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Serenity Solutions, LLC
THERAPIST-CLIENT SERVICES AGREEMENT

PROFESSIONAL SERVICES AND BUSINESS POLICIES
	  During your first few sessions, your therapist will be gathering information about your background and the problems and symptoms you are experiencing in order to evaluate your needs. By the end of this assessment period we may be able to give you some impression of what your work will include and what goals you will be attempting to accomplish during your therapy.  Therapy is shaped by your personality, the training and characteristics of your therapist, and the particular problems you are experiencing. Unlike most visits to a doctor or medical specialist, therapy involves an active partnership between you and your therapist.
	Therapy has been shown to have many benefits that may include improved relationships, solutions to specific problems and significant reductions in feelings of personal distress.  However, it is quite natural that on occasion you might experience some feelings of discomfort during or after a therapy session due to problems you are working on.  It is also possible that your problems could get worse.  If this should happen, please talk with your therapist about it so that you can receive support and be reassured about any reactions you may be experiencing.

MEETINGS AND PROFESSIONAL FEES
Our therapist generally schedule one 45 or 60-minute session per week, and our current hourly fees range from $90 to $145.  Some therapists routinely schedule clients weekly or every two weeks; feel free to discuss your preferences for contact with your therapist. Once an appointment hour is scheduled, you will be expected to pay a late cancellation or missed appointment fee of $60 unless you provide 24 hours advance notice of cancellation.  (If you were unable to attend due to circumstances beyond your control, you are welcome to speak with your therapist.) It is important to note that insurance companies do not provide reimbursement for cancelled sessions. Serenity Solutions, LLC reserves the right to terminate treatment after three “no shows” or “late cancellations.” 
In addition to weekly appointments, there may be a charge for other professional services you receive, including: report writing, telephone conversations, consulting with other professionals, preparation of records or treatment summaries, and legal proceedings that require our participation.  Charges for record preparation will be made in accordance with the Ohio Revised Code 3701.741.  Because of the difficulty of legal involvement, we charge $160 per hour for preparation and attendance at any legal proceeding. 

CONTACTING YOUR THERAPIST:  (419) 232-6010
Due to the nature of our work, your therapist may not often be immediately available by telephone.  However, our receptionist will be happy to take your message and convey it to your therapist as soon as possible or transfer you to your therapist’s voice mailbox.   When the office is closed, you may leave a brief voice mail message with your name and telephone number, specifying if you wish for Dr. Carr to contact you.  *You may want to discuss contact options with your therapist and record details below.   If you are experiencing a crisis and unable to reach Dr. Carr, please contact your physician or the nearest emergency room and ask for the mental health professional on call. You may also call the National Suicide Hotline at 1-800-SUICIDE, or 1-800-784-2433. If your therapist will be unavailable for an extended time, you may request that he or she provide you with the name of a colleague to contact if necessary. After office hour calls may be returned via cell phone and due to the nature of cell phone provider service, confidentiality cannot be guaranteed. If this is a concern, please speak to your therapist.

BILLING AND PAYMENT
You will be expected to pay for each session at the time it is held.  If your account has not been paid for more than 60 days and arrangements for payment have not been agreed upon, we have the option of using legal means to secure the payment. This may involve hiring a collection agency, or going through small claims court, which will require us to disclose otherwise confidential information. In most collection situations, the only information we release regarding a client is demographic information completely unrelated to the details of treatment, such as name, the nature of services provided, and the amount due. If such legal action is necessary, its costs will be included in the claim.

 INSURANCE REIMBURSEMENT
In order for you to set realistic treatment goals and priorities, it is important to evaluate what resources you have available to pay for your treatment. We will bill your insurance company and provide you with whatever assistance we can in helping you receive the benefits to which you are entitled.  However, you (not your insurance company) are responsible for full payment of our fees. It is very important that you find out exactly what mental health services your insurance policy covers and if pre-certification is needed.  You should also be aware that your contract with your health insurance company requires that we provide it with information relevant to the services that we provide to you. We are required to provide a clinical diagnosis, and sometimes we are required to provide treatment plans or summaries, or copies of your entire clinical record. By signing the Agreement, you agree that your therapist can provide requested information to your carrier.  It is important to remember that you always have the right to pay for services yourself to avoid the problems described above (unless prohibited by contract). 

