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Professional Disclosure Statement


Thank you for choosing L & B Counseling at 1914 Brunswick Ave Charlotte NC 28207, (704) 955 7312.  Today’s appointment will take approximately 50-55 minutes.  I realize that starting counseling is a major decision and you may have many questions.  This document is intended to inform you of my policies, state and federal laws, and your rights.  If you have other questions or concerns, please ask and I will try my best to give you all of the information that you need.

Professional Credentials


I earned a Master’s of Social Work (MSW) from the University of North Carolina at Charlotte in 2002.  I am a Licensed Clinical Social Worker (#C005054) through the North Carolina Social Work Certification and Licensure Board.  My education and experience has prepared me to counsel individuals, groups, parents, families, children, adolescents, couples, and adults.  

Services Offered and Theoretical Approach


I believe counseling is a collaborative effort in which you and I work together to help you change the thoughts, feelings, and behaviors that are interfering with your being able to live a fulfilling life.  I take an eclectic approach to counseling. I will use the approaches that I believe will best facilitate your arriving at answers to your questions and finding solutions to your problems.  I will not attempt to impose my values on you.  I may use counseling methods based on theories grounded in humanism, solution focused and cognitive behaviorism.  I am qualified to provide therapy for a variety of problems. 


Counseling Relationship


During the time we work together, we usually will meet weekly or bi-weekly (depending upon your need) for approximately 30-60 minute sessions.  Although our sessions may be very intimate psychologically, ours is a professional relationship rather than a social one.  Our contact will be limited to the counseling sessions that you arrange with me except in the case of an emergency.  The number of times we will meet will depend on the presenting issues but generally counseling issues can be resolved within ten sessions.  

Informed Consent

Consent for Treatment and Authorization to Disclose Health Information
I consent to Mental Health Treatment.  I understand that L & B Counseling may release any and all records pertaining to treatment to the insurance company (if applicable), the primary care physician, psychiatrist or to the referring professional electronically, or by mail if such disclosure is necessary for claims processing, case management, coordination of treatment or utilization review purposes.  I have the right to refuse treatment.  

Client Rights

The right to be treated with respect and recognition of their dignity and right to privacy.  The right to refuse services.

The right to request and receive a copy of their medical records subject to therapeutic privilege set forth in NC G.S. 122C-53(c) and to request that the medical record be amended or corrected in accordance with 45 C.F.R. Part 164 and the provisions of NC G.S. 122C-53(c). If the doctor or therapist determines that this would be detrimental to 

their physical or mental wellbeing, the consumer can request that the medical records be sent to a physician or professional of their choice.  If they disagree with what is written in their medical records, consumers have the right 

to write a statement to be placed in their file. However, the original notes will also stay in the record until the statute of limitations ends according to the MH/DD/SAS retention schedule.  The right to participate in the development of a written person-centered treatment plan and individualized crisis plan that builds on individual needs, strengths, and preferences. Their treatment plan must be implemented within fifteen (15) days of their starting service.  The right to take part in the development and periodic review of their treatment plan and to consent to treatment goals in it.  The right to treatment in the most normal, age-appropriate and least restrictive environment possible.  The right to ask questions when they do not understand their care or what they are expected to do.  Right to treatment of medical care and habilitation regardless of age or degree of disability.  The protection and promotion of recipient rights is a crucial component of the service delivery system. All consumers are assured rights by law and it is expected that Providers will respect these rights at all times and provide consumers continual education regarding their rights as well as support them in exercising their rights to the fullest extent.  North Carolina General Statutes (GS 122C 51-67) and the North Carolina Administrative Code (APSM 95-2) outline specific requirements for notification of individuals regarding their rights as well as operational policies and procedures that ensures the protection of rights.

Fee Schedule


I will provide therapy sessions for individual adults, children, families, and groups.  My fee will be $140.00 for an intake assessment, $140.00 for individual and family sessions.  Fees are due at the beginning of each session.  Such services include report writing, telephone conversations lasting longer than 10 minutes, attendance at meetings you have authorized with other professionals, preparation of records or treatment summaries and the time spent performing any other service you may request of me.  If you do not provide 24-hour notice prior to canceling an appointment, you will be billed half of the contracted rate for a missed appointment fee.  You are not responsible for this fee if you have Medicaid.  Additionally, if you miss 3 appointments, your case may be terminated at the discretion of this therapist.  


Cash, credit card or personal checks are acceptable methods of payment.  All copayments will be accepted before service begins.  I will provide a receipt for payment for personal tax purposes.  I also will file insurance claims for you.  If your insurance plan has an unmet deductible or the claim is denied for service, you are responsible for payment.  I encourage you to contact your insurance company to answer questions you may have about the extent to which my fees are reimbursable.  I ask that you authorize payment of medical benefits directly to L & B Counseling.  

