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THERAPY ASSOCIATES, LLC

150 W Firat 5t Sta 270 New Richmond W1 54017
T15-248-4840
wavw. fiacounsaling.com

NOTICE OF PRIVACY PRACTICES

Tha Health Insurance Poriability and Accountablity Act (HIPFAA]J and Client Privacy Statement- Effactive
Septamber 23, 2013

This notice describas how your madical information may be used and disclosed and b i
i tion. Pleise ravien & coretul: ay i nd how you can get access to this

Federai and state privacy snd medical records laws protect your rights as a client of Family Therapy Associates, LLC.
This nofice applies to your current contact with Family Therapy Associates, LLC and all future contacts, whether the
cortact is in person, by telephone, or by mail,

Famiy Therspy Assoclates, 1LC is required to protect the privacy of your Protected Health Information {PHI). We are also
reqired by the Health Insurance Portability and Accountability Act {HIPAA} to provide you with a notice of our iegal duties
and privacy practices with respect to PHY. The terms we, owr, and us refer to Family Therapy Associates, LLC and the
tarms you and your, refer to our clisnts,

NOTICE INFORMATION

This Nofice of Privacy Practices describes how we may use and disciose your PHI {o cairy out treatment, payment, and
health care operations and for other purposes that are spacified by law,

Wa reserve the right to change this Nofics, The changes will apply for PHI we already have about you and Pt we raceive
about you in the fulure. We will provide an updated Nolica to you whan you request ong,

t you have questions about this Notice, our privacy practiceg, or Family Therapy Assoclates, LLC that this Notice applies
o, ploase contact ug atr

PROTECTED HEALTH INFORMATION

Protected Health Information (PHI) is:

1) Information about your physical or mantal health, related health care sarvices.

2} Information that is provided by you, created by us, or ghared with us by related organizations.

3) information that identifies you or couid be used to identify you, such as demographic
Information, address and phone numbar, soclal security number, age, date of birth,
dependents, snd health history.

HOW FAMILY THERAPY ASSOCIATES, LLC PROTECTS YOUR PHI

Except as destcribad in this Notice or spacified by law, we will not use of disclose your PHIE. We will use reasonable efforts
io request, use, and disclose the minimum amount of PHI necessary.

Whenever possible, we will de-identiy or encrypt your personal information so that you cannot be parsonally identified.
We have put physical, electronic, and procedursl safeguards in place to protedt yous PHi and comply with federal and
state lows.

YOUR RIGHTS
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You have the following rights with respect to your PHI,

Ciialn » copy of this Notice, You may obtain 3 cop j i
. y of the Nolice at any time. Even if i
Notice electronically, you are stifi entitied to a paper copy. Y ou have agroed fo eceive the

Request restrictions. You may ask us not {0 use or distlose an

: part of your PHI.
include what restrictionis} you want and to whom you want the mZmaim{s)w:‘d appl
ronsonabia requests, but we are not reguicad to agres o any restrictions.

inspect and copy. You hava the right to inspect and get 2 copy of your PHI for as long as we raaintaln the information,

You must put your request In wiiting. We may chame you for the costs of copying, mail i
necessary to grant your request. e " COPYIng. 1. O ofher suppfios that are

Your request must be in writing and
y. ¥va will raview and grant

Z\;i g? have the right W deny your request to inspect and copy. 1f you are denisd access, you may ask us io raview the

Request amendment. If you fesl that your PHi is Incormplete or Incorract, you may ask us {o amend it. You may ask for
an amendment for es long as we maintain the information, Your raquest must be in writing, and you must include a
raason that supports your request. In cerlain cases, we may deny your requast. If we dany your request for amandmant,
you have the rght to fite & statement of disagreement with our dacision,

Recalva = iist {an aceounting] of disclosures. You have the right 1o receive a list of the disclosures (an accounting) that
we have made of your PHI on or after April 14, 2003

The fist will not include disclosures that we are not required to frack, such as disclosurss for the purposes of ireatment,
payment, or health care operations; discloaures which you have authorizad us to make; disclosures made directy to you
or lo friends or family members involved In your care; or disdosures for notification purposes,

Your right to receive a list of disclesures may also be subject to ofher exceptions, restrictions, and Bmitations.

Your request for an'acmuniing must be made in writing and stats the tme period for which you would liks us o list the
disclosures. Wa will not include disclosures made more than six years prior to the date of your request, or disciosures
made prior to Aprit 14, 2003.

