" Consent for Treatment

» herby give Bell Covniseling Services,

PLLC permission to-perform treatment or service for chemical dependency. 1understand

the nature and purpose of:

1.
2.,

3.

4,

6.

7.
8.

9.

The treatment will be for chemical dependency.

The proposed treatment of services may include the following: alcohol/drmg education,
smoking cessation, life skills, and development of coping skills needed to maintain long-
Term gbstinence through wiilization of community sapport networks, discharge plan, and
referral for other services, as needed. .

The expected benefit for you s that you will develop a way of living free of abuse and
use of addictive chemicals. :

The probable health and mental health consequences of not consenting may include but

are not limited to: destruction of family unit; decline of physical and mental health and
further loss in socio/economic status.

. The side effects of risk associated with the treatment may include but not limited to:

increased short term symptoms.of anxiety and depression and emotional discomfort;
major current life style changes both positive and negative.

When the client or counselor believes that the client cannot make positive changes in
their program, they may be referred to other social services agencies that could more
appropristely meet their needs. .

You and counselor will determine the appropriate course of your treatment.

Client Grievance Procedure will be provided, reviewed and discussed during New Client
O3ries :

AT 4 .
Client Bill of Rights will be provided, reviewed and discussed duting New Client |

Orientation.

10. Client Program Rules will be provided, reviewed and discussed during New Client

Qrientation.

11, The Client Contract for Treatment and Informed Consent, including circumstance that

may lead to immediate discharge will be provided, reviewed and discussed during New
Client Orientation, :

12. Non-compliance of programmatic rules may lead to reporting to your referral-source

and/or transfer to a higher Tevel of cares; Non-compliance may lead to immediate
discharge form the program, ‘

13. The cost of services will be discussed and receipts given with ALL payments,
14. Client will be given the opportunity for family involvement for individual counseling

sessions, group counseling and education lectures throughout course of treatment.

1 understand and have veceived & copy of the Client Bill of Rights, the Client Grievance
Procedure, Program Rules, Client Contract for treatment and Informed Consent. T agree
to abide by the rules and participate in the defined treatment plan.

Dats:

(Client Signature)

Date:

(Counselor Signature)




CLIENT RIGHTS
1. Tunderstand I have the xight to treatment, and that I am voluntarily seeking services,

2. 1have the right to individual privacy and respect, My addiction or other problems do not
diminish my essential worth as a human being.

3. There will not be any prejudicial treatment as a result of age, sex, race, religion, or cultural

4. Thave the right to know my diagnosis, evaluation, goal of treatment, and the methods
recommended to attain this goal. In fact, I will be involved in establishing my treatment goals.

5. IfT am not satisfied in any way with answers or treatment given, I have the right and
responsibility to seek treatment elsewhere.

6. I understand my right to-confidentiality includesthe following:

A, That my presencs in therapy is not to be disclosed to anyone without my permission,

B. No portion of my clinicel records may be disclosed to anyone without my permission.

C. That my condition, progress, or any other information concerning me may not be
disclosed to amyone without my permission.

D. By law, all suspected cases of child, disabled, or elder abuse/neglect must be reported
to the Depariment of Children & Families, _

E, Therapist is required to wam individuels whose lives are known to be in danger.

7. T have the right to report client abuse by calling this mumber:

Department of State Health Services
Substance Abuse Compliance Group
P. 0. Box 149347
MailCode 1979

Augtin, TX 78714-9437 -
1-800-832-9623 or FAX 1-512-834-6638

The contact for TDCT is:

Texas Department of Criminal Justice
8610 Shoal Creek Blvd
Austin, TX 78741
512-406-575%




CLIENT EXPECTATIONS
L. Maintain regular and consistent attendance.
2. Show evidence of motivation to change and to participate.

3. Remain alcohol and drug free, or work at a specifically developed Responsible
Drinking Treatment Plan,

4. Treatment will be extended if unsble to matntain abstinence or comply with other
Ireatment expectations. YOU ARE RESPONSIBLE TO MEET THE TIME
DEADLINES ON YOUR TREATMENT PLAN.
3. For D.W.L related substance abuse counseling you are expected to:

A) Attend counseling regutarly

B) Go to self-help meetings

-C}) Stay sober
6. Be responsible for payment at time of services.