 L & B Counseling may use and disclose medical information about you so that the services received may be billed and payment may be collected.  Also understand that L & B Counseling may tell your health plan about the treatment you will receive in order to obtain prior approval and determine whether your plan will cover the proposed treatment.  

Court

Although my responsibility to your child may require my involvement in conflicts between the parents, I need your agreement that my involvement will be strictly limited to that which will benefit your child.  This means, among other things, that you will treat anything that is said in session with me as confidential.  Neither of you will attempt to gain advantage in any legal proceeding between the two of you from my involvement with our children.  In particular, I need your agreement that in any such proceedings, neither or you will ask me to testify in court, whether in person, or by affidavit.  You also agree to instruct your attorneys not to subpoena me or to refer in any court filing to anything I have said or done.  

Note that such agreement may not prevent a judge from requiring my testimony, even though I will work to prevent such an event.  If I am required to testify, I am ethically bound not to give my opinion about either parent’s custody or visitation suitability.  If the court appoints a custody evaluator, guardian ad litem, or parenting coordinator, I will provide information as needed (if appropriate releases are signed or a court order is provided), but I will not make any recommendation about the final decision.  Furthermore, if I am required to appear as a witness, the party responsible for my participation agrees to reimburse me at a rate of $150.00 per hour for time spent traveling, preparing reports, testifying, being in attendance, and any other case-related costs.  

Confidentiality


The confidentiality of the information you share with me is protected by law and by my professional ethics.  Information may be disclosed only by if the following criteria are met or are necessary:

· Diagnosis and date of service shared with your insurance company (if insurance is billed for treatment purposes)

· Mandated reporting of physical or sexual abuse of children

· Threats of suicide or homicide

· Cases where you have signed a release of information for information to be disclosed

· Information released as outlined in the HIPPA Notice of Privacy Practice
· Coordination of care with Medicaid/NC Healthchoice clients
Emergency Situations

If a mental health emergency should arise, you are instructed to call me your therapist 24/7, 911, contact your local mental health emergency room at 704 358 2700 or go to the nearest emergency department.  In the event that I am ever unable to continue providing therapy, either temporarily or permanently; I have requested for my colleagues at L & B Counseling, or Laurie Howell LMFT, Shawntal Isaiah, LCSW, and Valerie Glascock, LPA to contact my clients in order to offer continued services or referrals.  A crisis plan will be developed as needed for a client that is a history of risk or is currently at risk for decompensation.
 Dual Relationships


The counseling relationship is a psychologically intimate but professional one.  Our association will be limited to our sessions together and necessary phone contacts.  Please do not offer me gifts or ask me to engage in social activities with you.

Grievances


If you are dissatisfied with any aspect of our work, please talk with me about it. If you think you have been treated unfairly or unethically, and we cannot resolve the problem, you can contact the North Carolina Social Work Certification and Licensure Board, PO Box 1043, Asheboro, North Carolina 27204, for clarification of clients’ rights as I’ve explained them to you or to lodge a complaint or contact or NC Disability Rights 877 235 4210, Cardinal Innovations Anonymous Concern Line 1-888-213-9687, North Carolina Bar Association Lawyer Referral Service 1-800-662-7660, and Pro Bono Project of the North Carolina Bar Association 1-800-662-7407.

If you have a question, please feel free to ask. Please sign and date.  A copy will be returned to you and L & B Counseling will retain a copy for their confidential files.
Appointment Reminders

We may use and share health information to contact you as a reminder that you have an appointment for treatment.

Business Associate


We sometimes hire other people to help us perform our services or operate our entities.  We may share your health information with them so that they can perform the job we have asked them to do.  We require them to protect your health information and keep it confidential.

Ways to be contacted
             By checking below I consent to be contacted through the specific electronic medium.
( Phone

( Email (Email is used to communicate with the client and client’s collaterals)

( Text (Text is used for appointment reminders and communicating with the client)

By sign this document you understand your rights and are consenting to treatment.  You have the right to refuse treatment if you wish.  
Client Name: ____________________________   

Signature: ____________________________    Date: ________

Legal Guardian: __________________________   

Signature: ____________________________    Date: ________
Therapist: _______________________________
Signature: _____________________________ Date:_________

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

WE ARE COMMITTED TO PROTECTING YOUR HEALTH INFORMATION

We understand that information about you and your health is personal and private.  We are committed to protecting your privacy and your health information.  We are required by law to:

· Make sure that your protected health information (PHI) is kept private.  We will protect PHI we have created or received about your past, present, or future health condition, health care we provide to you, or payment for your health care.

· Give you this Notice explaining our legal duties and privacy practices with respect to your PHI.

· Follow the terms of the Notice currently in effect and only use and/or disclose PHI as we have described in this Notice.

