Sondra McKinney, PLMHP, PCMSW
702 W. Koenig       grand island, NE  68801
 office  (402) 519-0054  

client information

___________________________________
________________________
_________________

Name





Social Security #

Date of Birth

___________________________________
________________________
_________________

Address




City



State/Zip Code

___________________________________
________________________
_________________

Home Phone




Work or Message Phone
Cell/Other



___________________________________
________________________
_________________

Main Contact Person   (if not self)


Relationship


Phone

_________________________________
_______________________
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

Employer




Occupation


OK to call at work?

____________________________________
______________________
___________________

Emergency contact person


Relationship


Emergency number

Physician(s) name(s) and phone number(s):__________________________________________________

__________________________________________________________________________________________________________________________________________________________________________ 

Medications I am on:  ___________________________________________________________________ _____________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


authorization and release

I authorize the release of any information including the diagnosis and the records of any treatment or examination provided to me/my child during the period of care to third party payers.

I understand that there is a 24-hour cancellation policy and all appointments not cancelled within 24 hours notice (unless an emergency has occurred) may be billed as a “No Show” charge. I understand that it is my responsibility to notify my counselor if an emergency has occurred as soon as possible. Sondra McKinney, PLMHP has the policy that if I cancel three times without 24 hours notice or fail to show up for two appointments, she will no longer be able to continue to provide treatment, and I understand this. 

*I understand that psychotherapy services provided are a billable service. I agree to pay my bill, whether through third-party payers (insurance) or out of pocket expense. I understand that I may have a co pay if I use insurance and that will be solely my responsibility. Failing to pay my copay may result in my insurance company being notified. I understand that failing to make payment arrangements with Melissa Adams, LCSW regarding my bill may result in the use of an outside party for collections. 

________________________________________________
_______________________________

Signature of client or parent/guardian





Date signed

Sondra McKinney, PLMHP, PCMSW
702 W. Koenig       grand island, NE  68801
 office (402)519-0054 

insurance information

____________________________________________

________________________________

Type of insurance (company)




ID # on insurance card
____________________________________________

________________________________

Name of primary insured, if not client  (spouse or parent)   
Birthdate of Primary Insured
It is the responsibility of the client to check insurance eligibility, benefits, co-pays, pre-authorizations and to get a doctor referral if needed.  Please bring a valid insurance card to your first session.

My insurance covers _____% for family outpatient therapy. For family outpatient therapy, my co pay is $ ________.

My insurance covers _____% for individual outpatient therapy. For individual therapy, my co pay is $ __________.

*It is your responsibility to know this information if you have coverage other than Medicaid. 


Existing balances (For Previous clients only)
On my current bill of $__________ I agree to pay $__________ every ________________ until my account is paid in full. I understand that if this contract is not upheld, without prior arrangements, then other action such as turning my account over to collections may take place. 

I have a co pay of  $__________ or am responsible for _____% of today’s payment and I agree to pay this amount before every appointment I have with my therapist unless other arrangements have been made prior to my appointment time. I understand that if I don’t pay my co- pay or make arrangements, my therapist cannot see me. 

Other arrangements  ____________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

I understand that if the information I have provided is not accurate, I will be responsible for any charges that may not be covered by insurance. I also understand that if my insurance requires pre-authorization or prior referral and I do not obtain such, I will be responsible for all costs that insurance does not cover. 

________________________________________________

________________________

Signed








Date 
________________________________________________

________________________

Sondra McKinney, PLMHP





Date

Sondra McKinney PLMHP, PCMSW
702 W. Koenig      grand island, NE  68801
 office (402)519-0054  

 informed consent to treatment

(initials on each line to the right, please)

nature of treatment provided: I do hereby seek and consent to take part in mental health treatment by Sondra McKinney, PLMHP.  Services are outpatient, by appointment only, and typically last 45-50 minutes for a session. Usually sessions start out on a weekly basis and then taper off as treatment goals are being met. Frequency of sessions is decided between my therapist and me. 


_____________(initials)
techniques in use: All new clients are given a complete assessment. Based on the assessment and my stated problems, my therapist and I will develop a treatment plan that will guide our work together. As we discuss my goals, my therapist will make recommendations about the therapeutic techniques that might work best for me. If there is something I do not understand or agree with, I agree to inform my therapist. I understand that developing a treatment plan and regularly reviewing progress toward meeting treatment goals are in my best interest. I agree to play an active role in the therapy process. 


