Shoreway Family Therapy Services, Inc.

G. Laverne Fesperman, MSW, LCSW

INFORMED CONSENT

Thank you for choosing G. Laverne Fesperman, MSW, LCSW of Shoreway Family Therapy Services, Inc. Inc. I am a Licensed Clinical Social Worker (NC License # C002656) with 30 years of experience working with children and families. I obtained my Masters Degree in Social Work from the University of South Carolina in 1988.  My areas of expertise include working with children with developmental disabilities (especially Autism) children who have been abused or neglected, children with attachment/adoption concerns, and children who are experiencing stress, depression, or anxiety due to family crises, such as divorce.  I have worked extensively with parents who are experiencing grief or other difficult emotions, associated with parenting.  I have specialized training in the following therapeutic interventions: Theraplay, Floortime, Infant Massage, Child Directed Play Therapy, Marchack Interaction Method of Assessment, and Cognitive Behavioral Therapy.   My practice focuses on promoting healthy, playful, and creative interactions between parents and children.  
When entering into a therapeutic relationship, whether for yourself, your child, or your family, it is often an intimidating experience. Hopefully our work together will help you and your family, take the steps necessary to address the concerns that brought you to treatment.  As is true of any relationship, therapy works best when the people involved have clear expectations of each other.  This document is intended to inform you of my policies, state and federal laws, and your rights. It will also address the expectations that I will have of you and/or your child in the therapeutic process.  If you have other questions or concerns, please ask and I will try to give you the information you need. 

Please keep in mind that outpatient therapy is often an inexact science and no guarantees can be made as to the outcomes of any treatment or assessment. However, you will be formulating the goals which you desire to see obtained during the therapeutic process.  Therapy also has potential emotional risks. Approaching feelings or thoughts that may have been ignored could be painful.  Additionally, making changes in your beliefs or behaviors can be scary and will likely have an impact on the relationships you already have. However, most people who take these risks find that therapy is helpful. If you are unhappy with what is happening in therapy, I hope that you will talk with me about it so that I can respond to your concerns.  I will take such criticism seriously and with care and respect.  

CONFIDENTIALITY
As a client or parent of a client of G. Laverne Fesperman and Shoreway Family Therapy Services, Inc. you have certain rights regarding the confidentiality of the information you share, and the information that is kept in your and/or your child’s record. Federal and state laws, along with professional ethical standards, prohibit the disclosure of any information you provide me, unless I have your prior written consent.  There are a few exceptions to these confidentiality laws and standards which include:
· If I believe that you, your child, or someone else is in clear and imminent danger of harm, I am legally obligated to inform proper authorities and others in order to help prevent harm from occurring.  

· If you provide information indicating that someone under the age of 18 years old is being abused or neglected or information that any disabled adult or elderly person is being abused, neglected, or exploited, I am legally required to notify the proper authorities. 

· In very rare cases, a court order may compel me to disclose information about you or your child via a properly issued subpoena.
· Additionally, you are protected under the provisions of the Federal Health Insurance Portability and Accountability Act (HIPAA). Under HIPAA, client and record information can be released under certain other circumstances, which are outlined in the HIPAA Notice of Privacy Practice document.  You will receive a copy of this document and you will sign a statement indicating that you received and read it. 
You are allowed to revoke any written consent for release of information at any time but this revocation must be done in writing. 

If you are asking your insurance company to pay for any portion of your and/or your child’s therapy, I will be billing that company.  They will be entitled to certain treatment information in order for them to be able to authorize service provision and payment of services. Information that I share with them will be limited to, dates of service and those notes and diagnoses that are necessary to receive and maintain authorization for treatment and to obtain payment for therapy services that are rendered.  Computerized transmissions of your and/or your child’s treatment information to the insurance provider will be done for the sole purposes of authorization of service provision and obtaining payment for therapy services rendered. 
If your therapy is being paid for by a managed care firm, there may be further limitations to your rights as a client, which are imposed by the contract of the managed care firm.  These limitations may include their decision to limit the number of sessions available to you or to decide the time period within which you must complete your therapy with me.  They may also decide that you must see another therapist in their network, rather than me, if I am not on their provider list.  Finally, they are likely to require pre-approval for mental health services and you may be responsible for acquiring the prior authorization.  
The treatment records that I keep on my clients are maintained in a locked filing cabinet and on a password-protected computer.  I also maintain confidential voice mail on my office phone at 704 (896-8688, ext. 213)
If you elect to communicate with me via e-mail during our work together, please be aware that e-mail is not completely confidential.  All e-mails are retained in the logs of your or my internet service provider.  While under normal circumstances no one looks at these logs, they are, in theory, available to be read by the system administrator of the internet service provider.  Any e-mails I receive from you and any response that I send to you will be printed out and kept in the treatment record. 