We reserve the right to change the terms of this Notice and to make new Notice provisions effective for all PHI that we maintain.  If we do so, we will provide you with the new Notice by:

· Posting the revised Notice in our offices;

· Making copies of the revised Notice available upon request

This Notice tells you about the ways we may use and disclose your PHI, as well as gives you some examples.  We also describe your rights and our obligations for the use and disclosure of your PHI.

WHO WILL FOLLOW THIS NOTICE

This Notice applies to all records containing your PHI which are generated by L & B Counseling PLLC.

WE MAY USE AND DISCLOSE YOUR PHI WITHOUT YOUR AUTHORIZATION

1.  To obtain payment for services.  Generally we may use and give your medical information to others to bill and collect payment for the treatment of services we provide to you.  Before you receive scheduled services, we may share information about these services with your health plan for pre-approval of services.  We may also share portions of your medical information with our billing department and collection department, insurance companies, health plans and their agents which provide you coverage; consumer reporting agencies (e.g. credit bureaus).

2.  To remind you about your appointment.  We may use and disclose your PHI to remind you about an appointment you have for treatment or medical care.

3.  To give you information about treatment alternatives, services, products or other health care benefits.

We may use and disclose your PHI to manage or coordinate your health care.  This may include telling you about treatment alternatives, services, products or other health care benefits that may be of interest to you.

4.  Disclosures to others involved in your care or payment for that care.  We may share with a family member, personal representatives or other person identified by you, your PHI which is directly related to that person’s involvement in your care or payment for your care.

5.  When the use and/or disclosure is required by law.  
6.  When the use and/or disclosure is necessary for public health activities.  We may disclose your PHI to the health department if you have been exposed to a communicable disease or may otherwise be at risk of contracting or spreading ad disease or condition.  

7.  When the disclosure relates to victims of abuse or neglect.   We are required to report suspected child/elder abuse and/or neglect.
8.  When the disclosure is for judicial and administrative proceedings.  We may disclose your PHI in response to an order of a court or administrative tribunal, including a subpoena, court order or a warrant.

9.  When the use and/or disclosure is to avert or lessen a serious and imminent threat to health or safety.  For example, if you threaten to kill someone while you are in our care, we can notify the proper parties to protect the potential victim.

10.  When the use and/or disclosure relates to worker’s compensation.  For example, we may disclose your PHI as required by law to provide benefits for work-related injuries.
ANY OTHER USE OR DISCLOSURE OF YOUR PHI REQUIRES YOUR AUTHORIZATION

Under any circumstances other than those listed above, we will ask for your written authorization before we use or disclose your PHI.  If you sign a written authorization allowing us to disclose your PHI in a specific situation, you can later cancel your authorization in writing by contacting the person listed at the beginning of this Notice.  If you cancel the person listed at the beginning of this Notice.  If you cancel your authorization in writing, we will not disclose your PHI after we receive your cancellation, except for disclosures being processed before we received your cancellation.

YOU HAVE CERTAIN RIGHTS

1.  Receive a copy of this Notice.

2.  Request confidential communications.
3.  Inspect and copy.

4.  Request amendment.
5.  An accounting of disclosures.

6.  Request restrictions on uses and disclosures of your protected health information.

7.  File a Complaint.

8.  Receive information about the handling of your information.
You have the right to a copy of this notice.

YOU MAY FILE A COMPLAINT ABOUT OUR PRIVACY PRACTICES

If you think your privacy rights have been violated by us, or you want to complain to us about our privacy practices, you may send a written statement of your complaint to the person listed on the front of this Notice or call (704) 965-2364.  You may also send a written complaint to the US Secretary of the Department of Health and Human Services at Atlanta Federal Center, Suite 3B70, 61 Forsyth Street, S.W., Atlanta, GA  30303-8909 or call them at 1-877-696-6775.

If you file a complaint, we will not take any action against you or change our treatment of you in any way.

North Carolina Law
Some North Carolina laws give you additional protection and rights over federal laws and we will follow them whenever they apply.  A few examples of North Carolina law are:

North Carolina protects your discussions with a mental health provider about your mental health treatment.

Any request by you for treatment and rehabilitation for drug dependence will be treated as confidential, even if we refer

you to someone else.

In general, you must consent before we disclose information about your mental health, developmental disabilities, or
substance abuse services.  However, we can disclose this information without your consent to help us care for you, for
our health care operations, for your emergency care, and to others when necessary to coordinate your care.  We are also
allowed, and sometimes required, to disclose your information in the same situations which do not require your
authorization.  If we believe it is in your best interest, we may disclose your information to start a guardianship or
involuntary commitment proceeding.  We can disclose to your next of kin when you are admitted or discharged from a
mental health, developmental disabilities, or substance abuse facility, if we believe it is in your best interest, but only if
you do not object.  If you are a minor, you have the right to consent to certain treatments without consent of your
parent or guardian:  (1) for pregnancy, (2) for abuse of controlled substances or alcohol; and (3) emotional disturbance. 
North Carolina has certain requirements for parental or guardian consent for abortions.













