
PRIVACY DISCLOSURE INFORMATION

The Counse ling C enter adheres to the Federa l Hea lth Insurance Portability and Accountability Act
of 1996 (HIPAA).

We wish to provide you with a safe confidentia l setting where your Persona l Hea lth Information is 
only re leased with your written consent and the consent of your provider.

We would like to have you comp lete the fo llowing items to ensure your privacy and confidentia lity.

 I would like to be ca lled at this number __________________________________________ for appointment
reminders.

 I want reminder ca lls for my Doctor appointments.

 I want reminder ca lls for my Therapy appointments.

 I do not want reminder ca lls.

 I would like to be ca lled at this number __________________________________________ for messages from
my Doctor or Therapist.

 I a llow these persons to access my appointment times.

____________________________________________________________________________________

 I would like any written correspondence or billing correspondence sent to this address.

____________________________________________________________________________________

 This address is different from my home address.

When treatment has terminated (comp letion/non comp liance), a discharge summary is comp leted . If
you are not present to receive the discharge summary, you may ca ll 703-369-8055 option 2 to have a
copy made availab le to you. It will be necessary to comp lete a consent to re lease information and to
show positive proof of identification to receive the discharge summary.

Please note your appointment times carefully. This time is being reserved exc lusive ly for you. If you
miss or reschedule an appointment without the 48 hour advanced notice , you will be sub ject to a
missed appointment charge . The charges are as fo llows:

Missed first appointment for eva luation: $100.00
Missed medication management session (15-20 minute) $  50.00
Missed medication management session (45 minute) $100.00
Missed therapy session $  50.00

Keep in mind that insurance companies do not pay for missed appointments and they will be billed
to you. It is expected that the missed appointment fee be paid before your next session unless you
have made prior arrangement with the Billing Coordinator.

Patient/Responsib le Party Signature__________________________________ Date ________________

C linician Signature ______________________________________________________________________ Date ________________
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