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Counselor-Client Services Agreement
Welcome to “Optimistic Counseling PLLC”!
It’s no secret we are living in stressful and difficult times! My approach with clients is personalized in order to meet each individual’s needs and goals. For over twenty-six years I have, created strengths focused environments for young people, their families, and individuals. My life’s work is diverse and extensive including, early childhood education, youth mentoring, family mediation, couples counseling, stress management, parent/teacher education, as well as, prevention/intervention/education related to substance use and abuse. 

I offer private counseling services for youth and adults while I remain involved in local community coalitions and groups that strive to support, educate, and advocate for youth and families. I specialize in relationship challenges as well as, issues of substance use/abuse and addiction. In my practice, clients are valued, respected, encouraged, and honored in their journey toward emotional, spiritual, and interpersonal health.

Optimistic Counseling PLLC assists individuals in achieving more effective and fulfilling lives in the midst of social, interpersonal, professional, and academic difficulties. Goals of counseling are cooperatively established between client and counselor. It is the hope that clients experience a decrease in distressing issues, while overall wellness is increased. I offer an opportunity for individuals/couple/families to find their purpose and fulfillment in life. 
This document contains important information about my professional services and policies of my business. Also enclosed is summary information about the Health Insurance Portability and Accountability Act (HIPAA), a federal law that provides privacy protections and client rights with regard to the use and disclosure of your Protected Health Information (PHI used for the purpose of treatment, payment, and health care operations. HIPAA requires that I provide you with (enclosed) a Notice of Privacy Practices (the Notice) for use and disclosure of PHI treatment, payment, and health care operations. The law requires that I obtain your signature acknowledging that I have provided you with this information. Although these documents are long and sometimes complex, it is very important that you read them carefully before our first session. Please let me know if you have questions.
If you have questions, concerns, or want to end counseling, please talk with me about it. Most often issues can be resolved. Communicating concerns serves as an opportunity for both the client and I to learn and grow. Ultimately termination is part of the counseling process, at the appropriate time client and counselor will discuss how best to reach closure. Our time together is intended to be client centered and driven. You have the right to a safe setting that fosters positive, respectful, professional, and consistent interactions.
Professional Fees: the hourly (45-60 minute hour) fee for services is:

$135.00 for individual therapy  

$150.00 for family/couples therapy
Insurance will be billed accordingly. Please be aware of your plan coverage including co-pay and deductible. You will be responsible for any amount not covered by insurance. 
Cash Payment clients will be expected to pay for each session at the time it is held unless other arrangements have been agreed upon. In the circumstance of financial hardship, we can discuss a fee adjustment or payment plan.
Minors & Parents:

A parent or guardian must (with limited exception) authorize the treatment of a minor. Only when a client turns 18 does control of treatment information and records revert to the client. It is my preference to engage in counseling with a minor with the consent of both parents/guardians whenever possible.  My role is to provide therapeutic services, not to assess fitness for custody, serve as an advocate on other issues, or act as an expert witness. 
It is very important that counseling sessions be a safe place for clients to “vent” and do the work necessary. That said, by signing the Counselor-Client Agreement parents/guardians agree to let minor clients have the space he/she needs to work on even negative experiences, it will be up to the client what information is shared with parents/guardian. Note: with the exception of abuse, or fatal harm to self and others.
Older adolescents (15 and older) are welcome to initiate contact with the counselor at any time unless an agreement has been made to the contrary with parent/guardian. If family work is warranted, the identified client will be given the opportunity to ask for a referral to an outside counselor for the family sessions while still utilizing individual counseling through Optimistic Counseling PLLC. If family work is initiated after individual work has been established with Optimistic Counseling PLLC an additional Counselor–Client Agreement will be provided.
Description of Services

· Individual, couples, and small group counseling

· Diagnostic Impressions using DSM-5®

· Recommendations

· Treatment Plan

· Consultations with others upon request

· Referral for services outside scope of practice

· Family meetings/mediation

· Relapse Prevention
Benefits of Counseling
· Empower clients to grow in the face of challenges.

