Allison Rankin, LPC

INFORMED CONSENT
I understand and agree that my participation in services provided by Allison Rankin,LPC, implies voluntary informed consent. I also understand that I may refuse service at any time, and that this provider is not warranting a cure or offering any guarantee of results or improvement of any condition.
CONFIDENTIALITY
I understand and agree that my disclosures and communications are considered privileged and confidential, except to the extent that I authorize a release of information. There are certain exceptions to this rule which include the legal requirements to notify appropriate authorities of suspected child, elderly, or handicapped persons abuse and the duty to warn appropriate persons when there is a threat made to harm self or others. A court may also order the release of information. Cases may be discussed with clinical staff including occasional consultation outside of the agency. 
CLIENT RIGHTS
You have the right to know the name and qualifications for the person treating you. You have the right to information about your condition, your treatment, and your progress. Should you decide to refuse treatment, your counselor will advise you of your options. You have the right to be told if alternative or additional services exist in the community which may be appropriate for your needs. You have the right to be told in advance of the cost of the services and any limitation on the duration of services. You have the right to give consent for any audio/visual recording of your treatment. You may refuse to participate in any such recording without jeopardizing your treatment. If you have a concern about your treatment or wish to file a complaint, please discuss this with your counselor. If this does not resolve the issue to your satisfaction, you may file a complaint with the Licensed Professional Counselor Board. 
RELEASE OF INFORMATION
I understand that my records may be protected under federal regulations and cannot be disclosed without my written consent unless otherwise provided for in the regulations. By authorizing the release of information, I understand that I am Waiving confidentiality to the assigned party. By authorizing the release of information to an insurance company or other third party, I understand that the information may become part of the third party’s records and can no longer be controlled by this provider. I understand that this provider may have contracts with several managed care companies and preferred provider organizations, in which case the terms of these contracts may rule over those of Consent Form. 
I specifically direct and authorize the release of any and all information requested by my managed care company or insurance carrier or EAP for the purpose of authorizing service, conducting case reviews, and obtaining payment. This consent may be revoked at any time and will automatically expire 60 days after the account is paid in full or 12 months following the date below, whichever is later. 
BENEFITS AND RISKS OF THERAPY
Therapy is the Greek word for change. You may learn things about yourself that you do not like. Often, growth cannot occur until you experience and confront issues that induce you to feel sadness, sorrow, and pain. The success of your work together depend s on the quality of efforts on both our parts, and the realization that you are responsible for lifestyle choices/changes that may result from therapy. Seeking to resolve concerns
between family members, marital partners, and other persons can similarly lead to discomfort as well as to relationship changes that may not be originally intended. 
While you consider these risks, you should also know that the benefits of therapy may include an improved mood, an improved ability to cope with marital, family, and other interpersonal relationships, or greater understanding of personal goals and values. I do not take on clients I do not think I can help. Therefore, I will enter our relationship with optimism about our progress. 
WHAT TO EXPECT FROM OUR RELATIONSHIP
Therapeutic services are provided in an atmosphere of trust. You expect me to be honest with you about your problems and progress. I expect you to be honest with me about your expectations for services, your compliance with medication, and any other barriers to treatment. You may also be asked to help design homework assignments, and to try out new ways of dealing with your feelings, thoughts, or other people. 
GOALS OF THERAPY
There may be alternative ways to effectively treat the problems you are experiencing. It is important for you to discuss any question you may have regarding the treatment recommended by the therapist and to have input into setting the goals of your therapy. As therapy progresses, these goals may change. agreed upon by you and the therapist may include: 
1. Cognitive behavioral therapy 
2. Strength/solution-focused therapy
3. Person-centered therapy
4. Directive or non-directive play therapy for children 
5. Other:
The purpose of counseling will be to help you process emotional and behavioral issues, and the reduction of symptomatic and distressing behaviors.
The following goals for therapy as agreed upon by client and therapist are as follows: 
1._______________________________________________________________
2._______________________________________________________________
3._______________________________________________________________
IF YOU NEED TO CONTACT ME
If you need to contact me, please call the office number of (806)318-8297 and I will return your call as soon as possible. Please note that the therapists’ contact is not a replacement for emergency medical care. 
If you are in crisis and feel you need emergency medical care, please go to the Emergency Room at Northwest Texas Hospital, dial 9-1-1, or call the Suicide Crisis hotline at (806) 359-6699 (800-692-4039). If you have further questions, please discuss them with your therapist.
EMERGENCY CONTACT PERSON
If there is an emergency during our work together, or I become concerned about your personal safety, I am required by law and by the rules of my profession to contact someone close to you - perhaps a relative, spouse, or close friend and/or the authorities. Please write down the name of your chosen contact person in the blank provided:
Name:___________________________________________________
Address:_________________________________________________  Phone:_________________________
IF I NEED TO CONTACT YOU
You have my permission to call the following numbers regarding my appointment:
Home:________________________  Cell:____________________________ 
Work:_________________________ Email:___________________________
FINANCIAL RESPONSIBILITY
I understand and agree that I will be charged a fee for all direct and indirect professional services rendered on my behalf. Allison Rankin,LPC, charges a fee of $125.00 per therapy session for individual therapy services,
$150.00 for marital and family sessions, and $50.00 for group therapy. I understand there will be additional charges for court testimony. I understand and agree that professional services are rendered and charged to me; this provider assists in making claims for insurance benefits as a courtesy only and I remain liable for all charges for services, due and payable in full within 30 days from date of service. Deductible, co-pay, or co-insurance amounts are due at time of service. There is a $25.00 service charge on all returned checks. In the event that an account goes to collections, there will be a 35% collection fee added to your balance.
Unique circumstances may warrant a modification of regular fee structure. In these cases, a predetermined fee schedule may be implemented. I agree to pay the following fee of $__________ per therapy session; $_________ for marital or family therapy.
THERE IS A 24 HOUR CANCELLATION  POLICY.  If you do not cancel and fail to show for your appointment, you will be charged for a regular session. Most insurance companies will not cover this expense. 
LATE ARRIVALS
Most of sessions will last 50 min. Children's sessions will last from 30-45 minutes depending on age and maturity level of the child. If a client is 15 minutes late or later to his or her appointment, he or she may be charged for the session and will need to reschedule. When clients are late, it does not allow time to accomplish meaningful counseling. There are times that unforeseen situations may arise with your counselor and I will not be able to see you at your regularly scheduled appointment. You will be notified in advance of any scheduling changes, if at all possible. 
In the case of two missed appointments, it will be considered that the client has terminated the counseling relationship. 
OFFICE BILLING AND INSURANCE POLICY
· I authorize the release of information necessary for billing purposes to third party billing providers contracted by Allison Rankin, LPC.
· I authorize use of this form on all of my insurance submissions.
· I authorize direct payment to Allison Rankin, LPC provider.
· I authorize the release of information to my insurance company(s). I hereby permit a copy of this to be used in place of an original.
I have read this agreement and understand the limitations regarding confidentiality and the risks and benefits of counseling. I understand my responsibility to pay all fees for the services I receive.
My signature below indicates that I understand and agree with the terms and conditions of informed consent as stated above.
_______________________________

______________________

CLIENT







DATE
_________________________________________
PARENT/GUARDIAN/REPRESENTATIVE
1

