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Greencastle Family Practice, PC

Counseling Services
John L. Grove Medical Center   50 Eastern Ave, Suite 115 Greencastle, PA 17225

                                    Phone - 717-597-0095     Fax - 717-597-3147    Website - WWW.GFPPC.COM

Service Agreement for Children & Adolescents
This letter reviews the counseling services offered at Greencastle Family Practice, P.C.  Please read this information carefully and feel free to ask about anything that is unclear or about any concerns you might have.  A copy of this form will be given to you and one will be kept in your file.  In this letter, client is used to designate a child or adolescent age 17 or younger obtaining counseling services or psychological evaluations.

Counselor refers to the professional trained to work with individuals, couples, and families who are having difficulties in life.  Counseling refers to the professional relationship in which mutual discussion, counsel; support, instruction and training, and spiritual guidance are offered to help resolve difficulties in living. 

CLIENT RIGHTS AND RESPONSIBILITIES
The services provided vary based on your need.  Before your services begin you should discuss any question you have about costs, time and length of appointments, how services will be provided, and your provider’s credentials.  This information is also available in each individual counselor’s disclosure statement posted in the office or available upon request.  Remember, you always have the right to ask your provider questions about philosophy of counseling, assessment findings and results, experiences with issues you present, possible benefits and risks of counseling, counseling alternatives, treatment plans, etc.

Only parents or guardians with legal custody can authorize services for a client.  All parties having “legal custody” have the right to information about the client’s treatment.  Legal custody and physical custody are different. You may have primary physical custody but share legal custody.  If you share legal custody based on a court decision, both parties must sign this agreement, and both parties may contact the client’s provider for information.  In some cases, an adolescent aged 14 or older may consent for his/her treatment, but it is our office policy to attain both parental parties’ consent whenever possible.  

You have the right to end services at any time without moral, legal or financial obligation beyond payment due for completed sessions.  If your services are court ordered there may be other implications that you will need to consider.

Ending services can sometimes be the result of misinterpretation, miscommunication, and/or painfulness of the issue being dealt with.  Sometimes before counseling helps people feel better, they may temporarily experience an increase in negative emotions and/or longer periods of negative mood.  If this occurs, please address these concerns with your counselor.  If you decide between sessions to withdraw from services, we ask you to attend one more session to discuss your reasons.  If you prefer to continue services with another provider, we will make every effort to facilitate that for you.  In the event of an extended absence or death of counselor, the option of continuing counseling with another provider will be made available to you.
It is understood that ambivalence and uncertainty about changes in our lives are normal for individuals, couples, and families entering services.  However, for effective services, clients agree to:  describe their thoughts, feelings, and actions as honestly as possible; express their goals for change; be willing to hear other perspectives on their situation; agree to only those suggestions and homework tasks which they intend to carry out; and complete all tasks they have agreed to do.

CONFIDENTIALITY
Our policy is that all client information is confidential and will not be released to a third party except at the specific written request or authorization of the parent or guardian.  This means that, in general, your provider is legally prohibited from revealing any information about your visits, including the fact that you are receiving services.

For clients in counseling, our policy is to not testify in court, or release information about client’s services (other than dates of sessions, length of sessions, attendance at sessions, and fee information) to an attorney, custody evaluator appointed to court related issues, or any other officer of the court.  Our professional opinion is that releasing such information about a client’s services jeopardizes the well-being of the client and sabotages the therapeutic relationship.

Parents and/or guardians with legal custody may be informed of diagnosis, counseling method and recommendations, significant concerns of the provider and general reports of counseling progress as needed or requested.  If the client reveals to the provider risks of harm such as drug use, truancy, sexual involvement, occult activity, etc., the provider will likely encourage the client to disclose this information to the parent or guardian.  The provider may disclose this information to the parent or guardian if the client is unable or unwilling to. 

EXCEPTION TO CONFIDENTIALITY

∙Disclosure is required legally through the ACA Code of Ethics to protect clients or identified other from serious and foreseeable harm, which also may include possible transmission of contagious and life threatening diseases. If your child or adolescent is dangerous to him or herself or to others your provider will work with you to ensure that you and others are safe.  However, if your provider is concerned that additional safety measures need to be taken, she or he may need to take action that would break confidentiality with you and/or your child or adolescent.  

