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Client Information 
First Name _____________________________   MI___   Last Name___________________________
Street Address_______________________________________________________________________
City___________________________ 
State ________

Zip____________

Date of Birth____________________ 
E-mail Address _____________________________

Primary Phone______________________    Okay to Leave Messages/Send Texts? ___Y  ___N       Secondary Phone_____________________  Okay to Leave Messages/Send Texts? ___Y  ___N
Who referred you to this practice? _________________________________________________

Emergency Contact /Relationship_________________________________ Phone _________________


Insurance Information (if applicable)

Name of Insured_________________________________  Insured’s Employer______________________

Insurance Company __________________________________Policy ID __________________________

Group ID ____________________ Insured’s Date of Birth ______________

Insurance Street Address _____________________________________________________________

City _______________________________State_______ Zip__________

Client Relationship to Insured:  _____Self _____Spouse ____ Other
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I’m so glad you’ve decided to begin the therapeutic journey to wellness.  Thank you for trusting me as your therapist.  The following pages will outline policies and procedures, as well as what to expect from me and our time together.  

Psychotherapy

Therapy is a process.  It relies on your openness to change and our therapeutic alliance.  Therapy can bring about wonderful change.  It can bring you closer to your goals and help you feel better about yourself and your place in life.  However, because it is a process it does not come without ups and downs.  There may be times where you feel worse after a session than you did before you came.  Therapy may arouse feelings or thoughts that you have not experienced before.  They may bring about helpful insight but may also be uncomfortable.  Time and again, therapy has been shown to have considerable benefits.  However, there are no guarantees with regard to your specific results of treatment.  

There may also be times when you start to feel better and aren’t really sure what to talk about in session.  Even as you start to improve, it is important that you remain dedicated to the process.  When the time is right, we can work together to help you transition out of therapy.  That said, you are free to stop treatment at any time.  You will only be responsible for paying for the services you have received up to that point.  

Our first few sessions will consist of discussing your concerns, exploring your goals, gathering relevant background information, and generally getting to know one another.  Our relationship is a necessary and crucial component of therapy and of your progress.   Although I am so glad you have chosen me for this process, I also understand that I am not the best fit for every client.  I ask that you give me three consecutive sessions.  At the end of those three sessions, we can discuss how you’re feeling about our relationship and process any concerns that you might have.  If either of us deems that it is not a good fit, I will be happy to refer and connect you to another provider.  

Confidentiality

All communications that occur within the confines of therapy are strictly confidential and are protected by law.  I cannot and will not release any information, verbal or written, about you or your treatment to an outside party without your written consent.  There are a few exceptions to confidentiality:

· Abuse/Neglect – If I believe, based on information that is revealed in our sessions, that a child or vulnerable adult is being abused or neglected  or is in danger of being abused or neglected, I am ethically and legally obligated to inform the appropriate legal authorities and/or social services 

· Duty to Warn – If you, the client, discloses intention to harm another person or group of people, I am ethically and legally to both report to legal authorities and warn the intended victim(s).  

· Harm to Self – If you, the client, discloses or implies a plan for suicide, I am ethically and legally obligated to notify legal authorities, attempt to contact and inform your family members, and may seek hospitalization for you.  

· Court Order – If I receive a court order issued by a judge requesting clinical records or information about your treatment, I am required to release the records as ordered.  

· Filing Insurance – Please be aware that filing claims with your insurance does release limited confidential information.  I will only release information necessary for filing the claim but this may include diagnostic information and other minor clinical details.  

It is possible that we may run into one another in a public or social setting.  To protect your confidentiality, I will not acknowledge you to ensure that you do not have to explain my role or our relationship.  However, if you approach me, I will politely acknowledge you but will not disclose the nature of our relationship or discuss any information or details that are privileged in our sessions or that would further identify how we know each other.  

I, ______________________________ (print name), have read the above and understand the nature of the services provided and the limits of confidentiality outlined above. I consent to treatment and/or assessment and understand that I may voluntarily withdraw from treatment or assessment at any time.  My signature below indicates that I have read, understand, and agree with all of the above information.  

______________________________________

_____________________

Client Signature





Date

I, the clinician, have discussed the issues above with the client.   My observations of this person’s behavior and responses give me no reason to believe that this person is not fully competent to give informed and willing consent.

