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Welcome to Louisa Creative Counseling, LLC
We are glad you chose us to help you reach your goals. 

Please read and fill out these forms before coming to your first appointment. The information you provide is confidential. If there are any areas that you prefer to discuss in person, feel free to leave them blank or make a note. 

This packet contains important information regarding privacy and confidentiality, fees and payments, and other information about the counseling process. Please read it carefully and sign in the designated areas. 

This packet includes forms for minor children (under age 18).
At present, I do not accept insurance.  All clients are assessed a $50 per session fee, payable at the time of service, payable by cash or check.  Checks can be made payable to Louisa Creative Counseling.
Thank you for taking a few minutes to prepare. This will allow us to “get to the point” during your first session, and address your main concerns right away. 

We will see you soon!
Sincerely,

Kristy Bazzanella, M.A., Resident in Counseling

Identifying Information Sheet
ID #: ____________________________

Client’s Name:_________________________________Preferred Name:___________________________

Gender: ☐male ☐female 
Date of Birth: __________________Age: _______ SSN: _____________________________ 
Address:______________________________________________________________________________

City: ________________________________________________ State: ________ Zip code:___________ 

Home #: (_____) ____________ Cell #: (_____) ____________________ Work #: (_____)____________ 
Legal Guardian/Relationship (if client under 18): ______________________________________________
Emergency contact/Relationship: ________________________________ Phone: ( ____) ______________ 
How would you like to receive appointment reminders? (Choose one) 
☐Email to___________________________________________________________________________ 
☐Text Message – Number: (_____) ____________________ Carrier:_____________________________
☐Phone Call – Number: (_____) ____________________ Carrier: _______________________________

☐None (If you prefer not to receive reminders) 
Insurance Information Insurance Name: ____________________________________________________ 
Subscriber: _____________________________________________________Relationship: ___________ 
Subscriber’s address: (If different from above)________________________________________________
City: ________________________________________________ State: ________ Zip code: ___________ 
Subscriber’s Daytime Phone (_____) _____________________ Date of Birth: ______________________
Policy #: __________________________ Group #_____________________________ 
How did you hear of us? _____________________________________________________________________________________
Intake Form (For Minors only – If client is over 18, please go to page 15)

Child’s Full Name:___________________________________________ 

Guardian 1: 

☐mother ☐father ☐other: _____________Parent Birth Date: ______ /______ /______ Age: ________ 

Full Name:____________________________________________________________________________

Address (if different from child): _________________________________________________________

 City: __________________________________________ State: ________ Zip code: ________________ 
Home #: (_____) ____________ Cell #: (_____) _________________ Work #: (_____) ______________

Will this guardian bring the child to sessions? ☐yes ☐no 
Willing/able to participate in family sessions if recommended? ☐yes ☐no 
Guardian 2: 
☐mother ☐father ☐other ____________ Parent Birth Date: ______ /______ /______ Age: ________ Full Name: ___________________________________________________________________________ 
Address (if different from child): _________________________________________________________
 City: _____________________________ State: ________ Zip code: _____________________________ 
Home #: (_____) ___________Cell #: (_____) ____________________ Work #: (_____) ____________ 
Will this guardian bring the child to sessions? ☐yes ☐no 

Willing/able to participate in family sessions if recommended? ☐yes ☐no 

Please explain any custody issues: ________________________________________________________________________ 

Family Information
1. With whom does the child currently live?___________________________________

________________________________________________________________________ 

2. Is there a family history of (check all that apply): □ Depression □ Suicide Attempts □ Anxiety □ 

Eating Disorders □ Mental Illness □ Violence □ Sexual Abuse □ Chronic Illness □ Emotional Abuse □ 

Alcohol/Drug Addiction □ Bio History Not Known Other, please specify________________________

Please explain any history of chronic illness_________________________________________________ 
_________________________________________________________________________________________

3. Other immediate family members: 

	NAME
	AGE
	RELATIONSHIP
	Lives in the same home?