_____________(initials)
medication: Sondra McKinney, PLMHP might refer me to a nurse practitioner, psychiatrist, or physician for a medication evaluation. If medication is prescribed, I understand that I have the right to refuse. If I refuse, the medical provider will explain the consequences and how this might affect treatment.   










_____________(initials)
risks of therapy:  I understand that no guarantees have been made to me as to the results of treatment or of any procedures provided by the therapist. I am aware that in mental health treatment, some clients may experience a worsening of symptoms as they begin to make changes in their lives. Painful memories might come to the surface. As I make positive changes in my life, this could affect my relationships with others. Any discomfort I feel is an issue for work in therapy. I understand that generally, the overall goal is to improve client functioning and lessen distress whenever possible.



_____________(initials)
length of therapy: My therapist and I will discuss how long therapy is expected to last, which will depend on my problem and my goals for treatment. We will talk about how often I will need to come in for my treatment to be most effective. I know that I may stop treatment with this therapist at any time. I recognize that choosing to end treatment could have a negative outcome if I have not completed recommended treatment, or if I am ordered to take part in treatment by another party, such as the legal system: court, parole, probation, or the mental health board under civil commitment.




_____________(initials)
confidentiality: What I discuss with my therapist is confidential except: 1) when I authorize, a disclosure of information; 2) when there is an indication that harm may come to me or another identified person without disclosure; 3) when disclosure is demanded by the court; 4) when I am not the sole guardian; 5) when I give information about child abuse, all child abuse must be reported; 6) when dealing with a minor, as parents have the right to access the notes of a child’s therapy (with 2 exceptions) – if the consumer were a minor in treatment for substance abuse problems, the minor would have to consent, in writing, to information being released to the parents. The other exception is that a minor age 13 or older can consent to mental health crisis intervention services for the purpose of determining the severity of the problem and the potential for harm to the person or others if further professional services are not provided. These services cannot involve the use of medication. I am aware that an agent of my insurance company or other third-party payer, including the private billing services used by Sondra McKinney, may be given limited information about the type(s), cost(s), date(s) or provider(s) of any services or treatment I receive, in compliance with HIPAA regulations. I understand that I am responsible for paying for services already received. 





























_____________(initials)
informed consent
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cancellation/no show policies: I know that I must call to cancel an appointment at least 24 hours before the time of the appointment. If I do not show up for a scheduled appointment without notifying my counselor, I may be charged a “No Show” fee. No Show fees are not payable by insurance or Medicaid and I understand that any such fees will be my own responsibility to pay. I understand that habitual no shows are grounds for termination of treatment at Melissa Adams’ discretion.



_____________
(initials)
consumer rights: You may withdraw from therapy at any time. You have the right to see or hear any notes or recordings made regarding therapy sessions unless your provider believes that this would be harmful to you or not in your best interests. You have the right to settle disputes with a third party that may include the Department of Health, which regulates Mental Health Practitioner’s licenses. You have the right to know that your provider will regularly consult with other providers about the appropriateness of their actions in the treatment process. This does not compromise your right to confidentiality. You also have the right to know that your provider’s profession has published ethical guidelines to which they must adhere and you may obtain a copy of those guidelines.



 


_____________(initials)
what is required of you:  You are expected to set and keep appointments, arrange for the payment of fees, help plan and follow-through with agreed upon goals, and inform your provider about other counseling arrangements. 








_____________(initials)
financial arrangements: Fees are set by Sondra McKinney, PLMHP. Fee payments are expected at the time of service unless other arrangements have been made. I understand that therapy is a for-fee service for which I must pay or make arrangements for a third-party to pay. I understand that if payment for services received is not made, the therapist may stop my treatment and may turn my account over to collections, which would disclose limited confidential financial information to the collection agency, such as dates of service, fees charged, and amounts collected thus far. 