You will not be charged for the first disclosure list that you request, but you may be charged for additional lists provided
within the same 12-month period as the first.

Request confidential communication. You may ask us [0 communicate with you using alternative means or afternative
iocations. For sxampls, you may ask us to contact you ahout madical records only in writing or at a different address than
the ona in your file. Your request must be made in writing and state how and when you would like to ba contacted.

You do not have to tell us why you are making the request, bul we may require you o make special arrangemants for
payment of cther communications.

We wili review andt grant reasonable reguests, but we are nof required 1o agree 1o any restrictions.
Note: Special Rules for Psychotherapy Motes,

Oniy psychotherapy notes collected by a psychelherapist during & counseling session sre considersd PHIL If those notes
are kapt separate from a dient's medical records, HIPAA requires that they be treated with higher standards or protection
then other PHI

1t s not Family Therapy Associates, LLC practios 1o keep psychothetapy notes ss defined by HiIPAA, or to keep any client
notes separate fom the dient’s file.

WHEN FAMILY THERAPY ASSOCIATES, LLC MAY USE AND DISCLOSE P

Common ressons for our uae and disclosure of PHE Include:

Treatmeni. To provide, coordinate, ar manage health care and related services for you o make sure you sra receiving
appropriote and sffective care.

i i ¢ alternatives, of to rafer
For suample, we may contact you to provide appolntment reminders, information about freatman .
you o amﬁ?heanh—rgiated berﬁﬁis and services that may be of intarest to you. Or we might contact another health care
provider or third party 10 share information or consult with them ahout the services we are providing {o vou.
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Peyment To obtain paymant or reimbursement for services provided to you. For i
lo determmine eligibiity for traa Hor ciaims paymant p YOuL sxample, we may need fo disciose PHI

tiwalth Care Operations. To assist in carrying out adminisizative, financiat, legal, and qual i i
; : ive, ' v mprovament activib
flecassary © mun our business and o support the core funciions of reatment ggnd paymgn&. ny o e

Haaith Plan Sponsor. We may discloss PHI to 8 group health plan administrator, which may, in tumn, disclose such PH|
to the group health plan sponsor, solely for purposas of administering benafits v '

Jndtglduais Involved In your care or payment for yuir care. We may disclose your PHI o a family member, other
relutive, close personal friend, or any person you idendify, who is, based on your judgment, belisved to be involved I your
Gare or n payment related to vour care.

As required by lnw. We must disclose PHI when required to do so by law,

LESS COMMON REASONS FOR OUR USE ANL DISCOSURE OF PHI INCLUDE:

Legal procesdings. Wa may disclose PHI for a Judicial or administrative procasding in response o a court ardar, writlen
notice, or proteciive order,

To avert serious threat to public heafth or safety. Wa may disclose PH 1o avoid a serious and Imminent thveat o your
health or safaty or fn the hesith or safoty of others,

To provide raminders and benefits Information o you. Disclosures may be used to verify your aligibility for health care
and anrollment in various health plans and 1o asslst us in teordinaling benefits Jor those who have other health insurance
or etigivility for govemmaent banefit progreme

Worker's compensation.We may disclose PHI to comply with worker's compensation laws and other similarfy legally
estabiished progmms. .

Abuse er neglect. We may make disciosures to government authorities or social service agancies as required by law in
the reporting of sbuse, neglect, or domastic vislence,

To government sgencles for compliance pirpeses. We may use o disclose PHH o the Secretary of Health and
Human Services fo assist with a complaint investigation or compliance review.

Law snforcement. We may disclose PH! to law snforcement officials for the purpose of identifying or locating s suspect,
witness, or missing person, or fo provide information about victims of erimes.

Business assoclates. We provide some services through contracts with business associates. Examples include catlain
diagnostic tests, a copy service to make copies of medical records, billing services, indopandently contracied clinicians
and the fike. When we use these services, we may disclose your health information o the businaess associates so that
they can perform the function(s) that we have contracted with them to do and bill you and your thirg-parly paysr for
sefvices provides. To protect your health Information, however, we require the business associates io appropriatefy
safeguand your Information, After February 17, 2010, business associates must comply with the same federal sacurity and
privacy rules g8 we to.

