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	Client Information�PRIVATE ��





To our clients:  We welcome you to our office, and would like to take this opportunity to answer some of your questions and clarify procedures.





Appointments & Fees:


   -First appointment (50 minutes)-------------------------------------$170.00


   -Individual (45-50 minutes)-----------------------------------------$155.00


   -Family or couples therapy (45-50 minutes)--------------------------$165.00


   -Missed Appointments (see cancellation policy, page 2)--------------$155.00


   -l/2 session, 25 minutes (scheduled only)---------------------------$ 80.00


   -Psychological testing (per 50 min. period)-------------------------$155.00


(Fees are based on time spent in administration, scoring, interpretation 


  and write-up time.  Ask your therapist about these fees.)


   -Assessment forms for children ---------------------------------$6/per form


   -Phone calls longer than 5 minutes are billed at the regular therapy rate.


   -Letters, formal reports, travel time for "out-of-office" services will


    also be charged at (per 50 min. period)----------------------------$155.00


   -Testifying in court, depositions and court-related work including travel 


    time is payable in full in advance (including if subpoenaed, even if 


    called by another party) ------------------------------------------$295/hr


   -Mediation (not billable to insurance)------------------------$170/50 mins





Billing:  Payment is expected at the time of service for your portion of the co-pay, deductible, or payment in full if you are not using insurance for services provided.  Your prompt payment allows us to keep our fees to you as low as possible.  Many insurance companies pay 50-90% of the cost of psycho-therapy and psychological testing, after your deductible is met.  We bill your insurance company as a courtesy service to you, but it is your responsibility to make sure that your bill is paid in full to us.  If you anticipate any problems in paying your bill, you should discuss this with us as soon as possible to make a payment plan and to minimize any misunderstandings.  


Please note that there is a $25 service charge for all returned checks.  


Also, balances older than 30 days may be subject to a l.5%/month (18%/year) finance charge, and in cases of payment default, you will be charged for any collection fees we may incur, with a minimum of an additional $25.00 fee.  





Please note that it is your responsibility to know your benefits, and that it is your responsibility to pay us. We generally try to verify your insurance before you come in, but occasionally insurance companies give us erroneous information. When this happens, you agree that you are still ultimately responsible for payment in full to us. While we will do all we can to assist you in filing your claims and seeing that proper payment is made, you are ultimately responsible for knowing your policy and for full payment of your bill.  We strongly suggest that you verify your insurance benefits and know 


if you have any maximum eligible payment per therapy session or per year. Disputes with your insurance company are between you and them.








*______________________PLEASE INITIAL after reading to signify agreement























Cancellations:  If you need to cancel or change an appointment, be sure to 


give us at least 24 hours notice (please cancel Monday appointments by noon on Friday), otherwise you will be charged the full fee for the appointment time reserved.  Insurance companies will not pay this fee, so we urge you to give proper notice when canceling, for your benefit and ours.  This allows us to offer your time to other patients waiting.  If you are unable to give 24 hours notice, call us as soon as possible, because if we are able to fill your appointment on short notice, we will not charge you.  A message left on the answering machine is sufficient if the secretary is unavailable.





Emergencies and After Hours:  We have an answering machine for your messages when we are not here.  We will get back to you as soon as possible; when you call in the evening or on the weekends, it will generally be the next business day before we can return your call.


   In the event of an emergency, there will be a home phone number on the answering machine where you can usually reach a psychologist sooner.  Please use this phone number only in emergencies or crises.


   If for some reason you are unable to reach one of us, please get in touch with Riverside Hospital Emergency Services (566-532l), where there are 24-hour emergency service counselors on duty, or call 9-1-1.


   If you are feeling suicidal, or that you might hurt someone else, DO NOT HESITATE to use one of the emergency resources immediately!





The process of therapy:  If you are entering therapy for the first time, you may have some questions about how things will proceed.  We will start by learning what brings you in, what your concerns are, and what you wish to work on in therapy.  We will ask you about your life history, your current situation, and set goals together to guide our therapy work. Provided that both you and your therapist feel comfortable with one another, your work in therapy can now proceed.  We will then work on exploring your feelings and thoughts, try out new behaviors and actions, and work to gain new insights.  When you feel that you have accomplished your goals, it is useful to spend a session reviewing the goals and looking at how you can continue to make progress on your own.  This is an important time for you to evaluate how therapy has been helpful to you, and for the psychologist to make some additional suggestions as well. It is important to utilize the goals you mutually set with your therapist to periodically review your progress in therapy and to evaluate the process.  It is your right to discontinue treatment at any time.  It is the psychologist’s ethical responsibility to end the relationship when it is reasonably clear that the client is not benefiting from treatment.





