Consent for Treatment

____ I request and authorize Kristin Hughes, LCSW to provide and perform outpatient counseling therapy for me and my family and/or significant others, as advised.  I understand this may include evaluations, recommendations, education, and referrals to other providers.

Authorization for Release of Information and Assignment of Benefits

____ I hereby assign payment to Kristin Hughes, LCSW, and authorize her to release a copy of my medical records or any other necessary information needed to obtain my assigned payment from my insurance company or compensation carriers with whom I have coverage or from whom benefits are or may become payable to me, including settlements or judgments resulting from the incident for which I am receiving treatment.

Authorization to Release Records via Computer

____ I grant permission to Kristin Hughes, LCSW to share my medical record information, pursuant to HIPPA standards, with my insurance company or other compensation carriers via computer.

____ I decline to grant permission to Kristin Hughes, LCSW to share my medical record information with my insurance company or other compensation carriers via computer.

Patient Rights and Responsibilities

It is your right to:

· Be informed of the nature of your problem and treatment options, alternatives, and costs.
· To request a second opinion.

· To accept or refuse recommended treatment/counseling.

· To refuse to sign the consent form if there is anything that you don’t understand or agree to.
· To be assured that medical and personal information will be handled in a confidential manner.

· To be advised of the telephone number, address, and hours of operation of the state’s health care hot-line.  This hot-line receives questions and complaints about health care providers.
· Indiana State Department of Health

· 2 North Meridian Street

· Indianapolis, IN 46204

· 800-227-6334

It is your responsibility to:

· Ask questions about your treatment that you don’t understand.

· To provide accurate and complete information and the history about your problem.

· To observe our facility policies and procedures including keeping noise at a minimum and not smoking.

· To refrain from mood altering chemicals/drugs/alcohol while pursuing treatment.

· To voice any issues of dissatisfaction directly to your therapist
Emergency Policy

If at any time you believe your condition requires immediate medical attention, please call 911 or go directly to an emergency room.

Acknowledgement of Financial Responsibility

Your financial responsibilities include the following:

· All charges are due at the time of service unless other arrangements are made.  

· If you are using insurance benefits, it is your responsibility to verify your insurance coverage for the therapist you are seeing. If a preauthorization code is needed, please bring the code to your first appointment.

· A full-service cancellation fee will be charged for missed appointments or late cancellations. 

By signing this form you agree to abide by all of the terms contained in this document.  

Professional Records and Confidentiality

Both law and the standards of my profession require that I keep appropriate treatment records and that I safeguard your privacy (See Notice of Privacy Practices).  My best practice requires collaboration and consultation with my peers so that I am steadily evaluating my own thinking and effectiveness as well as adding resources.  I will do my best to protect your identity while seeking consultation and unless you specifically ask, I will not tell you about each consultation.

Child and adolescent therapy sessions are kept confidential from parents and caregivers in order that your child may build trust in me as his or her therapist.  I will set aside specific time for you to discuss your child’s treatment and convey general information to you about your child’s progress in therapy.  However, specific session content will not be shared unless it is for the benefit of your child.

Your child’s psychotherapy sessions and/or records are not intended to be used in any divorce litigation or custody matter.  Should you choose to involve your child’s private therapy sessions in divorce or custody litigation, you compromise your child’s trust in you and in me as your child’s therapist.  Doing so will be discussed with you and may result in the termination of treatment.
______________________________________________________

Signature of Patient or Patient’s Legal Representative, if patient is unable to sign

________________________________________________________________

Address (Street, City, Zip)
____________________________

Phone

_________________________________

Date