· Offer support in setting life goals
· Explore issues that hinder academic/interpersonal/professional success.

· Match client’s needs and strengths with support resources.

· Promote healthy life choices in areas of distress or difficulty.  
Confidentiality: The law protects for the privacy of all communications between a client and a mental health professional. In most situations, I can only release client treatment information to others if a written Authorization form has been signed. Other situations require only that you provide written, advance consent. If you are using your Health Insurance, it may be required of me to release some clinical information including a diagnosis. As well, cases may be discussed with another Mental Health Professional for the purposes of supervision, review, and feedback. The consultations remain confidential and identifying information of the client is not shared.
There are some situations where I am required by law to disclose information without either consent or Authorization. (It is my practice to communicate to the client/Guardian if I do find it necessary to report the following circumstances and if it will not cause additional harm). 

· If I have reason to suspect that, a child has been or is currently being physically/sexually abused or being neglected; the law requires that I file a report with the Division of Children Youth and Families (DCYF). Once such a report has been filed, I may be required to provide additional information. 
· If I suspect or have a good faith reason to believe that any incapacitated adult has been subjected to abuse, neglect, self-neglect, or exploitation, or is living in hazardous conditions, the law requires that I file a report with the appropriate government agency, usually the Department of Health and Human Services. One such a report is filed; I may be required to provide additional information.
· If a client communicates a serious threat of physical violence against self, a clearly identified or reasonably identifiable victim, victims, or a serious threat of substantial damage to real property, I may be required to take protective actions. These actions may include notifying the potential victim, contacting guardian, police, or medical services.

If such a situation arises, I will make every effort to discuss it with you before taking any action and I will limit my disclosure to what is necessary.
· If you are involved in a court proceeding and a request is made for information concerning the professional services that I provided you and/or the records thereof, the counselor-client privilege law protects such information. I cannot provide any information without your written authorization, or a court order. If you are involved in or contemplating litigation, you should consult with your attorney to determine whether a court would be likely to order me to disclose information. 

· If a government agency is requesting the information for health oversight activities, I may be required to provide it.

· If a client files a complaint or lawsuit against me, I may disclose relevant information regarding the client in order to defend myself. 

Informed Consent

Principle functions of the counseling I offer are to provide identification, assessment, intervention, treatment, and referral to support services for clients experiencing distress in personal/family/academic relationships. In addition, the above, services are available for alcohol or other drug related problems that may be affecting the ability to succeed academically, professionally, and/or interpersonally. 

I do not offer emergency 24-hour appointment coverage. If you experience an emergency, you are instructed to contact local police, 911, your primary care physician or other medical care as warranted. If an emergency occurs, I will be able to meet with clients within 48 hours of the event. If you need to schedule or cancel an appointment you can reach me at 603- 491-2714, you may leave a confidential voicemail and I will return your call as soon as possible. If a client contacts me via email, text, or social media I cannot guarantee the privacy of such communications. You may text to set/cancel appointments, if I do not respond within 12 hours please call directly. If you must cancel an appointment within 24 hours other than for emergency purposes, you will be billed for the session at the self-pay rate. 
Optimistic Counseling PLLC and Heather McMahon will not accept Social Media invitations such as Facebook, Twitter, etc. You are invited to communicate via email or text, however, the confidentiality of this venue is not guaranteed so please keep communication to booking/canceling appointments, or other information that is not sensitive in nature. 
Confidentiality is essential to the counselor-client relationship. Contact with substance abuse counselors is protected by Federal Regulations 42 U.S.C. and 42 C.F.R., which are designed to ensure the client's right to privacy and thereby attract them to seek help. The counselor cannot disclose information without the written consent of any client aged 12 years or older. Exceptions to these regulations include mandatory reporting of abuse or neglect to the Division for Children, Youth, and Families (DCYF), as well as suicidal or homicidal behaviors, which will be reported to the proper authorities to ensure the safety of the client and the community.

