Creative Dare, LLC

Lianne Stevenson, LCSW

____________________________________________________
404-747-0969; creativedarellc@gmail.com
Informed Consent & Policies
I, (parent or legal guardian) _________________________________, consent to diagnostic assessment and treatment for (minor child) ________________________________ by

Creative Dare, LLC.  The purpose of the assessment is to clarify the nature of, and possible causes for, the presenting problem(s).  I understand that after the assessment, I will be given feedback and treatment recommendations.  I also understand that information obtained in the assessment will be used (if needed) to develop a treatment plan aimed at reducing the severity or impact of the problem(s).  The treatment plan may include a variety of therapeutic modalities to fit the needs of my child and/or family. I understand that assessment and treatment are voluntary and I may withdraw my consent for services at any time. 

____________________________________________                    _____________________

Parent or Legal Guardian                                                                        Date

CONFIDENTIALITY
 Information shared within the therapeutic relationship is confidential and cannot be shared with another person without your written permission.   Exceptions to this rule occur if: 1) there is information shared regarding sexual or physical abuse that has not already been reported to the proper authorities, I am mandated by law to do so.  2) If there is a serious threat of bodily harm to another person or to the client him or herself, I must take appropriate action to prevent this harm.  3) If I am subpoenaed to testify in any type of court hearing and the client or guardian wishes to waive his or her “privilege” to confidentiality.  Confidentiality of telephone conversations and email correspondence cannot be guaranteed. ___________
      ( Initials)
TELEPHONE MESSAGES
You may reach my voice mail at all times by dialing 404-747-0969. If I am unable to answer the call personally at the time it is made, I will attempt to return the call as soon as possible.  If you have a situation that requires immediate emergency attention, please use the services at your local hospital or 911. I will make every attempt to return your call in a timely manner. However, I am unable to provide lengthy phone consultations unless they are scheduled in advance. ___________
                                                                                                                                 (initials)

FEES

My fees are $150 per 50 minute session and $200 per 90 minute session. Payment is expected at the time of services.  Report writing, letters to other professionals, schools, etc. are billed on an hourly basis at the regular rate of service.  Attendance at school staffings or other meetings are billed at the regular rate of service and include travel time. _________
                                                     (initials)

CANCELLATIONS

 A minimum of a Twenty-four hour notice is requested if you are unable to keep your scheduled appointment. Otherwise, you will be charged for the time which has been reserved for you. _____________
                                                                                                                     (initials)

INSURANCE

I do not participate in any insurance panels.  If you wish to use your out of network benefits for possible reimbursement of services, I will provide you with a detailed statement for you to submit to your insurance carrier.  Please be aware that to do so, will require me to include information on the statement with the type of services you are receiving as well as a diagnostic code. Information shared with managed care companies becomes part of your medical record.  Many individuals who have health insurance elect not to use it for coverage of mental health services, and instead pay for therapy as an "out of pocket" expense, or use their flexible or health savings account.  Most often, this is due to concerns about the privacy of their health information, and the potential release of this information to health insurance companies and their affiliated entities.  If you are concerned about this, we can discuss the advantages/disadvantages of using your insurance at or before your first appointment. ____________
                                                                                        (initials)

EMERGENCIES
Phone Coaching is to be used in order to avoid an emergency situation not during an emergency and I am unable to provide 24 hour emergency services.  If you are unable to wait for a response from a phone coaching request then this is considered an emergency.   Even during business hours, I am frequently in session, and therefore not assessable for emergency situations.  If you are worried about yourself or a family member to the point that you feel they have a life threatening psychiatric emergency, including a threat to themselves or to others, please call 911 immediately.  You may also choose to call the Georgia Crisis & Access line (1-800-715-4225) which is staffed 24 hours per day every day of the week. _____________
                                                                                                                           (initials)
 DISCONTINUATION OF TREATMENT:
 Typically, the decision to terminate therapy is made as a mutual thoughtful decision involving the therapist and patient. In the event that you discontinue treatment without notifying your therapist, we will assume that your therapeutic relationship with us terminated 30 days after your last visit, unless you have an appointment scheduled for a future date, beyond which we carry no further responsibility for your care. 
          NOTICE OF HIPAA PRIVACY PRACTICES 
I hereby acknowledge that I have received and have been given an opportunity to read a copy of 
Creative Dare LLC’s Notice of Privacy Practices.  I understand that if I have any questions regarding the Notice or my privacy rights, I can contact Lianne Stevenson at creativedarellc@gmail.com
I have read all of the policies and procedures written above and agree to the conditions described.
____________________________________________                 _____________________

Parent or Guardian                                                                               Date

___________________________________________                   ______________________

Client                                                                                                          Date