_____________(initials)
informed refusal: You may refuse to enter into therapy. There are risks and benefits to refusing services, all of which are borne solely by the consumer. I agree to hold harmless, and Sondra McKinney, PLMHP assumes no liability for, my decision to refuse therapy or any outcomes of this decision. 
_____________(initials)
benefits: By refusing therapy you avoid the discomfort of change. Risks: by refusing services you risk continuing the “symptoms” that brought you to seek services, or experiencing an increase in frequency, duration, and/or intensity of said symptoms and problems that may arise from them. 
_____________(int)
questions/complaints/grievances: Please address all such issues to Sondra McKinney, PLMHP. I verify that I have been given the booklet on Consumer Rights for Mental Health Care, which also has contact numbers at the Department of Health and Human Services for client questions. I have also been given the patient information on Consumer Rights and Responsibilities. I have been given the handout on Grievance Procedures. I have had an opportunity to address questions regarding these issues with my therapist.
_____________(int)
My initials above indicate that I have been given the handouts listed above, and a copy of this document. I attest that I have gone over this information with the therapist and my questions have been addressed; my signature below indicates that I understand and agree with all statements above.

X __________________________________________________


___________________ 

      Client signature or person acting for client






Date

►If you are signing as a personal representative of an individual, please describe your authority to act for him/her (power of attorney,  etc.).

X __________________________________________________


___________________ 

       Witness









Date

Confidential Information

The information contained herein is private, privileged and confidential. It is intended only for professional use. Review, copying, distribution, or dissemination without the prior written consent of the client is strictly prohibited.

Sondra McKinney, PLMHP, PCMSW
702 W. Koenig      grand island, NE  68801
 office (402)519-0054  

consumer rights and responsibilities 

Sondra McKinney, PLMHP, pledges to observe the human rights of the individual consumers. In turn, she and this private practice have the right to expect appropriate behavior of the consumer, their relatives, and friends. It is taken into consideration the nature of the person’s illness and their ability to behave responsibly and reasonably, however, any violence, vandalism, or threatening or terroristic behavior will immediately be referred to law enforcement. Handguns, firearms of any sort, and other weapons are strictly prohibited on these premises and the presence of such may be grounds for immediate termination of care.

It is the policy of Sondra McKinney, PLMHP, to support the rights of each consumer regardless of race, age, gender, disability, medical condition, or national origin. As a consumer of counseling services from Sondra McKinney, PLMHP, you have the right to respectful care with consideration of the psychosocial, spiritual, and cultural variables that influence the perception of various problems, disorders, and illness. The basic rights of human beings for independence of expression, decision, and action, and concern for personal dignity in human relationships are of great importance. During various disorders, illnesses, and distressful situations, the presence of these basic human rights become vital and deciding factors in recovery and successful treatment. 

consumer rights: 
1. No person shall be denied impartial access to treatment or accommodations that are available and medically indicated on the basis of such conditions as age, race, color, creed, or national origin. 

2. The consumer has the right to considerate, respectful care at all times and under all circumstances with recognition of his/her personal dignity.

3. The consumer has the right to personal privacy as manifested by the right to:

a. Wear appropriate clothing and religious or other symbolic items as long as they do not interfere with his/her treatment.

b. Be interviewed and/or assessed in surroundings designed to assure reasonable privacy.

c. Expect that any discussion or consultation involving his/her case will be conducted discreetly and individuals not directly involved with his/her care will not be present without the consumer’s permission.

d. Have his/her medical records read only by individuals directly involved in consumer’s treatment and the monitoring of its quality; and other individuals only on written authorization or that of the consumer’s legally authorized representatives. 

e. Expect all communication and other records pertaining to the consumer’s care, including the source of payment for treatment, to be treated as confidential.

f. Request a transfer to another psychotherapist, psychiatrist, or mental health practitioner.

4. The consumer has the right to expect reasonable safety in this mental health practice and environment. The consumer has the right to know the identity and professional status of individuals providing his/her service. This includes the consumer’s right to know the existence of any professional relationship among individuals who are treating him/her as well as the relationship of this practice to any other health care or educational institutions involved in his/her care. 

5. The consumer has a right to know who is responsible for authorizing further assessments and referrals for other treatment.

6. The consumer has the right to consult with a specialist, at his/her own request and expense.

7. The consumer may refuse treatment to the extent permitted by law, and to be informed of the consequences of refusal.

8. The consumer may not be transferred to another therapist unless he/she has received a complete explanation of the need for the transfer, the alternatives to a transfer, and unless the transfer is acceptable to another mental health provider. 

9. Consumers may insert a statement into their record about their problems or about services they are receiving or may wish to receive. This practice will add these statements and responses with the consumer’s knowledge. 

10. The consumer has the right to request and receive an itemized and detailed explanation of his or her total bill for services rendered by this practice, regardless of the source of payment for care.