When you sign the signature page for this document, it will also represent an agreement between us. You may revoke this Agreement in writing at any time.  However, under certain conditions we may be unable to act on the revocation: if we have taken action in reliance on it, if there are obligations imposed on us by your health insurer in order to process or substantiate claims made under your policy, or if you have not satisfied your financial obligations. You are welcome to a copy of this Agreement.
                                                                                            
*Contact Phone Number	(419) 232-6010
Therapist: Kathy Carr, Ph.D., Psychologist Ohio # 6909	
                               											Rev. 12/2019 KMC
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Financial Policy



Thank you for choosing Serenity Solutions.  We look forward to working with you.  Therapy requires an investment of resources; this form will help you understand your financial obligations before you begin this process.  



Our current fees for a 45 to 60 minute session range from $90 to $160.  In addition to regular therapy sessions, there may be charges for other professional services you receive, including report writing and record preparation.  We charge $250 per hour for preparation and attendance at any legal proceeding.    Payment is required at the time of service.  For your convenience, we accept cash, check, credit card and debit card.  



Many insurance policies offer outpatient mental health or behavioral health coverage.  We encourage you to contact your insurance carrier to verify the extent of these benefits and to determine if prior authorization is required for these services.  If given current, complete and accurate insurance information, we will bill your insurance carrier for services rendered, however you are ultimately responsible for payment of all charges for professional services and any fees associated with your care.    You will be charged $60 for a missed appointment unless you provide at least 24 hours advance notice of cancellation.  If your insurance will not allow this fee, then this office reserves the right to terminate treatment due to non-compliance after three “no shows/late cancellations.” You are responsible for full payment of the account of any dependent child or adolescent you bring for treatment regardless of any custody agreement that may be in place.  If your account has not been paid for more than 60 days, we have the option to use legal means to secure payment.  This may include hiring a collection agency or going through small claims court.  If such legal action is necessary, its costs will be added to the claim.  

        **************************************************************************

Please read and initial each item (please do not use checkmarks).  If you have questions, please ask for assistance.  

_____        I understand that payment is due at the time of service.

_____    	I have given the office my current and correct insurance information and I understand that it is my 

responsibility to notify the office immediately of any changes to this information.

_____    	 I understand that regardless of my insurance status, I am ultimately responsible for full payment of my account.

 _____     	 I understand that I could be charged $60 for a missed appointment if I fail to give at least 24 hours advance notice of cancellation. After 3 missed appointments, this office reserves the right to terminate services.

_____    	I understand that if I am bringing a dependent child or adolescent for treatment, I am responsible for full payment of their account regardless of any custody agreement that may be in place. 



I attest that the above information is correct to the best of my knowledge.  I authorize the release of any information to my insurance carrier necessary to process claims.  I authorize payment of all insurance benefits to Serenity Solutions, LLC / Kathy Carr PhD.



____________________________________________    

Client Name         

_________________________________________________  _______________ 

Signature of Client or Responsible Party      			 Date  





A copy of this policy/agreement is available upon request.              

