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RESET, LLC
16 Commercial Drive #174
Elkton, MD 21921
1-877-63RESET (73738)
PRIVACY NOTICE OF RESET, LLC
THIS NOTICE DESCRIBES HOW MENTAL HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY
This notice gives you information required by the Health Insurance Portability and Accountability Act of 1996 (HIPAA) that prescribes legal duties and privacy practices to protect the privacy of your individual identifiable health information; this is, Protected Health Information (PHI), as that term is defined in the HIPAA under A information.
RESET, LLC is required to follow the terms of this Notice until it is replaced. RESET, LLC may make changes to the terms of this Notice at any time. Upon your request, RESET, LLC will provide you with a copy of the current Notice. RESET, LLC reserves the right to make the changes apply to your Information maintained in my files before and after the effective date of the new Notice. The following is a general description of how Federal and State law permits me to use and disclose your Information. 
Purposes for which RESET, LLC May Use or Disclose Your Mental Health Information with your Consent. RESET, LLC may request your consent for the use and/or disclosure of your Information for treatment, payment or health care operations as described below:
· Treatment. RESET, LLC will use and disclose your Information to provide, coordinate, or manage your mental health care and any related services. RESET, LLC may disclose your Information to physicians, therapists, other mental health providers, or other health care providers who are treating you or assisting in your diagnosis, treatment, or recovery.
Initials and Date:_________
Privacy Notice of RESET, LLC (cont’d.)
· Payment. Your Information will be used and disclosed, as needed, to obtain payment for your mental health care services. This may include certain activities that your health insurance plan undertakes before it approves or pays for the mental health care services we recommend for you, such as making a determination of eligibility or coverage for insurance benefits, reviewing services provided to you for medical necessity, and utilization review activities. If more than one, third party payer is responsible for payment for your health care, RESET LLC may disclose your Information to more than one health plan and those health plans may share your Information with each other. Your Information may also be used and disclosed as needed to obtain payment health care services rendered to you by other providers.
· Mental Health Care Operations. RESET, LLC may use or disclose, as needed, your Information, in order to support my delivery of mental health care services. RESET, LLC may call you by name in the waiting room area. RESET, LLC may use or disclose your Information, as necessary, to contact you to schedule an appointment or remind you of your appointment.
· Health Care Services.  Your Information may be used and disclosed to contact you and to give you information about treatment alternatives or other health benefits and services that may be of interest to you.
· Business Associate. RESET, LLC may share your Information with third party Business Associates who perform various administrative services. For example, those within RESET LLC, or with whom RESET, LLC contracts, who perform billing services, transcription services, record retention, or other professional consultants. Whenever an arrangement between a Business Associate and me involves the use or disclosure of your Information, we will have a written contract that contains terms that will protect the privacy of your Information.
Uses and Disclosures With Your Written Consent Your Information may be disclosed to a family member, friend, or other person designated by you or as designated by the law, if you agree in writing.
Initials and Date:___________

Privacy Notice of RESET, LLC (cont’d.)
Uses and Disclosures with Your Written Authorization Except as provided below, your Information will not be used for any non-routine purposes unless you give your written authorization to do so. If you give written authorization to use or disclose your Information RESET, LLC maintains, unless RESET, LLC has taken action in reliance on your authorization.
Uses and Disclosures Without Your Consent
· As required by law;
· To comply with legal proceedings, such as a court or administrative order or subpoena;
· To law enforcement officials for limited law enforcement purposes;
· To a coroner, medical examiner, or funeral director about a deceased person;
· To a government agency authorized to oversee the mental health care system or government programs;
· To federal officials for lawful intelligence, counterintelligence, and other national security purposes; and
· To public mental health authorities for public health purposes.
Your Rights You may make a written request to RESET, LLC to do one or more of the following concerning your Information: 
· Place additional restrictions on use and disclosure of your Information.
· Communicate with you in confidence about your Information by a different means than RESET, LLC is currently doing.
· See and get copies of your Information.
· Receive a list of disclosures of your Information that RESET, LLC has made for certain purposes for six (6) years prior to your request after October 6, 2008, with certain exceptions permitted by law, which includes exceptions for disclosure made directly to you or made pursuant to your authorization.
*If you want to exercise any of these rights or require further information about privacy practices, please contact me at this address: RESET, LLC, 16 Commercial Drive #174, Elkton, MD 21921. 1-877-637-3738. RESET, LLC will give you the necessary information and forms for you to complete and return to request your Information. RESET, LLC is permitted, by law, to charge you a fee for copying any documents requested in accordance with your rights as listed above. (Fee $1.00 per page)
Initials and Date: __________
PRIVACY NOTICE ACKNOWLEDGEMENT
As a client of RESET, LLC, I acknowledge that I have been given the Privacy Notice required by the Health Insurance Portability and Accountability Act of 1996 (HIPPA) that prescribes legal duties and privacy practices to protect the privacy of my individually identifiable health information, by RESET, LLC
Signature of Client Name or Guardian				Date
________________________________________________________________________

