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PSYCHOTHERAPIST-PATIENT SERVICES AGREEMENT

The psychotherapy services offered at Heartland Counseling are consistent with the best contemporary standards of the mental
health field, and are grounded in a Christian view of persons. Our goal isto aid in the healing and growth of our clients by
using the methods of modern clinical psychology, and to do so in amanner honoring to God and conducive to spiritual renewal
and growth for our clients. If you have any questions beyond those covered below, please do not hesitate to ask.

CONFIDENTIALITY: Thelaw protects the privacy of all communications between a patient and a psychologist. In
most situations, we can only release information about your treatment to others if you sign a written Authorization form that
meets certain legal requirements imposed by HIPAA and/or Illinois law. However, in the following situations, no authorization
isrequired:
¥ Your therapist may occasionally find it helpful to consult other health and mental health professionals about a case.
All therapists-in-training are required to do so. During a consultation, your therapist will make every effort to avoid
revealing your identity. The other professionals are also legally bound to keep the information confidential.
¥ Our Practice employs administrative staff. We need to share protected information with these individuals for both
clinical and administrative purposes, such as scheduling, billing and quality assurance. All our mental health
professionals are bound by the same rules of confidentiality. All our staff members have been given training about
protecting your privacy and have agreed not to release any information outside of the practice without the permission
of aprofessional staff member.
¥  Our Practice utilizes abilling service, and periodically employs the services of other professionals such as
accountants. All staff members at each of these agenciesis also bound to protect your privacy and have agreed not to
release any information outside our practice and within their own agency.
¥ Disclosures required by health insurers or to collect overdue fees are discussed elsewhere in this Agreement.
¥ If you areinvolved in a court proceeding and arequest is made for information concerning your diagnosis and
treatment, such information is protected by the psychologist-patient privilege law. We cannot disclose any information
without a court order. If you are involved in or contemplating litigation, you should consult with your attorney to
determine whether a court would be likely to order your therapist to disclose information.
There are some situations in which we are legally obligated to take actions, which we believe are necessary to attempt to
protect others from harm and we may have to reveal some information about a patient@ treatment. These situations are unusual
in our practice.
¥ If your therapist has reasonable cause to believe that a child under 18 may be an abused child or a neglected child, the
law requires that we file areport with the local office of the Department of Children and Family Services. Once such a
report isfiled, we may berequired to provide additional information.
¥ If wehavereason to believe that an adult over the age of 60 living in a domestic situation has been abused or
neglected in the preceding 12 months, the law requires that we file a report with the agency designated to receive such
reports by the Department of Aging. Once such areport isfiled, we may be required to provide additional
information.
¥ If you have made a specific threat or violence against another or if your therapist believes that you present a clear,
imminent risk of serious physical harm to another, we may be required to disclose information in order to take
protective actions. These actions may include notifying the potential victim, contacting the police, or seeking your
hospitalization.
¥ If your therapist believes that you present a clear, imminent risk of serious physical or mental injury or death to
yourself, we may be required to disclose information in order to take protective actions. These actions may include
seeking your hospitalization or contacting family members or others who can assist in protecting you.
If such a situation arises, your therapist will make every effort to fully discussit with you before taking any action and will
limit disclosure to what is necessary.
While this written summary of exceptions to confidentiality should prove helpful ininforming you about potential problems, it
isimportant that we discuss any questions or concerns that you may have now or in the future. The laws governing
confidentiality can be quite complex, and your therapist is not an attorney. In situations where specific advice is required,
formal lega advice may be needed.
The laws and standards for mental health professionals require that we keep Protected Health Information about you in your
Clinical Record. Y ou may examine and/or receive a copy of your Clinical Record, if you request it in writing. Because these
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are professional records, they can be misinterpreted and/or upsetting to untrained readers. For this reason, we recommend that
you initially review them in your therapist@ presence, or have them forwarded to another mental health professional so you can
discuss the contents.

PATIENT RIGHTS: HIPAA provides you with several rights with regard to your Clinical Records and disclosures
of protected health information. These rights include requesting that we amend your record; requesting restrictions on what
information from your Clinical Records is disclosed to others; requesting an accounting of most disclosures of protected health
information that you have neither consented to nor authorized; determining the location to which protected information
disclosures are sent; having any complaints you make about our policies and procedures recorded in your records; and the right
to a paper copy of this Agreement, the attached HIPAA Notice Form, and our privacy policies and procedures. We are happy to
discuss any of these rights with you.