        Initial_______
Privacy Notice Acknowledgement Form

Client Name: _________________________________


The notice of Privacy Practices provides information about how I may use and disclose protected health information about you.  You have the right to review the notice before signing this consent.  As provided in the notice, the terms of the notice may change.  If I change my notice, you may obtain a revised copy in my office.

· I acknowledge that I have been provided a copy of the Notice of Privacy Practices for 
L & B Counseling.

· I understand how and where I may file privacy related complaint.

· I understand that I have the right to request how protected health information about me is used or disclosed for treatment, payment or health care operations.  I understand that L & B Counseling is not required to agree to this request but if they agree, they are bound by our agreement.

· By signing this form, you consent to L & B Counseling to use and disclose protected health information about you for treatment, payment and health care operations.  You have the right to revoke this consent, in writing, except where we have already made disclosures in reliance on my prior consent.

Signature of Client______________________________


Date Signed ___________________________________
Signature of legally responsible person, if required______________________________


Date Signed____________________
	Office Use Only:

Explanation if signature of client or legally responsible person is not obtained:

______________________________________________________________________________




Client Referral Form
Last Name:_____________________ First:_____________________ Middle:________ Sex:___

Date of Birth: ____/____/_____   Age:_____   Email address:____________________________ 

Home Address:_______________________________ City:_____________ State:____ 

Zip code:__________  Home phone number:______________ Cell phone:_______________

Referral source:_________________________________   Referral Contact Info:____________

Primary Care Physican:_________________________________  Phone:___________________

Responsible Party:

Last Name:_____________________ First:_____________________ 

Relationship to client:____________________

Telephone #:___________________________

Race: ( White  ( African American  ( Hispanic  ( Asian  ( Indian ( Other

Marital Status:  ( Single  ( Married  ( Divorced  ( Widowed

Employment Status: ( Unemployed ( Employed  ( Student  ( Retired  ( Homemaker     

Primary Language:  ( English  ( Spanish   ( Other

Living Arrangement: ( Private Residence  ( Homeless ( Foster Home  ( Other

Insurance:

Insurance carrier:_________________________ ID:___________________ 
Payment Information:  Credit Card#:_______________________________________________
Expiration date:_________________   PIN__________  Billing Zip Code_________
I hereby authorize the use or disclosure of my identifiable health information as described below.  I understand that if the organization authorized to receive the information is not an insurance company or health care provider, the release information may no longer be protected by federal privacy regulations once it is disclosed.  

Purpose of Release: (Ongoing Communication   (Copy of Record   (Legal or Insurance Review   (Authorized Representative’s Request ( Other _______________________________

Release From: L & B Counseling is authorized to release the requested health information for the following date:  

From: (MM/DD/YY)_____________________ To: (MM/DD/YY)______________________

The authorization will expire when the requested health information, for the requested date(s) of service, range of time or events(s), is released to the recipient named in this document and the purpose of the release is satisfied.

Check the specific information to be released: 

( All Records & Details
  ( Other (Please Specify)___________________________________________

Name of client whose information is to be released:

Last name:___________________ First:_____________________ Date of Birth_____________

Address:______________________________________________________________________

Release To: This information may be released to and used by the following individuals/organizations.  A separate authorization must be completed if the information being released or the purpose differs between the individuals/organizations listed below:

_______________________________________________________________________ 

Name


              

Patient’s rights and signature: 

· I understand that I have a right to revoke this authorization at any time by notifying the provider of the above named organization in writing.  I understand that revocation will not apply to information that has already been released in response to this authorization.

· I understand that authorizing the disclosure of this private health information is voluntary and I can refuse to sign this authorization.

· I understand that I may request to inspect or obtain a copy of the information to be used or disclosed.

· I understand that my treatment cannot be conditioned on signing this authorization unless I am being treated so that a third part can receive my health information, such as an employer for a return to work evaluation, an insurance company for eligibility, or a research project in which I am participating.  
· This is a full release including information related to behavioral/mental health, drug or alcohol treatment (in compliance with 42 CFR Part 2), genetic information, HIV/AIDS, and other sexually transmitted diseases.

If the client is a minor or is clinically unable to sign, an authorized representative may sign this authorization.

Print Name:____________________________________

Signature:_____________________________________   Date ________________
Refusal to sign:  Yes    No


Therapist Name: 

Signature:_____________________________________   Date_________________
Court 1st Appointment ltr

501  BILLINGSLEY  ROAD   CHARLOTTE   NC   28211   ( 704 ) 358 -2700

Offices in Mid-town and Ballantyne (704) 995 7312