Signature of RESET, LLC Counselor					Date
________________________________________________________________________












CONTRACTS, OFFICE PROCEDURE, AND FINANCIAL AGREEMENT
RESET, LLC
16 Commercial Drive, #174
Elkton, MD 21921
1-877-63RESET(73738)

RESET, LLC is a clinical private practice currently for the locations of Philadelphia, Chester, and Delaware Counties, PA, New Castle County, DE, and Cecil, Harford, Baltimore County, and Baltimore City Counties, MD.

Your contract for services is with RESET, LLC –Restoring Every Soul Each Time, LLC only.
Sarah R. Langley, LCPC, LPCMH, LPC, NCC, MA-Doctoral Candidate, Owner and Therapist

Rights and Risks:
· Please feel free to ask questions about any aspect of the counseling process.
· If you have been referred by a court/state agency, you have the right to divulge only what you want included in a report, also known as Privilege Communication.
· You need to be willing to discuss what troubles you and be open to change.
· You may remember unpleasant events, arouse intense emotions, and/or alter close relationships.

Confidentiality:
· Information shared will be held in confidence.
· Information will not be released without your written consent, except for professional consultation if needed and unless required by law.
· RESET, LLC is required by law to disclose information pertaining to suspected child abuse; inability to care for one’s basic needs for food, clothing or shelter; and threatened harm to oneself or others.
· The courts may in select cases subpoena counseling records.
· It is understood that information regarding treatment and diagnosis may be provided to an insurance company. You may want to discuss further limits or exceptions of confidentiality.

NOTE: Internet based, telephone, email, chat, or any other type of counseling outside of private one on one setting is subject to breech in confidentiality. It is not secured. 

[bookmark: _GoBack]Initials and Date_____________
CONTRACTS, OFFICE PROCEDURE, AND FINANCIAL AGREEMENT (Cont’d.)
Client Agrees to: Allow counselor to be assisted by co-counselor if deems appropriate.
Note on Privacy: I (client) understand that the counseling sessions in which I participate with a co-counselor are for the purpose of improving my care. Co-counselors range from MA candidate interns to Licensed Therapists. It is not an invasion of my rights of privacy; therefore in consideration of the benefits received, I waive my rights of privacy for this purpose only.
Appointments: 
· All office visits are by appointment and may be scheduled through RESET, LLC Business office directly or site scheduler. Please arrive on time, as you use up your time when you arrive late for an appointment. The usual length of an appointment is 45 minutes long. 
· Late cancellation (less than 24 hours before) and/or no-show appointments are billed to the client typically half of the regular session amount. In the case of illness, please notify no later than 9:00 a.m. the day of the appointment. Please leave a message if you get the voicemail. If your appointment is cancelled or missed, contact the office for a new appointment time. Insurance companies will not pay for no-show charges or late cancellation charges or for telephone consultations. Hours of Operation are Monday-Friday 11am-9pm and Saturdays by appointments only in Philadelphia, PA, Newark, DE and Elkton, MD. Please speak with your counselor for most convenient time and location. 
Fees:
· If applicable the client portion (co-pay) of fees is expected at the time of service.
· Your health insurance may help you recover some of your counseling costs. Most group policies, but few individual policies cover outpatient psychotherapy. Please verify with your company the amounts of coverage for outpatient psychotherapy by licensed professionals. If your policy requires preauthorization to receive services, this is your responsibility and needs to be handled prior to your first visit.
· Insured clients are expected to take care of their fees as services are rendered. RESET, LLC will bill your insurance company for services provided. You will be notified for any unpaid balance due on your account. This office cannot accept responsibility for collecting your insurance claims or for negotiating a settlement on a disputed claim. You are responsible for payment and claims on your account. Failure to pay part may jeopardize your benefits. Copays are not negotiable.
· Clients paying on a cash basis, and not billing any insurance company are expected to pay in full at time of service unless a payment plan has been previously arranged.
Except in the case of minors or when other arrangements are made, the person receiving the counseling service is financially liable.
Initials and Date_________________
CONTRACTS, OFFICE PROCEDURE, AND FINANCIAL AGREEMENT (Cont’d.)
· Accounts become delinquent after thirty (30) days. Delinquent accounts may be turned over for collection.
· Phone calls in excess of fifteen (15) minutes will be billed at the usual rate. Insurance does not cover this.
· Any change in my financial situation I will discuss with RESET, LLC business office.
I have read, understand and agree to the above policies. I have discussed these policies with my therapist if desired and all questions are answered to my satisfaction. I have been offered a copy of these policies to take with me if I desired.
I hereby authorize RESET, LLC to release to my insurance company any information acquired in the course of my therapy (if the client is a minor, parent or guardian sign).

I understand my insurance coverage is a relationship between me and my insurance company and I agree to accept financial responsibility for payment of charges incurred. I understand that a re-billing fee/financial charge complying with Pennsylvania, Delaware, and Maryland will be applied to any overdue balance, and in the event of non-payment, I will bear the cost of collection and/or court costs and reasonable legal fees should this be required.

Consent to Treatment and Fee: I hereby agree to full responsibility for all expenses incurred by or on account of this client and hereby assign RESET, LLC all Insurance benefits due to me to the full extent of my financial obligation to RESET, LLC.  I have read and or received a copy of RESET, LLC’s Privacy Policy. If conjoint (couple or family) all adults need to sign this contract because of confidentiality and your rights, even though one person is the identified patient.

Initial Interview, Assessment Session       	$135.00
Session Fee					$130.00
Client (co pay)					$_____
No Show or Late Cancellation Fee		$65.00
Bounced Check Fee				$35.00
Client (s) Signature (s):________________________________________Date:______________

Counselor Signature:___________________________________Date:____________________
Emergencies:  The best phone number for all offices is 443-822-2446. If you receive the voice mail, please leave a message for your personal counselor/therapist. Your counselor/therapist may be on the phone, in therapy with someone else, or out of the office. In a crisis situation, if your counselor/therapist cannot be reached you may call the 24-hour Mental Health Crisis Line: 1-800-273-8255, or call 911 and go immediately to your local emergency hospital.
FINANCIAL AND SCHEDULING POLICY & AGREEMENT
RESET, LLC
16 Commercial Drive # 174
Elkton, MD 21921
1-877-63RESET (73738)
Fax: 443-350-9769
Financial:
· Payment is expected at the time service is rendered. If you choose to pay by check for counseling services, please be prepared to supply a form of I.D., such as a driver’s license.
Insurance Payments:
· As a RESET, LLC client, you understand that even though RESET, LLC is billing your insurance that you are responsible for any balance that insurance does not cover.
· All balances on accounts will be collected from clients 45 days after insurance has been billed. This means that RESET, LLC is giving your insurance company 45 days to pay the claim. The law states that it must be processed within 30 days of receipt.
· After 45 days, you are responsible to pay RESET, LLC directly. We will give you a receipt, which you can use to try to get your insurance company to reimburse you.
· As a RESET, LLC client you understand that by signing this form, you agree to pay RESET, LLC any unpaid balance on your account in a prompt manner.
Scheduling:
· Normally our counselors/therapists schedule clients into a particular time slot, which is either a weekly or every other week time slot. It is our policy to allow one cancellation for every six months that you occupy a particular spot. The second time that you cancel an appointment you have an option: you can either risk losing your spot to accommodate another client. This would mean that in order to schedule, you would need to take another spot. If you opt not to pay the cancellation fee, we will consider your spot to be an open spot that could be filled by another client. This would mean that in order to reschedule, you would need to take another spot. If you choose to pay the cancellation fee, your spot would automatically be reserved for you.
· Note: Everything on this form pertains to keeping your normal spot. If you cancel with less than 24hours notice, the cancellation fee always applies.