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


If more space is needed, use back page. 

Child Medical Information Primary Physician: __________________ Phone: (_____)_____________ 

Practice Name: ___________________________________________ Date of Last Exam: ___________ 

Major or Chronic Illnesses/Injuries:_______________________________________________________ ____________________________________________________ _________________________________

Operations/Surgeries:_______________________________________________________________________________________________________________________________________________________________________________________________________ _______________________________________

Have there been recent changes in any of the following areas? □ Sleep Behaviors □ Amount of Exercise □ Eating/Appetite Weight
Substance Use 
Does your child smoke? □ Yes □ No Has your child smoked in the past? □ Yes □ No If yes – Cigarettes/Day _______ Began at what age? ________ If your child no longer smokes when did he/she quit? _________________ 
Does your child consume alcohol? □ Yes □ No If so, how much:
 □Less than 1x/month □1-3x month □1x week □Several x’s a week □Every day 

Check all that apply: □ Beer □ Wine □ Hard Liquor 

Has your child ever used any street drugs or misused prescription drugs? □ Yes □ No

If yes, please list: ______________________________________________________________________ 

Please describe the main concerns that prompted your family to seek counseling? ________ ______________________________________________________________________________ ______________________________________________________________________________ 

How have these concerns evolved over time? ___________________________________________________________ ___________________________________________________________________________________________________________________________________________________________________________________________________
Please indicate any major stressors your child has had in the last 12 months such as Serious illness or injury, Death of a Close Friend or Family Member, Major Illness in Family, Gain of New Family Member, Divorce/Separation, Job Change, Other…. ______________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________
Has your child ever received psychological or psychiatric counseling before? □ Yes □ No

If so, please describe when, from whom, purpose and results _________________________ ____________________________________________________________________________________________________________________________________________________________
Has your child ever been prescribed medication for psychiatric or emotional problems? 
□ Yes □ No 
If so, please describe when, prescribing clinician, what medication, for what, and the results 
______________________________________________________________________________________________ _____________________________________________________________
Has your child ever been hospitalized for a psychiatric or emotional health reason? 
□Yes □No 

If so, please describe when, where, for what reason, and the results_____________________

____________________________________________________________________________________________________________________________________________________________

Has your child been in a drug or alcohol program? □ Yes □ No 
If yes: □Inpatient □Outpatient 
How many times _____________ When: _________________________ How Long:_______ Outcome:_____________________________________________________________________ 
Please indicate if your child has experienced any current or past issues in the following areas: □Physical, Sexual or Emotional Abuse □Harming self □Violent behaviors □Mental Illness of Family Member □Suicidal thoughts or behaviors □Witnessing domestic violence □Legal Problems 
If so, please explain: ____________________________________________________________

________________________________________________________________________
ADDITIONAL INFORMATION: 
1.Is your child spiritual or religious? □ Yes □ No 

If yes, describe his or her faith or belief:_____________________________________ 
______________________________________ _________________________________

2. What do you consider to be some of your child’s strengths? 

______________________________________________________________________________
_____________________________________________________________________________
______________________________________________________________________________
3. What do you consider to be some of your child’s weaknesses? 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
4. What would you like your child to accomplish out of this time in therapy? 
______________________________________________________________________________
______________________________________________________________________________

Authorization for Treatment

Clients under 18 years of age who are not emancipated (and their parents) should be aware that the law allows parents to examine their child’s treatment records unless the therapist believes that doing so would endanger the child or we agree otherwise. Because privacy in therapy is often crucial to successful progress, particularly with teenagers, it is our policy to request an agreement from parents that they consent to give up their access to their child’s records. If they agree, during treatment, the therapist will provide them with general information about the progress of the child’s treatment, and his/her attendance at scheduled sessions, unless the therapist feels that the child is in danger or is a danger to someone else. In that case, we will notify the parents of the concern. Before giving parents any information, the therapist will discuss the matter with the child, if possible, and do his/her best to handle any objections he/she may have, in order to maintain rapport and trust.