MINORS & PARENTS: Patients under 12 years of age and their parents should be aware that the law allows
parents to examine their child@® treatment records. Parents of children between 12 and 18 cannot examine their child@ records
unless the child consents and unless the therapist finds that there are no compelling reasons for denying the access. Parents are
entitled to information concerning their child® current physical and mental condition, diagnosis, treatment needs, services
provided, and services needed. Since parental involvement is often crucial to successful treatment, in most cases, your
therapist will require that patients between 12 and 18 years of age and their parents enter into an agreement that allows parents
access to certain additional treatment information. If everyone agrees, during treatment, your therapist will provide parents
with general information about the progress of their child® treatment, and his’her attendance at scheduled sessions. We will
aso provide parents with a summary of treatment when it is complete. Any other communication will require the child®
Authorization, unless we feel that the child isin danger or is adanger to someone else, in which case, the therapist will notify
the parents of this concern. Before giving parents any information, we will discuss the matter with the child, if possible, and do
our best to handle any objections he/she may have.

TELEPHONE & EMERGENCY PROCEDURES: Normally you will discuss significant matters with

your therapist during your sessions. If you need to contact your counselor between sessions, please |eave a message with one of
the staff or on your counselor@ voice-mail at (630) 365-0899 and your call will be returned as soon as possible. Counselors
check their messages several times aweek, unless they are out of town. Regularly requested calls and/or calls lasting more than
10 minutes may be billed proportionately. If an emergency situation arises, please follow the instructions on the answering
system. If you do not receive a call-back within a reasonable time please call the 24-hour Fox Valley crisis line (630) 482-9393
or contact your family physician or the nearest emergency room.

THE PROCESS OF THERAPY/EVALUATION: Paticipation in therapy can result in a number of

benefits to you, including improving interpersonal relationships and resolution of the specific concerns that led you to seek
therapy. Working toward these benefits, however, requires effort on your part. Psychotherapy requires your very active
involvement, honesty, and openness in order to change your thoughts, feelings and/or behavior. Y our counselor will ask for
your feedback and views on your therapy, its progress and other aspects of the therapy and will expect you to respond openly
and honestly. Sometimes more than one approach can be helpful in dealing with a certain situation. During evauation or
therapy, remembering or talking about unpleasant events, feelings, or thoughts can result in you experiencing considerable
discomfort or strong feelings of anger, sadness, worry, fear, etc... or experiencing anxiety, depression, insomnia, etc... Y our
counselor may challenge some of your assumptions or perceptions or propose different ways of looking at, thinking about, or
handling situations which can cause you to feel upset, angry, depressed, challenged or disappointed. Attempting to resolve
issues that brought you to therapy in the first place, such as personal or interpersonal relationships may result in changes that
were not originally intended. Psychotherapy may result in decisions about changing behaviors, employment, substance use,
schooling, housing or relationships. Sometimes adecision that is positive for one family member is viewed quite negatively by
another family member. Change will sometimes be easy and swift, but more often it will be slow and even frustrating. There
is no guarantee that psychotherapy will yield positive or intended results. During the course of therapy, your counselor is
likely to draw on various psychologica approaches according, in part, to the problem that is being treated and his/her
assessment of what will best benefit you. These approaches include behavioral, cognitive-behavioral, psychodynamic,
existential, system/family, developmental (adult, child, family), or psycho-educational.

Dual Relationships: Elburnisasmall town and many clients know each other and the Heartland Counseling Therapists from
the community or the surrounding area. Consequently you may bump into someone you know in the waiting room or your
counselor out in the community. Please respect the privacy of others that you encounter here as you would expect them to
respect yours. Y our counselor will not acknowledge working with anyone without his/her written permission. Not al dual
relationships are unethical or avoidable. Occasionally clients and therapists will have connections and relationships outside of
therapy. Therapy must never involve sexua or any other dual relationship that impairs your counselor@ objectivity, clinical
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judgment and therapeutic effectiveness or that is exploitative in nature. Y our counselor will gladly discuss with you the often-
existing complexities, potential benefits and difficulties that may be involved in multiple relationships. Dual or multiple
relationships can enhance therapeutic eff ectiveness but can also detract from it and often it isimpossible to know that ahead of
time. Itisyour responsibility to communicate to your counselor if the dud relationship becomes uncomfortable for you in any
way. Your counselor will dways listen carefully and respond accordingly to your feedback.