I__________________________________, have read the RESET LLC Financial/Scheduling Policy in its entirety and agree to it.

Signature and Date:__________________________________________________________
   		     Credentials 
            			RESET, LLC
                                           16 Commercial Drive #174
                                                Elkton, MD 21921
                                                1-877-63RESET(73738)
                                                    Fax: 443-350-9769
	, am glad that you have chosen to begin a counseling relationship with me. I am committed to providing the best possible care to promote your well-being and growth. My credentials are
To contact me, please call___________________ Messages received after 9 p.m. may not be heard until the next day. Messages received over the weekend may not be heard until the next working day.
While your call is very important to me, I am often in session and may not immediately return your call. However, I will make every attempt to return it within 24 hours. If you have a clinical emergency, please do not call me first. Instead, please call 911 or go to the nearest emergency room while you attempt to reach me.
Sincerely,
This is to certify that I have read, understand, and have received a copy of this disclosure form:
Client's Signature Date	_____________________________________________

Counselor's Signature  Date__________________________________________


 CREDIT/DEBIT CARD AUTHORIZATION FORM
			RESET, LLC
		              16 Commercial Drive #174
		              Elkton, MD 21921
		             1-877-63RESET(73738)
		              Fax: 443-350-9769

Client Name:________________________________________________

Name on Card:_______________________________________________

Cardholder’s Phone Number:_______________________________________

Cardholder’s Address AND ZIP:_____________________________________________

Date(s) of Service:__________________________________________________

Charge Amount:____________________________________________________

MC or Visa Credit Card Number:_____________________________________________

Debit Card Number_________________________________________________________

FlexSpending/HSA Card______________________________________________________

Expiration Date:_____________________________________________________________

CV_______________________________________________________________________

I ______________________________ authorize RESET, LLC to bill my credit card for the initial assessment/copay amount indicated above and for any less than 24 hour cancellations/no shows and any remaining balances on my account.

Signature and Date___________________________________________________________
 
Consent for Treatment of a Minor:
 RESET, LLC
			16 Commercial Drive #174
			  Elkton, MD 21921
			1-877-63RESET(73738)
			 Fax: 443-350-9769
I, ___________________________ give therapist, _____________________________ of RESET, LLC Permission to provide treatment for my child, __________________________.
I understand the limits to confidentiality and have been provided with a copy of this statement.
For the Parent/Guardian: The right to confidentiality is maintained with two exceptions:
1. The professional has reason to believe that you will harm yourself.
2. The professional has reason to believe that you will harm others, including your child.
For the Child: The right to confidentiality is maintained with three exceptions:
1. The professional has reason to believe that you will harm yourself.
2. The professional has reason to believe that you will harm others.
3. The professional has reason to believe that someone or something is harming you including your parents.
Additional Disclosures at the Parent's Request:

Signature Parent____________________________________________				Date___________________
Counselor Signature_________________________________________				Date___________________


                                                                                                Complaints 
     		 	RESET, LLC
		16 Commercial Drive #174
		  Elkton, MD 21921
		1-877-63RESET(73738)
		 Fax: 443-350-9769

Complaints
If you believe that RESET, LLC violated your privacy rights, you have the right to complain to the clinician or to the Secretary of the U.S. Department of Health and Human Services (DHHS). You may file a written complaint with me at the address below. An individual must file a complaint within 180 days of when he/she knew or should have known that the act or omission occurred, unless the time limit is waived by the Secretary of DHHS. RESET, LLC will not retaliate against you if you choose to file a complaint.
Contact Address:
RESET, LLC
Attn: Sarah R. Langley

16 Commercial Drive
Suite 174
Elkton, MD 21921


Signature and Date:____________________________________________________________________








AUTHORIZATION FOR RELEASE OF CONFIDENTIAL INFORMATION
RESET, LLC
16 Commercial Drive #174
Elkton, Maryland 21921
1-877-63RESET(73738)
Fax: 443-350-9679

Client’s Name:______________________________________________Birth Date:__________________

I__________________________________________, authorize, Sarah R. Langley, LCPC, LPCMH of RESET, LLC [release]___[request]___[share]___(please check all that apply) confidential medical record 
information [to][from] [with]:____________________________________________________________

The requested information to be released shall consist of: ___Duplicated records concerning treatment and or education.___Verbal consultation about treatment and/or education.

