITED WAY FREE AND CONFIDENTIAL
INFORMATION AND REFERRAL NUMBER) OR CALL 9111 OR GO TO THE NEAREST
HOSPITAL EMERGENCY ROOM.,

YOUR SIGNATURE INDICATES THAT YOU HAVE READ THE OUTPATIENT SERVICES
CONTRACT OF THE HEALING SPACE COUNSELING CENTER, LLC AND THAT YOU
CHOOSE TO ENGAGE IN INDIVIDUAL PSYCHOTHERAPY WITH INFORMED
CONSENT.

CLIENT: DATE:

PARENT/GUARDIAN: DATE:

WITNESS: DATE:




