Fiona J Watson, LCSW
111 South Orange Avenue, Suite 28

South Orange, NJ 0707

(917) 415-3724

OFFICE POLICIES AND CONSENT TO TREATMENT

Welcome to the clinical practice of Fiona J Watson, LCSW. The following information is to give you a better understanding of the process of therapy, including my office policies and professional services, as well as your rights and responsibilities.  Please read each item carefully and be free to ask questions.  This document will constitute an agreement between us once you consent and sign on the last page.

TREATMENT PHILOSOPHY – Psychotherapy is a collaborative process between therapist and client.  In my practice, you will be encouraged to take an active role in setting and achieving your treatment goals.  For this to be most successful, you will be encouraged to work on things discussed in therapy both during the session and at home.  Your commitment to this is necessary to assist in a successful outcome.  If you ever have questions about your treatment, please feel free to ask.

BENEFITS AND RISKS – Therapy has benefits and risks.  The majority of those who undergo therapy benefit from the experience, but there are no guarantees.  Therapy often leads to a significant reduction in negative feelings, improved relationships and the resolution of specific problems.  Since therapy often requires discussing unpleasant aspects of your life, the risks sometimes include experiencing uncomfortable feelings such as anger, guilt, anxiety, frustration or even unhappiness, for example.  These are a natural part of the therapeutic process and when explored, often provide the basis for change.  So you will be encouraged to talk about any negative feelings.

APPOINTMENTS AND FINANCIAL TERMS – The fees for professional services are:

Initial psychosocial evaluation (CPT Code 90791):  $220

Individual Psychotherapy session, 45 minutes (CPT Code 90834):  $165

Individual/Couple/Family session, 60 minutes (CPT Code 90837)):  $220

Payments are due at the time services are rendered.  Payment may be cash, check, square (credit card) or on-line through https://www.chase.com/online-banking.  You are responsible for all bank fees should a check be returned.  You will receive a monthly statement for our sessions so that you may submit your claims to your insurance company.  As I am an out-of-network provider, please clarify with your insurance company what your behavioral health out-of-network benefits are for the above CPT codes.  

You are financially responsible for missed appointments, unless you notify me 24 hours in advance. Exceptions will be made for emergencies or inclement weather.  Please understand that your insurance will not pay for missed appointments.  

It is my policy to charge on a pro-rated basis for other professional services that you may require such as telephone conversations lasting longer than 15 minutes, extensive letter or report writing, testifying due to your involvement in litigation, or the time required to perform any other service which you may request of me.  

AVAILABILITY

Phone:  Please leave a message in my confidential voicemail box.  I will do my best to return your call as quickly as possible as I am not always available immediately. If you do not hear from me, please call again in case I did not receive your message.  If you are unable to reach me during a crisis situation, please go to your nearest emergency room for assistance.

Email and Text Messages:  Feel free to use email or text to arrange or modify appointments. Please do not send or forward emails or send text messages with content related to your therapy sessions, as these forms of communication are not completely secure and confidential. If you choose to communicate with me by email, please be aware that all emails are retained in the logs of yours and my Internet service providers.  While it is unlikely that someone will be looking at these logs, they are, in theory, available to be read by the system administrator(s) of the Internet service provider.  You should also know that any emails I receive from you and any responses that I send to you become a part of your legal record. 

CONFIDENTIALITY

Should I encounter clients outside of the office, it is my policy to not initiate acknowledgement in order to preserve client confidentiality and privacy.  

Please refer to the “Notice of Privacy Practices” included with these intake forms for circumstances where private health information can be disclosed without authorization.

Please note that if someone else is financially responsible for your sessions, you are waiving a level of confidentiality.  Standard client invoices contain dates of service, including no show and cancelled appointments.  Invoices also include your diagnosis code.  This information must appear on your invoice so that services can be reimbursed by insurance.  In addition, if you are using an insurance through a parent, spouse or partner, they will have access to your Explanation of Benefits when claims are processed.  These forms include dates of service, diagnosis code, as well as my contact information.

SOCIAL MEDIA AND LOCATION-BASED SERVICES

In order to protect your privacy and confidentiality, I do not accept friend requests from clients.  It may also blur the boundaries of the therapeutic relationship.

If you use location-based services on your mobile phone, you may wish to be aware of the privacy issues related to using these services.  I do not place my practice as a check-in location on various sites such as Foursquare, Places, Instagram, etc.  However, if you have GPS tracking enabled on your device, it is possible that others may surmise that you are a therapy client due to regular check-ins at my office on a weekly basis.  Please be aware of this risk if you are intentionally “checking in,” from my office or if you have a passive Location Based Service app enabled on your phone. 

Fiona J Watson, LCSW

111 South Orange Avenue, Suite 28
South Orange NJ 07079

(917) 415 3724

ACKNOWLEDGEMENT AND CONSENT FOR TREATMENT

I have reviewed the information in this agreement, and have had my questions answered to my satisfaction.  I accept, understand, and agree to abide by the terms of this agreement and further, consent to participate in treatment.  This agreement is in effect until cancelled in writing by either party.

I understand that if I am unable to keep my scheduled appointment, I will provide at least 24 hours notice.  Appointments cancelled with less than 24 hours notice will result in a fee of $ 165.  I understand that this fee is not covered by insurance and is my sole financial responsibility.  

If I am using insurance benefits, I authorize direct payment of insurance benefits to Fiona J Watson, LCSW. 

________________________________________________________________

Signature of Client (or Parent/Guardian if client is under 18)

________________________________________________________________

Print name (and relationship if other than client)

________________________________

Date

________________________________________________________________

Fiona J Watson, LCSW

Fiona J Watson, LCSW

111 South Orange Avenue, Suite 28

South Orange NJ 07079

(917) 415 3724

There are many situations when I may need to contact you by phone.  These include:

· Scheduling of appointments

· Response to your questions/message

· Missed appointments

In order to respect and safeguard your privacy, please complete the following two questions and sign below:

1. When trying to contact me by telephone, Fiona J Watson, LCSW

 ____may  ____may not leave messages on my voicemail.

2. When trying to contact me by telephone, Fiona J Watson, LCSW may leave messages with:

____ No one

____ Anyone who answers the phone

____ Only the following individuals: _________________________________

______________________________________________________________

___________________________


_____________________

Signature






Date

___________________________


_____
________________

Print Name






Fiona J Watson, LCSW