The specific information requested consists of: ___Medical History___Social History___Psychiatric Eval.
___Discharge Summary___Psychological Eval.___Educational___Master Tx.Plan and Reviews___Other

The information is needed for the purpose of:________________________________________________

Signing this document ensures authorization of release to be in good standing for one (1) YEAR of Date of signature.

This authorization may be revoked at any time by the patient. The revoking of this authorization shall not cancel any prior action that has already transpired.

I have read and understand the nature of this release. I understand that I may revoke it at any time. I release the hospital, its directors, physicians, and employees and the above-named organization from any and all liability that may arise from this action whether or not foreseen at present. I understand that certain medical records (including any alcohol and drug abuse information**) may be protected by Federal Regulations. **Drug Abuse Office and Treatment Act of 1972 21 U.S.C. 1175; Comprehensive Alcohol Abuse and Alcoholism Prevention, Treatment and Rehabilitation Act of 1970 (42 U.S.C. 4582).


Signature of Client or Guardian ______________________________________Date_________________

Signature of Counselor_____________________________________________Date_________________




SLIDING SCALE FEE SCHEDULE
RESET, LLC 16 Commercial Drive #174 Elkton, Maryland 21921 1-877-63RESET(73738) 
Fax: 443-350-9679

The usual and customary fees are $135 for the diagnostic visit, and $130 for each regular visit. For those who may have difficulty paying and do not have insurance, RESET, LLC offers a sliding scale based on gross household income. In order to qualify, please bring a copy of a 1040 or a federal tax form, W2 OR 2 RECENT PAY STUBS, OR UNEMPLOYMENT BENEFITS PAGE OR STATEMENT to verify income, along with an Economic Hardship Letter to determine eligibility. Fees cannot drop below the Medicaid rates, which lowest accepted is about $65.00.    NOTE: Income reflects per household income. Couples, married or not, will each need to bring requested documents to determine eligibility for services.
Income of under $30,000 
1st visit of $ 135
Subsequent visits $65

Income of $30,000 and up
1st visit $135
Subsequent visits $ 75

Income of $40,000 and up
1st visit $ 135
subsequent visits $ 85

Income of $ 50,000 and up
1st visit $ 135
subsequent visits $ 100

Income of $60,000 and up
1st visit $ 135
subsequent visits $ 120

Income of $70,000 and up
1st visit $ 135
subsequent visits $130

Benefits for using RESET, LLC Services:
1.  sliding scale fee method
2. Invoice Statement will be prepared for you to be reimbursed by your insurance carrier
a. Note: Out of Network Benefits only.
3. End of the year statement prepared for your tax purposes WITH written request.
Initials and Date:__________________
Counseling Fees, Q & A
A little information on the business side of things…
Therapy or Counseling is an investment in your life, relationships, health, well being, and future. We ask that you keep an open mind, bring up any concerns or questions at any time, and do your best to make a commitment to the counseling process. We will do the same.
What happens at the first therapy or counseling session?
Our initial meeting is an opportunity to talk about your situation and what you want to see change. We’ll listen to your history and current challenges. Our goal is for you to leave the initial consultation feeling heard and understood and with a sense of hope and direction as far as next steps.
How often will we meet?
Most clients come once a week. After the initial assessment, counseling sessions are 45-50 minutes in length for individuals and couples Some couples prefer to have 75 min. sessions. That’s when marriage groups are alternatives. Consistency brings the best results. Occasionally, people choose to come more often while others may reduce the frequency especially once things start to improve.
What type of therapy do you use?
Since each person is unique, we like to tailor the approach to what works best. Sometimes this means employing evidenced based practices like Cognitive Behavioral Therapy (CBT) or any number of approaches. Since we have a wide range of training and experience, we use tools and strategies within a holistic framework and find what fits for you. We see ourselves more as facilitators, partners, and sometimes coaches since counseling is collaboration. While this may be a challenging time in your life, we are primarily “strength based”, meaning we also recognize you have skills and resources to tap into as well.

