Cancellation and No Show Policy Acknowledgement

&

Preferred Means of Contact 

I have reviewed the Professional Disclosure Form and understand that if I do not provide 24-hour notice prior to canceling an appointment or do not show for an appointment, I will be billed a $50 missed appointment fee.  I understand that the missed appointment fee will be due at the next session.  Additionally, if I miss 3 appointments my case may be terminated at the discretion of Dr. Lacey.

Please check below at least two preferred means of communication for receiving information (i.e., appointment confirmation, emergency cancellation, etc.).  Information sent by email is not secured and confidentiality cannot be guaranteed.  

__________
Telephone – include number: ______________________________

Is it okay to leave a voicemail:    FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

__________
Email – list email address: ________________________________



______________________________________________________

__________
US Mail – list address:  __________________________________



______________________________________________________

___________
Other (including fax):  ____________________________________

_________________________________

Signature of client or legal guardian

_________________________________

Date

Client Information Sheet
Date:  ____________________________

Name:  _______________________________________________________________________



First


Middle


Last


Date of Birth: ______________________          SS#:  _________________________________
Home Address:  _______________________________________________________________




Street





PO Box   ____________________________________________________________________________

City



State




Zip Code

Home Telephone:  (        )  _________________          Work:  (        ) __________________
Cell Phone: (      )  ________________________     Email: _____________________________
Sex:   FORMCHECKBOX 
Male
    FORMCHECKBOX 
Female    FORMCHECKBOX 
Transgender
Race:   FORMCHECKBOX 
White   FORMCHECKBOX 
Black   FORMCHECKBOX 
Indian  FORMCHECKBOX 
Asian   FORMCHECKBOX 
Hispanic  FORMCHECKBOX 
Other
Marital Status:    FORMCHECKBOX 
Single  FORMCHECKBOX 
Married  FORMCHECKBOX 
Separated  FORMCHECKBOX 
Divorced  FORMCHECKBOX 
Widowed  FORMCHECKBOX 
Domestic Partners
Employment Status:   FORMCHECKBOX 
Unemployed  FORMCHECKBOX 
Employed  FORMCHECKBOX 
Student  FORMCHECKBOX 
Retired   FORMCHECKBOX 
Homemaker  

Military Status:   FORMCHECKBOX 
Yes    FORMCHECKBOX 
No   
Highest Grade Completed:  __________________
Primary Language:   FORMCHECKBOX 
English  FORMCHECKBOX 
Sign Language  FORMCHECKBOX 
French  FORMCHECKBOX 
Spanish  FORMCHECKBOX 
Other  
Living Arrangement:   FORMCHECKBOX 
Private Residence  FORMCHECKBOX 
Other _________________________________
Emergency Contact Name: __________________Relationship_________________________
Home Telephone:  (      ) _________________
 Work (     ) _____________________________

Legally Responsible Person (if client is child) _____________________________________





Name



Relationship  
Home Telephone:  (      ) _________________
 Work (     ) _____________________________
Counseling Issues:  (place a check next to the areas you wish to discuss)

__Relationship issues

__health concerns

__death/loss of sign. Other

__Racial issues


__suicidal thoughts

__family problems

__Cultural adjustment issues
__career concerns

__divorce/separation

__Stress



__anxiety


__domestic violence

__Depression


__loss of employment

__trauma

__Lack of assertiveness

__low energy


__sexual/physical abuse

__Alcohol/drug abuse

__sleeping problems

__legal issues

__Development/self-esteem
__religious/spirituality

__parenting issues

__Sexuality


__marriage concerns

__eating concerns

REFERRED BY: __________________________________________________________

How much are the issues checked above disrupting your life?

□A minor disruption
□somewhat of a disruption
□an overwhelming disruption

Have you ever participated in counseling of any type?

□Yes


□No

Have you ever been hospitalized for a psychiatric problem?

□Yes


□No

Have you experienced any type of health problems over the last 2 years?

□No


□Yes—please explain: _______________________________________

_____________________________________________________________________________

Are you currently in the middle of a crisis?

□No


□Yes—please explain: _______________________________________

_____________________________________________________________________________

Are you feeling suicidal? □No 

□Yes, with thoughts only 
□Yes, with a plan

Do you want to hurt someone? □No 
□Yes, with thoughts only 
□Yes, with a plan

Do you have friends? □None 
□few 

□many

Do you have someone you can talk to about personal problems? □Yes 

□No

Are you on any medications?

