                                             Tamara Reilly, PLLC,  LMFT, Psy.D., M.A.
1400 BAttleground Ave. Suite 209-F

Greensboro, NC 27408

336-549-3099

CONFIDENTIAL CLIENT INFORMATION

Client Name: ___________________________________________________________ Date:________________

Address: ______________________________________________________________________________________

City, State, Zip ________________________________________________________________________________

Preferred Contact:  (  Home  (  Work  (  Cell  (  Text  (  Email

Phone: ________________________________________ Cell: __________________________________________                              May I leave messages?  ( Y   ( N    May I text you with brief messages?    (  Y  ( N

Email: _______________________________________________ @ ______________________________________

Occupation: __________________________________________________________________________________

Social Security #: _________-_________-__________    Birth Date: ______________________________

Insurance:   ( BCBS  ( Aetna  ( Cigna   ( UMR  ( United  or  EAP ___________________________________ Authorization/ID #: __________________________  

Name of insured: ____________________________________________________________________ 

Marital Status:  ( Single ( Married ( Divorced ( Separated ( Widow

Emergency contact: _________________________________________________________________________

Relationship: ___________________________________ Phone: _____________________________________

(Please note: In case of emergency and for your safety, I may need to breach confidentiality to notify your emergency contact.)

Referred by (how did you hear of my practice):   _________________________________________

***Credit cards will only be charged for services in the event that a session is missed without cancelation, insurance denies coverage or a bill is not paid in a timely manner. Due to issues of non payment this information is required.

Credit Card :  ( VISA  ( Master Card ( AMEX ( Discover                                                   # _______________________________________________________________________ CVC: ____________  Exp: _____/________   zip code on billing address of this card: _________________________

Tamara Reilly, PLLC, LMFT, Psy.D., M.A.
1400 Battleground Ave. Suite 209-F

Greensboro, NC 27408

336-549-3099

Informed Consent/Agreement for Services

Having a framework in which to operate helps to avoid misunderstandings that might impair the counseling relationship. The client/therapist relationship is unique and highly personal, and at the same time, is a business contract. 

SESSION TIME: A standard therapy session runs 45-60 minutes. Extended sessions are available for private pay clients upon request. 

FEES/ CO-PAY: Payment is due at the time service is rendered.  Fees per session are currently set at $165.00/hr. (private pay)
Insurance COPAY: I accept Credit cards (with fee added) OR No additional fee options are: Venmo (APP), CASH (APP), PayPal, Check or Cash (money). 

Insurance:  co-pay as set by your behavioral health insurance company and it is your responsibility to provide obtain this information. If you have not met your deductible you will owe the full fee of the contracted  insurance company rate. X__________________ (initial)
NOTE: There will be a $35.00 charge for each returned check. 

ASSIGNEMENT OF BENEFITS: If using insurance, you are allowing therapist to directly bill insurance and provide required information. You are authorizing the insurance carrier to directly pay therapist. Please note: you are responsible for fees in the event that insurance coverage is lost or in the event that insurance denies coverage. _____________ (initial) 
delinquent accounts:  If your account has not been paid for 7 days and arrangements for payment have not been agreed upon I will charge the credit card on file provided by you at intake, use a collection agency service or file a claim in small claims court. If outside resources become necessary to recover outstanding balances you will be responsible for all fees and court costs. 

LETTER WRITING/ PHONE CALLS:  If you request or require a progress report or letter regarding your treatment please note that I charge a fee calculated at 15 minutes based on an hourly fee of $165.00. Phone call conversations, emails and texts exceeding 10 minutes are billed as consultation at a rate of $15.00 per each 10 minutes. ____________ (initial) . 
CLIENT’S LITIGATIONS
I prefer not to participate in client’s legal proceedings as an advocate. My policy is to NOT communicate with or write letters on behalf of the client to the court or lawyers for the purposes of a client’s litigation.  Should this therapist be subpoenaed, therapist charges the client in advance to cover a full work day. I will require payment 48 hours in advance or I will assume my service is not needed. 

DISABILITY CLAIMS:  With your written request and permission I can send records, but I will not complete disability paperwork and I will not respond to any claim request without a working relationship of 7 sessions.  I do not evaluate disability or return to work. 
CONFIDENTIALITY: By law, you have the right to confidentiality. I am prohibited from revealing, to any other person, your identity and what you have discussed in session without your written permission.
There are instances in which your right to privacy may be set aside without your permission (limits to confidentiality):

· If you introduce your mental health into a lawsuit, your records may be subpoenaed, I may be deposed, and/or I may be asked to appear in court. 

· If you, your spouse, children or dependent/s have, specifically or vaguely indicated information regarding sexual abuse, physical abuse, emotional abuse and/or neglect of a child, dependent adult or elderly person. I am required by law to report any known or suspected abuses by phone and in writing. 

· If I believe, based on information you disclose, that you are a potential danger to yourself, I must take reasonable steps to ensure your safety (this may include contacting your spouse or emergency contact to initiate a 24-hour watch or I might call a Psychiatric Emergency Response Team or Police to have you evaluated, etc.).  

· In the event of a natural disaster whereby protected materials may become exposed. 

COUPLES:  I adhere to a no secrets policy. In treating a couple, the client is the couple, not either individual. To release information to a third part I need the written authorization of both (couple).  If I am told anything privately by one member of the couple and believe that it is relevant to the relationship I will encourage that party to share the information in therapy, if not I may share the information if I am to effectively serve the couple. I will use my best judgment as to whether and to what extent I will make disclosures (no secrets). 

EMERGENCIES:  I will return calls upon request within 24 hours Monday-Friday 10 am- 7 pm.  NOTE: If you require me to respond to voicemail, you must say this in your message and I will make every effort to return call as soon as message is received. In the event of emergency involving a medical issue, threat to your safety and/or safety of others, please call 911 immediately.  *Please note that I will charge a fee for phone contact in excess of 10 minutes. 

TERMINATION OF THERAPY 

You may discontinue therapy at any time. If you or I determine that you are not benefiting from treatment, either of us may elect to initiate a discussion of your treatment alternatives. Should you decide not to schedule an appointment for 20 days I will consider therapy terminated and close your chart. I also reserve the right to terminate treatment due to frequent no shows, cancellations or late arrivals. I do not offer refunds for services rendered. 
CONSENT TO TREATMENT: 

Please understand that while the course of treatment is designed to be helpful/useful to you the therapist can make no guarantee about the outcome of treatment. The therapeutic process can bring up uncomfortable feelings and reactions such as, but not limited to anxiety, sadness and anger. These reactions and feelings are normal responses to working through unresolved life experiences and these feelings will be worked on and addressed in the course of therapy. 

*Understand that emails, text messages, wireless devices and phone exchanges are not guaranteed to be confidential, even despite good efforts by this therapist (i.e., using pass codes on emails, cell phones and promptly deleting messages. By using these means you understand there is potential risk to your privacy.  I do not communicate via Facebook, Instagram, Twitter or any other social media application. 

By signing, I (client or parent) am acknowledging the informed consent and agree to this contract.  I have the right to a copy of Notice f Privacy Practices.   

X __________________________________________________________________________  Date: _____________

You are welcomed to receive a copy of this agreement at any time upon request. 

CANCELATIONS: 

Please be aware, if an appointment is not canceled 24 hours in advance you will be charged a fee of $125.00. 

This fee is NOT covered by your insurance.  
X_____________________________________________Date: __________
Note: By signing this consent form I am assuming you have read all of the information included. 
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YOU ARE WELCOME TO A COPY OF THESE POLICIES AT ANY TIME UPON REQUEST