Hotification. Wa may use or disciosa information to nolify or assist in notifying a family mamber, a personal
represantative, or another parson rasponsible for your cars, iocation, and general condition,

Marksting/continully of cars. We may contact you to providge appointment reminders or infermation about treatment
aRamatives or other health-related benefits and services thal may be of inlerest fo you. if we contast you to provide
marketing information for the other product or services, you have the right to opt out of recaiving such communications.
Contact Jamie Mason or Amy Hering at 715-246-4840. 1 we receive compensation from anothar entity for the marketing,
wa must oblaln your signed authorization,

Corractionad institution. If you are an inmate of a correctional institution, we may disciose to the Institution or agents
thareof heslth information necessary for your health and the health and safety of other individuals.

Resnarch, We may discioss information 10 ressarchers when Hheir rasearch has been approved by an institutional review
board that has reviewad the msearch proposal and esteblished protocols to ensure the privacy of your information.

Your written perinission; We are required to get your writton permission (suthorization) before using or disclosing your
PHITor piitposas othar than those provided above, or as otharwise permitted or required by law. I you do not want to
authorize a spociiic requast for disclosure, you may refuse to do 8o without fear of reprisal.

Poge No. 3of &



You may withdraw yous permission: if you do provide your written authorization and then iater want io withdraw it

;. s, - ’ yQu
may ¢o 50 i wiiing af any Tme. AS SOON a8 we receive your written revocation, we wilk stop using or disclosing the PHI
specilied In your onginal suthorization, except to the axtent that wa have aiready used it based on your written permission.

Rights of cllents who pame“rm:t-o&-pcekﬂ” to not have information disciossd to their healkh Insursnce GOMpEnyY: A

lient who pays cash or olner out-ol-pocket Funds™ Tor thelr ofice visk and Teaimant may request This oFce 16 Aok
disticee the information related o thelr visit and treatment to their health insurance sompany of dther payer. The client can
do_ this by completing the sppropriate form, This form should be completed sech Bme the cllent has & vist or reatment
during which the cllend requested the Information 1o not be discinsed.

YOU MAY FILE A COMPLAINT

i you beiigva your privacy rights have been vioiated, vou can fie a complaint with Family Tharapy Associates, LLC's
HIFAA Privacy Officar, or with the United States Department of Health and Human Services at;

Medical Privecy Complaint Division

Offics for Civit Rights

L1.5. Department of Haalth and Human Services
200 Indapendence Avenue, 8W

Room S09F, HHH Buliding

Washington, DC 20201

1-B00-368-101%

DATA PRIVACY

Why do we ask for Informatlon? We ask for information from you to delermine what sevvice or help you need, devslop a
service plan with you, and give you the services you want.

‘Tha information may slsc be used fo determing your charges for services of for collsclion of payment from insurance
companies or other panymant sources.

Do you have to give information to us7 There is no law that says you must give us any information. Howavar, if you
chooss o not give us some information, it can limit our ability io serve you well.

What will heppen If you do not anawer the questions we ask? if you are here because of a court order, and you refuse
{o provide information, that refusal may be communicated o the Courl.

Without cortaln information, we may not be able to tall who should pay for your services.
WHAT PRIVACY RIGHTS DO MINORS HAVET

i you are under 18, you may request that information about you be kept from your parents. You must give us your request
in writing, describe the information, andg 1ol us why you o't want your parents 1o see A

1, after reviewing your request, your therapist at Family Therapy Associates, LLC beflaves that giving information to your
parents Is not in vour bast interest, we will not share the information, if your therapist believes this information could be
safsly shared with vour parents, we wilt inform you of that decision,

if you are 14, you may ask for mental health services without the consent of your parents, but you may have to pay for the
sarvices If you do not want your parems.to know, :

Please sion thiz form. Your signeture shows thet we have informed you of your privacy rvights, that you are aware
of the migslbie uses grd d'rxc'ﬁuum of your protected health inforreation and that you have recelved & copy of
this information

Cliont Signature Date:
Frarentt.egal Guardian Diate:
Signature
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Witness Signature Date:
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THERAPY ASSOCIATES, LLC

150 W First §1 St 270 New Richmond W 54017
115.246-4840
www fiacounssling com

CHILD INFORMATION AND RELEASE TO RILL INSURANCE

MNAME: BOB: SEX:
FARENT/GUARDIAN NAME: RELATION:
MARITAL STATUS: SPOUSE NAME:
LEGAL CUSTODY: PLACEMENT:
PRIMARY PHONE: Bags OK?
ALTERNATIVE PHONE: Mags OK7
ADDRESS:

ADDITIONAL RELATION:
PARENT/GUARDIAN NAME:

MARITAL STATUS: SPOUSE NAME:
FRIMARY PHONE: Msgs OK?
ALTERNATIVE PHONRE: Msgs OK?
ADDRESS:

EMERGENCY CONTACT: PHONE:
PRIMARY PHYSICIAMN/CLINIC:

PRESENTING CONCERNS:

Family Therapy Associntes is able to send appointment reminders to your email address or ns a text message 10 yout mobile phone (if
'you have texting capability; available for most cell phone providers). Please be sware of any costs associated with icxting io your
mobile phone - check with your mobile service provider if you have questions before agreeing 10 receive lext messages.

An emeil or texi message would arive to your emsil of phone from “info@facounseling.com” and would include the client's name,
date end time of appointment, and the name of the provider you will be seeing.

I autherize Family Therapy Associates 1o send appoiniment reminders as foliows (please ehioose DNE):

U372 the following email address: Emitials:
OR
7o the foliowing cell phone number as ¢ text message: Enitials:
OoR
{1¥ia phone call 1o the following number: May we leave w message at this number? [Yer ClNo

“Plense let us know if any of this information chunges 0 ersure message defivery,

15 THERE ANYONE YOU THINK THE COUNSELOR WILL NEED TO COMMUNICATE WITH AFTER BEGINNING
SERVICES?

SCHOOL COUNSELOR/SPECIAL EDUCATION CASE MANAGER:

POCTOR/PSYCHIATRISY:

COUNTY S8OCIAL WORKER:

FREVIOUS COUNSELOR:

OTHER:
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PRIMARY INSURANCE; POLICY HOLBER:

PRIMARY INSURED DOB: PRIMARY SSN:
RELATION TO INSURED: INSURED EMPLOYER:
POLICY NUMBER: GROUP NUMBER:

STATEMENTS SHOULD BE MATLED T0 ( Plaancially Responsible Party):

REFERRED BY:
£) Internet Search ] Website {7 Psycholory Tods {1 School
£ Doctor/Clinic 7 Friend/Other Client SYCHOloRy Todsy

1) £ snthorize the refense of ail lnformation obtained by Family Therapy Associates, LLC to my referring doctor or funding source
and T authorize payment from my funding source for services rendered to Family Therapy Associstes, LLC,

2y 1 understand that I am responsible to pay for servicee that are not pald by my insuesnce policy,including all co-payments and
deductibles. | agvee that any outstending charges may be submitted to the client credit/debit card on file and copy of receips will be
tnzifed 10 me along with an inveice should this ocour,

3} 1 certify that F have the legal sutherity to conscnt for mental health services for this minor child/adelescent,

4) T recognize that this thevapy will not yield considerations about custody and that my child/adolescent’s therapist cannot side with
{amilial disputes or make recommendations regarding custody. [ understand that my child/adolescent’s therapist

does not testify in court and I agree that if his or her therspist is called to testify it will not be in my child/adolescent’s best interest as
my child/sdolescent’s counseling rhay suffer as & result.

I certify this infurmation is tue and correct to the best of my knowledge and | agree with points 1 through 4 on this consent form,

Client Signature: (age 14 and up) Date:

Parent/Legal Guerdian Signature: Bate:
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THERAPY ASSOCIATES, LLC
150 W First St Bte 270 New Richmoed WI 54017

T 5-246-4840
www, Lacomoscling com

CLINICIAN IN TRAINING CONSENT

Cliens Mame:

Tunderstand that my therapist is & clinician in fraining and is under supervision; therefore, Bty services provided may be billed under
the supervising provider's license. As part of supervision, the supervisor will be consulting and reviewing your case on 4 regular asis.
! underatand that | may request this supervisor ta be more involved in my therapy services 3t any time.

Clignt Signature: Date:
Provider Signature: s Dae: e
Supervisor Signatore: Date: [,
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THERAPY ASSOCIATES, LLC

150 W First 81 Ste 270 New Richmond Wi 54017
T15-248-4840
www. ftacounsefing.com

INFORMED CONSENT FORM

QFFICE HOURS

Qﬁ‘ic.e hours are generally Monday through Thursday %am - 5pm and Friday 9am - 3pm. Some evening and waekend
timag are also avallable.