I understand and agree to the terms provided in this Client Handbook. My signature below indicates that I agree to participate voluntarily in the counseling relationship with Heather McMahon MA, LCMHC, MLADC, ICAADC. I will pay at the time of each session the payment due according to the Client-Counselor Service Agreement. I understand the conditions of this counseling relationship. If I am using my health insurance for payment, I give consent for Heather McMahon/Optimistic Counseling PLLC to submit all necessary information to my provider in order to process claims, including private health information. I have received information regarding whom to contact should I have questions or concerns regarding the conduct of Heather McMahon. 
Counselor Signature ________________________________________Date_______
Client Signature ___________________________________________ Date________
Parent/Guardian Signature __________________________________   Date_______

Parent/Guardian Signature ___________________________________ Date_______

Counselor-Client Service Agreement
Signing this document represents an agreement between us for services. You may revoke this Agreement in writing at any time. That revocation will be binding on me unless I have taken action in reliance on it; if there are financial obligations, you have incurred.
Scheduling sessions will require a mutual agreement on date and time. Typically, one appointment hour will be 45-60 minutes in duration with the exception of initial intake/orientation, which may go longer. Once an appointment has been scheduled, you will be expected to pay for it unless you provide 24 hours advance notice of cancellation, or unless we both agree, you were unable to attend due to circumstances beyond your control. If you must cancel an appointment within 24 hours other than for emergency purposes, you will be billed for the session at the self-pay rate, 135.00 Individual 150.00 Couples/Family.
We will reschedule canceled appointments at your convenience. If an appointment is missed you will be charged your co-pay if applicable or for the session if self-pay. Optimistic Counseling PLLC will communicate claim issues to your insurance on your behalf when possible. However, if your insurance denies payment you will be responsible to pay Optimistic Counseling PLLC directly and work with your insurance plan for reimbursement. 
Professional Fees: the hourly fee for services is:
$135.00 for Individual therapy _____
$150.00 for Couples/Family therapy _____
Medicaid Insurance: NH Healthy Families____ Well Sense____   Harvard Pilgrim____
Tufts _____

Anthem _____         Cigna _____       Self-Pay _____
I agree to the above terms and I have been given a copy of the Notice of Privacy Practices (Notice) for use and disclosure of PHI treatment, payment, and health care operations. 

Name, [print] ______________________________________

Signature of Client_____________________________________ Date__________

Signature of Parent/Guardian_____________________________ Date__________
Signature of Parent/Guardian _____________________________Date___________
Optimistic Counseling PLLC works with Therasoftonline to maintain records and to submit claims to your Insurance policy. Therasoftonline recognizes the importance of maintaining protected health information and will uphold the highest standards of confidentiality following all HIPPA Privacy Practices.

Please do not hesitate to contact Optimistic Counseling PLLC directly if you have any questions regarding your insurance claim submissions, have a change to your insurance policy, and/or require special reports for your tax or flexible spending account purposes or need assistance understanding the Insurance reimbursement procedures and your payment responsibility.

PLEASE NOTE: While we recognize the convenience of e-mail, we hold privacy and safety paramount. For that reasons, electronic inquiries are reserved for NON-CLINICAL MATTERS ONLY (unless different arrangements have been made between client and counselor). For personal or clinical matters, you are urged to call directly. We are not responsible for messages of an urgent, personal, or clinical nature that are sent via email.
Payment Card Industry Data Security Standard (PCI DSS) and HIPAA rules require entities to maintain reasonable and appropriate safeguards for protecting credit card payments. 

 IF you choose to use a credit card for payment please note that Square, sends electronic credit card receipts to you via text or SMS and these receipts contain “protected health information” The information is not necessarily protected when sent via text or SMS. I will provide receipts, delivered via secured email, or in paper form at the client’s request. 