∙When there is reason to suspect that a child or a person from certain other groups have been abused or neglected, or may be abused or neglected, state laws mandate that your provider to report this to the proper authorities.

∙When there is a medical emergency, your provider may need to disclose certain information that you might consider confidential.

∙When attempting to collect on a delinquent account only the information essential to bill collection is revealed, such as your name and the amount of your bill.

∙When your provider is acting under a court order or is preparing for a legal defense, confidentiality is overruled.

∙In order to provide quality services, providers may review cases with other professionals.  In addition, expert professional consultation may be obtained to ensure maximum service benefit.  These consultations are bound by ethical and legal standards regarding confidentiality.  Conversations unrelated to your services are not allowed.  Part of this review of services may include the use of audio or video-tapes of counseling to provide more specific and helpful consultation.  Audio or video-tapes may be used in sessions by providers requiring supervision for insurance or licensure purposes. 

∙At times our practice reviews client information to better assess client needs and our effectiveness.  When this information is used for research and training purposes identifying information is not used.  The primary sources for this information are questionnaires, rating scales, and chart reviews.

Counseling records will be maintained with the practice following federal and state laws and licensure laws and policies.  In event of termination of a counselor of the practice, the records will be maintained by the practice.

PROTECTED HEALTH INFORMATION (PHI)

The Health Insurance Portability and Accountability Act (HIPAA) of 1996 mandates that all clients are offered a copy of our policies regarding how your mental health and medical information may be used or disclosed, and how you can get access to that information.  At the bottom of this form, you will be asked to initial that you were offered a separate handout, Notice of Policies and Practices to Protect the Privacy of Your Health Information.  Your provider can answer any questions you may have about our policies.

APPOINTMENTS

Appointments need to be made in advance.  Counseling sessions are usually scheduled for 45-60 minutes depending on need and insurance coverage.  Initial appointments are planned to allow the provider and you to jointly evaluate your concerns and need for services, and to determine the next appropriate step.  This could be determining the focus of counseling, developing realistic expectations of counseling, and estimating the probable length of counseling. Sometimes, the provider and/or client may decide that a psychological consultation or a referral to another service or professional might be indicated, or that no services at this time are needed.

If you are unable to keep a scheduled appointment, please notify our office at least 24 hours in advance. A $35 charge will be imposed for no-shows/cancellations without 24 hr. notice. Three missed appointments within one year may result in your dismissal from our practice.

TELEPHONE CALLS

Call (717) 597-0095 for general information, scheduling issues, or emergencies. Our office staff answers telephones during office hours Monday through Friday. If staff does not answer the phone, please leave a message on our answering machine. After hours, emergency calls should be placed through City Answering Service (484)616-0194. Inform the operator that you have an emergency and that you are a client of Greencastle Family Practice. A provider will return your call. If your emergency requires immediate help, call 911 or proceed to your nearest emergency room.
FEES

Fees for services are based on a pre-established guideline.  The current fee schedule is included in this agreement.  Court appearances are billed for preparation and travel time as well as for actual court appearance time.  Fees can vary for the first appointment and subsequent appointments based on the client’s insurance benefits, deductible amounts, and copays.  This fee arrangement will be explained to the client prior to the counseling beginning. Charge may be made for telephone calls beyond 10 minutes, based on the fee for a regular session.  A minimum of 30 minutes will be charged for telephone calls.  For clients wishing to communicate via email, a similar charge may be made based on time for the provider to read and respond to the email.  

PAYMENT POLICY

Thank you for choosing us as your mental health provider. We are committed to providing you with quality and affordable care. Because some of our patients have had questions regarding patient and insurance responsibility for services rendered, we have been advised to develop this payment policy. Please read it, ask us any questions you may have, and sign in the space provided. A copy will be provided to you upon request.