_____________________________________

_____________________

Jennifer Sanders, MA





Date
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Payment Contract

Charges for services, including full payments, co-payment, and deductibles, are due at the time the services are rendered. If you have health insurance coverage a claim form will be filed on your behalf. In the event the insurance rejects your claim, or the amount paid is less than the charges, you are responsible for paying the balance owed on your account immediately. Your account can be settled using cash, check, or credit card. In the event you are unable to pay your bill in its entirety, please contact the office to make payment plan arrangements. If a balance remains unpaid after ninety (90) days and no satisfactory arrangements have been made, the account will be sent to a third party agency for collection. 

Lengthy emails or extended phone calls are charged in 15 minute increments at the rate of $25 per 15 minutes.  

Your therapy appointment time is reserved especially for you and you must cancel with 24-hours notice to avoid a cancellation charge ($30). If you cancel without 24-hours notice, you may be charged the cancellation fee.  If you no-show the appointment, you will be charged the cancellation fee. 

In the event of financial hardship, a sliding scale fee may be considered.  If you have been offered a sliding scale fee, it is your responsibility to inform the clinician if and when your financial situation changes and/or allows for payment of the full session fee.  

By signing below I, _____________________ (print name), attest that I understand and agree to the professional payment contract. I am aware that I am ultimately responsible for any charges incurred for services rendered. It is my responsibility to inform this office of any changes to my insurance or billing information.

________________________________________

_____________________

Client Signature





Date

_________________________________________

_____________________

Jennifer Sanders, MA





Date
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Electronic Communication

Electronic communication offers an efficient way to communicate with me. However, this medium is not without its risks. Communication by telephone, cell phone, text, mail, email, websites, fax, and the like are not secure and thus do not guarantee confidentiality. Though I take many steps to protect confidentiality, if you choose to contact me via one of these methods, you are accepting the risk that a third party may intercept our communication.  Jennifer L Sanders, LPP LLC will not be liable for improper disclosure of confidential information that is not caused by our intentional misconduct.

Guidelines for Use of Electronic Communication

· I typically check e-mail on a regular basis, however there may be exceptions to this. In addition, there can be server problems or line/connection problems. I may not check e-mail when out of the office on vacation or in-training.

· Email is NOT appropriate for urgent or an emergency situation. Instead, please call me using my emergency contact number: 502-904-3509. I cannot guarantee that any particular email will be read and responded to within any particular period of time. 

· Emails and texts should be concise. You should schedule an appointment if the issue is too complex or sensitive to discuss via these mediums. Email messages will be filed electronically in the client record. 

· I will not forward client identifiable emails to others outside his practice without the client’s prior written consent, except as authorized or required by law.

· Jennifer L Sanders, LPP LLC is not liable for breach of confidentiality caused by the client or any third party. 

· Normally, there will be no charge for use of periodic, brief emails or texts. Should a message require a lengthy response, regular correspondence rates will apply (see Payment Contract). 

· Please inform me of changes in your contact information including email and phone numbers. 

· Please do not give my email address or phone number to a third party. 

· I do not communicate with clients via social media sites such as Facebook or Linked In. This puts your confidentiality at risk and is outside the boundaries of our relationship. 

___________________________________________

___________________

Client Signature






Date

___________________________________________

___________________

Jennifer Sanders, MA
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HIPAA Acknowledgment

I understand that I have specific rights to privacy regarding my protected health information. (Protected health information refers to information that is related to past, present, and future information about your physical and mental health.)
I understand that this information can be used to:
• Obtain payment from insurance companies and other third-party payers, including   

   secure electronic billing.
• Conduct, plan, and direct my treatment among healthcare providers who may be  

   involved directly or indirectly in my treatment.

• Perform normal operations such as quality of care assessments and provider    

   certifications.
I have been made aware of and given the opportunity to review the privacy policy before signing this acknowledgment.
I understand that Jennifer Sanders, LPP has the right to make changes to the privacy practices. I have the right to contact Jennifer Sanders, LPP at any time to obtain the most current copy of the privacy policy.
I understand that I may request certain restrictions related to how my protected health information is used or disclosed for treatment or payment. This request must be made to Jennifer Sanders, LPP in writing. I further understand that Jennifer Sanders, LPP is not required to comply with my request.

_______________________________________________

Printed Name of Client




_______________________________________________

Signature of Client 

_____________________

Date

	



