Into the Light 

Mental Health and Consulting Services, Inc.
201 NW 4th St. Suite 105 

Evansville, IN 47708    

812-454-1564    
 Laura Symon, MSW, LCSW, CSAT-C
Consent to Treatment/Treatment Agreement
I, ________________________________________, do hereby consent to participate in treatment to be provided by Into the Light Mental Health and Consulting Services, Inc. I understand and agree to the following conditions of treatment:

I understand that all matters will be kept confidential as applicable by state and federal law. I understand that there are some matters which must be reported to the authorities if I disclose child abuse or a plan to harm myself or others or have harmed another vulnerable population. Additional information can be disclosed to insurance companies, attorneys, and ethics review boards.






___________

If insurance is billed, the standard fee for each intake is $225. This one time appointment time will last approximately 60 minutes. The standard fee for individual sessions is $175 for one person. Sessions with more than one client present are billed to insurance $190 for each appointment.  Please be aware that you are responsible for the full fees if insurance denies a claim or in the event that you have a high out of pocket deductible. Additionally, different insurances cover different session times, from 30 minutes to 53 minutes per session.
___________

If insurance is not used, the standard fee for intake is $175. This one time appointment time will last approximately 60 minutes. The standard fee for individual sessions is $125 per 50 minute hour for one person. Sessions with more than one client present are charged $150 for each 50 minute appointment. 



____________

Phone calls to schedule appointments are not charged. Calls to doctors, schools and other referrals will be billed to me at $20 per 15 minute increment.






 

 __________

Reports provided to the courts, other therapist's, attorney's, or any other report source are billed at $150/hr. Please recognize the fact that report writing requires a review of all documents and the writing and dissemination of materials. Report fees are due prior to the release of the report.                             


 __________

I understand that financial responsibility is part of my treatment obligation and that I am responsible for all treatment fees/copays at each session. Failure to pay fees as outlined in my fee agreement will be viewed as failure to comply with program requirements and will result in termination of program services. This therapist will refer the client on to the local mental health agency for continued services with client permission.
  

__________

I understand and agree to pay all costs of collection, including but not limited to collection agency fees, the collection agency's attorney fees related to this and all court costs incurred by the collection agency for all accounts more than 30 days past due.







 

 __________

I understand that there is a $100 missed appointment fee for no show appointments as well as appointments not canceled within the 24 hour window of time. 






 
 __________

I am aware that I will be responsible for any and all attorney's fees incurred by this therapist while working with me. All court testimony retainer fees must be paid in advance before this therapist will testify on behalf or in relation to me.












  __________

I understand that necessary communication to other professionals can include but is not limited to assessments, progress notes and all homework maintained in my chart. This information can be shared via the following communication methods and will include but is not limited to phone calls, postal mail service, internet servers and faxing.  While every attempt will be made to maintain confidentiality and comply with HIPPA, this therapist cannot guarantee absolute security in any of the aforementioned communication methods. Text messages are not HIPPA compliant.








 


 __________

I have received and read a copy of Into the Light's Notice of Privacy Practices and understand how my Protected Health Information (PHI) may be used.






  
__________

I understand that this therapist does not give copies of my progress notes.  A summation of therapy sessions can be requested for the client. Additional copies can be made available for a fee. 


  
__________

I understand that in the event of a mental health emergency, I can call this therapist and schedule an emergency appointment at the rate of $150 per 50 minute session. If this therapist is not available, I am aware that I can call my doctor's office, go to Deaconess Crosspointe, proceed to the nearest Emergency Room, or call 911 in the event that I plan on harming myself or others.






 

 __________

I understand that this therapist will provide phone consultation that is outside of the scope of traditional talk therapy. I am also aware that phone consultations are not 100% confidential or HIPPA compliant and not covered by insurance. Fees for phone/Skype sessions are out of pocket at $100 per 30 minute increment of time. Payment for services are due within 7 business days for unscheduled phone or Skype appointments.   
     
__________

I understand that this therapist requires a subpoena to appear in court. This therapist will consult with your attorney about the court appearance so that the therapist's schedule can be cleared. This therapist will testify in Vanderburgh or Warrick County. Fees for 1/2 day are $700 and a full day are $1400 plus mileage regardless of the amount of time the therapist testifies. Court fees outside of Vanderburgh or Warrick will be determined on a case by case basis. 










  

   
 __________

Court fees are due 1 week prior to the court date and the responsibility of the party who is responsible for the subpoena. If court is canceled or rescheduled less than 48 hours prior to the court appearance, then the fees are NON REFUNDABLE and an additional fee will be required for a future court date. 

  
__________

I understand that this therapist will no longer follow me after 2 missed appointments or after 3 months of no contact from me. 










  
  __________

I understand that this therapist consults with outside representation that can include but is not limited to other mental health professionals, interns, attorneys, insurance companies and ethics review boards. 
  
  __________

I understand that the results of therapy cannot be guaranteed. I am aware that I might feel worse before I feel better.












  __________

I understand the conditions outlined above and agree to abide by the terms of this agreement. I understand that violations of this agreement may result in termination from this treatment program and referred to another agency.











 


____________________________________________________________________________
__________

Client Signature










Date

