[image: image3.jpg]LEES

Lutheran Counseling
& Family Services

...Where Christian care makes the difference!





Lutheran Counseling and Family Services of WI – OFFICE POLICIES
IF YOU HAVE BEHAVIORAL HEALTH/MEDICAL INSURANCE BENEFITS we will file claims for you.  You must present your insurance card(s) at initial session and when insurance changes occur.  Please allow sufficient time for claims to process.  If claims are not processed in a timely fashion it is your responsibility to follow up with your insurance company to address the issue and make our billing company aware of the issue.  The billing company’s phone number is 866-883-4392.

COPAYS/DEDUCTIBLES that are required by your insurance must be paid at the time of appointment.  We accept cash, check, Visa and MasterCard.  IF YOU CANNOT MAKE YOUR REQUIRED COPAY/DEDUCTIBLE AMOUNT, YOUR APPOINTMENT WILL BE RESCHEDULED.
REFERRALS that are required by your insurance company must be in our office before we can see you.  It is your responsibility to verify that your required Primary Care Physician’s referral is in our office before your scheduled appointment.  If we do not have the required referral, the provider CANNOT SEE YOU AND YOUR APPOINTMENT WILL BE RESCHEDULED.
MINORS must be accompanied by a parent or legal guardian.  If the parents are separated, whoever carries the insurance policy for the minor child will be responsible for payment of services for the child should dispute over payment arise.  Lutheran Counseling and Family Services of WI will not enter a dispute of divorced or separated parents. 
PROVIDE US WITH COMPLETE INFORMATION.  We will ask you periodically if any of your information has changed.  Lutheran Counseling and Family Services of WI will not be responsible for mistakes due to missing or incomplete information regarding your insurance.  If your insurance changes it is your responsibility to inform us immediately, if you do not inform us of insurance changes you will be responsible for the entire bill forward.
MISSED APPOINTMENTS:  As a courtesy to our clients, we do try to make reminder calls.  However, we cannot guarantee a confirmation call; therefore, we consider your scheduled appointment a commitment your responsibility to honor.  If you are unable to keep your scheduled appointment give us 24 hours notice, which will allow us to schedule another client.  Appointments cancelled without 24 hours advance notice will be assessed a $45 fee that is not covered by insurance. If you cancel with less than 24 hours notice or no-show, the fee will be charged and you will not be able to be seen until the fee is paid.  Client cannot be seen until the fee is paid.  We greatly appreciate your consideration.  
If you, client, no shows or cancel with less than 24 hours notice your treatment will be terminated after the second occurrence. 

________________________________                        ________________

Signature                                                                  Date
APPOINTMENT CONFIRMATION:  I authorize Lutheran Counseling and Family Services of WI to confirm my appointments, if not available please handle the following way:

_________
Leave a message on my answering machine or voicemail.
_________
Leave a message with individual answering phone.
_________
Do not confirm my appointments. 

Signature:  _________________________________
Date:  ______________

Print:  _____________________________________
LUTHERAN COUNSELING & FAMILY SERVICES OF WISCONSIN

Note:  All information requested is for Client

Name ______________________________________   Occupation____________________________________

Spouse Name _______________________________    Employer _____________________________________

Address ____________________________________   Business Phone ________________________________

___________________________________________  Home Phone ___________________________________

Marriage Date _______________________________  Cell Phone/Text messages ________________________

Social Security Number _______________________   Race _________________________________________

Birth Date _______/ _______/ _________ Age ____   Email ________________________________________



Children/Others


Relationship








  in Household


(daughter, stepson, grandparent)


Age
__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Do you have a religious preference? ________  

Please provide name of church and location ______________________________________________________

Pastor’s name  _____________________________  How did you find out about us? _____________________

TO BE COMPLETED BY CLIENT:


Please read each item below and determine which statement is true for you OR your child.  Then place an “X” in the appropriate box to indicate how often you feel the statement applies during the past month.  Be sure to rate each item.

