NORTHSIDE COUNSELING ( SUSAN ZIMMERMAN, MA, LCPC
2550 CRAWFORD AVE. ( EVANSTON, IL 60201 ( 773-960-8359 ( FAX 866-606-6451
INFORMED CONSENT

Welcome! And thank you for choosing Northside Counseling. Starting counseling is an important decision.  This document is intended to inform you of policies, confidentiality, your rights, and responsibilities. You are asked to read this over carefully, initial each page, and provide your signature where applicable, indicating your understanding and agreement. 
ABOUT THERAPY: Your full participation and attending regularly scheduled appointments will contribute to a positive outcome. It is beneficial for you to continue the work of therapy between sessions through self reflection, journaling, completing assignments, and actively practicing new skills.  Your input in identifying issues and goals and communicating what is helpful or not helpful is encouraged. In resolving personal issues, be aware that at times you may experience intense or painful emotion or feelings of vulnerability. Therapy is a collaboration; through openness, honesty, and trust in the therapeutic process we will work together to bring about positive change and personal growth. A goal of therapy is for you to be able to apply insights and new skills independently. When you are ready to end therapy, it is important that we have a chance to review your progress. Scheduling a final session is highly encouraged for this purpose and for effective closure.
     I integrate several evidence-based therapy models and draw from 25 years of experience in providing a highly individualized approach to therapy. However, there is no guarantee that this therapy will bring about a particular result. You are free to end therapy at any time. If you are dissatisfied with the services you receive, I welcome your feedback so that I may continually work to improve those services. If requested, I will provide you with referrals to other trained, professional therapists or resources. Any referral that I make is solely motivated to provide you with the best service and I do not personally benefit from making referrals, nor do I make any guarantee about the quality of service you may receive from another provider.
CONFIDENTIALITY:  I am committed to protecting the privacy of our communication and your personal health information. The following are some exceptions to confidentiality as required by law or in order to provide you with services: 
· Information (such as diagnosis, progress, clinical information, and dates of service) that may be shared with your insurance company to process your claims, verify treatment, and to collect payment. 
· Information that may indicate possible child or elder abuse that I am obligated to report to the Department of Children and Family Services.  
· When you sign a release of information to have specific information shared, such as with another health care provider or a family member. 
· I may consult with other professional therapists about your therapy in order to provide the best treatment. In doing this I will not disclose identifying information.

· If you provide information that informs me that you are in danger of harming yourself or others I am not restricted by confidentiality in responding to prevent harm. 
· And as further outlined in the HIPAA Notice of Privacy Practices.  
____initial  
CONTACTING ME:  I check my voice mail, email, and text messages regularly during the week Monday through Friday, 9 a.m. to 8 p.m., and Saturday, 9 a.m. to noon.  Please, be aware that the security of certain wireless communication & email can not be assured. I will respond as quickly as possible. To assure the fastest response, call my cell at 773-960-8359. If there are extended times when I will not be available, I will provide you with the option of having a covering therapist. If an emergency situation arises for which you feel immediate attention is necessary, understand that you are to contact the emergency services in the community (by going to the nearest emergency room, or dialing 911). Or you may call a crisis hot line (in Chicago 773-769-0205; in Evanston 847-570-2500). 
FEES, PAYMENT, & BILLING: 
Cash, personal check, debit/credit card (VISA, MC, Discover) are accepted forms of payment. Please, make checks payable to Northside Counseling. Complete the Credit card Authorization Agreement form to authorize billing your card. For unpaid balances I reserve the right to use a collection service to collect payment due only after first making every effort to work with you to establish a payment plan. 
1. If you are paying for services out of pocket, payment in full is expected for each session at the time of treatment. 
I understand that the fee for _______________________    is ___________.  

2. If you are using insurance, your insurance company may be billed directly depending on the requirements of the particular plan. It is your responsibility to obtain benefit information from your insurance provider and to update me of any changes to your coverage. As a courtesy I will verify benefit details & obtain required authorizations. At each session you will be expected to pay your co-pay and/or co-insurance amount. I will issue a bill for any unmet deductible upon receiving an insurance statement of that amount. If your insurance company denies payment or does not cover counseling, I will request that you pay the balance due at that time. 
            ASSIGNMENT OF BENEFITS

I consent to my insurance benefit being directly reimbursed to Northside Counseling; Susan Zimmerman, MA, LCPC, ATR for therapy services rendered to me. I give permission to Susan Zimmerman to send required information to my insurance company or EAP. I am aware that I am placing my signature on file for this purpose. 

Signature___________________________________________Date_______________

CANCELATION POLICY: I will usually reserve a regular appointment time for you each week or at a frequency we have designated. If you need to cancel or reschedule an appointment, I require at least 24 hours notice, otherwise a charge of $70.00 will be billed to you. This fee is not reimbursed by most insurance plans. I may use my discretion to waive this fee if a late- cancelled or failed appointment is due to an unforeseeable event or emergency.  If I fail to keep an appointment we have scheduled without giving prior notice to you, I will provide your next session at no charge to you.                                    
____initial  
COORDINATION OF TREAMENT: It is important that health care providers work together. We will discuss whether it may be beneficial for me to communicate with your primary care physician and/or other provider. Your written permission is required before contacting your health care provider. An Authorization for Release of Information Form may be completed for this purpose. You have the right to revoke this authorization, in writing, at any time. If you prefer to decline consent, no information will be shared. 
NOTICE OF PRIVACY PRACTICES AND CLIENT RIGHTS:  A copy of the Notice of Privacy Practices and Client Rights documents have been provided to me. 
My signature below indicates I have read this Consent for Treatment and understand and agree to the policies it provides.

Signature(s)__________________________________________Date_______________

Revised 5/5/2010
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