 I/We (parent), ____________________________________________________ authorize Louisa Creative Counseling, LLC  to provide counseling to (child)_________________________. 
By signing this authorization, I am agreeing providing my child the right of confidentiality. I understand that my child’s counselor will provide me with a summary of my child’s progress, as well as feedback that will be beneficial to our relationship at home. I understand the limits of confidentiality detailed above and on the Notice of Privacy Practice. 
Parent’s signature: ___________________________________ Date: _____________________ 
Client Services Agreement and Informed Consent
Welcome to Louisa Creative Counseling, LLC [LCC].  This agreement contains important information about our professional services and business policies. 

Counseling Services 

Counseling can lead to better relationships, improved mood, improved daily functioning. Counseling can lead to a reduction in feelings of distress, problematic behaviors, and negative thinking. At times counseling may bring up uncomfortable feelings. You may experience feelings including anger, frustration, sadness, and confusion. Counseling is best understood as a process where progress takes place over time. If you are seeking counseling for your child, know that processing difficult feelings may sometimes affect children’s behavior between sessions. Treatment can involve weekly to bi-weekly sessions for several months or longer. 

Your first few sessions will involve an evaluation of your needs. By the end of the evaluation, your therapist will be able to offer initial impressions of what your work together might involve. You should evaluate this information along with your own opinions of whether you feel comfortable working with your therapist. Therapy involves a large commitment of time, money, and energy, so you should be very careful about the therapist you select. If you have questions about your therapist’s procedures or anything else that happens in your sessions, please discuss them with your therapist whenever they arise. It is especially important for you to raise any negative feelings you may develop about your therapist or your therapist’s work. If you and your therapist are unable to work through these negative feelings to your satisfaction, LCC will be glad to provide you with names of therapists to whom you could transfer, or you could seek a referral on your own. 

Professional Fees 

Our professional hourly fee is based on a 50-min in-person appointment. In addition, we charge an hourly fee for other professional services you may need, though we will break down the hourly cost if we work for periods of less than one hour. This includes letter writing, preparation of records or treatment summaries, and the time spent performing any other service you may request of your therapist. Phone calls exceeding 15 minutes will be billed to the client at the hourly rate. 

Our rates outline as following: 

· $110 50 min intake session

·  $110 50 min individual/family session 

· $110 Late cancellation – Less than 24hr notice 

· $110 No show fee 

With your consent, we will bill your insurance company for therapy services provided. You are responsible for paying your co-pay or co-insurance at each visit. If your insurance company denies payment or does not cover counseling, you will be responsible for the full balance due. 

Considerations if using health insurance:
Some of our clients elect to use their insurance to help pay for our time together. If you decide to involve your insurance company, LCC will provide you with assistance to receiving any benefits you are entitled to.

However, you (not your insurance company) are responsible for full payment of our fees. It is very important that you find out exactly what mental health services your insurance policy covers. But, before deciding to use your insurance coverage, please read the following very carefully so you know how filing for insurance may affect you.
Filing for third party reimbursement requires that therapy, or “treatment” be certified as “medically necessary.” This requires your therapist to provide the insurance company with a diagnosis for your treatment. It is our understanding that you will have this diagnosis attached to your insurance records for a number of years to come. It is also our understanding that this diagnosis, and possibly other personal information about you and your progress will be kept in shared insurance computers for some period of time. The diagnosis may affect your health insurance policies in the future.

In some cases of working with insurance, we may be required to send the insurance company more personal information about you in addition to the mental health diagnosis. We may also be required to write reviews and progress reports. LCC cannot guarantee that this information will be treated confidentially once it is released out of our hands. Also, managed care policies usually limit the frequency of psychotherapy and counseling appointments and the total number of sessions they consider necessary to treat the diagnosis assigned to you. 

