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Financial Policy

The staff at ] Group Counseling Services, Inc. (JGCS) are committed to providing caring and
professional mental health care to all of our clients. As part of the delivery of mental health services, we
have established a financial policy that provides payment policies and options to all consumers. The
financial policy of JGCS is designed to clarify the payment policies as determined by the management of
the JGCS.

The Person Responsible for Payment of Account is required to sign the form Payment Contract for
Services, which explains the fees and collection policies of JGCS. Your insurance policy, if any, is a
contract between you and the insurance company; we are not part of the contract with you and your
insurance company.

As a service to you, the JGCS will bill insurance companies and other third-party payers but cannot
guarantee such benefits or the amounts covered and is not responsible for the collection of such
payments. In some cases insurance companies or other third-party payers may consider certain services
as not reasonable or necessary or may determine that services are not covered. In such cases the Person
Responsible for Payment of Account is responsible for payment of these services. We charge our clients
the usual and customary rates for the area. Clients are responsible for payments regardless of any
insurance company’s arbitrary determination of usual and customary rates.

The Person Responsible for Payment will be financially responsible for payment of such services. The
Person Responsible for Payment of Account is financially responsible for paying funds not paid by
insurance companies or third-party payers after 60 days. Payments not received after 120 days are
subject to collections. A 1% per month interest rate is charged for accounts over 60 days.

Insurance deductibles and co-payments are due at the time of service. Although it is possible that
mental health coverage deductible amounts may have been met elsewhere (e.g., if there were previous
visits to another mental health provider since January of the current year that were prior to the first
session at the JGCS), this amount will be collected by the JGCS until the deductible payment is verified
to the JGCS by the insurance company or third-party provider.

All insurance benefits will be assigned to JGCS (by insurance company or third-party provider) unless
the Person Responsible for Payment of Account pays the entire balance each session.

Clients are responsible for payments at the time of services. The adult accompanying a minor (or
guardian of the minor) is responsible for payments for the child at the time of service. Unaccompanied
minors will be denied nonemergency service unless charges have been preauthorized to an approved
credit plan, charge card, or payment at the time of service.

Missed appointments or cancellations less than 24 hours prior to the appointment are charged a $25.00
cancellation fee.

Payments are due before sessions in the following methods: check, cash, money orders and debit/
charge cards.

Questions regarding the financial policies can be answered by the Office Manager.

I (we) have read, understand, and agree with the provisions of the Financial Policy.
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Consent to Treatment and Recipient’s Rights

I the undersigned, hereby attest that I have
Voluntarily entered into treatment, or give my consent for the minor or person under my legal
guardianship mentioned above, at , hereby referred to as ] Group

Counseling Services, LLC. (JGCS). Further, I consent to have treatment provided by a psychiatrist,
psychologist, social worker, counselor, or intern in collaboration with his/her supervisor. The rights,
risks, and benefits associated with the treatment have been explained to me. I understand that the
therapy may be discontinued at any time by either party. The JGCS encourages that this decision be
discussed with the treating psychotherapist. This will help facilitate a more appropriate plan for
discharge.

Recipient’s Rights: I certify that I have received the Recipient’s Rights and certify that I have read and
understand its content. I understand that as a recipient of services, I may get more information from the
Recipient’s Rights Advisor.

Nonvoluntarily Discharge from Treatment: A client may be terminated from JGCS nonvoluntarily. If:
(A) the client exhibits physical violence, verbal abuse, carries weapons, or engages in illegal acts at the
clinic, and/or (B) the client refuses to comply with stipulated program rules, refuses to comply
with treatment recommendations, or does not make payment or payment arrangements in a timely
manner. The client will be notified of the nonvoluntary discharge by letter. The client may request to
reapply for services at a later date.

Client Notice of Confidentiality: The confidentiality of patient records maintained by JGCS is protected
by federal and/or state law and regulations. Generally, JGCS may not say to a person outside JGCS that
a patient attends the program or disclose any information identifying a patient as an alcohol or drug
abuser unless: (1) the patient consents in writing, (2) the disclosure is allowed by a court order, or (3) the
disclosure is made to medical personnel in a medical emergency, or to qualified personnel for research,
audit, or program evaluation.

Violation of federal and/or state law and regulations by a treatment facility or provider is a crime.
Suspected violations may be reported to appropriate authorities. Federal and/or state law and
regulations do not protect any information about a crime committed by a patient either at JGCS, against
any person who works for the program, or about any threat to commit such a crime. Federal law and
regulations do not protect any information about suspected child (or vulnerable adult) abuse or neglect,
or adult abuse from being reported under federal and/or state law to appropriate state or local
authorities. Health care professionals are required to report admitted prenatal exposure to controlled
substances that are potentially harmful. It is JGCS duty to warn any potential victim when a significant
threat of harm has been made. In the event of a client’s death, the spouse or parents of a deceased client
have a right to access their child’s or spouse’s records. Professional misconduct by a health care
professional must be reported by other health care professionals, in which related client records may be
released to substantiate disciplinary concerns. Parents or legal guardians of nonemancipated minor
clients have the right to access the client’s records. When fees are not paid in a timely manner, a
collection agency will be given appropriate billing and financial information about the client, not clinical
information. My signature below indicates that I have been given a copy of my rights regarding
confidentiality. I permit a copy of this authorization to be used in place of the original. Client data of
clinical outcomes may be used for program evaluation purposes, but individual results will not be
disclosed to outside sources.