	
	None
	Sometimes
	Always
	
	None
	Sometimes
	Always

	Change in sleep
	
	
	
	Very happy
	
	
	

	Episode of panic
	
	
	
	Loss of concentration
	
	
	

	Change in energy
	
	
	
	Change in sex drive
	
	
	

	Hallucinations
	
	
	
	Losing self control
	
	
	

	Rapid heart beat
	
	
	
	Unable to enjoy life
	
	
	

	Ready to explode
	
	
	
	Shortness of breath
	
	
	

	Strange thoughts
	
	
	
	Thoughts of suicide
	
	
	

	Angry
	
	
	
	Change in appetite
	
	
	

	Tearful
	
	
	
	Peculiar experiences
	
	
	

	Thoughts about harming people
	
	
	
	Withdrawn from others
	
	
	


Why are you here? __________________________________________________________________________

Do you use alcohol or drugs? __________  If yes, how often? ________________________________________

Lutheran Counseling and Family Services Financial Agreement



Client Name ______________________________________________________________

Lutheran Counseling and Family Services (LCFS) is committed to providing you, the client, with the best possible care. In order to achieve this goal, we need your assistance and agreement with our payment policy. We must emphasize that as your provider, our relationship is with you, not your insurance company. While the filing of insurance claims is a courtesy that we extend to you, all charges are your responsibility. LCFS charges $130.00 per hour for our Master’s Degree Counselors and $155.00 for our Psychologists.

*******************************************

SELF-PAY (SLIDING FEE) CLIENT (Copy of tax returns attached)

I, the client, understand that I am responsible for my therapy at the rate of $_____per hour.

*******************************************

INSURANCE CLIENT (Copy of insurance card(s) attached)

Primary Insurance Carrier ____________________________________

Secondary Insurance Carrier __________________________________

I, the client, understand that after my deductible of $_______is met, my co-pay per hour of therapy is $_____________. I also understand that verification of benefits does not guarantee payment for these services.

*******************************************

I, the client, understand that if cancellations are not made at least 24 hours before the scheduled appointment, I will be responsible for a $45.00 fee for that session. I understand that Lutheran Counseling and Family Services may waive this fee in certain circumstances. I, the client, understand that Lutheran Counseling and Family Services charges $45.00 for returned checks.

I, the client, understand that if my balance becomes 60 days past due, my account may be turned over to a collection agency.

_____ (please initial) I, the client, authorize the release of any medical information needed by my insurance company to process any claims.

Lutheran Counseling and Family Services reserves the right to raise therapy rates with a 30-day notice.

I, the client, understand and agree that, regardless of my insurance status, I am ultimately responsible for the balance of my account. I have read and understand this agreement and I will notify Lutheran Counseling and Family Services of any changes in my financial or insurance status.

Client ________________________________________________
 Date: ____________

Responsible Party _______________________________________
 Date: ____________

CONSENT FOR RELEASE OF CONFIDENTIAL INFORMATION                       [image: image1.jpg]LEES
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I hereby request and authorize Lutheran Counseling and Family Services of WI to disclose to HealthCare Data Systems, N45W33490 Wisconsin Ave., Nashotah, WI  53058.

From the file of ___________________________________________________________



Client Name 


Date of Birth

The following information: 

*Intake Information
*Diagnosis 
*All Dates of Service

The purpose for such disclosure is for billing purposes.

I understand that I have the right to inspect and receive a copy of the material to be disclosed as required under SS.HSS 92.05 and 92.06.  This consent is given voluntarily and I understand that treatment services are not contingent upon my decision concerning this release of information.  I may revoke this authorization at any time except to the extent that information already released pursuant to this consent cannot be recalled. Authorization of disclosure to Criminal Justice Agencies will remain in effect and cannot be revoked by me until formal and effective treatment or revocation of my release from confinement, probation, parole or other proceedings under which I was mandated into treatment. (42 CFR Part 2.35)


__________________________________

_______________________


Signature of Client and/or Guardian



   

Date


__________________________________

________________________


Signature of Client and/or Guardian





Date


__________________________________

________________________


LCFS Witness/Notary







Date

If an LCFS witness is not available for client’s protection this form must be notarized.

This information has been disclosed to you from records protected by Federal confidentiality rules (42 CFR Part 2).  The Federal rules Prohibit you from making any further disclosure of this information unless further disclosure is expressly permitted by written consent of the person to whom it pertains or as otherwise permitted by 42 CFR Part 2.  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 any alcohol or drug abuse of patient/client.