As noted earlier, insurance companies will not pay for missed appointments, whether no-shows or late cancellations. You are responsible for paying for the reserved time. 

By signing this Agreement, you agree that LCC can provide requested information to your carrier, should you decide to involve your insurance company in therapy. You have the right to pay privately for counseling and leave this third party out of your confidential relationship with your therapist. 

Participation in legal proceedings 

If you become involved in legal proceedings that require your therapist’s participation, you will be expected to pay for all of his/her professional time, including preparation and transportation costs, even if he/she is called to testify by another party. Because of the difficulty of legal involvement, our therapists charge $100 per hour for preparation and $150 per hour for travel and attendance at any legal proceeding. The legal and ethical guidelines for therapists indicate that a court order is required for a therapist to testify and/or release records about you to the court. A subpoena alone is not sufficient and your therapist may refuse to appear in court with only a subpoena. LCC will provide you with our separate Court Policy. While your therapist may choose to make individual exceptions in terms of providing court reports and testimony, LCC is firm in implementing our court policy due to the time and liability involved in such proceedings. 

Contacting your Counselor 

Due to our schedules, we are often not immediately available by phone. The main LCC number is answered by a confidential voice message that is monitored during business days. Your therapist may also provide his/her mobile number in event of emergencies or for more immediate contact. Please know that there may be a delay in receiving a call back from your counselor. If you can’t wait for a return call, please contact your family physician or the nearest emergency room or mental health crisis center. Local mental health crisis centers include Region Ten (540) 967- 2880, Richmond Behavioral Health Authority (804-819-4100), and Henrico Mental Health (804-727-8484).  Please limit email contacts to scheduling/cancelling appointments. Some clients choose to send treatment updates per email. This often applies to parents because it maximizes the time their child can spend with the therapist. Please remember that email is never 100% confidential. Also, your counselor may not respond to your email promptly, or until the next session. If you need a quicker response, please call. Lastly, any email and text message may become part of your medical record. 
Social Media Policy

Our primary concern is your privacy. If you follow your LCC therapist or us on any public social networking site, please note that we will not follow you back. We only follow other health professionals on Facebook and Twitter and do not follow current or former clients on blogs on Twitter, as we respect your personal information. If there are things from your online life that you wish to share with your therapist please bring them into your sessions where you can view and explore time together, during the therapy hour. Adding clients as friends on these sites can compromise your confidentiality and our therapeutic relationship. Oversites may occur on LinkedIn, where a counselor may have a broad professional network. If you notice that you are befriended to your therapist on any social media network, please bring this to their attention. Some sites may suggest your therapist to you as a possible connection. This occurs due to location tracking and email integration. When a site suggests you to your counselor, he/she will “block” your profile to avoid confusion.

Please do not use social networking sites such as Twitter, Facebook, or LinkedIn to contact our therapists. These sites are not secure and messages may not be read in a timely manner. Do not use wall postings, @replies, or other means publicly online if 

we have already established client/therapist relationship. Engaging in this way would compromise your confidentiality. It also creates the possibility that these exchanges become part of your legal medical record and will need to be documented and archived on your chart. These posting may then be deleted from your counselor’s account. If you need to contact your therapist between sessions, please do so directly via phone or email, with the outlined boundaries expressed above.
Text Messaging

At times, it may be practical to use text messaging for scheduling purposes. Please confirm this with your LCC therapist. When possible, we ask that you reschedule with our receptionist. Although communications may at times happen through text messages, we will not address counseling content issues through this method of communication. Your counselor may not check messages frequently, so if you are experiencing a crisis or need an immediate response, please proceed as directed in the section “contacting your counselor.”

Search Engines

It is not a regular part of our practice to search for clients on Google or other searchable sites. An exception could be during a crisis. If we have reason to suspect you are in danger to yourself or others and we have exhausted all other reasonable means to contact you and/or your emergency contact, then we may use a search engine for information to ensure your welfare. If this ever occurs, we will fully document the search and discuss it with you at your next session.