FEES FOR PEYCHOTHERAPY SERVICES

« 5200 for a Disgnostic Evaiuation (Intake Session)

$185 Psychologicel Tesiing, Interpratation, and Repoding {Per Hour)
= §80 Pgychotherapy (16-37 minuies)

$158 Psychotherapy (38-52 minutes)

$185 Peychotherapy (53 minutes plus)

$165 for Famfly/Cougles Therapy

$220 for Psychotherapy for Grsis (80 min)

$110 Paychotherapy for Crisis {each add' 30 min)

a

L3

13

¢ 380 Group Peychotharapy

$15 Internctive Complexity Add-On Faes
FINANCIAL POLICIES

The Fes lo you will depend on whether and which insurance you have and any co-pays or deductibles associaled. As a
courlesy, we may verify your insurance benefits, however, any quoted benefits are not guarantesd. i ke your
respornsibliity to call your Insurance carrier regarding the specifice of your coverage such as copays, deductibles, number
of visits and covared services as wel as to keap current of any changes in your benefils during courss of therapy. ltis
raguirad you inform us of any insuranca changes you bacoms awars of. The balance Incurred is your personal
rasponsibillly whether your insurance company pays or not. Coverage armounts from policy to pollcy, Understand that your
insurance policy is a contract between you and your insuranee company. Qur office wil NOT be held regpongible in the
svent yous insurance company denies ANY daim. You may choose to pay at the time of servica or be billed for any
outstanding balances on a monthly basis. Payment plans are acceptable upon request. Your account must rémain current
in ardar lo provida services. Please note we are unable o maintain account balances about $350. If your account goes
above this limit services may be put on hoid until the balarce is back in the aliowable range.

PAY SAME DAY

Discounted rates are svailable for clienis who pay on the same day their service is received. Payments must be received
prior 1o service in order to receive this discount. i clients forgst their payment, they may aither retrieve i prior to beginning
sassion or raschadule for another day. Late cancellafion policies wilt apply. Therapists are imable 1o perform counseling
samvices utlizing pay sema day raie without recelving payrent prior to scheduled session. If you choose the pay sama
day discount, you will be asked to sign an automatic credit/debit card form authorizing your card to be charged in order to
receive the dispount offered =t time of service. In the avant that we need to bill you for services mesivad, such as your
card declinitg, you wil be billed the full fse for that date of service.

PAY SAME DAY FEES
o $128 Disgnostic Eveluation (Intake Session)
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* 380 Psychotherapy Session
* $40 Group Psychotherapy Session

= $500 Pgychologla! Assessment Frepaid Discount (includes intake session, testing, tast i t i i
bt Al b o & hours fotan] il nterpratation, repat tims, and

SLIDING FEE SCALE

Sliding fea scale basad on ability to pay is available. Te be efigible for raduced fees, a completed application for sliding fes

scalg along with verification of income including last year's tax retum and paystub is required. Resvalustion of income is

gmpiewzj)f ai! a minimum of one time per year. Clienis slitizing sliding fee scale ave required to inform the dlinic of any
anges of incoms,

Additional Foou

Bummary Letters: Thq fea for summary letters iz $120 snd is due upon request. It is our policy that therapy for children
or adolescents cannot yield considerations about custody and therapists cannof side with familial disputes or make

recommendations regarding custody or placement. A notios of 5 business days Is required to complete requests for
letters or summaries of treatment.

Records Request: if you would like to request Your records, the requast must be in writing and may take up o 30 days i
hitfill. The cost of records per Wisconsin siate statute ara: pages 1-25 $1 per page, 26-50 $.75 per page, 51-100 $.50 per
page and 101 pages and up are $.30 per page. Paymant must ba collectad bafore coples are picked up.

Retumed Check Fae: the fea for a returned check fs $30 pear chack. if more than one check is retumed, we will no longer
ba able to accept checks as & form of payment.

Delinquency and Collection Fees: In the event your account becomes past due and is referred 1o an outside collaction
agency of attorney, you wiil ba responsible for the coliection costs (up to 33% of the balance dus), along with reasonable
altomay faes and court costs incurred by this office. Should your account go to coliections, the balance must ba paid in full
before any additionsl appointmants can be scheduled, '

COURT

i is not our policy for therapists to testify in court, as it can negatively impact the therapautic process. Should your
therapist be subposnaed or requested o lestify in court, you agree io all the court feas below:

Testimony by phone:

A minimum of $500 fee which covers a scheduled festifying time up to one hour, one hour preparation time, and lost
wages dus to missed scheduled appointments.,

Addifional time is bitled at the rate of 5250 per hour.
Testimony v person:

A minimum of $750 fes is charged for tésﬁmony in parsor: which covers up te one hour scheduled lestifying/wait time, up
to one hour of preparation time, and up to one hour ravel me.

