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 Description of Services  
Thank you for coming to Alliance Counseling, LLC for mental health counseling.  We look forward to working with you and/or your family to improve your life and relationships.  We assist individuals and families to find solutions to social and emotional challenges that you may be experiencing.  We believe that every individual is capable of making personal changes to enhance their happiness and fulfillment in life.  The following information is important for your consideration.  Your goals are more likely to be met when you understand the nature and limitations of counseling.
Benefits, Risks, and Outcomes
Generally, counseling is most beneficial in helping individuals and families to learn how to help themselves or improve their relationships by changing feelings, thoughts, and/or behaviors.  Most people experience improvement or resolution to the concerns that brought them to counseling, but there are some risks.  For example, counseling could open up new levels of awareness that may cause discomfort.  Although we cannot guarantee the outcome of therapy, your commitment to this process will greatly influence the nature and amount of change you make.
Length of Therapy
Our desire is to continue the therapeutic relationship, as long it is reasonably clear that you are benefitting from the relationship.  We offer a comprehensive approach to therapy.   Depending on your situation, it may be helpful to involve family, close friends, or clergy as a support.  This may take some time.  Our goal is to help you find solutions to the social and/or emotional challenges that you may be experiencing.    
Confidentiality & Privacy Practice (HIPPA)                                                               Initial__________
The information you share will be kept confidential.  We will ask you to sign the Authorization for Release of Confidential Information form before discussing your treatment or sending records about you to anyone else.  Your confidentiality/privacy is protected by state law and by the rules of our profession, except in the following circumstances; the limits of confidentiality are:
1. In order to provide the best treatment possible, we may consult with other mental health professionals about your case.  In this event, your name and other identifying information unrelated to your treatment plan will not be given.
2. If you make a serious threat to harm yourself or another person, the law requires the counselor to protect you or that other person.
3. If I believe a child or a dependent adult has been or will be abused or neglected, I am legally required to report this to the authorities.
4. If you were sent to me by a court or an employer for evaluation or treatment, the court or employer expects a report from me.  You have the right to disclose only what you are comfortable with telling.
5. If you send a health insurance claim form to your insurance company for reimbursement, it will have a mental health diagnosis listed and it will become part of your permanent medical record.
6. If you are involved in a law suit, and you tell the court that you are in treatment, I may be ordered to show the court my records.
For a more detailed explanation of HIPPA and our privacy practices, please see the Notice of Privacy Practices document following this.  It is yours to retain for your records.

Payment for Services – We do not work directly with insurance companies   Initial__________
[bookmark: _GoBack]The fee for an initial 50-minute assessment is $150.  The fee for a typical 50-minute session is $100.  Additional time will be charged in one-half hour increments at the rate of $100 per hour.  
Payment is due in full at the beginning of each session by cash, check, or credit card.  There will be a $25 service charge for any cancelled check or declined credit card transaction.  Any and all fees related to the collection of delinquent accounts (i.e. attorney’s fees, court fees) will be the sole responsibility of the client or responsible parties indicated in this agreement.
While we do not work directly with insurance companies, we can provide you with detailed receipts to submit to your insurance company for reimbursement of any mental health therapy fees they will cover.  Call your insurance company to find out if you have out-of-network mental health benefits.

	Payment Information (PLEASE COMPLETE THIS SECTION)                                                             

	I authorize Alliance Counseling to keep my signature on file and to charge my credit card account for the time used and no show policy listed below.

	Visa / MC
	Card Number:  
	Exp Date 
	CVC

	Card Holder’s Name: 

	Cardholder’s Street address	City		             State                 Zip
	Phone

	Cardholder’s Signature:
	Date:



Late Cancellation/No Show Policy                                                                              Initial__________
If you need to change or cancel an appointment, as a courtesy to your counselor and our office, please notify us at least 24 hours in advance so another client can be scheduled at that time.  If 24 hour notice is not given, you will be charged the full session amount.  We reserve the right to charge credit cards that are kept on file for no show and late cancellations.

Complaints or Grievances
In the event you are concerned about any aspect of the services you are receiving, please talk to your counselor first about it.  You may also discuss the matter with the office manager Jeremy Bitner, Alliance Counseling LLC.  If a resolution is not reached, you have the right to file a formal written grievance with the office.  It should include details of your concerns and be signed and dated with the appropriate contact information to help us resolve your concerns.  There will be no retaliation for filing a grievance.
Questions?
We encourage you to ask your therapist about the services you will receive.  Following are a list of questions you may want to consider asking:
1. What is your background as a therapist?
2. What are your areas of specialization?
3. How will you be involved in the treatment plan, and what methods will be used?
4. Are there other forms of therapy such as support groups, or other resources that may be beneficial?
In Case of Emergency                                                                                                    Initial__________
If you have an emotional, behavioral, or medical crisis call the University of Utah Neuropsychiatric Institute at 801-583-2500, call 911, or go to the nearest emergency room.  Alliance Counseling LLC does not provide 24 hour crisis services.  
I have read the information above and understand that I am encouraged to ask questions, and give input regarding the counseling process at any time. I also understand and agree to the policies as stated above, and I give my consent for treatment at Alliance Counseling LLC.  In addition, I acknowledge receipt of the Notice of Privacy Practices.
_________________________________                      _________________________________
Signature                                                          Date                               Signature                                                          Date
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