7. Pree copies are provided for customary reports- mailed or faxed copies are $5.00 up to
5 pages, and $1.00 per page thereafier.

8. Generally accepted hygiene practices are: encouraged and a copy of infection control
policies is available.

9. There shall be no violence or threats of physical violence in group settings.

10. Other individuals® confidentiality must be respected. No discussion of other
individuals outside the group setting is acceptable,

11. These rules were designed to foster the safety and trust necessary for a positive
therapeutic environment.

12. Prescription drug use must be reported and verified by your prescribing doctor,

Client signature: Date:




Bell Counseling Services

Limits of Confidentialiy

| understand that the contents of a counseling, intake, or assessment session are protected under
the confidentiality laws of the State of Texas. Both verbal information and written records about a
client cannot be shared with ancther party without the written consent of the client or the clienf's
legal guardian. It is the policy of this office not to relessa any information about a client without a
signed release of information. Noted exceptions are as follows:

e Signed authorization to release nformation to a. specific-individual or organizetion.

38

Counsalor detenmination that you may harm_‘-yourself OF someone else.

» Disclosure of abuse, neglect, or exploitation of a child, the alderly, or disabled.
e Disclosure of professional miscondtict of another mentsi health professional.
» Court order-or raquirement by jaw to discloss Information.

e Prenatal exposure to controlied substances.

* inthe event of a client's death (the spouse or parents of a deceased client have a right to
access their child’s or spouse’s records). :

° Minors/Guardianship (parents or legal guardians of non-emancipated minor clients have
. the right {0 access the client's:records).

By my signature below, | agree that [ understand my right to confidentiality and the above
noted exceptions.

Client Name (please print):

Client Signature; Date; / /

Counselor Signature: Datisr . L




Grievance Procedure Orientation Form

Clients have the right 1o lodge # grievance or any complaint against the commselor abont
abuse, neglect and exploitation.

You may complain directly to the counselor. You may submit your complaint verbally or
in writing, you may have assistance in writing the complaint if you are unable to write.
You may grieve directly at any point in the grievance process to:

Texas Department of State Health Services-Substance Abuse Cempliance Group
P. 0. Bex 149347
Mail Code 1979
Austin, Texas 78714-9437
1-800-832-9623 or FAX 1-512-834-6638

The contact for TDCJ is:
Texas Department-of Crimingl Justice
8610 Shoal Creek Blvd
Austin, Texas 78741
512-406-5758

Pens, paper, envelope, postage, and access to a telephone will be provided upon request
inorder to file s complaint.

All unresolved complaints shall be forwarded to the Texas Department of State Health
Services.

Date:

(Client Signature)

Date:

(Counselor Signature)



Grounds for Discharge

1. Clients must not be under the infivence of any substance (alcohol or drugs) at the
time of the session. To do so, would lead o immediate teymination of
serviegs.

2. Fighting, cursing in anger or verbal arguments wiil result in disciptinary action,
which may result in termination.

3. Romantic relationships between clients.or exclusive friendships are strongly
discouraged. Pairing of, isolation with another elient, Intimate touching, ete. do-
not enhance the recovery process and are grounds for diéciplinary action and
could result in termination form the program.

4, Theft or vandalism of any sort, whether the property of another client, will result

5. Any combinations of three (3) restrictions/sanctions indicate an unwillingness 1o
change or to abide by society’s result and will result in sanctions to include
immediate and unsatisfactory discharge from this program.,

1 have read and understand the grounds for discharge.

Date;

{Client Signature)



Bell Counseling Services
Notice of Privacy Practices (HIPAA)

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABDUT YOU MAY BE
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION. PLEASE REVIEW IT CAREFULLY.

The Health Insurance Portsbiilty & Assountebliity Act of 1888 (“HIPAA") is a federal program that
requires. that alt medical records and other individually identifiable health information used or
disclosed by us in any form, whether electronically, on paper, or orally, are kapt properly
confidential. This Act gives you, the patient, significant new rights {0 underetand and control how
your heatth information Is' used. "HIPAA" provides penalties for covered enfitles that misuse
personal haalth information. As requirsd by "HIPAA", we have prepared this explanation of how
we are required to maintain the privacy of your hesith information and how we may use and
disclose your healith information. We may use and disclose your medical records only for each of
the following purposes: freatment, payment and health care operations.