□No

□Yes, please list name, dosage, and prescribing physician:

	MEDICATION
	DOSAGE
	PHYSICIAN

	
	
	

	
	
	

	
	
	


	
	
	

	
	
	


INSURANCE, PRIMARY CARE PHYSICIAN, AND REFERRING PSYCHIATRIST AUTHORIZATION

I understand that if therapy is being paid for using insurance, Dr. Lacey will release any and all records pertaining to treatment to the insurance company, the primary care physician, or to your referring psychiatrist electronically, or by mail if such disclosure is necessary for claims processing, case management, coordination of treatment, or utilization review purposes. I hereby authorize payments for medical services rendered to myself to be made wither to me or on my behalf to Dr. Lacey.  I understand that I am responsible for any amount not covered by my insurance.

Client’s Signature: __________________________________________ Date: _______________

Insured’s Signature: _________________________________________Date: ______________ 
Professional Disclosure Statement

Welcome and thank you for choosing me! Please carefully read the following information because it will help you utilize our services most effectively. I realize that starting counseling is a major decision and you may have many 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 I will try my best to give you all of the information that you need.

Professional Credentials

Dr. Lacey earned her Master’s degree in Counseling from East Carolina University and a Doctorate of Behavioral Health from Arizona State University. She is a Licensed Professional Counselor (#3459) through the North Carolina Board of Licensed Professional Counselors.

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, dialectical 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 for approximately 55-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.

Effects of Counseling Relationship 

At any time, you may initiate with me a discussion of possible positive or negative effects of entering, not entering, continuing, or discontinuing counseling.  Although I expect you to benefit from counseling, I cannot guarantee any specific results.  Counseling is a personal exploration and may lead to major changes in your life perspectives and decisions.  These changes may affect significant relationships, your job, and/or your understanding of yourself.  You may feel distressed, usually only temporarily, by some of the things you learn about yourself or some of the changes you make.  Although the exact nature of changes resulting from counseling cannot be predicted, I intend to work with you to achieve the best possible results for you. Psychotherapy is only one form of treatment. Alternative forms of treatment may include referrals to psychiatry, substance abuse services, inpatient hospitalization, and group therapy.  

Visits and Fees
I am committed to providing the best treatment possible at a reasonable rate. I provide therapy sessions for individual adults, children, families, and groups. The fee for the initial session is $135.00 and $120.00 per treatment session thereafter. Group therapy is provided at $40 per session. Fees are due at the time of service. Payment can be made by cash, personal check, Visa or MasterCard. There is a $25 returned check fee. No charge is applied if appointments are cancelled more than 24 hours in advance. A full charge of $50 is applied for a late cancellation or no-show. Additionally, if you miss 3 appointments or do not reschedule within the 24-hour required time frame, your case may be terminated at the discretion of the therapist. There is a $35 charge to complete any paperwork (including leave-from-work, disability, etc.), and a $25 charge to release records from our office to your physician, insurance company, etc.

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 Dr. Mary Lacey. I may use and disclose medical information about you so that the services received may be billed and payment may be collected. Please also understand that I 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.  
Client Rights
Contacting Me and Emergency Situations

Given that we spend majority of our time in sessions, I am often not available by phone. When I am unavailable, the phone is answered by personal assistant or voicemail. I monitor my voicemail frequently. I will make every effort to return your call on the same day (and no later than the next business day) with the exception of weekends and holidays. You may also contact me via email at drmarylacey@gmail.com  as I check email a few times a day. Emergency appointments can be made during regular business hours, and I will make every effort to accommodate this need. I am not available for after-hours emergencies. If you feel that you cannot safely wait for me to return your call, you should call your physician, go to or call the local emergency room, or call 911. You can reach Presbyterian Behavioral Health Access at (704) 384-4255 or Carolinas Medical Center—Behavioral Health Center Emergency Room at (704) 358-2800.

Diagnoses and Record Information

After taking evaluations via interviews and counseling sessions, I will give my diagnostic impression based on the information you share with me as well as my observations during counseling.  The diagnosis, case notes and other paperwork shared during counseling will become a part of your records on file.  Records containing information about your visits are stored in a locked file cabinet. 