CANCELLATION: since scheduling of an appointment involves the reservation of time specifically for you, a
minimum of 24 hours notice is required for re-scheduling or canceling an appointment. Unless we reach a different agreement,
the full fee will be charged for sessions missed without such notification. Insurance companies do not reimburse for missed
sessions.

PAYMENTS & INSURANCE REIMBURSEMENT : You will be expected to pay for each session at

thetime it is held, unless we agree otherwise or unless you have insurance coverage that requires another arrangement.
Payment schedules for other professional services will be agreed to when they are requested. In circumstances of unusual
financial hardship, we may be willing to negotiate a fee adjustment or payment installment plan. Telephone conversations, site
visits, report writing and reading, consultation with other professionals, release of information, reading records, longer
sessions, travel time, etc. will be charged at the samerate, unless indicated and agreed otherwise. Please notify your counselor
if any problem arises during the course of therapy regarding your ability to make timely payments. In order for usto set
realistic treatment goals and priorities, it isimportant to eval uate what resources you have available to pay for your treatment.
If you have a health insurance policy, it will usually provide some coverage for mental health treatment. We will fill out forms
and provide you with whatever assistance we can in helping you receive the benefits to which you are entitled; however, you
(not your insurance company) are responsible for full payment of my fees. It is very important that you find out exactly what
mental health services your insurance policy covers.

Y ou should also be aware that your contract with your health insurance company requires that you authorize us to provide it
with information relevant to the services that we provide to you. If you are seeking reimbursement for services under your
health insurance policy, you will be required to sign an authorization form that allows us to provide such information. We are
required to provide a clinical diagnosis. Sometimes we are required to provide additional clinical information such as treatment
plans or summaries, or copies of your entire Clinical Record. In such situations, we will make every effort to release only the
minimum information about you that is necessary for the purpose requested. This information will become part of the
insurance company files and will probably be stored in a computer. Though all insurance companies claim to keep such
information confidential, we have no control over what they do with it onceit isin their hands. In some cases, they may share
the information with a national medica information databank. We will provide you with a copy of any report we submit, if you
request it.

Oncewe have al of the information about your insurance coverage, we will discuss what we can expect to accomplish with the

benefits that are avail able and what will happen if they run out before you feel ready to end your sessions. It isimportant to
remember that you always have the right to pay for services yourself to avoid the problems described above.

HIPAA NOTICE FORM

Notice of Heartland Counseling Policies and Practices to Protect the Privacy of Your Health Information

THISNOTICE DESCRIBES HOW PSY CHOLOGICAL AND MEDICAL INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESSTO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

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

We may use or disclose your protected health information (PHI), for treatment, payment, and health care operations purposes
with your written authorization. To help clarify these terms, here are some definitions:

¥  (PHIOrefersto information in your health record that could identify you.

¥  Oreatment, Payment, and Health Care OperationsO



DTreatment is when we provide, coordinate, or manage your health care and other services related to your health care.
An example of treatment would be when your therapist consults with another health care provider, such as your family
physician or another psychologist.
D Payment is when we obtain reimbursement for your healthcare. Examples of payment are when we disclose your
PHI to your health insurer to obtain reimbursement for your health care or to determine eligibility or coverage.
DHealth Care Operations are activities that relate to the perf ormance and operation of our 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.
¥  QuseOapplies only to activities within our clinic such as sharing, employing, applying, utilizing, examining, and analyzing
information that identifies you.
¥  (DisclosureOapplies to activities outside of our clinic, such as releasing, transferring, or providing access to information
about you to other parties.
¥  QuthorizationOis your written permission to disclose confidential mental health information. All authorizations to
disclose must be on a specific legally required form.

I1. Other Uses and Disclosures Requiring Authorization

We may use or disclose PHI for purposes outside of treatment, payment, or health care operations when your appropriate
authorization isobtained. In those instances when we are asked for information for purposes outside of treatment, payment, or
health care operations, we will obtain an authorization from you before releasing this information. We will also need to obtain
an authorization before releasing your Psychotherapy Notes. (Psychotherapy NotesOare notes your therapist has made about
conversations during a private, group, joint, or family counseling session, which are kept separate from the rest of your record.
These notes are given agreater degree of protection than PHI.