Business Review Sites

You may find our practice on sites such as Yelp, Healthgrades, Yahoo Local, etc., which list businesses. Some sites include forums in which users rate their providers and add reviews. Many of these sites comb search engines for business listings and automatically add listings regardless of whether or not the business has listed itself to the site. If you should find our listing on any of these sites, please know that our listing is NOT a request for a testimonial, rating, or endorsement from you as our client. The American Psychological Association’s Ethics Code states under Principle 5.05 that it is unethical for psychologists to solicit testimonials. Of course, you have the right to express yourself on any site you wish. But due to confidentiality, we cannot respond to any review on any of these sites whether it is positive or negative. We urge you to take your privacy as seriously as we take our commitment of confidentiality to you. You should also be aware that if you are using these sites to communicate indirectly with us about your feelings about our work. There is a good chance that we will never see it. If we are working together, we hope that you will bring your feelings directly into the therapy process. This can be an important part of therapy, even if you decide we are not a good fit. None of this is meant to keep you from sharing that you are in therapy here, wherever and with whomever you like. Confidentiality means that we cannot tell people that you are our client and the Ethics Code prohibits us from requesting testimonials. But you are more than welcome to tell anyone who your therapist is or how you feel about the treatment we provided you, in any forum of your choosing. If you feel we have done something harmful or unethical and you do not feel comfortable discussing it with your therapist, you can always contact the Board of Counseling which oversees licensing, and they will review the services he/she has provided.

Limits on Confidentiality 
The law protects the privacy of all communications between you and your therapist. In most situations, LCC will only release information about your treatment to others if you sign a written Authorization Form for each release. Our release forms meet certain legal requirements imposed by HIPAA. There are other situations that require only that you provide written, advance consent. Please refer to the Notice of Privacy Practices for a detailed list of limits on confidentiality.
Please initial: _______ I have received the Notice of Privacy Practices as attached in this intake packet.

Professional Records 
The laws and standards of our profession require that we keep Protected Health Information about you in your client record. You may examine and/or receive a copy of your clinical record, if you request it in writing, with some exceptions explained in the Notice of Privacy Practices attached in this packet. I acknowledge that I have been provided a copy the service agreement, and have been given the opportunity to discuss any questions or concerns accordingly. By signing below, I agree to all conditions and terms discussed in this document. 
_______________________________________ 


_________________________

 Guardian/Client Signature 





Date 

________________________________________


___________________
Parent/Legal Guardian Signature





Date
Insurance, Copayments, Coinsurance, and Deductibles.
Please note that Louisa Creative Counseling, LLC. will contact your insurance company after your first session to determine the amount of your copayment, your coinsurance, and/or deductible. Unfortunately, however, we are not always provided with accurate information from the insurance companies and you may discover that you have a deductible that must be met before your insurance carrier will cover the cost of your sessions, or that your copayment is higher than expected. We ask that all individuals contact their insurance companies directly to obtain the most up-to-date information about their benefits and eligibility for outpatient therapy. As outpatient providers, we do not have any role in determining what insurance plan will or will not cover and/or the amount that you are required to pay towards the cost of sessions. While we will do all we can to advocate for insurance to cover your services, it is important to keep in mind that you are ultimately responsible for any unpaid portion of your bill. This includes situations in which there is a higher copayment, coinsurance, or deductible than what you may have expected. Thank you for helping us to make this as smooth of a process for you as possible. 
Parent’s signature: ___________________________________ Date: ______________________
Court Appearance Policy
There may be a time during your treatment at Louisa Creative Counseling, LLC.  that your therapist may be subpoenaed to court for the purpose of litigation. Please be aware that your therapist can only testify to the facts of the case and to his/her professional opinion. This does not guarantee that testimony will be solely in your favor. The same is true for records requests for the purpose of litigation. If the client involved is a child, please know that your child’s counselor’s court involvement may affect their relationship. Furthermore, when your counselor must go to court, all clients that are normally seen that day must be rescheduled, so fees will be assessed to make up for lost revenue. These fees are usual and customary, and within the State of Virginia guidelines. None of these fees are billable to your insurance, and are the sole responsibility of the client or requestor. 