Confidentiality

The information you share with me is confidential; that means that information about you does not leave my office without my consent or authorization. Exceptions to this policy are outlined more fully in the Notice of Privacy Practices. Briefly, 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

In addition to the above, I sometimes consult with professional colleagues to improve the quality of care I provide. Your signature on this form constitutes advance consent for this practice. I do not use names or other identifying information when discussing “cases” with other professionals. They are also bound to keep this information confidential. I follow HIPPA procedures re: transportation of files. 
 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 my work, please talk with me about it. If you think you have been treated unfairly or unethically, and I cannot resolve the problem, you can contact the North Carolina Board of Licensed Professionals Counselors, PO Box 1369, Garner, North Carolina 27529-1369, for clarification of clients’ rights as I’ve explained them to you or to lodge a complaint. All grievances will be attended to within 5-10 business days.
Informed Consent

I have read The Professional Disclosure Statement and I understand and accept the policies contained therein. Having read that information, I hereby agree to assessment and treatment.  I acknowledge that this consent is truly voluntary and is valid until revoked. I understand that I may revoke this consent at any time by submitting written notice of such revocation except to the extent that based on this consent has already been taken. 

Client Name (please print)______________________________________________________________

If client is a minor, name of legal guardian: _______________________________________________

Client’s Signature___________________________________________ Date______________________

Dr. Lacey’s Signature________________________________________ Date __________________

Privacy Notice Acknowledgement Form

Client Name: _________________________________
ID#:  __________________

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
· 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 Dr. Lacey is not required to agree to this request but if the company agrees, it is bound by our agreement.

· By signing this form, you consent to Dr. Lacey 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 I have already made disclosures in reliance on our 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 Orientation Acknowledgement Form

Client Name: _________________________________
ID#:  __________________

Client orientation provides information about how I may use and disclose protected health information about you, rules and policies of my practice, and the Grievance Procedure.  If I change my policies, rules, or changes made in the informed consent, you may obtain a revised copy.

· I acknowledge that I have been advised of the expectations of the services, given informed consent, exceptions to confidentiality and the Notice of Privacy Practices.

· I understand how and where I may file a complaint or grievance.

· We/I agree to allow Dr. Lacey to provide outpatient therapeutic services to myself and/or my family.

_____________________________________
______________________________

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:  ________

________________________________________________________________________________________________________________________________________________




Effective Date:  01/01/2015



Client Orientation Acknowledgement Form
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW CAREFULLY.

I AM COMMITTED TO PROTECTING YOUR HEALTH INFORMATION

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

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

· Give you this Notice explaining my 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 I have described in this Notice.

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

· Posting the revised Notice in my office;

· Making copies of the revised Notice available upon request

This Notice tells you about the ways I may use and disclose your PHI, as well as gives you some examples.  I also describe your rights and my 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 Dr. Mary Lacey
I MAY USE AND DISCLOSE YOUR PHI WITHOUT YOUR AUTHORIZATION

1.  To obtain payment for services.  Generally I may use and give your medical information to others to bill and collect payment for the treatment of services I provide to you.  Before you receive scheduled services, I may share information about these services with your health plan for pre-approval of services.  I 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.  I 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.

I 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.  I 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.  For example, when a disclosure is required by federal, state, or local law, or by a judicial or administrative proceeding.

6.  When the use and/or disclosure is necessary for public health activities.  I 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.   I am required to report suspected child/elder abuse and/or neglect.

8.  When the disclosure is for judicial and administrative proceedings.  I 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 my care, I can notify the proper parties to protect the potential victim.

10.  When the use and/or disclosure relates to worker’s compensation.  For example, I 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, I will ask for your written authorization before I use or disclose your PHI.  If you sign a written authorization allowing me 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 your authorization in writing, I will not disclose your PHI after I receive your cancellation, except for disclosures being processed before I received your cancellation.

YOU HAVE CERTAIN RIGHTS

1.  You have the right to request restrictions on uses and disclosures of your PHI.

2.  You have the right to request that I communicate with you in different ways.

3.  You have the right to see and copy PHI about you.

4.  You have the right to request amendment of your PHI.

5.  You have the right to a listing of disclosures I have made.

6.   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 me, 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) 548-5299.  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, I 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 I refer you to someone else.

In general, you must consent before I disclose information about your mental health, developmental disabilities, or substance abuse services.  However, I can disclose this information without your consent to help me care for you, for my health care operations, for your emergency care, and to others when necessary to coordinate your care. I am also allowed, and sometimes required, to disclose you information in the same situations which do not require your authorization.  If I believe it is in your best interest, I may disclose your information to start a guardianship or involuntary commitment proceeding.  I can disclose to your next of kin when you are admitted or discharged from a mental health, developmental disabilities, or substance abuse facility, if I 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.