Psychological testing:  Sometimes psychological testing is needed to gain clarity regarding important aspects of your personality and/or current psychological status.  Such assessment is often very cost effective in treatment planning.  Fees for the assessment are based upon the number and nature of tests given.  Your therapist will inform you of these costs at the time the testing is recommended, and once assessment is completed, your therapist will discuss the findings with you.                               








*_______________ PLEASE INITIAL after reading to signify agreement to policies/procedures.  























Confidentiality:  Everything that takes place in psychotherapy is confidential, and may not be released without your express written permission.  There are two exceptions to this:  if you become actively suicidal or are thinking of hurting someone else, and if you are involved in child or elder abuse, we are legally bound to protect you and the other parties, and confidentiality may have to be broken.  If you have insurance that uses managed care, treatment information must be released to them in order for your insurance to pay for services rendered to you.


   We may ask you to sign a release of information form so that we may communicate with your other doctors, previous therapists, or family members.  You have the right to refuse to sign these forms if you so choose.


   Finally, confidentiality for teenagers and children will be discussed during the first session to clarify rights of the child/teen and the parents.  Additionally, confidentiality for couples and families should be discussed with your therapist.





Ethics and professional standards:  As psychologists licensed by the State of Ohio and as members of the Ohio and the American Psychological Associations, we agree to abide by and uphold the most responsible ethical and professional standards possible.  We accept responsibility for the consequences of our acts and make every effort to protect the welfare of our clients and to ensure that our services are used appropriately.


   If you are unhappy with your services here, it is especially important that you try your best to communicate with us the sources of your dissatisfaction.  You may do this in writing if you feel uncomfortable speaking to your therapist, the office manager (if it is a billing issue), or Dr. Orcutt. If we do not reach an agreeable solution and you need help finding additional or alternate assistance, we will do our best to help you locate a more suitable referral or therapy resource.  Since therapists generally agree that it is not in the client's best interest to be receiving similar services from two professionals at the same time, should you wish to contract with another therapist for services, it is important that you indicate your desire to make a change.





Release of Liability:  If you fail to show for an appointment, we will try to contact you during that appt. time at the number you have provided. If we do not hear from you within one week of the missed appointment, you have released us of all liability for your psychological counseling/care. Also, if you cancel an appointment without rescheduling, you release us from liability for your psychological care/counseling. You are welcome to reschedule at any time, provided any past balances, including no show fees, are paid. Of course there are extenuating circumstances, such as an extended vacation, family emergency, unforeseen business trip, etc. In such cases, please contact us as soon as possible to keep us informed.





Questions:  If during the course of your therapy you have any questions about the nature of your therapy (i.e. goals, procedures, etc.) or about fees, please ask.  This issue is even more important on matters which you fear might be embarrassing to either yourself or us--you are encouraged to go ahead and bring such matters up for consideration since dealing with such matters is often an important part of your treatment.








*______________________Please initial after reading

















* Fill in entire box





Patient Information (ADULT)





Patient Name __________________________________DOB: ___/___/___ SS# ____/___/____





Home Address _________________________City _____________ZIP ________Home# _____________


												Pager or


Your Employer__________________________________ Work#_____________ Cell# ______________


												Pager or


Spouse Name____________________________________ Work#_____________ Cell# ______________





Nearest relative (not living with you)___________________________Relationship__________





Address__________________________ City_______________ Zip_________ Phone#______________











Whom may we thank for referring you to us? *__________________________________________





Please note:  We often send our professional sources letters to thank them for referring you to our office.  If, a doctor, lawyer, etc. referred you; we generally send them a brief note or Thank you card letting them know you were seen in our office. Do we have your permission to do this with your referral source?   YES*___________   NO*__________











I have read and/or have received a copy of the HIPAA Notice Form *_________________________


											SIGNATURE





I understand and agree that (regardless of my insurance status) I am ultimately responsible for the balance on my account for any professional services rendered.  If I do not pay this balance within 30 days of being billed, I understand that a 1.5%/ month (18%/year) interest charge may be added to my account until the balance is paid in full.  If I do not pay this balance or arrange a payment plan, I understand that I may be turned over to a collection agency and I will be billed for any subsequent collection charges, including a minimum charge of $25.00.  I have read and understand the office policies on the previous pages. 


I certify this information is true and correct to the best of my knowledge, and I will notify you of any changes in my health insurance or the above information as soon as possible. I agree to abide by the cancellation policy as well.








SIGNATURE: *_________________________








I understand that my psychologist, as an independent contractor, is solely legally responsible for my treatment and care. 





SIGNATURE: *_________________________








** IF I GIVE LESS THAN 24 HOURS NOTICE TO CANCEL AN APPOINTMENT, OR I DO NOT SHOW UP FOR A SCHEDULED APPOINTMENT, I AGREE TO PAY THE FULL $155.00 FEE, WHICH IS NOT BILLED TO INSURANCE. 








SIGNATURE:*__________________________ 
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