If the therapist is to receive a subpoena, then the attorney or office staff must contact Louisa Creative Counseling, LLC to set up a time within business hours to serve the subpoena. A minimum of 72 hours will be requested in order to accommodate schedule changes. Any requests with less than 72 hours will be assessed a rush fee. Fees for the purpose of court action are as follows: - 

Preparation time (including submission of records):

· $100/hr (billable in 15 min increments) –

·  Phone calls: $100/hr (billable in 15 min increments) – 

· Any time away from the office either for deposition, testimony or transportation: $100/hr – 

· All attorney fees and costs that are incurred by the therapist as a result of legal action. –

·  Filing document with the court: $50 

A retainer of $300 will be due 72 hours before any requested court appearance. The remainder will be billed to client and is due within 30 days. If the therapist is subpoenaed and the case is reset after appointments have been cleared for the day, you will be responsible for an additional $250 to account for lost revenue from those day’s appointments. There may be times that your therapist will be out of town, and therefore unable to accommodate requests for court appearances.

 _________________________    ___________________________ 
____________________ 
Guardian/Client Name (print)       Guardian/Client Signature 

Date 

__________________________________



____________________

Therapist’s Signature





Date 

________________________________



_____________________

Parent/Legal Guardian Signature




Date
Notice of Privacy Practices

Notice of Policies and Practices to Protect the Privacy of your Health Information.

HIPAA requires that we give you the following Notice of Privacy Practices, which reads as a legal document. This note describes how clinical and medical information about you may be used and disclosed and how you can get access to this information. Please review it carefully. 

VIII. 
Uses and Disclosures for Treatment, Payment, and Health Care Operations 

Louisa Creative Counseling, LLC (LCC) may use or disclose your protected health information (PHI), for treatment, payment, and health care operations purposes with our consent. 
To help clarify these terms, here are some definitions: 
“PHI” refers to information in your health record that could identify you. 
“Treatment, Payment, and Health Care Operations” 
Treatment is when your therapist provides, coordinates or manages your health care and other services related to your health care. And example of treatment would be when your therapist consults with another health care provider, such as your family physician or another psychotherapist. 
Payment is when your therapist obtains reimbursement for your health care. Examples of payment are when your therapist discloses your PHI to your health insurer to obtain reimbursement for your health care or to determine eligibility or coverage. 
Health Care Operations are activities that relate to the performance and operation of LCC’s practice. Examples of health care operations are quality assessment and improvement activities, business-related matters such as audits and administrative services, and case management and care coordination. 
“Use” applies only to activities within LCC’s office such as sharing, employing, applying, utilizing, examining, and analyzing information that identifies you. 
“Disclosure” applies to activities outside of LCC’s office, such as releasing, transferring, or providing access to information about you to other parties.
IX. Uses and Disclosures Requiring Authorization 
LCC may use or disclose PHI for purposes outside of treatment, payment, or health care operations when our appropriate authorization is obtained. An “authorization” is written permission above and beyond the general consent that permits only specific disclosures. In those instances when your therapist is asked for information for purposes outside of treatment, payment or health care operations, your therapist will obtain an authorization from you before releasing this information. You may revoke the authorization for release of your PHI at any time, provided the revocation is in writing. You may not revoke an authorization to the extend that (1) your therapist has relied on that authorization; or (2) if the authorization was obtained as a condition of obtaining insurance coverage, law provides the insurer the right to contest that claim under the policy. 
X. Uses and Disclosures with Neither Consent or Authorization 
LCC may use or disclose PHI without consent or authorization in the following circumstances:

Child Abuse – If your therapist has a reasonable cause to believe that a child has been abused, he/she must report that belief to the appropriate authority. 