Initials and Date:__________________
What type of payment do you accept? 
Credit Cards are the only preferred payment for all sessions for these reasons: Safety-so therapists do not have to carry cash or checks at end of day, Taxes-easier to keep track of your payments for the year. 
Should I use my Insurance?
To ensure privacy, some people don’t use insurance since it requires a mental illness diagnosis and may limit your ability to choose the most competent therapist for your situation. Managed care can limit the number of sessions.  Insurers may seek personal details about your problems. Such info may become part of your permanent medical record effecting future employment and insurance for health and disability. Paying for the session yourself allows for quality therapy or counseling services and offers confidentiality without intrusive insurance company requirements.
If you choose to use insurance:
Most plans, such as POS, reimburse for counseling with a licensed counselor.
· Clients who see us as an Out of Network (OON) therapist generally receive 50-90 percent reimbursement of the fee. We will provide you with the proper documentation for you to submit for reimbursement.
· Please check with your plan to determine your coverage. With your permission, we can assist with this process which can be somewhat confusing.
· We have some therapists/associates who are interning to obtain their license. They are unable to bill insurances, so they can see you on a self-pay basis.
Can I use my Health Savings Account/ Flexible Spending Account?
Using an HSA is an alternative to avoiding insurance hassles and privacy concerns. HSAs can save you up to 35% and don’t require a diagnosis.
What are your fees and do you have a sliding scale?
While this is a high quality counseling private practice, not an insurance driven mental health clinic, we strive to offer affordable options to accommodate individuals and couples. Our fees 
Initials and Date_____________________
Counseling Fees, Q & A cont.’d
are $130 for individual and $130 for couples therapy sessions. The initial evaluation is $135. We are planning to phase out of 3rd party billing for these reasons: Freedom, ‘cutting out the middle man’ we (meaning therapist and client) can shape the sessions as we see fit. Therefore, you will be asked to bring paystubs, w2s, etc. and financial economic hardship letter to help us determine affordable rates for you when our phaseout begins starting the 2012.
We want therapy to be available for anyone needing help and will discuss a sliding scale for those who can’t afford the full fee and can attend in the daytime prior to 3:00 p.m. Please let us know if you need this type of flexibility with fees.
What is your cancellation policy?
Because we hold a session time for you, it is unavailable to someone else needing help, so we need a minimum of 24 hours’ notice if you must miss an appointment. This is standard with therapists and psychologists in the area. If you do not cancel prior to 24 hours, or no call no show, then a rate of $65 applies. we make every effort to work with your regarding this matter:
1. See if you can come at another day in the week
2. See if slot is filled
3. If applicable, use other means for counseling, i.e. phone, internet, etc. but only in extreme matters
4. If an emergency we deem as emergency, I will waive fee, or if you call by 9am of appointment day, we will waive the fee. Otherwise, fee shall apply. 
Is counseling confidential?
I follow all guidelines and laws to protect confidentiality. See my intake forms for further clarification on your privacy.
 In short, Counseling is a service unlike others that sell products to receive remunerations. Our Product you are paying is Our Time. It is not a business solely for remunerations for it is well rewarding to know of the differences we make in our clients’ lives, nevertheless, RESET, LLC is a For-Profit Entity that functions through remunerations at this time.
Initials and Date:__________________
 RESET POLICIES AND PROCEDURES
Welcome to RESET, LLC! Please read all documents thoroughly and complete them where necessary, so that you are prepared to discuss any questions with your therapist during your first session.
1. RELEASE OF INFORMATION FORM
All information obtained/derived by the course of treatment is fully confidential; disclosures you share with your counselor are confidential unless you have SIGNED a consent form to release part or all of the information.
Therefore, to either release or obtain information from a specific individual or agency, a Release of Information must be obtained. Exceptions to this guideline include instances when 1) the patient is a clear danger to (a) themselves or (b) others and, 2) instances when the patient is a minor (under the age of 18) and reports that he or she is or has been a victim of physical or sexual abuse, and 3) there is any suspected abuse to a child or adult. Please sign and date all Release of Information documents.
In addition, cases are occasionally discussed with my clinical supervisor to obtain feedback and provide alternative treatment plans and continuity of care.  Your signature on this form will allow this process to proceed smoothly.

