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Best® Counseling Services
Informed Consent For Services Cont.

Purpose of Service
Our purpose is to provide therapeutic services to enable you to successfully cope with psychological stressor and life adjustments.

Treatment Expectations

Come on time to appointment

Call 24 hours in advance to cancel or reschedule appointments

Therapist and client will develop a mutually agreeable treatment plan with goals and objectives that are reviewed periodically.

Should you want to terminate services early, we will meet to discuss options, resources and referrals.

Home Visits

Should you elect to receive services in your home, the following must be met:

A mutually agreed upon and confidential place to meet free from others and distractions

On occasion, services may be provided on an agreed location outside of the home

Written parental consent will be obtained prior to meeting any minor in any location other than the client’s home or our offices.

Should you desire, services can be offered in a confidential office environment.

Confidentiality

You should have a copy of the Privacy Practices.  Please read this document carefully.  In the course of your treatment, we may need to obtain information directly related to helping you achieve your goals and objectives.  Consent to release information will always be obtained from you before discussing your confidential information, except in the following situations:

Danger to self or others: If we feel you are a danger to yourself or other individuals, or you are gravely disabled, we will take steps to protect your safety or the safety of others.  This may involve disclosing protected health information to other professionals and/or the police.

Suspected Child or Elder Abuse: If we suspect you may be abusing a child or elder, we are legally obligated to immediately report this to Child or Adult Protective Services or any other appropriate agency.

Court Order: If we receive a valid subpoena from a court for your medical records (including session notes), we are obligated to comply with the subpoena.

Worker’s Compensation: We may disclose health information to the extent authorization by and to the extent necessary to comply with laws relating to worker’s compensation or other similar programs established by legal means.
Fees and Payments

Individual, couple, or family counseling is billed at the rate of $90 per hour

Group Therapy is billed at the rate of $36 per session

The missed appointment fee is $25 per session missed
Cancellation/No Show Policy

We request a 24 hour advance notice to cancel an appointment, including weekends.   The missed appointment fee is $25 per session missed.  This charge is not paid by insurance companies. You are responsible for the missed appointment charges.  After three (3) missed appointments and/or you have not paid for prior missed appointment fees within one month of first missed session, it is our policy to refer you to alternative services providers.
Risks Related to Services and/or Service Refusal

You have the right to stop treatment at any time it is important for you to understand that stopping treatment before your goals and objectives have been met, as discussed and mutually agreed upon during initial sessions, may cause risks to your mental health.  Participating in therapy treatment may bring up unexpected emotions and can be emotionally difficult at times.  If you refuse services or stop services before meeting your objectives and goals, your psychological health may be adversely affected.  If you should decide to stop treatment early , please come to your next session to discuss options, resources and referrals.

Services may be provided by an Intern under the supervision of a Licensed Therapist.  Should you have any questions, feel fee to discuss them with your clinical counselor.

I have read and understand the above information and have been able to ask for clarification in areas that I did not understand.  BEST COUNSELING SERVICES has offered me a copy of the Informed Consent for Services and they will keep a signature page on file.

____________________________________  Date _______
Client

____________________________________  Date _______

Guardian/Parent 

____________________________________  Date _______

Clinician

I have read and understand the above information and have been able to ask for clarification in areas that I did not understand.  BEST COUNSELING SERVICES has offered me a copy of the Informed Consent for Services and they will keep this signature page on file.

____________________________________  Date _______
Client

____________________________________  Date _______
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____________________________________  Date _______

Clinician
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