Cost of testimeny In person iy determined by the smount of time blockad off of the therapists's schedule to
accommodate court, attomey or client with addiional iravel time, lestifying and wail ime, and preparation time charged at
the rate of $250 per hour.

Court fees sre due one weak prior o court dale (e resarve this time and are nonmsfundable should court ba cancelled.
Court fess are not covered by insurance and are inveiced directly io the requesting atiornay. Retainars for assessments
for pourt related Isguas are billed al the rate of $250 per hour. The rotainar amount will be determined by the time
necessary lo complets the requestsd testing including Hime for testing interprelation and report writing. Retalners must be
received pror (o schaduling the initial assesamant appointment,

PHOME CALLS AND EMAILS

We may be unable 1o anawer the phone during the day when seeing schaduled cl}ants or on anothar_line. We will iry to
retum gil phone calls during business hours Monday-Thursday Sam - 5pm and Friday 9am - 2pm. Rtis not our offica policy
fo return phone calls after Spm or on weekends or holidays. We can address issuas ralated o s‘chaduhn_g. insurance or
payment questions by phone or smail. Please consider that email corraspondencs carries with i a cartain risk regarding
confidentiafity and Is not protected by HIPAA. Anything related to the therapy process should be discussed at the next
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schaduled appoinfrnent.
CANCELLED OR MISSED APPOINTMENTS

Plesse moke avery affort to keap your echeduled appointmant. If mst miss, call §
possible In order ko make the time available for someona slse whoy;;y need it plosse 19 notfy us a4 soon as

= A $5000) fne will be charged for any Iate canceliation {within 24 hotrs of the & i "
missad appointment, { ppointment) or no show after the first

* Afier two consecutive missed appointments, any additional scheduled sppointments will nead to be confirmad within 48
hours or these appolnimenis will ba released to other clients.

» Agitis your rasponsibility 10 attend scheduled therapy seasions, we reserve the right to terminate thetapy services if
three or more appoiniments are missed due to late canceliations or na shows.

- I you have missed a schaduled visit and you do not call our office within 7 DAYS from the date of your missad
appoimiment, your therapist will accept that as your notice that you have terminated this agresment and that you wish to
disconfinue counseling services with our office.

CRISIS SITUATIONS

You may attempt to calf in a crisis situation; however, we may not always be available. You may call 811 in a palice or life-
threatening emergency, ¥ you have an insurance carrier, they may also have a 24 hour nurse line svailable, Plsase check
your insurancs eard for information about this service i available. We can discuss a more specific back-up plan as
needed, A crisiy situation may be: suicidal feelings or intentions, threat or incident of vialence, intense verba! conflicts, of
other urgent situations in which you aren't sure what to do. If 2 crisis should arise in owr office, wa resarve the right to call
211 or appropriate eutside support to maintain safely. This exception of confidentiality is outlined in HIPAA.

ABOUT THERAPY

Together we will dstermine when the appointments will ba, who will attend, how ong they will last and how many times a
month you would ke 0 meet.

Wae will try to use yourfyour family’s strengths and resources to create meaningful ways to assist you in coping with your
chaBanges. Together ws will defermine appropriata goals or sirategies to address our identified concems and sraas of
grovth, We gonsider curselves to be a collaborator and consultant with yowyour family.

We will ry 10 use your/your famity's strengths snd resources i creste maaningful ways to assist you in coping with your
challenges. Together we will detarmine appropriate goals ar sirategios to address our identified concarms and areas of
growth. We consider ourselves to be s colleborator and consultant with youlyour tamity.

Al times, the therapy may get uncomiontsble or even palnful as you discuss thoughts, feelings or events thal were or stil
arg difficull for you. You may make posltive changes that could bs difficult for your friends and family to cope with. There is
i guarantee that the therapy will helip with your problems. However, If vou do not meceive proposed treatment you may
nod see progress with your concems. We encouraga you to talk with your therapist f things are not going the way you
would ke them to in the therapy or if you have guestions about the work wa are doing, Together we can discuss if
changes are needed and plan for them. You or your therapist may feel you need a referral to another mental heafth
professionsl or service, and you are entiled fo reforal information at any time during traatment. You have the right io
refuse any treatment strategy or reatment altogether, at any time.