Rev 12/2018 KMC
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Serenity Solutions, LLC          Confidentiality and Professional Records       CONFIDENTIALITY   In general, the privacy of all communications between a client and a therapist is  protected by law and your therapist can only release information about your work to others with your  written permission.  But there are a few exceptions: * In most legal pro ceedings, you have the right to  prevent your therapist from providing any information about your treatment. In some proceedings  involving child custody and those in which your emotional condition is an important issue, a judge may  order your therapist’s te stimony if he/she determines that the issues demand it. * There are some  situations in which we are legally obligated to take action to protect others from harm, even if we have  to reveal some information about a client’s treatment.  For example, if your t herapist believes that a  child, an elderly person, or disabled person is being abused, he or she must make a report to the  appropriate state agency.  Similarly, if your therapist believes that you are threatening serious bodily  harm to someone else, protec tive actions are required.  These actions may include notifying the potential  victim, contacting the police, or seeking hospitalization for the client.   If a client threatens to harm  himself/herself, there may be an obligation to seek hospitalization or t o contact family members or  others who can help provide protection. * Your therapist may occasionally find it helpful to consult  other professionals about a case. During a consultation, your therapist will make every effort to avoid  revealing your identity .  The consultant is also legally bound to keep the information confidential. * You  should also be aware that your contract with your health insurance company requires that we provide it  with information relevant to the services that we provide to you.  We   are required to provide a clinical  diagnosis, and sometimes we are required to provide treatment plans or summaries, or copies of your  entire clinical record.  In such situations, we will make every effort to release only the minimum  information about you   that is necessary for the purpose requested.  Though all insurance companies  claim to keep such information confidential, we have no control over what they do with it once it is in  their hands.  In some cases, they may share the information with a nationa l medical information bank.   We will provide you with a copy of any report submitted, if you request it.       While this written summary of exceptions to confidentiality should prove helpful in informing you about  potential problems, it is important that you   discuss any questions or concerns that you may have with  your therapist.  Formal legal advice may be needed because the laws governing confidentiality are quite  complex.       PROFESSIONAL RECORDS   The laws and standards of your therapist’s profession require   that he or  she keep treatment records.  You are entitled to receive a copy of your records, or a summary can be  prepared for you instead.  Because these are professional records, they can be misinterpreted and/or  upsetting to untrained readers.     If you   wish to see your records, we recommend that you review them  in your therapist’s presence so that you and he or she can discuss the contents.  Clients will be charged  an appropriate fee for any professional time spent in responding to information requests.             __________________________________________     ________________________________________  Client Signatu re                            Date                 Therapist     Signature                                Date          Printed Name ______________________________       Printed Name_____________________________  
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Confidentiality and Professional Records  



CONFIDENTIALITY In general, the privacy of all communications between a client and a therapist is protected by law and your therapist can only release information about your work to others with your written permission.  But there are a few exceptions: * In most legal proceedings, you have the right to prevent your therapist from providing any information about your treatment. In some proceedings involving child custody and those in which your emotional condition is an important issue, a judge may order your therapist’s testimony if he/she determines that the issues demand it. * There are some situations in which we are legally obligated to take action to protect others from harm, even if we have to reveal some information about a client’s treatment.  For example, if your therapist believes that a child, an elderly person, or disabled person is being abused, he or she must make a report to the appropriate state agency.  Similarly, if your therapist believes that you are threatening serious bodily harm to someone else, protective actions are required.  These actions may include notifying the potential victim, contacting the police, or seeking hospitalization for the client.   If a client threatens to harm himself/herself, there may be an obligation to seek hospitalization or to contact family members or others who can help provide protection. * Your therapist may occasionally find it helpful to consult other professionals about a case. During a consultation, your therapist will make every effort to avoid revealing your identity.  The consultant is also legally bound to keep the information confidential. * You should also be aware that your contract with your health insurance company requires that we provide it with information relevant to the services that we provide to you.  We are required to provide a clinical diagnosis, and sometimes we are required to provide treatment plans or summaries, or copies of your entire clinical record.  In such situations, we will make every effort to release only the minimum information about you that is necessary for the purpose requested.  Though all insurance companies claim to keep such information confidential, we have no control over what they do with it once it is in their hands.  In some cases, they may share the information with a national medical information bank.  We will provide you with a copy of any report submitted, if you request it.  



While this written summary of exceptions to confidentiality should prove helpful in informing you about potential problems, it is important that you discuss any questions or concerns that you may have with your therapist.  Formal legal advice may be needed because the laws governing confidentiality are quite complex.  



PROFESSIONAL RECORDS The laws and standards of your therapist’s profession require that he or she keep treatment records.  You are entitled to receive a copy of your records, or a summary can be prepared for you instead.  Because these are professional records, they can be misinterpreted and/or upsetting to untrained readers.     If you wish to see your records, we recommend that you review them in your therapist’s presence so that you and he or she can discuss the contents.  Clients will be charged an appropriate fee for any professional time spent in responding to information requests.     





