Westchester Psychotherapy PC

A Comprehensive Private Group Practice Providing Individual and Group Therapy 

for Children, Adolescents, Adults and Families
www.westchesterlcsw.com
245 N Broadway Suite # 101
Sleepy Hollow, NY 10591

914-806-7376

avarianides@yahoo.com

CANCELLATION, BILLING POLICY and INFORMED CONSENT
It is extremely important that you attend and be on time to every session.  If you must cancel your therapy appointment, we require 24 hours notice.  If you do not give 24 hours notice, you will be responsible for the full cost of the session.  Extenuating circumstances (inclement weather, death of a loved one) will be taken into consideration and worked out on a personal basis.  

In the event you must cancel a session, an effort will be made to make up the session within the current or following week. (Schedule Permitting) This may mean that you come twice in one week to make up for the missed session.

Payment is due at each session (unless paying by credit card which will be charged on a monthly basis).  Receipts will be given to clients at the end of each month via email.  Payment is accepted in cash, check or by credit card.  Changes to this policy will be made on an individual basis.  There will be a $20 charge for returned checks.  
Services that are not reimbursable by insurance include written assessments, school visits and/or meetings and will be charged to you at the practice hourly rate.  Additionally, you are responsible for any fees not paid for by insurance (to include deductibles, copays, lapses in insurance…etc).  
Email communication is up to the discretion of the therapist and will be discussed at the initial visit.  

Trial, court ordered appearances, litigation:  You agree that, as a client of Westchester Psychotherapy, PC, you have engaged our services for the purpose of providing you and/or your family clinical treatment only.  The practice therapists have not been engaged to act as expert witnesses, and they will not appear to testify as experts.  Thus, we are not meeting with you for the purpose of providing an evaluation for child custody disputes or child abuse investigations.  On a rare occasion, a court will order a therapist to testify, be deposed, or appear in court for a matter relating to a client’s treatment or court case.  To the extent a court orders a therapist to testify, the therapist will do so only as a fact witness.  However, under these circumstances, the court might order the therapist to answer questions which might reveal the confidential information you shared with the therapist during treatment.  Accordingly, we strongly suggest not involving your therapist in any legal proceeding.  If we get called into court by you, your attorney, law guardian, any other attorney involved in your court case, or a judge, you will be charged a fee of $3500 per day to include travel time, court time, preparation of documents, etc. This fee is to be paid prior to the therapist's arrival in court.  Additionally, any request that a therapist speak with law guardians or any attorneys involved in a litigation or write a letter to be submitted to court will be left up to the discretion of the treating therapist and Executive Director.  Fees for these services will be the responsibility of the client and will be billed at the practice hourly rate of $150 per hour.
Attention parents of minor clients under the age of 18:  As of January 1, 2013 email communication and phone sessions between the therapist and the parent of the minor child are reimbursable by some insurance plans and will be billed accordingly.  You will be responsible for the copay or full fee for these services.  Only lengthy email exchanges that involve clinical guidance or advice will be billed.
Thank you for your consideration regarding these important matters.  Please do not hesitate to ask for further clarification on any of these matters during your first session, we are happy to help.
_________________________________________________________________________
Client Signature (Client’s Parent/Guardian if under 18)

_________________________________



____________________

Preferred Email






Today’s Date

LIMITS OF CONFIDENTIALITY
Content of all therapy sessions are considered to be confidential.  Both verbal information and written records about a client cannot be shared with another party without written consent of the client or the client’s legal guardian.  Noted exceptions are as follows:

Duty to Warn and Protect

When a client discloses intentions or a plan to harm another person, the mental health 

professional is required to warn the intended victim and report this information to legal authorities. 

In cases in which the client discloses or implies a plan for suicide, the health care professional is 

required to notify legal authorities and make reasonable attempts to notify the family of the client.
Abuse of Children and Vulnerable Adults
If a client states or suggests that he or she is abusing a child (or vulnerable adult) or has recently 

abused a child (or vulnerable adult), or a child (or vulnerable adult) is in danger of abuse, the 

mental health professional is required to report this information to the appropriate social service 

and/or legal authorities.
Prenatal Exposure to Controlled Substances

Mental Health care professionals are required to report admitted prenatal exposure to controlled 

substances that are potentially harmful.
Minors/Guardianship

Parents or legal guardians of non-emancipated minor clients have the right to access the clients’ 

records.
Insurance Providers (when applicable)

Insurance companies and other third-party payers are given information that they request 

regarding services to clients.

Information that may be requested includes, but is not limited to: types of service, dates/times of 

service, diagnosis, treatment plan, description of impairment, progress of therapy, case notes, 

and summaries.
I agree to the above limits of confidentiality and understand their meanings and ramifications and hereby consent to psychotherapy treatment by Westchester Psychotherapy PC.  Additionally, I have received a copy of HIPAA Patient Rights.
_________________________________________________________________

Client Signature (Client’s Parent/Guardian if under 18)

________________________________
Today’s Date
PATIENT RIGHTS AND HIPAA AUTHORIZATIONS

The following specifies your rights about this authorization under the Health Insurance Portability and Accountability Act of 1996, as amended from time to time (“HIPAA”). 

1.  Tell your mental health professional if you don’t understand this authorization, and they will 

explain it to you. 

2.  You have the right to revoke or cancel this authorization at any time, except: (a) to the 

extent information has already been shared based on this authorization; or (b) this 

authorization was obtained as a condition of obtaining insurance coverage.  To revoke or 

cancel this authorization, you must submit your request in writing to your mental health 

professional and your insurance company, if applicable.

3.  You may refuse to sign this authorization.  Your refusal to sign will not affect your ability to 

obtain treatment, make payment, or affect your eligibility for benefits.  If you refuse to sign 

this authorization, and you are in a research-related treatment program, or have authorized 

your provider to disclose information about you to a third party, your provider has the right 

to decide not to treat you or accept you as a client in their practice. 

4.  Once the information about you leaves this office according to the terms of this 

authorization, this office has no control over how it will be used by the recipient.  You need 

to be aware that at that point your information may no longer be protected by HIPAA. 

5.  If this office initiated this authorization, you must receive a copy of the signed authorization. 

6.  Special Instructions for completing this authorization for the use and disclosure of 

Psychotherapy Notes.  HIPAA provides special protections to certain medical records 

known as “Psychotherapy Notes.”  All Psychotherapy Notes recorded on any medium (i.e., 

paper, electronic) by a mental health professional (such as a psychologist or psychiatrist) 

must be kept by the author and filed separate from the rest of the client’s medical records 

to maintain a higher standard of protection.  “Psychotherapy Notes” are defined under 

HIPAA as notes recorded by a health care provider who is a mental health professional 

documenting or analyzing the contents of conversation during a private counseling session 

or a group, joint, or family counseling session and that are separate from the rest of the 

individual’s medical records.  Excluded from the “Psychotherapy Notes” definition are the 

following: (a) medication prescription and monitoring, (b) counseling session start and stop 

times, (c) the modalities and frequencies of treatment furnished, (d) the results of clinical 

tests, and (e) any summary of: diagnosis, functional status, the treatment plan, symptoms, 

prognosis, and progress to date.

In order for a medical provider to release “Psychotherapy Notes” to a third party, the client 

who is the subject of the Psychotherapy Notes must sign this authorization to specifically 

allow for the release of Psychotherapy Notes.  Such authorization must be separate from 

an authorization to release other medical records.