“Pleass note that psychological testing doas not indicate a therapeutic relationship and is oot therapeutic In nalure,
CLIENTS RIGHTS AND RESPONSIBILITY STATEMENT
Staternent of Sltent’s Rights:

» Cllents hava the right to be freated with dignity and respect.

« Chants have the right to fair treatment; regardisss of thelr race, religion, gender, athnicity, age, disability, sexual
ofentation, or soures of payment.

»  Chonts have the right {o saslly access timely care in a timely manner,
« Cfents have the right to know about thelr treatment cholces.

« Clients have the right to share In developing their treatment of care.
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* Chents have the right to have a dear axplanation of their condition and treatment optiona.

+ Clients have the right to ask thelr provider about their work history and training,

Btaterment of Cllent’s Responalbliides:

* Cllents have tha responsibiiity to give providers information thery need s¢ they can provide the best possible care.
+ Cliente have the responsibliity to ask questions about halr care, This is to halp them understand their care.

¢ Clients have the responsibility to follow the treaiment plan developad by provider and client.

= Clienis have the responsibiiity (o tef provider about madication changes.

+ Cllerts have the responsibility to keep their sppointment.

* Clients should call provider as soon a3 they know they nead o cancs! or reschedule visits.

Itis our policy that Client Rights including Rights of Minors and Grievanice Procedure will be reviewed ai intake and
annually thereafier. Coplas of these rights are aveisble in the lobby a1 any time,

CONSUL.TATION

At times, your theraplst may consult other profassionats regarding your presenting issues. This practice is intended io
provide checks and balances to ensure the highest quality services for you and your family. Any recommaendations
regarding your treatment resuling from dinfeal collaboration will be documented in your fite. Additional information is
avalleble upon your request, Plasse note that some of the dlinicians in this offics are in training and are clasely supervissd
by an experienced therapist, You will be informed i tha clinician you are saeing is in tmining and your consent will be
obiained,

CONFIDENTIALITY AMD RECORD KEEPING

Pleass raad all statarnents related 1o your rights and confidantiality. Please lat yaur therapist know if we can clanfy any of
this for you. Your therapist wifl strive te uphold your best intarests In tha therapy sessions and in our recosds, Therapists
will maintain written records on every contact we have regarding your treatment, You have the right 1o view your reconds
according to HIPAA guidelines. Your file will be stored In g secure, locked location when not in Use,

ADDITIONAL POLICIES

« Therapist may not sccept gifts from any client or buy any services or products from any client or their family members.
+ Additional policies and procedures may apply to therapy groups ard reatment programs.

« PLEASE TURN OFF cell phones while in our office.

+ Pleasa don't hositate o discuss any questions, concems or feedback you may have at arry timne.

¥ ou will receive & copy of this Torm for your records, if you wish.
GRIEVANCE POLICY

Yau are encouraged to first talic with your theraplst about your concems. if an informal reselution is not possible, YOU migy
submit your concems In writing to;

Jamie Mason or Amy Hering
150 W First St Ste 270
New Richmond Wi 54017
jamia{BRacounseling.com
amy@Racounseling.com

Your concem must be filed within 45 days of the time you became aware of the problem. Complainis will be reviewed .
within 30 days from date you filed the grievance and you will recelve a written response to your concerms. You may submit
an appeal to the resolution within 14 days. You may also communicate your concerns o the Wisconsin Dapartmant of
Healh Gervices by going lo www.dhs.wisconsin.gov. Complate information of the Grievanca Procedure is provided to you
at intake and avallable in the lobhy ot any time. Filing a complaint will In no way affest the care or services you
receive from Famlly Therapy Assoclates, LLC.
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Famity Therapy Associates reserves the right to make changes to these policies any thme.

(73 Signing this form Indicates | understand and agres to this informed consent including all fees. | acknowledge that | have

recaived a copy of this form aleng with information on Cfient Rights and Grievance Procedure induding Rights of Minors as
applicable and thet | consent to sevvices. § understand this consent is valid for one year and may ba withdrawn in writing at
any tima.

Signaturs; iate:
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