2. TELEPHONE CALLS
Occasionally the need to talk to your counselor may arise between normally scheduled sessions. Your counselor will may every attempt to respond to your call between 8am-11am or 10pm latest Monday thru Friday, and Saturday and Sunday at least 24 hours. A charge will be incurred by the patient for any telephone consultation time past fifteen (15) minutes at the regular session rate. If there is an emergency and none of the counselors can be reached, call 911 or go immediately to your local Emergency room.

3. LENGTH OF SESSION
The psychotherapy session is about 45-50 minutes in length beginning at the appointed time and concluding 45-50 minutes after (75 minutes sessions may be prearranged with your counselor for marriage or family counseling only) Monday thru Friday 11am-9pm, Saturday by appointment, typically online and phone counseling (please discuss with your counselor about online and telephone counseling criteria).  Since your counselor has sessions scheduled after yours, the sessions must end 45-50 minutes after the appointment time regardless of your arrival time (full fee for the session will be charged).
Initials and Date:______________
RESET POLICIES AND PROCEDURES (cont’d.)
4. FEES AND PAYMENT
All copays are due at the time of service. All Sessions now require a credit card payment. If you have no copays, you are still required to place a credit card on file to avoid any unforeseeable disruption of service. RESET, LLC accepts credit cards (Visa, Mastercard, American Express, Discover). If any or all outstanding balances are not paid, RESET, LLC reserves the right to release a client's name and address to a collection agency.

5.  INSURANCE
IN NETWORK: We will bill your insurance company for all sessions unless otherwise agreed upon. Please note that you are responsible for payment in cases when your insurance company does not pay for our services.
Out Of Network: You will pay for services full fee up front, and we will prepare a Superbill for you to send to your insurance company for reimbursement. 
Please refer to the RESET, LLC Q and A for more information.

Note: If you incur a charge to your credit card for an unpaid balance your insurance company did not compensate. RESET, LLC will gladly refund your payment once you and your insurance carrier rectify the matter and RESET, LLC receive payment from your insurance carrier for the settled amount of unpaid sessions. If it is an error on RESET, LLC part of overpayment withdrawn from your account, please provide proof of overpayment and we will gladly rectify situation.

6. CANCELLATIONS AND MISSED APPOINTMENTS
When an appointment is scheduled, that time is reserved for you. If the appointment is missed or cancelled without sufficient notice, the Counselor is unable to make use of that time. Therefore, sessions must be cancelled 24 hours in advance or a $65.00 fee will be charged. Please note that most insurance carriers do not cover missed appointments.
RESET, LLC trust that your involvement within our Clinical System will be helpful and profitable to you. If you have any questions regarding these arrangements or other aspects of your relationship with RESET, LLC, please discuss them with your counselor.
This is to certify that I have read, understand, and have been given a copy of this document. 

Initials and Date:_____________


Additional Policies and Procedures

If your insurance changes or is terminated: Please notify RESET, LLC office at 877-63RESET(73738) opt. 0 to inform of  your new information to check out the benefits as the coverage is probably different than your old policy. Please note that you are responsible for the entire fee if the insurance changes and you fail to notify RESET, LLC office as this will result in the claim being denied from the insurance company.

Cash-paying clients: Occasionally there are clients who pay out of pocket with a reduced fee due to the fact that it is not expected that insurance will pay. Sometimes the insurance does unexpectedly pay. When this happens, note that these insurance payments will be applied to your balance due to having a reduced fee. Any money still left after RESET, LLC fee has been totally paid, will be refunded to the client.


Patient's Signature____________________________________________	Date________






















RESET CONSENT FOR AUDIO/VIDEO RELEASE
This is a request to allow ________________________, supervisee, permission to audio/video record sessions, in order for training and quality improvement purposes. 
According to Health and Insurance Portability Act of 1996, all sessions will remain confidential and not to be shared with any source unless by your written consent, or unless mandated by law regarding expressed sucidality or homicidality. 
All recordings are viewed by supervisor ____________________ for the sole purpose of training and quality improvement purposes, and by signing this form you agree to allow supervisee to record. All video and audio recordings will be locked and kept for up to 5 years, and destroyed afterwards.

Client Signature and Date___________________________________________________________________

Supervisee and Date_______________________________________________________________________

Supervisor and Date_______________________________________________________________________
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