PARTNERS IN MINDFUL LIVING

INFORMED CONSENT FOR TREATMENT

Thank you for choosing Partners In Mindful Living.  We realize that starting counseling is a major decision and you may have questions.  This document is intended to inform you of our policies, State and Federal Laws and your rights.  If you have other questions or concerns, please ask and we will try our best to give you all the information you need.

CONFIDENTIALITY AND EMERGENCY SITUATIONS:

Your verbal communication and clinical records are strictly confidential except for:  a) information (diagnosis and dates of service) shared with your insurance company to help you process your claims,  b) information you or your children report about physical or sexual abuse; then by Illinois State Law we are obligated to report this to the Department of Children and Family Services,  c) where you sign a release of information to have specific information shared, and  d) if you provide information that informs us that you are in danger of harming yourself or others.  If an emergency situation arises for which you feel immediate attention is necessary you are to contact the emergency services in the community for those services.  Your therapist will follow those emergency services with standard counseling and support to you and/or to your family.

I hereby understand and agree to the above.

Signature(s):__________________________________________________________Date:_____________

FINANCIAL/INSURANCE ISSUES:
If you do not have insurance or we are not in your insurance network, we ask that at each session you pay the fee in full.  At the end of every month we can provide an invoice covering services for that month.  This invoice can be submitted to your insurance company for reimbursement as outlined in your insurance policy.

If you are covered by insurance you will pay a co-pay at each session and we will submit an invoice to your insurance carrier for the balance of the fee.

I hereby understand and agree to the above.

Signature(s):__________________________________________________________Date:_____________

COORDINATION OF TREATMENT:
It is important that all health care providers work together.  As such, we would like your permission to communicate with your primary care physician and/or psychiatrist.  Your consent is valid for one year.  If you prefer to decline consent no information will be shared.

___
You may share information with my physician(s).

___
I decline to inform my physician(s).

Physician Name:__________________________________  Tel. #_________________________________

Address:_______________________________________________________________________________

Signature(s):__________________________________________________________Date:_____________

Witness:_____________________________________________________________Date:_____________

NOTICE OF PRIVACY PRACTICES AND CLIENT RIGHTS:  

I have read and received a copy of the HIPAA Privacy Practices and Client Rights document.

Signature(s):_________________________________________________________Date:______________

Printed Name___________________________________________________________________________

CONSENT FOR TREATMENT OF CHILDREN OR ADOLESCENTS:

I/we consent that ______________________________may be treated as a client by Partners In Mindful Living, Inc. 

Signature(s):__________________________________________________________Date:_____________

Printed Name(s)_________________________________________________________________________
