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Welcome 
Please read and sign this office policy statement in order to indicate your understanding of procedures and to consent to receive treatment services within these guidelines.
Confidentiality of records:

 All written and spoken information related to counseling services is confidential. Written authorization is required to release any of your records to a third party. If you want to have information released to a third party (attorney, insurance company, etc), you or they should request release of information in writing, authorized by your signature. Legal exceptions to confidentiality involve information regarding suspected child abuse, potential harm to self or others, and instances where the court may subpoena records. Giving testimony in court pertaining to your counseling can be harmful to therapy. Therefore, we request that you do not cause a subpoena to be issued for any representative of this office or of any office records.  In the event one is issued, you agree to pay $150 per hour plus travel expenses.  An explanation of how medical information about you may be used and how you can get access to this information is within our “Notice of Privacy Practices.” Please review this information carefully and discuss any concerns that you may have about this information with your therapist.

Appointments:
All outpatient services are provided by appointment.  Intake sessions can vary in length and the number of sessions available can vary depending on your insurance coverage.  Typically each appointment will be 50-55 minutes. I have a confidential voicemail. Contact me or the office manager, Donna at 570-524-0909, ext. 4 to schedule an appointment.   

Cancellations and missed appointments:
Your appointment time has been reserved exclusively for you.  If you are unable to keep your appointment, please notify me at least 24 hours in advance so the time can be used for other clients.  If appropriate cancellation has not been made or if you fail to show for your appointment, you will be billed $25.00.   
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Consent for Treatment:
Our fees are determined by time and client service.  Therefore, your therapist will go over your responsibility for services rendered.  In the event that you have problems paying your bill, please discuss your circumstances with your therapist. 

Full payment or Co-pay is expected at the time of service. If your therapist is a provider for your insurance, we will bill your insurer, but clients are responsible for non-covered services, co-pays and any deductible. As a client you have the obligation to be aware of the provisions of your health insurance and any requirements to obtain benefits. In order for us to bill your insurance you are required to sign the following statement:
 I, _______________________authorize the release of any necessary information needed by my 
insurance company to process claims.  Furthermore, I, __________________authorize payment of benefits to my therapist. 
Communication:
You determine the manner in which you would like to exchange communications.  Please place your initials beside all the types of communication you authorize to use and receive.  Please note that some types of communication are not as confidential, such as texting.
_____ Land line phone 

_____ Cell phone 

_____ Texting

_____ Email
Please feel free to ask any questions you may have regarding the above policies before signing below.  Your signature indicates that you have read the Office Policy Statement and agree to the above stated conditions. Please let us know if you would like a copy of this for you records.

I have read and understand this policy and agree to abide by it accordingly.

__________________________________________             _______________
Signature (client/parent/legal guardian)


           Date         
Client Information Form


Client_________________________________ Date of Birth__________________

Address____________________________         SS#__________________________


   ____________________________

   

Parent/Guardian (if applicable)__________________________________________

Phone (H) _____________________
  email_____________________________

Phone (W) ____________________________ is it okay to email?_______________

Phone (C) _____________________________  please circle contact preference

Emergency Contact: _______________________
Phone____________________

Insurance Name_______________________________________

Member ID ____________________________________
Co Pay _____________

Group # ______________________________________________

Approval # ____________________________________________

Insur. Phone _________________________________________

(I will need to make a copy of all insurance cards)

Policy Holder Name_______________________________

Policy Holder Date of Birth ________________

Relationship to insured


____Self
____Spouse
   ____Parent     ____Other

How did you hear about our office? 

________________________________________________

Client Signature: __________________________________ Date:______________







   


  Angela Trop, LCSW, BCD





 115 Farley Circle Suite 105


Lewisburg, PA 17837


Phone: 570.524.0909 Fax: 570.524.0956








 


 











  





�











   


  Angela Trop, LCSW, BCD





 115 Farley Circle Suite 105


Lewisburg, PA 17837


Phone: 570.524.0909 Fax: 570.524.0956








 


 











  





�








PAGE  
2
UPDATED 4/10