Adult and Domestic Abuse – If your therapist has reasonable cause to believe that a disabled adult or elder person has had a physical injury or injuries inflicted upon such disabled adult or elder person, other than the accidental means, or has been neglected or exploited, he/she must report that belief to the appropriate authority. 

Health Oversight Activities – If your therapist is the subject of an inquiry by his/her licensing board, he/she may be required to disclose protected health information regarding you in proceedings before the Board. Your LCC therapist will attempt to inform you and explain what has to be revealed. 

Judicial and Administrative Proceedings – If you are involved in a court proceeding and a request is made about the professional services LCC provided you of the records thereof, such information is privileged under state law, and LCC will not release information without your written consent or a court order. The privilege does not apply when you are being evaluated for a third party or where the evaluation is court ordered. You will be informed in advance if this is the case. 

Serious Threat to Health or Safety – If your LCC therapist determines, or pursuant to the standards of his/her profession should determine, that you present a serious danger of violence to yourself or another, your therapist may disclose information in order to provide protection against such danger for you or the intended victim. 

Workers Compensation – LCC may disclose protected health information regarding you as authorized by and to the extent necessary to comply with laws relating to workers compensation or other similar programs, established by law, that provide benefits for work-related injuries or illness without regard to fault. 

XI. Your Rights and Our Duties 

Your Rights:

Right to request restrictions – You have the right to request restrictions on certain uses and disclosures of protected health information. However, LCC is not required to agree to a restriction you request. 

Right to receive confidential communications by alternative means and at alternative locations – You have the right to request and receive confidential communications of PHI by alternative means and at alternative locations. For example, you may not want a family member to know that you are seeing a therapist at LCC. On your request, LCC will not leave messages for you on your home answering machine, as long as your therapist has an alternative way of contacting you. 

Right to inspect and copy – You have the right to inspect and obtain a copy of PHI in our mental health and billing records used to make decisions about you for as long as the PHI is maintained in the record. LCC may deny your access to PHI under certain circumstances, but in some cases you may have this decision reviewed. On your request, LCC will discuss with you the details of the request and denial process. 

Right to amend – You have the right to request and amendment of PHI for as long as the PHI is maintained in the record. LCC may deny your request. On your request, your therapist will discuss the details of the amendment process. 

Right to an accounting – You generally have a right to receive an accounting of disclosures of PHI. On your request, LCC will discuss with you the details of the accounting process. 

Right to a paper copy – You have the right to obtain a paper copy of the notice from LCC upon request, even if you have agreed to receive the notice electronically.

LCC Therapist Duties: 

LCC therapists are required by law to maintain the privacy of PHI and to provide you with a notice of our legal duties and privacy practices with respect to PHI. 

LCC reserves the right to change the privacy policies and practices described in this notices. Unless LCC notifies you of such changes, however, LPC is required to abide by he terms currently in effect. If LCC revises policies and procedures, we will discuss the changes with you during a session. 

XII. Complaints If you are concerned that your therapist has violated your privacy rights, or you disagree with a decision made about access to your records, you may contact Kristy Bazzanella at (540) 604-3267. You may also send a written complaint to the Secretary of the US Department of Health and Human Services. Your therapist can provide you with the appropriate address upon request. 
XIII. Effective Date, Restrictions, and Changes to Privacy Policy This notice will go in effect June 13, 2014. 
LCC reserves the right to change the terms of this notice and to make new Notice provisions effective for all PHI that we maintain. If this should occur, we will provide you a written cop of the revised note.
I acknowledge that I have been provided a copy of the Notice of Privacy Practices, and have been given the opportunity to discuss any questions or concerns accordingly. By signing below, I agree to all conditions and terms discussed in this document.
_______________________________________ 


_________________________ 
Client Signature 






Date
 ________________________________________ 



_____________________

Parent/Legal Guardian (if applicable) 




Date
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