__________________________________________   ________________________________________ Client Signature                      	 Date         	   Therapist  Signature                                Date   





[bookmark: _GoBack]Printed Name______________________________	   Printed Name_____________________________
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Serenity Solutions, LLC              ADULT   INTAKE  FORM            Date : ________________________       Referral Source:     __Insurance Referral __Internet Search __Phone Book __Friend/Family  __Physician   (Name)_______ ______ _____         CLIENT NAME:  ( Last ) _ ___________________ ___ ( First ) _ ________________   ( M.I .) _ _    Male    Female       Age : _______      DOB : ____________________     SS# : _______________________    Primary Address : __________ ________________  City : ____ ________________   State : ____   Zip : _________   Home P hone /Cell : ________________________________    Work Phone :   ____________________________   Employment Status :   Full - time   Part - time    Employer :  _______ ___________________ Occupation ___________   Are you a Student?   ______    Highest   Grade   Completed : ___    Relationship Status:  __Married     __Single    __ Living Together  __Separated     __Divorced   __Widowed   Primary Care Physician : _____________ __ ____  Office   #   _____________ Reason for seeking service :____ ______________     Who else lives in your home?   Name:  __________________________ ________Age_ __________ ___    Relationship to Client: ______________________________   Name: __________________________ ________Age_ __________ ___    Relationship to Client: ______________________________   Name: __________________________ __ ______Age_ __________ ___    Relationship to Client: ______________________________   Name: __________________________ ________Age_ __________ ___    Relationship to Client: ______________________________   Emergency Contact Information   Name: __________________________ _________ __________ ___    Relationship to Client: ______________________________   Home /cell #:______________________ __   Work#:______________________ __   Additional #:___ _____ ____________________   INSURANCE INFORMATION   Primary Insurance Co.   _______________________________ Employer _____________________________________   Policyholder Name _______________________________________ SS# _____________________________________   Policy ID# _________________________ Group Number or Code __________________ _ Insured DOB ____________   Insured’s Address if different than Client:________________________________________________________________   Secondary Insurance Co.  ________________________________ Employer _________________________________   Policyholder Name ___ ____________________________________ SS# _____________________________________   Policy ID# ________________________ Group Number or Code _________________ Insured DOB _______________   Insured’s  Address if different than Client: ______________________________ _________________________________      AUTHORIZATION FOR BILLING/PAYMENT    AND PERMISSION TO TREAT   I hereby grant authorization to Serenity Solutions, LLC/Kathy Carr, PhD to release any Protected Health Information (except  Psychotherapy Notes) to my insurance company that is necessary for billing, or to process the claim for payment of services.    I  auth orize my insurance company to send payment directly to Serenity Solutions, LLC/Kathy Carr, PhD. for all services.  I also  authorize  Serenity Solutions, LLC/Kathy Carr, PhD to release claim forms and supporting documentation to the Ohio Department of  Insura nce if Serenity Solutions, LLC/Kathy Carr, PhD. files a claim against my insurance company under the Ohio Prompt Payment  Law.  I agree that a photocopy of this authorization shall be as valid as the original.     I hereby consent for Serenity Solutions, LLC t o provide treatment and evaluation to ______________________________                            (Name of Client or Self)     ___________________________________________       __________________________   _________________   Signature                 Relationship to Patient     Date            Rev: 12 / 2018   KMC  
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Referral Source:  __Insurance Referral __Internet Search __Phone Book __Friend/Family  __Physician (Name)__________________

		

CLIENT NAME: (Last) _______________________ (First) _________________ (M.I.) __

Male	Female     Age: _______    DOB: ____________________    SS#: _______________________ 

Primary Address: __________________________ City: ____________________ State: ____ Zip: _________

Home Phone/Cell: ________________________________  Work Phone: ____________________________

Employment Status: Full-time Part-time   Employer: __________________________Occupation___________

Are you a Student? ______   Highest Grade Completed: ___ 

Relationship Status:  __Married     __Single    __ Living Together  __Separated     __Divorced   __Widowed

Primary Care Physician: ___________________ Office # _____________Reason for seeking service:__________________ 

Who else lives in your home?

Name: __________________________________Age______________  Relationship to Client: ______________________________

Name: __________________________________Age______________  Relationship to Client: ______________________________

Name: __________________________________Age______________  Relationship to Client: ______________________________

Name: __________________________________Age______________  Relationship to Client: ______________________________

Emergency Contact Information

Name: ________________________________________________  Relationship to Client: ______________________________

Home/cell#:________________________ Work#:________________________ Additional #:____________________________

INSURANCE INFORMATION

Primary Insurance Co. _______________________________ Employer _____________________________________

Policyholder Name _______________________________________ SS# _____________________________________

Policy ID# _________________________ Group Number or Code ___________________ Insured DOB ____________

Insured’s Address if different than Client:________________________________________________________________