Y ou may revoke al such authorizations (of PHI or Psychotherapy Notes) at any time, provided each revocation isin writing.
Y ou may not revoke an authorization to the extent that (1) we have 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 the claim under the policy.

Ill. Uses and Disclosures without Authorization

We may use or disclose PHI without your consent or authorization in the following circumstances:

¥  Child Abuse BIf we have reasonable cause to believe a child known to usin our professional capacity may be an abused
child or a neglected child, we must report this belief to the appropriate authorities.

¥ Adult and Domestic Abuse BIf we have reason to believe that an individual (who is protected by state law) has been
abused, neglected, or financially exploited, we must report this belief to the appropriate authorities.

¥ Health Oversight Activities Bwe may disclose protected health information regarding you to a health oversight agency for
oversight activities authorized by law, including licensure or disciplinary actions.

¥ Judicial and Administrative Proceedings BIf you are involved in acourt proceeding and arequest is made for information
by any party about your evaluation, diagnosis and treatment and the records thereof, such information is privileged under
state law, and we must not rel ease such information without a court order. We can release the information directly to you
on your request. Information about all other psychological servicesis also privileged and cannot be released without your
authorization or a court order. The privilege does not apply when you are being evaluated for athird party or where the
evaluation is court ordered. Y ou must be informed in advance if thisis the case.

¥  Serious Threat to Health or Safety BIf you communicate to our staff a specific threat of imminent harm against another
individual or if we believe that thereis clear, imminent risk of physical or mental injury being inflicted against another
individual, we may make disclosures that we believe are necessary to protect that individual from harm. If we believe that
you present an imminent, serious risk of physica or mental injury or death to yourself, we may make disclosures we
consider necessary to protect you from harm.

¥  Worker@ Compensation DWe may disclose protected health information regarding you as authorized by and to the extent
necessary to comply with laws relating to worker(3 compensation or other similar programs, established by law, that
provide benefits for work-related injuries or illness without regard to fault.



IV. Patient® Rights and Therapist@ Duties

Patient® Rights:

¥

Right to Regquest Restrictions DY ou have theright to request restrictions on certain uses and disclosures of protected health
information. However, we are not required to agree to arestriction you request.

¥ Right to Receive Confidential Communications by Alternative Means and at Alternative Locations DY ou have theright to
request and receive confidential communications of PHI by alternative means and at alternative locations. (For example,
you may not want afamily member to know that you are seeing atherapist. On your request, we will send your bills to
another address.)

¥ Right to Inspect and Copy BY ou have the right to inspect or obtain a copy (or both) 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 and Psychotherapy Notes. On
your request, we will discuss with you the details of the request for access process.

¥ Right to Amend DY ou have the right to request an amendment of PHI for as long as the PHI is maintained in the record.
We may deny your request. On your request, we will discuss with you the details of the amendment process.

¥ Right to an Accounting DY ou generally have the right to receive an accounting of disclosures of PHI. On your request, we
will discuss with you the details of the accounting process.

¥ Right to a Paper Copy DY ou have the right to obtain a paper copy of the notice from us upon request, even if you have
agreed to receive the notice electronically.

Psychologist® Duties:

¥ Wearerequired by law to maintain the privacy of PHI and to provide you with anotice of our legal duties and privacy
practices with respect to PHI.

¥ Wereservetheright to change the privacy policies and practices described in this notice. Unless we notify you of such
changes, however, we are required to abide by the terms currently in effect.

¥ If wereviseour policies and procedures, your therapist will provide you with arevised notice.

V. Questions and Complaints

If you have questions about this notice, disagree with a decision we make about access to your records, or have other concerns
about your privacy rights, you may contact the clinica director.

If you believe that your privacy rights have been violated and wish to file a complaint with our office, you may send your
written complaint to Clinical Director, Heartland Counseling, P.O. Box 8071, Elburn, IL 60119.

Y ou may also send awritten complaint to the Secretary of the U.S. Department of Health and Human Services. The person
listed above can provide you with the appropriate address upon request.

Y ou have specific rights under the Privacy Rule. | will not retaliate against you for exercising your right to file acomplaint.

VI. Effective Date, Restrictions, and Changes to Privacy Policy
This notice will go into effect on May 1, 2003.