11. As a consumer, parent or guardian, you have the right to ask for further consultation or a peer review of treatment being received.

12. Consumers will not participate in research projects without following appropriate protocol.

13. You have the right to a reasonable response to request for services; and to be informed of the procedure to file a grievance.

14. No consumer, or consumer’s parent or guardian, shall be identified in any form for the purposes of public relations for Sondra McKinney, PLMHP counseling services. No consumer, parent or guardian shall be coerced, directly or indirectly, into engaging in or supporting any activities for Sondra McKinney, PLMHP.

rights and responsibilities
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consumer responsibilities: 

1. The consumer has the responsibility to provide, to the best of his/her knowledge, accurate and complete information about present complaints, past illnesses, hospitalizations, medications, and other matters relating to his/her health and family. He/she has the responsibility to report unexpected changes in his/her condition to the therapist. The client is responsible for making it known whether or not he/she clearly comprehends the treatment plan and what is expected of him/her.

2. The consumer is responsible for following the treatment recommended by Sondra McKinney, PLMHP. This may include following the instructions of nurse practitioners, medical doctors or psychiatrists as they carry out the coordinated plan of care. 

3. The consumer is responsible for his/her actions if he/she refuses treatment or does not comply with recommendations.

4. The consumer is responsible for assuring that the financial obligations of his/her health care are fulfilled.

5. The consumer is responsible for notifying Sondra McKinney, PLMHP, at least 24 hours in advance (or with good reason if not 24 hours) if an appointment cannot be kept.

6. The consumer is responsible for following the practice’s rules and regulations affecting consumer care and conduct.

7. The consumer is responsible for being considerate for the rights of other consumers, as well as physical property.

8. The consumer is responsible for personal belongings brought into the office/practice.

9. As a parent with legal rights or guardian of a child at this practice, you have the following rights:

a. You have the right to visit your child or call the therapist at any time during office hours. 

b. You have the right to receive information needed to give necessary consent for your child’s medical treatment and to participate in developing your child’s care plan.

c. You have the right to refuse medical treatment for your child to the extent permitted by law. You also have the right to know how this refusal may affect your child’s medical and emotional condition.

10. Responsibilities of a parent or guardian:

a. You have the responsibility to provide complete and accurate information about you and your child’s health.

b. As parent or guardian, you are responsible to be available to the clinician for consultation and decision-making.

c. You have the responsibility to notify providers of any change in your health or your child’s health, including reporting new or changing information about your health or existing symptoms.

d. You have the responsibility to ask questions if you do not understand your diagnosis, psychiatric treatment, counseling, or psychotherapy or instruction.

e. You are responsible to tell people involved with your care if you are not satisfied at any time during treatment. 

f. If you refuse treatment, or treatment for your child, or do not follow the plan of care, you are responsible for the consequences which may occur as a result.

g. You share responsibility with Sondra McKinney, PLMHP for your treatment or your child’s treatment. This includes your responsibility to follow the plan of care agreed upon for you or your child.

h. As a client, parent or guardian, you have the responsibility to respect the rights, privacy and confidentiality of others you may encounter in this private practice, in its offices, coming or going from the premises, to include the sidewalk and parking lot or any public areas associated with this mental health practice.

11. Consumers, parents or guardians who feel their rights have not been respected or who have questions or concerns should talk to their therapist directly. 


grievance procedure 

If consumers disagree with treatment decisions or practices and procedures with Sondra McKinney, PLMHP, they have the right to appeal. If clients believe they have not been treated ethically or have been treated illegally, they are encouraged to follow the grievance procedure listed below.

1. Consumers with a grievance should first attempt to resolve the grievance informally with Sondra McKinney, PLMHP.

2. If this is unsatisfactory, the consumer should write a brief statement about the problem and submit it to Sondra McKinney, PLMHP, who will write a summary of resolution and send a copy to the consumer, and place a copy in the client file.  If the client is still unsatisfied with this process, he/she may request a formal conference with Melissa Adams. Results of that conference will be dictated, typed, signed, given to the client and a copy placed in the client file. 

By signing below, I acknowledge receipt of the Consumers Rights and Responsibilities and Grievance Procedure and have had any questions about them answered.

Client/guardian ________________________________________________________   Date __________________________

Witness ______________________________________________________________   Date __________________________