Insurance-We participate in many insurance plans, including Medicare. If you are not insured by a plan we do business with, payment in full is expected at each visit. If you are insured by a plan we do business with, but don’t have an up-to-date insurance card, payment in full for each visit is required until we can verify your coverage. Knowing your insurance benefits is your responsibility. Please contact your insurance company with any questions you may have regarding your coverage.

Co-payments and deductibles-All co-payments and deductibles must be paid at the time of service. This arrangement is part of your contract with your insurance company. Failure on our part to collect co-payments and deductibles from patients can be considered fraud. Please help us in upholding the law by paying your co-payment at each visit.

Non-covered services-Please be aware that some – and perhaps all – of the services you receive may be non- covered or not considered reasonable or necessary by Medicare or other insurers. You must pay for these services in full at the time of visit.

Proof of insurance-All patients must complete our patient information form before seeing the therapist. We must obtain a copy of your driver’s license and current valid insurance to provide proof of insurance. If you fail to provide us with the correct insurance information in a timely manner, you may be responsible for the balance of a claim.

Claims submission-We will submit your claims and assist you in any way we reasonably can to help get your claims paid. Your insurance company may need you to supply certain information directly. It is your responsibility to comply with their request. Please be aware that the balance of your claim is your responsibility whether or not your insurance company pays your claim. Your insurance benefit is a contract between you and your insurance company; we are not party to that contract.

Coverage changes- If your insurance changes, please notify us before your next visit so we make the appropriate changes to help you receive your maximum benefits.

Nonpayment-If your account is over 90 days past due, you will receive a letter stating that you have 15 days to pay your account in full. Partial payments will not be accepted unless a payment plan is established with our billing department. Please be aware that if a balance remains unpaid, we may refer your account to a collection agency and you and your immediate family members may be discharged from this practice. If this is to occur, you will be notified by regular and certified mail that you have 30 days to find alternative mental health care and will be provided a list of alternate providers. During that 30-day period, our therapist will only be able to treat you on an emergency basis.

Missed appointments-Our policy is to charge $35 for missed appointments not canceled 24 hours in advance. Emergencies or extenuating circumstances will be considered. These charges will be your responsibility and billed directly to you. Please help us to serve you better by keeping your regularly scheduled appointment.

Our practice is committed to providing the best treatment to our patients. Thank you for understanding our payment policy. Please let us know if you have any questions or concerns.
Billable rates sent to the client’s medical insurance

· Psychotherapy Session (Family, Couple or Individual) - $115 per hour 

· Initial Session for Counseling (Intake) - $170 for one hour

Billable self-pay rate for those not using insurance

· Initial session and subsequent follow-up psychotherapy sessions - $70 per hour

(Please note that people choosing to use insurance can request longer than 1-hour sessions and can request phone sessions at the self-pay rate).
Additional rates

· Court Consultation/Testimony (Includes preparation and travel time) - $180 per hour
CONSULTATION WITH YOUR PHYSICIAN
(  Yes     (  No    Did your primary care provider (PCP) refer you for treatment?


(  Yes     (  No    May we consult your PCP? If yes, you will have to sign a separate release of information.  If 


no, please put your initials in the space provided below.

​​
PRIVACY NOTICE (Please initial one)

_______________ I have received the Notice of Policies and Practices to Protect the Privacy of Your 


Health Information.

_______________ I have been offered the Notice of Policies and Practices to Protect the Privacy of Your 


Health Information but refuse to accept it because ___________________________.

Your signature below indicates that you have decided to obtain counseling and/or psychological services at the Greencastle Family Practice, P.C. and that you have read and agree to the policies and terms of this agreement.  Please sign in the presence of an office staff member or counselor for them to witness your signature.  Thank you!  

Client Signature/Initial






Date

Parent/Guardian Signature/Initial






Date

Witness Signature






             Date

THANK YOU!

    Mental Health Counselors: Paul D. Bitner, MS, LPC; Debra Main, MA, LPC; Diane Swan, MS, LPC


 Nancy Morton, MSW, LCSW; Cheryl Sears, MA, LPC; Melissa Grove, MS, LPC
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