[image: image2]
COMMUNICATION DISCLOSURE AND CONSENT                                                     
Lutheran Counseling and Family Services of Wisconsin (LCFS) requires a Guarantor to be connected to each medical service account.  The Guarantor may or may not be the client receiving services but is the person who is financially responsible for payment of any charges/balances for the services received.

Lutheran Counseling and Family Services of Wisconsin communicates with its clients in various ways, using information the Guarantor provides, including email, land line phone, cellular phone, text messaging, fax and U.S. Mail.

By providing your cell number during the initial process, you

1. Consent and agree to receive text messages, telephone calls and other communications including, its affiliates and collection agency.  These calls may be in respect to services received at LCFS and your financial obligations related to those services.  I, client, understand this consent applies to all current and future services.

2. Understand you may be charged for text messages, calls or other communication by your wireless carrier.

3. I understand it is my responsibility to inform LCFS if I, client, choose to withdraw this permission.  I can withdraw this consent at any time by contacting LCFS.

I have read, understand and agree to the above.

___________________________________________________________

Client Name (PRINT)





_________________________________
___________________

Client Signature




Date

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.

Lutheran Counseling & Family Services of Wisconsin (LCFS) Responsibilities

LCFS is required to maintain privacy of your health information and to provide you with a notice of the legal duties and privacy practices regarding protected health information maintained about you.  LCFS is required to abide by the terms of this notice.
Your Health Information Rights

Obtain a paper copy of the notice upon request.  You are able to obtain a paper copy of the notice upon request.  For example, you may request LCFS to provide a paper copy of notice if you normally receive electronically.

Request a restriction on certain uses and disclosures of your health information.  You have the right to request restrictions on certain uses and disclosures of protected health information by sending a written request to LCFS; however, LCFS is not required to agree to your request restriction.  We cannot agree to restrictions on use or disclosures that are legally required.

Receive Confidential Communications.  You have the right to request LCFS communicate your information to you by alternate means.  For example, you may request to be contacted at a phone number that is different from the phone number listed in your file.
Inspect and obtain a copy of your health information.  In most cases, you have the right to inspect or have a copy of most of your mental health record.  In order to receive this, you must sign a Consent for Release of Information form and a reasonable fee may be applied for a copy of your record.

Amend your record.  If you believe your mental health information is incorrect or incomplete you may request we amend it.  To request an amendment, you must send a written request to the Supervising Psychologist.  You must include a reason that supports your request.  In some cases, we may deny your request for amendment.
Obtain an accounting of disclosures of your health information.  You have the right to an accounting of disclosures of your health information that LCFS has.  Your request must specify a time period.  The period may not be longer than 6 years and may not include dates before April 14, 2003.

LCFS may use or disclose your mental health information for treatment.

Your information may be disclosed with the Supervising Psychologist, in which they consult in relation to your care and treatment.

LCFS may use or disclose your health information for payment.  LCFS may use or disclose your health information to obtain reimbursement for services.  The bill may include information that identifies you, your diagnosis and your treatment.  Example:  LCFS may use or disclose your information to your insurer to obtain payment for mental health care services.

As Required by Law:  Lutheran Counseling & Family Services of Wisconsin may use or disclose protected health information to the extent that the use or disclosure is required by law and the use or disclosure complies with and is limited to the relevant requirements of the law.  Uses or disclosures required by federal privacy rule and limited by the more protective requirements of state law include the following:

· Disclosures about victims of elderly or child abuse;

· Disclosures for judicial and administrative proceedings; or

· Disclosures for law enforcement purposes.
Patient Complaint Process

If you believe your rights have been violated, you may file a complaint with Lutheran Counseling & Family Services of Wisconsin or with the Secretary of the Department of Health and Human Services.  To file a complaint with Lutheran Counseling & Family Services please contact Lutheran Counseling & Family Services of Wisconsin Clients Rights Specialist who will provide you with the necessary assistance. 

Questions or Concerns

If you have any questions or concerns regarding your privacy rights or the information in this notice, please contact:

Lutheran Counseling & Family Services of Wisconsin

3800 N. Mayfair Rd.

Wauwatosa, WI  53222

(414) 536-8333

(800) 291-4513

Effective Date:  This Notice of Privacy Practice is effective as of April 14, 2003.
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