Secondary Insurance Co. ________________________________ Employer _________________________________

Policyholder Name _______________________________________ SS# _____________________________________

Policy ID# ________________________ Group Number or Code _________________ Insured DOB _______________

Insured’s Address if different than Client: _______________________________________________________________ 



AUTHORIZATION FOR BILLING/PAYMENT  AND PERMISSION TO TREAT

I hereby grant authorization to Serenity Solutions, LLC/Kathy Carr, PhD to release any Protected Health Information (except Psychotherapy Notes) to my insurance company that is necessary for billing, or to process the claim for payment of services.  I authorize my insurance company to send payment directly to Serenity Solutions, LLC/Kathy Carr, PhD. for all services.  I also authorize Serenity Solutions, LLC/Kathy Carr, PhD to release claim forms and supporting documentation to the Ohio Department of Insurance if Serenity Solutions, LLC/Kathy Carr, PhD. files a claim against my insurance company under the Ohio Prompt Payment Law.  I agree that a photocopy of this authorization shall be as valid as the original.



I hereby consent for Serenity Solutions, LLC to provide treatment and evaluation to ______________________________

										    (Name of Client or Self)



___________________________________________     __________________________	_________________

Signature					     Relationship to Patient		Date







  Rev: 12/2018 KMC
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Serenity Solutions, LLC     Client Name: _______________________________________ Date of Birth: __________________        THERAPIST - CLIENT SERVICES AGREEMENT AND HIPAA NOTICE   Your signature below indicates that you have read and agree to the terms of our policies.  It also serves as an  acknowledgement that you have been offered a copy of our HIPAA notification (your privacy protections and  client rights with regard to the use a nd disclosure of your protected health information).       ___________________________________        ________________________________    Client Signature                      Date       ___________________________________                            ____________________________ ___    Responsible Party if other than client (Please Print)          Relationship to client      ___________________________________         ________________________________    Responsible Party Signature                 Date      ________________________________________________ __________________________________________ Notary Signature*                     Notary Name (Please Print)         Commission expiration date    * Required if not signed in the presence of  Serenity Solutions, LLC   staff       AUTHORIZATION FOR TELEPHONE CONTACT  AND MAILINGS   It is sometimes necessary or helpful for Serenity Solutions, LLC to contact you between sessions, either by phone or  through the mail.  Cell phone confidentiality is not guaranteed due to the means in which the cell phone service is  delivered.  This form allows you to specify how, where, and in what manner you would like to be contacted.  If you do not  wish to place any restrictions on how to contact you, please complete only the top part of the page. Thanks!      I grant  Serenity Solutions, LLC  per mission to reach me at the following numbers; unless specified below, messages  may be left on the answering machine, voicemail, or with anyone who answers the phone:       Primary Phone Number: _______________________________  home      work     cell      other  Secondary      Phone Number: ________________________________ ___ __     home      work     cell     other Additional Phone      Number: _________________________________ _________ _  home         work     cell     other      ________________________________________________________________________________________  Signature                       Date        ONLY COMPLETE THIS PORTION IF YOU ARE PLACING RESTRICTIONS ON CONTACT :    If you wish to specify any limitations on our ability to contac t you, please explain them here:    __________________________________________________________________________________________     ______________________________________________________________________        Do not leave messages on the answering machine or voic email        Initials ______________        I do not wish to receive automated appointment reminder calls:  Initials ______________      Mail may only be sent to the following specified location:                Initials ______________    ____________________________ ____________________________________________________________    ________________________________________________________________________________________       You may not send me any mailings other than billing notices         Initials ______________       ________ ______________________________________________________________________________   Signature                       Date            Rev : 12 /201 8   KMC  
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Client Name: _______________________________________ Date of Birth: __________________ 

 

THERAPIST-CLIENT SERVICES AGREEMENT AND HIPAA NOTICE

Your signature below indicates that you have read and agree to the terms of our policies.  It also serves as an acknowledgement that you have been offered a copy of our HIPAA notification (your privacy protections and client rights with regard to the use and disclosure of your protected health information).  