Name, [print] ______________________________________

Signature of Client_____________________________________ Date__________

Signature of Parent/Guardian_____________________________ Date__________

Signature of Parent/Guardian _____________________________Date___________

Authorization for Release of Information
Optimistic Counseling PLLC
194 A Pleasant St. Suite # 205
Concord NH 03301

 (603) 491-2714 heathermcmahonoc@gmail.com 

Client’s Name ____________________________D.O.B._____________

Street Address________________________________ City ____________________
State________ Zip Code______________
I understand that this authorization is voluntary. I understand that my health information may be protected by the Federal Rules for Privacy of Individually Identifiable Health Information (Title 45 of the Code of Federal Regulations, Parts 160 and 164), the Federal Rules for Confidentiality of Alcohol and Drug Abuse Patient Records(Title 42 of the Code of Federal Regulations, Chapter I, Part 2), and/or state laws. I understand that my health information may be subject to re-disclosure by the recipient and that if the organization or person authorized to receive the information is not a health plan or health care provider, the released information may no longer be protected by the Federal privacy regulations. I understand that my records may also contain information regarding my mental health, substance use or dependency, or sexuality, and may contain confidential HIV/AIDS – related information. I further understand that by signing below, I am authorizing the release or exchange of these records to the parties named below.

I also understand that my health plan may not condition treatment, payment, enrollment, or eligibility for benefits on whether I sign this form, except for certain eligibility or enrollment determinations prior to my enrollment in its health plan, and for health care that is solely for the purpose of creating protected health information for disclosure to a third party.

I understand that I may revoke this authorization at any time by notifying 
Optimistic Counseling PLLC in writing, but if I do, it will not have any effect on any actions Optimistic Counseling PLLC took before it received the revocation. If I request verbally to revoke this release, I must also make the request in writing within 72 hours of verbal request.
 I hereby authorize Optimistic Counseling PLLC to (check all that apply):

_____Exchange with Release to Obtain from the parties I have indicated below I hereby authorize Optimistic Counseling PLLC to exchange / release / obtain information:

________verbally ______only in written form only _______both verbally and in writing
Person/organization receiving/communicating the information:
Name: ___________________________________

Address: _________________City_____________State_____ Zip_______

Optimistic Counseling PLLC
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Description of individually identifiable health information (check appropriate type(s) of information) to be released/exchanged/obtained:

_______All Treatment Plan(s)

_______Outpatient Progress Reports

_______ Attendance Only

_______Clinical records used to make benefit and or Treatment determinations (may include HIV/AIDS and/or Substance Abuse information)

_______All pertinent documentation Optimistic Counseling PLLC deems appropriate for the purpose(s) checked above.

Other (describe):________________________________________________________________

The purpose of this release is (check all that apply):

______To allow the clinically appropriate management and coordination of the Member’s mental health and/or substance abuse treatment.

______To release records described above

Other (describe):_________________________________________________________________

The dates of records to be disclosed: From (                              ) To (                                )

THE CLIENT OR THE CLIENT’S REPRESENTATIVE MUST READ AND SIGN OR INITIAL THE FOLLOWING STATEMENTS:

I understand that this authorization will expire:

______On (                  ) or one year from the date of the signature below (or as set forth by other

applicable federal or state law – see below) OR Once the following event occurs:

Client completes services with Optimistic Counseling PLLC, or makes a request in writing voiding this release of information.

Signature of Client_____________________________________________Date___________

(If applicable) Signature of Client’s Legal Guardian(s) ________________________________

______________________________________________________________________________
Relationship to the Client __________________________________ Date________________

_________________________________________________________Date________________

YOU MAY REFUSE TO SIGN THIS AUTHORIZATION

Re-disclosure prohibited

This information has been disclosed to you from records whose confidentiality is protected by Federal Law. Federal Regulation (42 CFR Part 2) prohibits you from making any further disclosure of it without the specific written consent of the person to whom it pertains, or as otherwise permitted by such regulation. A general authorization for the release of medical or other information is NOT sufficient for this purpose. The federal rules restrict any use of the information to criminally investigate or prosecute the patient.
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