By signing this part of the Informed Consent you are saying that you are aware of your and/or your child’s rights regarding Confidentiality and Release of Information.
______________________________________

__________________________
Signature of Client or Parent/Legal Guardian

Date
EMERG
ENCY STIUATIONS:

If a mental health emergency occurs outside of my normal business hours, you should:

· Call 911 or

· Go to your nearest hospital emergency room or

· Contact or go to Carolinas Medical Center Behavioral Health Center, Emergency Room at  511 Billingsley Rd., Charlotte, NC  28211
If you need to reach me when I am not in the office please call my office phone at 704      .   I will check my voice mail at least once daily when I am not in the office.   If I am away on vacation for an extended period of time, I may not be able to check my voice mail messages but you will be informed of my vacation absences in advance. 
By signing this part of the Informed Consent you are aware of the mental health emergency options available to you in my absence or outside my normal business hours. 
____________________________________


_________________________

Signature of Client or Parent/Legal Guardian


Date
FINANCIAL OBLIGATIONS:

My fees are:

$100 for a 50 minute session 
$150 for a 75 minute session 
· If you are paying Out of Pocket, payment for these services is due at the time the therapy service is rendered.  I accept cash or checks, but NO CREDIT CARDS.   

· I am a provider on the Medicaid and Blue Cross Blue Shield (BCBS) provider networks.   If you plan for me to bill Medicaid or BCBS and you are required to make a co-payment, that co-payment is due at the time the therapy service is rendered. 

· If you have a deductible with either BCBS or Medicaid and you have not met that deductible you will be required to pay Out of Pocket for treatment until that deductible is met.   

· If your insurance company denies payment of therapy services for you and/of your child, for any reason, you will be responsible for paying for the therapy services rendered.   

· If you and/or your child misses a therapy appointment, you will be billed for the total amount of the treatment session unless you call at least 12 hours in advance of the appointment.  Your insurance company cannot be billed for a missed appointment. 
Additionally, you need to choose and check one of the following statements below in order to authorize me to bill your insurance company and collect payments, or request that I not bill your insurance company.  If you request billing of the insurance company, you are also authorizing your insurance company to make payments directly to G. Laverne Fesperman, MSW, LSCW, Shoreway Family Therapy Services, Inc. 
_______I am requesting that G. Laverne Fesperman, MSW, LCSW of Shoreway Family Therapy Services, Inc. bill my insurance provider _______________________________________ for therapy services rendered.  I agree to pay to Shoreway Family Therapy Services, Inc. the co-payment designated by my insurance company for the services rendered.  I hereby authorize G. Laverne Fesperman and Shoreway Family Therapy Services, Inc. to furnish information to the insurance carrier _______________________________________and referring physicians concerning my treatment in order to authorize insurance coverage.   I hereby authorize that _____________________________________ may make direct payments to Shoreway Family Therapy Services, Inc. for services rendered to me and/or my child.  If my insurance company fails to pay for my treatment, I agree to pay Shoreway Family Therapy Services directly at the full treatment rates of $100 per 50 minute therapy session or $150 per 75 minute therapy session. 
OR

_______I am requesting that my insurance company NOT be billed for therapy services for myself and/or my child. I agree to pay the full treatment rate of $100 per 50 minute therapy session or $150 per 75 minute therapy session to Shoreway Family Therapy Services, Inc. 

In signing this part of the Informed Consent you are indicating that you have read and understood the financial obligations section and will comply with the conditions therein.  

______________________________________________


_____________________

Signature of client of Parent/Legal Guardian




Date

POLICIES FOR EFFECTIVE THERAPEUTIC INTERVENTIONS:

My responsibilities as your and/or your child’s therapist:

· To respect your role as the person most knowledgeable about your child
· To treat you and/or your child with respect and dignity
· To be direct in talking with you about issues and concerns

· To listen to your concerns, answer your questions about therapy, and be willing to discuss how and why I have decided to take the therapeutic approach that I have chosen
· To be on time for your appointments
· To let you know in advance if I need to cancel or reschedule an appointment (an exception is that if I become ill, I may not be able to inform you until the day of the appointment)
· To abide by the confidentiality guidelines listed above and enforced by HIPAA

· To refer you and/or your child to other therapy recourses in the community if I cannot meet you or your child’s therapeutic needs

Your responsibilities as a client or parent of a client:

· To attend therapy appointments consistently

· To be on time for therapy appointments

· To complete home work assignments as given

· To be direct in talking to me, as your and/or your child’s therapist about your questions or concerns

· To tell the truth about your child, your family situation, or your history 

· To sign release of information consents, if you and/or your child is involved with other therapists or health care providers that have information that is pertinent to you and/or your child’s therapy with me, so that I can communicate freely with that person about you or your child’s care.

Please be aware that failure to uphold these responsibilities will prevent therapy from being effective. If I have concerns that you are not fulfilling your responsibilities, I will talk with you directly about those concerns.  

By signing this part of the Informed Consent you are saying that you are aware of the policies for effective therapeutic interventions and of your responsibilities in the therapeutic relationship.

___________________________________________


__________________________

Signature of client or Parent/Legal Guardian



Date

CONSENT FOR TREATMENT:

THE UNDERSIGNED HEREBY CONSENTS FOR G. LAVERNE FESPERMAN, MSW, LCSW OF SHOREWAY FAMILY THERAPY SERVICES, INC. TO PROVIDE THE ASSESSMENT AND/OR TREATMENT SERVICES THAT ARE DEEMED ADVISEABLE FOR:

________________________________________

 _______________________________________

________________________________________

YOU UNDERSTAND THAT YOU CAN STOP TREATMENT AT ANY TIME AND YOU CAN REVOKE ANY CONSENTS SIGNED ABOVE AT ANYTIME. ANY REVOCATIONS MUST BE COMPLETED IN WRITING. 
________________________________________


___________________________

Signature of Client or Parent/Legal Guardian


Date
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