___________________________________   		________________________________ 

Client Signature       					 	Date



 ___________________________________                         	_______________________________ 

Responsible Party if other than client (Please Print)   			Relationship to client 



___________________________________  		 ________________________________ 

Responsible Party Signature      					Date 



__________________________________________________________________________________________ Notary Signature*                    Notary Name (Please Print)         Commission expiration date 

* Required if not signed in the presence of Serenity Solutions, LLC staff  



AUTHORIZATION FOR TELEPHONE CONTACT AND MAILINGS

It is sometimes necessary or helpful for Serenity Solutions, LLC to contact you between sessions, either by phone or through the mail. Cell phone confidentiality is not guaranteed due to the means in which the cell phone service is delivered. This form allows you to specify how, where, and in what manner you would like to be contacted.  If you do not wish to place any restrictions on how to contact you, please complete only the top part of the page. Thanks! 



I grant Serenity Solutions, LLC permission to reach me at the following numbers; unless specified below, messages may be left on the answering machine, voicemail, or with anyone who answers the phone:  



Primary Phone Number: _______________________________  home      work     cell     other  Secondary 



Phone Number: _____________________________________  	home      work     cell     other Additional Phone 



Number: ___________________________________________  home       work     cell     other 



________________________________________________________________________________________ Signature        							Date  



ONLY COMPLETE THIS PORTION IF YOU ARE PLACING RESTRICTIONS ON CONTACT: 

If you wish to specify any limitations on our ability to contact you, please explain them here: 

__________________________________________________________________________________________



______________________________________________________________________  

  Do not leave messages on the answering machine or voicemail      Initials ______________  

  I do not wish to receive automated appointment reminder calls:  Initials ______________

  Mail may only be sent to the following specified location:              Initials ______________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

  You may not send me any mailings other than billing notices       Initials ______________  



______________________________________________________________________________________  Signature        							Date        

Rev: 12/2018 KMC
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Serenity Solutions, LLC   Financial Policy     Thank you for choosing Serenity Solutions.  We look forward to working with you.  Therapy requires an  investment of resources; this form will help you understand your financial obligations before you begin this  process.       Our current fees for a 45 to 60 m inute session range from $9 0 to $160.  In addition to regular therapy sessions,  there may be charges for other professional services you receive, including report writing and record  preparation.  We charge $ 25 0 per hour for preparation and attendance at an y legal proceeding.    Payment is  required at the time of service.  For your convenience, we accept cash, check, credit card and debit card.       Many insurance policies offer outpatient mental health or behavioral health coverage.  We encourage you to  contact your insurance carrier to verify the extent of these benefits and to determine if prior au thorization is  required for these services.  If given current, complete and accurate insurance information, we will bill your  insurance carrier for services rendered, however you are ultimately responsible for payment of all charges for  professional servic es and any fees associated with your care.    You will be charged $ 6 0 for a missed  appointment unless you provide at least 24 hours advance notice of cancellation.    If your insurance will not  allow this fee, then this office reserves the right to terminate treatment due to non - compliance after three  “ no  shows/late cancellations . ”   You are responsible for full payment of the account of any dependent child or  adolescent yo u bring for treatment regardless of any custody agreement that may be in place.  If your account  has not been paid for more than 60 days, we have the option to use legal means to secure payment.  This may  include hiring a collection agency or going through   small claims court.  If such legal action is necessary, its  costs will be added to the claim.              **************************************************************************   Please read and initial each item (please do not use checkmarks).  If you ha ve questions, please ask for  assistance.     _____        I understand that payment is due at the time of service.   _____       I have given the office my current and correct insurance   information and I understand   that it is my    responsibility to notify the off ice immediately of any changes to this information.   _____         I understand that regardless of my insurance status, I am ultimately responsible for full payment of  my account.     _____          I understand that I could be charged $ 6 0 for a missed appointment   i f I fail to give at least 24 hours  advance notice of cancellation.  After 3 missed appointments, this office reserves the right  to  terminate services.   _____       I understand that if I am bringing a dependent child or adolescent for treatment, I am responsible for  full payment of their account  regardless of   any custody agreement that may  be in place.      I attest that the above information is correct to the best of my knowledge.   I authorize the release of any  information to my insurance carrier necessary to process claims.  I authorize payment of all insurance benefits  to Serenity Solutions, LLC / Kathy Carr PhD .     ____________________________________________       Client Name             _________________________________________________  _______________    Signature of Client or Responsible Party               Date         A copy of this policy/agreement is available upon request .                 Rev  12 / 201 8   KMC  


