PAGE  
1
Be sure to sign or initial all places in RED.  Thank you.

 Turning Point Counseling and Consulting
Bobby Scott, M.A.  L.M.F.T., C.C.A.P.
Patient Name






  Age

  Sex
_  Grade______
Patient’s Date of Birth


  SS # 









Home Address











 

City





 State

  Zip

 Phone:  


Insured/Responsibility Party (if other than patient)








Insured’s Relation to Patient


Insured’s SS #


Date of Birth_________

Insurance Company












Insurance Company’s Address











Insured’s Place of Employment



  I.D., Policy or Group No.




Work Address:__________________________________  City_______________ State_____Zip_______

Is this an EAP visit?  __Yes __No  Company_________________________________________________
Insurance Authorization Number: 




  Number of visits____________
Referred by



  May we contact this referral source?  _____Yes   _____No

Referral Phone Number (if known)










*I consent that Turning Point Counseling and Consulting may coordinate my care with my primary care physician  including the release of and discussion of my clinical treatment:  ______Yes ______No

My primary care physician is:_________________________________ Phone No:___________________

*I Consent that Turning Point Counseling and Consulting may discuss with or release billing/insurance information with my insurance company and with the following persons:

*I attest that I am the legal guardian and have authority to initiate treatment for my child

_____Yes   _______No  ________N/A
*I attest that I have been given a copy of the HIPPA Guidelines and that I understand my rights regarding my Personal Health Information   _​___​​​​   Yes   _______No
Signature___________________


_________Date_________________________

PATIENT INFORMATION


The following information is being provided so that you will have an understanding of the conditions of your therapy.  Please read this carefully, and feel free to ask questions about anything that seems unclear.  Your signature indicates your consent and agreement to these conditions.

TYPE OF PRACTICE

Turning Point Counseling and Consulting and Bobby Scott, M.A., L.M.F.T., C.C.A.P., hereafter referred to as TPCC, offers psychological services that include individual and group therapy, family therapy, divorce counseling, marriage and family therapy, anger management and stress management training.  The decision as to which type of therapy to use will be decided jointly with you after an initial assessment.  Should services that we do not provide appear indicated, we will be glad to suggest other options and make referrals for you.

Practitioners do not provide any medication or perform any medical treatments.  We maintain consulting relationships with physician colleagues in the event that medical treatment/evaluation is indicated as an adjunct to therapy.  
PSYCHOTHERAPY


Psychotherapy is designed to help people increase their understanding and awareness of problem areas and to learn more effective methods of dealing with these issues.  There are potential risks as well as potential benefits.  Psychotherapy may involve the risk of remembering unpleasant events and experiencing intense emotions.  People sometimes report feeling worse before feeling better, and in personal relationships (e.g., martial relationships) it is possible for one party to develop or change in such a way as to grow apart from his or her partner, and thus weaken or dissolve the relationship.  


The potential benefits from psychotherapy may be the ability to handle or cope with stress and problems in your life experience more satisfaction from relationships.  You may also gain a better understanding of your personal goals and values, leading to a greater maturity and personal growth, increased general satisfaction with life, and an improved sense of “well-being.”


Therapy is an endeavor that requires much effort, and though we provide our time and our professional knowledge and services, we cannot promise or guarantee specific results.  We feel strongly about providing you with quality care and consequently we will regularly review with you your goals and progress in therapy.  At any time, you have the right to decide not to receive our services and to end our work together.  There is no moral, legal or financial obligation other than to pay for the services already rendered.  We do encourage you to discuss your decision to terminate with your therapist.  If you wish, we can provide you with the names of other mental health therapists.

CONFIDENTIALITY


Within the limitations discussed below, all information revealed by you during our professional relationship will be kept confidential and will not be released to anyone without your WRITTEN CONSENT.  However, under the following circumstances, we may be required to breach confidentiality: 1) if you present a danger to yourself or to others, which includes communicable diseases that can be life-threatening to others, 2) if we have reason to believe that child abuse or neglect is present; 3) if treatment is ordered by or under supervision of the courts; or 4) if a legitimate court order is issued. 


Additionally, insurance companies and managed health care organizations representing third-party payers often require you to consent to release of records and/or information (including but not limited to diagnosis, type of services rendered, dates of service, treatment plan, other related confidential information, etc.) to them as a condition for reimbursement.  Your signature(s) below indicates your permission to release information requested by your insurance company or its representative.  When such information is revealed to insurance companies or managed health care organizations, we cannot control how the material is treated.  Information revealed in marital therapy is also protected by privileged communication and requires permission of both to waive.  In order to provide for consultation and emergency coverage, the therapists affiliated with TPCC do discuss patients among themselves unless you specify otherwise.  If because of non-payment of your bill we pursue legal remedies, the financial aspects of your relationship with us will not be considered confidential.  

Mississippi state law prohibits marriage and family therapist from testifying in court when couples/marriage therapy has been rendered.  Any release of medical records from couples/marriage therapy requires both parties signatures prior to being released.  
APPOINTMENTS


Patients are seen by appointment only.  If a conflict arises that will cause you to miss a scheduled appointment, please notify our office.  As a rule, 24 hours notice allows us to make use of the time previously reserved for you.  If you do not give us 24 hours notice, we reserve the right to charge the regular fee for the missed appointment.   In the event of extremely bad weather (e.g. snow and ice), it is advisable to call our office before you leave home to determine if the office is open.  