*Treatment means providing, coordinating, or managing health care and related services by cne
or more health care praviders. An example of this would include a physical examination.

» Payment means such activities.as obtaining reimbursement for services, confirming coverage,
billing or collection activities, and utilization review. An exampie of this would be-sending a bill for
your vigit to your insurance company for payment.

» Heaith care operations include the business aspects of running our practice, suchas
conducting quality asssssment and Improvement activities, suditing functions, cost-management
anaiysis, and customer service, An example would be an internal quality assessment review.

We may aiso create and distribute de-identified health information by removing alf references to
individually identifizble information. We-may contect you to previde appointment reminders or
information about treatrhent alternatives orcther health related benefits and services that may be
of intarast to you. Any other uses and disclosures will be made only with your written
authorization. You may revoke such authorization in writing and we are required to honor and
abide by that written request, except to the extent that we have aiready taken actions relying on
your atfthorization.

You have the following rights with respect to your protected health information, which you can
exsrcise by presenting .a written request to the Privacy Officer:

* The right to request restrictions on certain uses and disclosures of protected health information,
including those related to disclosures {o family members, other relatives, close personal friends,
or any other person identified by you. We are, however, not required to agree to a requested
restﬁcﬁmz 1we do egree to a restriction, we mustebids by # unless you sgrae in wiifing to
remove i : .

* The right to reasonable requests to receive confidential communications of protected health
information from us by alternathve means or at alternative Jocations.

= The right to- inspect and copy your protected heaith information.

* The right to amend your protected heaith information.

* The right to receive an accounting of disclosures of protected health information.

* The right to obtain a paper copy of this notice from us upon request.

We are required by iaw to maintain the privacy of your protected health information and to provide
you with notice of our legal duties and privacy practices with respect to protected health
information.



This notice is effective as of October 1, 2007 and we are required to abide by the terms of the
Notice of Privacy Practices currently in effect. We resesve the right to change the terms of our
of Privacy Practices and make the new rotice: provisions effective for all protected heatth
- information that we maintain, You may request a-written copy:of a revissd Notice of Privacy
Practices from this office. .

You have racourse if you feel that your privacy protections have been violated. You have
the right to filo written complaint with our office, or with the Departmant of Health &
Human Services, Office of Civil Rights, about vioiations of the provisions of this notice or
the policies and procedures of our office. We will not retaliate against you for filing a
ocomplaint: Please contact us for more information at the sddress found at the bottom of
this page.

For more information about HIPAA or to file a complaint:

The 1.8, Department of Health & Human
Services Office of Civil Rights

200 Independence Avenus, 5.\
Washington, D.C. 20201

Toll Freg: (B77) 696-8775



Notice of Practice Acknowledgement

| understand ha, under the Health irsurance Portabilty & Accountabilty Act of 1988 (HIPAA™
have certain rights 10 privacy regerding my protected health information

When we (NPCE ang Subcontracted Therapists) consul, evaluete, diagnoss, treat, and/or refer
you (the cllant or minor alient that YOu represent), we will be callecting what the law calis
“protected health infarmation® (PHI) about you. We need fo use this information in our office to
decide on what treatment is best for you and to provide trastment to you, We may ailso share this

If you are concerned about your PHI, you have the right to ask us not to use or share some of it
for treatment, payment, or administrafive Purposes. You will need to submit any limitation

However, please be advised that We may have already used or shared some of it, and that
information cannat be retracted.

Bell Counseling Services, PLLC
Notice of Private Practices.

Client Name (please print);

Client Signature: Data: / /







Client Name

TREATMENT PLAN

Ch. #

Problem #1
Gosl

Intervention:

Measurable Change:

Problem #2
Goal:

Intervention:

Mesasurable Change:

Problem #3

Goal:

Intervention:

Measurable Change:

Client Signature

Counselor Signature

Daie

Date






Attention: Private Pay Clients

If you are listed as a “private pay client” or if adult probation is paying a partial payment (referral) for your
counseling; ALL payments must be completed by the last counseling appointment/discharge date.

If your payment has not been completed by this time; YOU will be considered INCOMPLETE, in terms of your
counseling obligations.

By signing below, you are acknowledging your awareness and understanding of these terms:

Name:

Date:

Staff signature:

Date:







