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Counseling Services Agreement

This agreement contains important information regarding our service and billing policies as well as a summary information about the Health Insurance Portability and Accountability Act (HIPPA).  

Appointments and Hours of Operation

Appointments are scheduled from Monday through Thursday 8 AM until 7 PM and Friday 9 AM until 4 PM.  The office staff can answer phones between 9:30 AM and 6 PM Monday through Thursday and 9 AM and 1 PM on Fridays.  At other times phone calls will go to voicemail.  Mock-Mays does not have a covering practitioner available after hours to handle emergencies.  We believe all emergencies are best handled by the experts in crisis intervention who are available at the local emergency room.

Fees and Insurance

The fee for a counseling session is based on the length of your session.  We have a fee schedule available.  You are responsible for obtaining prior authorization from your insurance carrier for counseling at Mock-Mays Associates.  We will bill your insurance; however, you are responsible for any co-payment and/or deductibles.  Co-payment amounts are set by your insurance plan and are due at each appointment.  The co-payment set by your plan for each session is:  $_____________

At any time during treatment should you become ineligible or have any changes in insurance coverage, please notify the office manager or your therapist at Mock-Mays Associates.  Termination or any lapse of insurance that results in non-payment will become your responsibility.
X________________________________________________________
Signature involving acknowledgment of fee and insurance policy

Mock-Mays Associates accepts cash, checks, major credit cards, and debit/check cards.  There is a charge of $40 for any returned checks.

If you owe money to Mock-Mays Associates and do not make arrangements to pay, you will be referred to a collection agency.

Cancellation and Missed Appointment Policy

Effective May 1, 2018 if you miss an appointment or cancel with less than 48 hours notice, except in cases of emergency, you will be billed $50.  Your insurance company cannot be billed for fees associated with missed or canceled appointments.  Please initial_____________ N / A

Repeated late cancellations and / or “no-show” appointments will result in Mock-Mays Associates referring you back to your insurance company for reassignment to another practitioner. 
Case Management
Mock-Mays Associates will charge for any case management outside the therapeutic hour.  The first 15 minutes are pro-bono with subsequent 15 min intervals at a rate of $30.00.  This will be the client’s responsibility as we cannot bill your insurance company for this service.
Court Policy

We do not provide court testimony unless court ordered. If we are court ordered, you agree to pay Mock-Mays Associates $110-$125 per hour for the time it takes the therapist and/or staff to prepare testimony and to testify in court.  You are personally responsible for all court costs.  

Court Policy Regarding Minor children

The therapist role with minor children is to provide treatment and not get involved in any legal disputes especially regarding custody or visitation.  You agree to not involve your child’s therapist in any legal disputes.
Payment Responsibility

I agree to the following: 

     1. Payment of insurance benefits will be paid directly to Mock-Mays Associates.

     2. Protected Health Information may be released to my insurance carrier to ensure payment of           
benefits.

     3.  At any time during treatment should I become ineligible for insurance coverage, I 

             Understand I will become responsible for 100% of the bill. 
     4.  Insurance coverage does not guarantee payment and I agree to be responsible for fees not 
covered by my insurance.
_______________________________


______________________
Person Responsible for Payment 
Date
Consent for Treatment

I authorize my therapist to carry out treatment and/or diagnostic exams and procedures which are now or will become advisable.  I understand the purpose of these procedures will be explained to me and that they are subject to my agreement.  I also understand that while the course of my treatment is designed to be helpful, my therapist can make no guarantees about the outcome of my treatment.  In addition, the psychotherapeutic process can bring up uncomfortable feelings and reactions such as anxiety, sadness, and anger.  I understand that this is a normal response to working through unresolved life experience and that these reactions will worked on between my counselor and me.

______________________            _____/______/_____
          ___________________________

             Print Client Name   

              Date of Birth

                   Client Signature

__________________________________________

             

___________________


Practitioner / Witness Signature





    Date




General Consent for Child or Dependent Treatment

I am the parent, legal guardian, or legal representative of the client and on the client’s behalf legally authorize the therapist / group to deliver mental health care services to the client.  I also understand that all policies described in this statement apply to the patient I represent.

____________________________
                _____/______/____                                 _________________
            Print Client Name


    Date of Birth


            Relationship to Client

_________________________________


       

      __________________

 Parent, Guardian, or Representative Signature




                  Date
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