I consent to treatment and agree to abide by the above-stated policies and agreements with JGCS.
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Acknowledgement of Privacy Practices

My signature confirms that I have been informed of my rights to privacy regarding
my protected health information, under the Health Insurance Portability &
Accountability Act of 1996 (HIPAA). I understand that this information can and will
be used to:

» Provide and coordinate my treatment among a number of health care providers

who may be involved in that treatment directly and indirectly.

» Obtain payment from third-party payers for my health care services.

= Conduct normal health care operations such as quality assessment and

improvement activities.

I have been informed of my provider’s Notice of Privacy Practices containing a more
complete description of the uses and disclosures of my protected health information. I
have been given the right to review and receive a copy of such Notice of Privacy
Practices. 1 understand that the Provider has the right to change the Notice of
Privacy Practices and that I may contact this office at the address above to obtain a
current copy of the Notice of Privacy Practices.

I understand that I may request in writing that you restrict how my private information
is used or disclosed to carry out treatment, payment, or health care operations and I
understand that you are not required to agree to my requested restrictions, but it you
do agree then you are bound to abide by such restrictions.
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Telehealth Informed Consent

I hereby consent to engage in telehealth
(internet or telephone based therapy), in conjunction with my Informed Consent
provided by clinician, , as the main venue for my

psychotherapy treatment. I understand that telehealth includes the practice of health
care delivery, including mental health care delivery, diagnosis, consultation,
treatment, transfer of medical/clinical data and education using interactive audio,
video and/or data communications. [ understand telehealth also involves the
communication of my medical/mental health information, both orally and visually, to
other health care practitioners.

I understand that I have the following rights with respect to telehealth:

1) I have the right to withhold or withdraw consent at any time without affecting my
right to future care or treatment nor risking the loss or withdrawal of any program
benefits to which I would otherwise be entitled.

2) The laws that protect the confidentiality of my medical information also apply to
telehealth. As such, I understand the information disclosed by me during the course of
my therapy is generally confidential. However, there are both mandatory and
permissive exceptions to confidentiality including, but not limited to: reporting child,
elder, and dependent adult abuse; expressed threats of violence towards an
ascertainable victim; and where I make my mental or emotional state an issue in a
legal proceeding. (See also Office Policies and HIPAA Notice of Privacy Practices
Sforms, provided to me, for more details of confidentiality and other issues.)

I also understand that the dissemination of any personally identifiable images or
information from the telehealth interaction to researchers or other entities shall not
occur without my written consent.

3) I understand there are risks and consequences from telehealth. These may include,
but are not limited to, the possibility, despite reasonable efforts on the part of my
psychotherapist, the transmission of my medical/clinical information could be
disrupted or distorted by technical failures; the transmission of my medical/clinical
information could be interrupted by unauthorized persons; the electronic storage of
my medical information could be accessed by unauthorized persons and/or
misunderstandings can more easily occur, especially when care is delivered in an
asynchronous manner.

In addition, I understand telehealth based services and care may not yield the same
results nor be as complete as face-to-face service. One of the potential limitations is
the access to crisis intervention. By signing this form, I agree to allow my therapist to
contact emergency personnel and/or my designated emergency contact person(s) in
the event of an emergency.

I also understand that if my psychotherapist believes I would be better served by
another form of psychotherapeutic service (e.g. face-to-face service), I will be referred
to a psychotherapist in my area who can provide such service. Finally, I understand
that there are potential risks and benefits associated with any form of psychotherapy,
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and that despite my efforts and the efforts of my psychotherapist, my condition may
not improve and in some cases may even get worse.

4) I understand that I may benefit from telehealth, but results cannot be guaranteed or
assured. The benefits of telehealth may include, but are not limited to: finding a
greater ability to express thoughts and emotions; transportation and travel difficulties
are avoided; time constraints are minimized; and there may be a greater opportunity to
prepare in advance for therapy sessions.

5) I understand I have the right to access my medical/clinical information and copies
of medical/clinical records in accordance with Virginia law, that these services may
not be covered by insurance and that if there is intentional misrepresentation, therapy
will be terminated.

I have read and understand the information provided above, which has also been
explained to me verbally. I have discussed it with my psychotherapist, and all of my
questions have been answered to my satisfaction.
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