




OFFICE POLICY
I. APPOINTMENT:

Appointments are 45 minutes. Clients are generally seen weekly or more/less frequently as acuity dictates and you and your therapist agrees. Your insurance typically covers for 1 session per week. In the event of an emergency, your therapist is on call 24/7, unless if on vacation, and may be reached at 310-991-3055 or for you to call 911. If you are unable to reach your therapist, call 911or go to the local emergency room.

II. CONFIDENTIALITY:

Issues discussed in therapy are important and are generally legally protected as both confidential and “privileged.” However, there are limits to the privilege of confidentiality. These situations include: 1) suspected abuse or neglect of a minor, elderly person, or a gravely disabled person, 2) when your therapist believes you are in danger of hurting yourself, 3) if you report that you intend to physically injure someone else,  4) if your therapist is ordered by a court to release information as part of a legal involvement in litigation, etc., 5) when your insurance company is involved, i.e. in filing a claim, insurance audits, case review or appeals, etc., 6) in natural disasters whereby protected records may become exposed or when otherwise required by law.
III. PAYMENTS:

Payment is due at the end of the session. Your therapist will file your insurance claim, but you are responsible for your deductible, co-insurance, and co-payments. If your insurance fails to pay your therapist, you are held liable for payment. If after 45 days, there is a balance due, you may be reported to a collection agency. A payment schedule can be arranged.

IV. CANCELLATIONS & MISSED APPOINTMENTS:

You will be billed for sessions that are not cancelled 24 hours prior to your scheduled appointment. For Monday appointments, they need to be cancelled the previous business day. You may leave messages 24 hours a day. You will be billed the full rate, not just your co-payment. Insurance companies do not reimburse for failed appointments.

V. TELEHEALTH

I can opt to have sessions via telehealth, which a HIPAA compliant platform is used.
VI. CONSENT FOR TREATMENT

I have read and understood this policy statement and I have had my questions answered to my satisfaction. I accept, understand and agree to abide the contents and terms of this agreement and further, consent to participate in my evaluation or treatment. I understand I may withdraw from treatment at any time.
-------------------------------------------------------                                  ---------------------

Signature of client






Date

-----------------------------------------------------



---------------------

Legal Guardian/Parent





Date
