Rachel Prendergast, MA, LCPC, ATR 

1042 Wesley (  Evanston, IL 60201
847-687-1271
INFORMED CONSENT

This document is intended to inform you of policies, confidentiality, and your rights. Please read this over carefully and provide your signature which will remain on file. If you have questions or concerns, please ask and I will try my best to give you the information you need.

CONFIDENTIALITY: I am committed to protecting the privacy of our communication and your clinical records. The following are some exceptions to confidentiality as required by law or in order to provide you with services: 

· Information (such as diagnosis, progress, and dates of service)that may be shared with your insurance company and my billing service to process your claims, verify treatment, and  to collect payment; 

· Information you and/or your child reports about 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; 

· If you provide information that informs me that you are in danger of harming yourself or others; 

· And as outlined in the HIPAA Notice of Privacy Practices. 

EMERGENCY SITUATIONS:  I check my voice mail messages regularly during the week from Monday to Friday from 9 a.m. to 6 p.m. I will return your call as quickly as possible. 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 for those services (by going to the nearest emergency room, or dialing 911).  
FINANCIAL/INSURANCE ISSUES: If you do not wish to bill insurance for services, payment in full is expected for each session at the time of treatment. If you are using insurance, your insurance company, responsible party, or third party payer may be billed directly depending on the requirements of the particular plan.  At each session you will be expected to pay your co-pay, co-insurance amount, or deductible, if applicable. If your insurance company later denies payment or does not cover counseling, I will request that you pay the balance due at that time.  There will be a $30.00 charge for returned checks. 

ASSIGNMENT OF BENEFITS

I consent to my insurance benefit being directly reimbursed to Rachel Prendergast, MA, LCPC, ATR for therapy services rendered to me. I give permission to Rachel Prendergast to send required information to my insurance company or EAP. I am aware that I am placing my signature on file. 
Signature___________________________________________Date_______________

CANCELATION POLICY:
I will usually reserve a regular appointment time for you each week. If you need to cancel or reschedule an appointment, please give at least 24 hours notice, otherwise a charge of $60.00 will be applied. This fee is not reimbursed by most insurance plans. I may waive this fee if a late- cancelled or failed appointment is due to an unforeseeable event or emergency.  Please call 847-687-1271 for cancellations or any other messages.
COORDINATION OF TREAMENT: It is often important that health care providers work together. We will discuss whether it may be beneficial to you for me to communicate with your primary care physician and/or other provider. Your written permission is required before contacting your health care provider. You have the right to revoke this authorization, in writing, at any time. If you prefer to decline consent, no information will be shared. 

____You may inform my physician(s). 
____Other 

____I decline to inform my physician.

PHYSICIAN NAME:________________________________________________
ADDRESS:_______________________________________________________

PHONE:_________________________________________________________  

NAME:____________________________________________________________

ADDRESS:________________________________________________________

PHONE:___________________________________________________________

NOTICE OF PRIVACY PRACTICES AND CLIENT RIGHTS:  I/We have read and received a copy of the, Notice of Privacy Practices and Client Rights document. (These notices are attached and/or are available on the website). I have also read this Consent for Treatment and understand and agree to the policies it provides.

Signature(s)__________________________________________Date_______________

CONSENT FOR TREATMENT OF CHILDREN OR ADOLESCENTS:
I/We consent that  _____________________________________ maybe treated as a client by Rachel Prendergast,MA, LCPC, ATR.

Signature(s)__________________________________________Date_______________
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