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INFORMED CONSENT FOR THERAPY
GOALS AND RISKS: I understand that the goal for therapy will be discussed in collaboration with my therapist.  I understand that there are risks such as extra time spent, emotional discomfort, changes in relationships with my friends and family, and lack of expected progress.  I understand that my participation in therapy is completely voluntary.

ASSESSMENTS: The use of tests will be discussed in advance so I understand how they relate to my goals and what risks there are.  Further, the results of any testing will be discussed with me in a timely manner after testing is completed.

RECORDS: My paper file (signed consents, etc) will be stored by means/media consistent with industry practice for seven years (for minors seven years past the age of 19).  After that my file will be destroyed.  I will not receive prior notification.  

Your therapist is compliant with HIPAA mandated security measures including use of computers with encrypted files and/or hard drives, firewalls, anti-virus software, password protections to protect client records from unauthorized access.  

_________(Initial) I understand that I will go through this therapist if there is a need to receive any documentation from Quality Life Counseling, LLC.

COLLABORATION WITH PRIMARY CARE PHYSICIAN: Therapists often work in collaboration with other health care providers in an effort to provide the best care possible.  I understand that this is ultimately my choice and I can change my mind at any time during the course of therapy.  

_________(Initials) I do NOT want my therapist to contact my primary care physician/provider.

CRISIS SITUATIONS: I understand that Quality Life Counseling and its therapists do not provide crisis services.  I may call or leave a message at ______________; however, I understand that it may take up to two business days for a return call.  If I am in crisis, I will call my local emergency service such as 911.

SOCIAL MEDIA AND ELECTRONIC COMMMUNICATION: I understand that Quality Life Counseling and its therapists may have pages on social media or blogs.  Your therapist will not “friend” current or past patients.  Do not use the internet, texting, and email to communicate with your therapist or make appointments (unless you’ve indicated on documentation that you are doing so).

OFFICE SAFETY: I will not come to sessions under the influence of drugs or alcohol, bring weapons, and will excuse myself if I am too upset to control myself.  The office will be closed on days when the school system is closed due to weather related issues.  

DISTRACTIONS: I agree to shut off or silence cell phones, texts, emails or other outside distractions.

CHILDREN: Children under the age of 12 cannot be left unattended in the waiting room.  Please arrange for child care as needed to allow for confidentiality and focus during sessions.




BILLING: Services are charged as follows:  90791- Intake $250.00, 90847-Family session $180.00, 90834-Individual session $160.00, 90832- ½ hour Individual session $110.00, 90837- Extended Individual session $245.00, 90846- Session without patients present $180.00, 90853-Group session $60.00. Any reports requested, client will be billed $100.00 per hour.

NO SHOW AND LATE CANCELLATION POLICY: We are sincerely dedicated in assisting you meet your therapy goals.  Consistent attendance allows you and your therapist to progress your treatment program which will result in more effective treatment outcomes.  However, if you are unable to keep your appointment, please cancel 24-hours prior to your appointment time and we will be happy to reschedule your visit.  You will be charged $25.00 if you do not show for an appointment or you cancel an appointment less than 24 hours before your appointment time.  Other patients who can be seen during the appointment time will be grateful for your thoughtfulness as well.

Our fees are subject to change at our discretion.  In the case of an emergency, the fee may be waved. 

There is a $20 fee for checks that do not clear the bank.  

No Surprises Act Compliance
In 2021 Congress passed the "No Surprises Act" designed to help with surprise hospital bills where patients may not be in control of choosing all their providers to make sure they are in network and to stop balance billing. As part of this act we are required to give a "good faith estimate" of the costs associated with your care especially in the case that you are not using your in network insurance benefits.  Counseling as a treatment is a proven and effective treatment; however, there are many factors that may influence the speed of recovery that are impossible to predict. These include, but are not limited to: patient availability and consistency with appointments, modality used by clinician for best results, changes in stressors and/or life circumstances, consistency with taking medications, transparency with your clinician about history and relevant influences, consistency with follow through on assigned homework, changes and additions to therapeutic goals, and in the case of family counseling cooperation and support of involved family members. As such we will estimate a years worth of weekly therapy. It is not always the case that therapy will be this frequent or lengthy. We also will give a good faith estimate based on our full rate - your insurance company will likely have negotiated a better price for you. After you meet your deductible you will owe only copay/co-insurance. After you hit your out of pocket maximum you will have no patient responsibility. If you're NOT using insurance (or clinician is out of network), payment at time of service discounts with your therapist may also reduce this rate. Obviously if you and your therapist agree less than once a week therapy is sufficient, opt for 45 minute sessions, or opt for individual sessions (other than the 45 minute session), this rate will be SIGNIFICANTLY reduced.
MAXIMUM (no insurance and not paid at times of service) ANNUAL Good Faith Estimate is…
$200 Intake and 49 Weekly Family therapy sessions at $140 per session = $7060.00

PAYMENT: Payment (including deductibles, copays, and fees for service) is due at the time of service.  You will receive up to three notices for payment after which (if you have not contacted Kadras Billing Agency) Quality Life Counseling may pursue legal actions (e.g., collections agency, small claims court, etc).  These methods may require disclosure of confidential information.  If such actions are necessary, you will be responsible for the costs.  I hereby authorize direct payment and all benefits due under my insurance policy to Quality Life Counseling, LLC for services provided.  With my signature, I agree to adhere to the agency’s billing policies and procedures, and to pay any balance or fees that I owe the agency based upon such policies.  If you have questions about your account, please call Kadras Billing Agency at her office # 402-421-1182 or cell # 402-417-2524.  


INSURANCE COVERAGE: I am responsible to contact my insurance company to ensure that I have the coverage I expect for Mental Health services.  I authorize the release of medical or other protected health information necessary to process insurance claims.  Should a dispute arise on a claim, Quality Life Counseling, LLC cannot resolve the dispute for you as your insurance company expects their participants to advocate for themselves.  

_________(Initial) I understand that I am ultimately responsible for the full payment of fees, in the case insurance does not provide coverage.  

I certify that I have read, understand and agree to the above information and agree to allow Quality Life Counseling, LLC or it’s designee to file my insurance claims for me.  The undersigned is the client or is duly authorized by or on the behalf of the client to execute the above and accept its terms.





By signing below I understand all the above office practices, my rights/responsibilities, and limits for confidentialities, HIPAA, and authorize payments. I have been offered and/or received, if requested, a copy of the HIPAA policy for Quality Life Counseling.   
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Signature of Patient/Responsible Party                                                         Date


____________________________________________________________________________________________
Signature of Witness                                                                                     Date
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