TELEPHONE CALLS

  
We attempt to be reasonably available for telephone calls, but when in session with patients, we cannot be interrupted for incoming calls.  We can usually be reached through our office.  In emergencies and we are unable to be reached, please call 911 or go to your nearest emergency room.  However, the telephone is not the manner in which to deal with therapy issues, and telephone consultations exceeding five minutes may be charged at the normal rate.  

FINANCIAL CONSIDERATIONS


Standard operating hours for TPCC vary Monday through Friday.  Afternoon and evening appointments are available.   Currently fees are $125 for the initial assessment and $100 for individual and family sessions.  However, beginning April 1, 2011 fees will increase to $150 per 45 minute session for initial evaluation and $125 for individual therapy, couples/marital therapy, and family therapy.  Brief sessions (30 minutes) are $60 per hour.  All fees are subject to change.  Group therapy is $60 per hour.  Specialty Groups such as anger management or Dialectical Behavioral Therapy groups may be different.   The above fees may or may not apply to drug court treatment.  

Should a request be made of your clinician that he/she become involved in legal matters (e.g., giving testimony, deposition, etc.) the fee for such  activity is $150 per hour for preparation and review of materials and then $150 per hour for all other time involved, to include, but not limited to, travel time, court time, and other time involved.  A retainer fee based on the estimated time involved will be charged, to be paid 48 hours in advance, with the minimum including $150 preparation fee along with $450 for up to three hours of deposition/testimony (including waiting and travel time for a total of $600.  If the deposition or court hearing is not cancelled with two business days of the scheduled time, the minimum charge of $600 will be forfeited.  

Letters, treatment summaries, copies of treatment records and other reports are sometimes generated and released to patients, other professionals and insurance companies.  Mississippi state laws and ethical principles promulgated by the American Association of Marriage and Family Therapy govern the release of such written communication.  The constraints require, for example, that appropriate releases must be signed and psychological reports must be formally reviewed with a patient and/or custodial adult before being released to them.


A written request for the release of information is available and is required to begin the process of obtaining information.  Written requests help ensure that information released is what was requested and that it is sent to the appropriate individual/agency.    The standard turn around time for written information is ten (10) business days.  Urgent or “emergency requests shall incur a surcharge to be paid before the information is released.


The generating of letters, treatment summaries, or other written communications may require that a fee be assessed.  These charges, as well as surcharges for “Urgent” requests, will vary depending on the complexity and time required to complete the request. 


As a courtesy to our patients, our office will file claims for you if and only if we are a participating provider with that company.  We will be happy to provide you with documentation for you to file yourself if you choose to do so.  Patients who have health insurance should remember that professional services rendered and charged to the patient and not to the insurance company.  We cannot accept responsibility for collecting your insurance claim or for negotiating a settlement on a disputed claim.  Regardless of the action of your insurance company, you are ultimately responsible for your bill.  Co-payments are due at the time of service.  


If fees change during the course of your treatment, you will be notified at least 30 days prior to these changes.  For individuals who are not covered by health care insurance, the balance is due and payable at the time of service.  There will be a fee of $5 after 60 days.  There will be a $35 service charge for all returned checks.


If this account is litigated or turned over to an attorney for collection by suit or otherwise, the patient (or responsible party undersigned) agrees to pay all costs of collection and litigation, together with a reasonable attorney’s fee.  

MISSED APPOINTMENT POLICY:

**I understand that I will be charged the full fee for each session in which I do not show for the appointment or do not give a minimum of twenty-four hour cancellation notice. This fee will be billed directly to me and due by me, not the insurance company.  This charge will be due in full before my next visit, unless I make other payment arrangements with Turning Point Counseling before the next scheduled visit. If two appointments are missed without prior notice and no payment arrangements have been made, all future appointments will be cancelled without notice to me.  You may choose to receive (email, text or phone) for appointment reminders by visiting www.therapyappointment.com or by setting it up directly with Mr. Scott   I further understand that I will be charged any attorneys or collection fees in the event that I do not pay the above charges or attempt to make payment arrangements within thirty days of receipt of the invoice.

I authorize Turning Point staff to utilize the following 




May 

methods to contact me when needed:






Leave














Message
______Cell_____________________________Name_____________________________    Y  N

______Cell_____________________________Name_____________________________    Y  N

______Work____________________________Name_____________________________   Y  N

______Email:_______________________________@______________________________  ​​​​​​​
______Emergency Contact:________________________________ Relation______________


Phone 1:_______________________________   Phone 2:_________________________

I understand that using email, online communications and cellular phones in my communication with my therapist may not be totally secure and thus could compromise confidentiality and privacy.  I consent to the use of cell phones and email correspondence with my therapist.  
PATIENT AGREEMENT:  Having read the foregoing information fully and completely, I have discussed any questions I had about information with my therapist or an employee of TPCC and I understand the information fully with respect to the proposed treatment.  I understand and accept the risks inherent in the course of psychotherapy proposed for me.  

I have familiarized myself with the fees and charges for services by TPCC.  I consent and agree that TPCC may release such information as may be required by my insurance company or managed health care organization for payment for services rendered for me.  I agree to hold TPCC harmless for any injury or claim for damages arising from release of records or information as required by my insurance company or managed health care organization.   By signing below I consent to all of these policies and procedures.
Client Signature:_______________________________________________Date:__________

Guardian/Parent Signature:_________________________ ____________Date:___________
PLEASE SIGN ONLY LINE 12 AND 13 BELOW.  No need to complete the rest.
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Initial______           8829 Centre Street             Southaven, Mississippi              662-893-6556


