Grace Jones Family Therapy, LLC
28 Parkway Commons Way, Greer, SC 29650
(864) 990-5617 | grace@gracejonesfamilytherapy.com

K X Grace Jones
www.gracejonesfamilytherapy.com Family Therapy

—
Office Policies and Agreements

Welcome to Grace Jones Family Therapy. | am pleased that you have chosen me to serve you at this time in
your life. This form will provide information about our professional services and special conditions related to
our services; summary information about the Health Insurance Portability and Accountability (HIPAA),
confidentiality, and about your rights as a client; and business practices.

This document represents an agreement between us. You may revoke this agreement at any time. That
revocation will be binding, except in the following cases: 1) Grace Jones Family Therapy, LLC has already taken
action in reliance upon this agreement, 2) Grace Jones Family Therapy, LLC has legal obligations on it by a
court of jurisdiction, or 3) if you have not satisfied financial obligations that you have incurred. Your signature
below indicates that you have an understanding of the information, and you freely consent to the services
described herein. It is important that you read this form carefully and in its entirety.

Grace Jones Family Therapy, LLC follows the code of ethics of the following boards and organizations:

e South Carolina Department of Labor, Licensing and Regulation; Board of Examiners for Counselors,
Therapists, & Psycho-Educational Specialists

e American Association for Marriage and Family Therapy (AAMFT)

APPOINTMENTS AND FEES

Appointments are given out on a first come, first serve basis. It is your responsibility to remember your
appointment times. If you arrive late, the session will still have to end on time. Please note that if Grace Jones
Family Therapy, LLC causes a late start, we will still provide a full session.

The 60-minute initial assessment fee is $150. All other 50-minute subsequent appointments are $140.
Some sessions may last more than 50 minutes. The usual rate will be charged proportionate to the time
used. Office hours are Monday-Thursday from 9AM-6PM.

Therapy sessions may be conducted in the office or via telehealth.

Grace Jones Family Therapy, LLC is willing to use email for scheduling purposes only. Please be aware that
email is not completely secure or confidential. Additionally, if you choose to communicate with us by email, be
aware that all emails are retained in logs of Internet Service Portals (IPSs) and that any correspondence via
email, by law, becomes a part of your medical record.

Payment is expected in full at the time of service. Fees are payable via cash, check, or credit card (Visa,
Mastercard, Discover). Make your checks payable to “Grace Jones Family Therapy, LLC”. Please note that if
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your check is returned for non-sufficient funds, you will be assessed a $30.00 fee and you will be required to
pay for your visit plus the check fee by cash or by credit card.

In case of divorce or marital separation, the party responsible for the account is the parent authorizing
treatment. If a court order requires the other parent to pay part or all of the medical expenses, it is the
authorizing parent’s responsibility to collect from the other parent.

If any problem arises during the course of your treatment regarding your ability to pay, please be sure to
discuss this so that we can consider alternative arrangements that may allow you to continue with treatment.

INSURANCE

Grace Jones Family Therapy, LLC is in network with BlueCross BlueShield (BCBS). To use your BCBS insurance
benefits, a client insurance information form must be completed prior to your first appointment. The
information on the form will be used to verify benefits and for filing purposes. Unfortunately at this time,
Grace Jones Family Therapy, LLC does not currently participate with any other insurance companies and we do
not bill for out-of-network reimbursement. For out-of-network, it is the responsibility of the client to check if
your insurance benefits include outpatient therapy services (individual or family). You will be provided with
the necessary documentation if you wish to submit your claims for out-of-network benefits.

NO SHOW/ CANCELLATION

In order to provide the highest quality care, Grace Jones Family Therapy, LLC will require payment for missed
therapy sessions. Missed appointments or cancellations without a 48 hour advance notice will be charged the
full session fee which is never reimbursable by insurance. Please note, all Monday appointments must be
cancelled by 12 noon on the prior Friday. If you cancel less than 48 hours in advance due to illness and provide
a doctor’s note, we will waive the Late Cancellation fee. The doctor’s note should be provided at the time of
your next scheduled session. If you miss more than two consecutive appointments without notice, you may be
subject to termination as a client. Grace Jones Family Therapy, LLC reserves the right to cancel or reschedule
an appointment at any time, for any reason.

AFTER HOURS CONTACT AND EMERGENCIES

The operating hours of Grace Jones Family Therapy, LLC are Monday through Thursday from 9:00 am to 6:00
pm. We are not equipped to offer treatment in an emergency or walk-in service. For this reason, it is
important to be aware of general support services that are available through your community. In the event of
an emergency, please dial 911 or go to the nearest hospital for an evaluation. Below are additional emergency
services:

National Suicide Prevention Hotline: 1.800.273.8255
Marshall I. Pickens Hospital: 864.455.8988
Greenville Mental Health Center: 864.241.1040
The Carolina Center for Behavioral Health: 864.235.2335
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REFERRALS TO OTHER PROFESSIONALS

There are times when a referral to a counselor/therapist, psychiatrist, other medical specialist or exercise
specialist is necessary for me to be able to provide the appropriate treatment for the client. If the client
chooses not to accept the referral against my advice, it is sometimes necessary for me to terminate my work
with this client if | deem that the client’s health is at stake or that continuation of treatment with me without
the other professional(s) will be of no service to the client. Grace Jones Family Therapy, LLC contracting
providers involved with your care may use your information to plan your course of treatment and consult with
other staff to ensure the most appropriate method to assist you.

HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT (HIPAA)

A federal law, HIPAA, provides privacy protection for medical records and rights for clients about the use and
disclosure of your Protected Health Information (PHI). HIPAA requires that Grace Jones Family Therapy, LLC
provide you with a Notice of Privacy Practices for use and disclosed the PHI for treatment, payment and health
care options. The Notice of Privacy Practices explains HIPAA and its application to your personal health
information in greater detail. The law requires that we obtain your signature acknowledging that Grace Jones
Family Therapy, LLC has provided you with this information.

CONFIDENTIALITY

Laws protect the privacy of communications between patients and their medical providers. Every effort will
be made to keep your evaluation and treatment strictly confidential. In most situations Grace Jones Family
Therapy, LLC will only release information about your treatment to others if you sign a written authorization
that meets certain legal requirements.

In the following situations, no authorization is required:

a) Aspects of outpatient therapy may be shared within Grace Jones Family Therapy, LLC for
educational, therapeutic, and treatment team reasons. All staff members are legally and ethically
bound to keep this information confidential.

b) Information is also shared for administrative purposes such as appointment scheduling, billing, and
quality assurance. All staff members are legally and ethically bound to keep this information
confidential. Staff members have been given training about protecting your privacy.

c) On occasions, Grace Jones Family Therapy, LLC may find it helpful to consult with an outside health
or mental health professional. During such consultations, identifying information is disguised to
protect your confidentiality. The other professional is legally bound to keep the information
confidential. All consultations are noted in the therapist’s record.

d) Disclosures required to collect on overdue fees.

There are situations where Grace Jones Family Therapy, LLC may be required or permitted to disclose
information without your authorization. These situations are unusual. They may include:
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a) If Grace Jones Family Therapy, LLC has knowledge, evidence, or reasonable concern regarding the
abuse or neglect of a(n) child, elderly patient or disabled person, it is required to file a report with the
appropriate agency, usually the Department of Health and Welfare. Once the report is filed, we may
be required to provide additional information.

b) If a patient communicated an explicit threat of serious harm to a clearly identifiable victim(s), and
has the apparent intent to carry out such threat, Grace Jones Family Therapy, LLC may be required to
take appropriate actions. These may include notifying potential victims, contacting the police and/or
seeking hospitalization for the client.

c) If we believe that there is a high threat that a patient will physically harm him or herself, we will also
take protective actions.

d) Although courts have recognized a therapist-patient privilege, there may be circumstances in which
a court would order Grace Jones Family Therapy, LLC to disclose personal health or treatment
information. We may also be required to provide information about court ordered evaluations or
treatments. If you are involved in or are contemplating litigation, you should consult with an attorney
to determine whether a court would be likely to order Grace Jones Family Therapy, LLC to disclose
information.

e) Grace Jones Family Therapy, LLC is required to provide information requested by a legal guardian of
a minor child.

f) If a government agency is requesting information for health oversight activities or to prevent
terrorism (Patriot Act), Grace Jones Family Therapy, LLC may be required to provide it.

g) If a patient files a worker's compensation case, Grace Jones Family Therapy, LLC may be required,
upon appropriate request, to provide all clinical information relevant to or bearing upon the injury for
which the file was formed.

h) If a client files a complaint or a lawsuit against Grace Jones Family Therapy, LLC we may disclose
relevant information regarding the client in order to defend itself.

If any of these situations arise, Grace Jones Family Therapy, LLC would make every effort to fully discuss with
you before taking action and would limit disclosure to what is necessary. While this written summary of
exceptions of confidentiality should prove helpful in informing you of potential problems, it is important that
you discuss with us any questions you have. The laws governing confidentiality can be quite complex. In
situations where specific advice is required, formal legal advice may be needed.
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SOCIAL MEDIA

Please note that Grace Jones Family Therapy, LLC and its staff will not accept any requests to be “connected”
to clients on social networking sites. This can compromise your confidentiality and our respective privacy and
may also blur the boundaries of the therapeutic relationship.

CLIENT LITIGATION

Grace Jones Family Therapy, LLC and its staff will not voluntarily participate in any litigation or custody
dispute. This includes communication with the client’s attorney, as well as documentation such as letters,
reports and affidavits. Should we be ordered by a court of law to appear as a witness in action involving the
client, you agree to reimburse us for any time spent out of the office, for preparation and for travel at the rate
of $140.00 per hour plus expenses. You also agree to release us from therapeutic duty and terminate our
therapeutic relationship.

MINORS AND PARENTS

Please be informed that any person with legal rights pertaining to a child (e.g. legal guardian) may have the
right to terminate a child's treatment. As stated earlier, Grace Jones Family Therapy, LLC will honor all
requests for information by a legal guardian of a minor child.

Children under 18 years of age, who are not emancipated from their parents, should be aware that the law
allows parents to examine their medical records. Typically with a parent's agreement, Grace Jones Family
Therapy, LLC only provides general information about the progress of a child's treatment. With teenagers,
more detailed disclosures are typically discussed beforehand with the teenager in order to minimize his/her
objections and concerns, unless the therapist feels it is a crisis situation, including personal risk or physical
danger to the minor.

In the context of family therapy, should family members be seen individually, material discussed may be
shared with family members when your therapist believes it to be in everyone's best interest. In this
circumstance, your therapist would encourage the individual to initiate sharing the information, but he/she
reserves the right to bring up the information if he/she thinks it is useful for the whole family.

BENEFITS AND CONSEQUENCES OF OUTPATIENT THERAPY

Persons contemplating outpatient therapy should realize that clients frequently make significant changes in
their lives. People often modify their emotions, attitudes, beliefs and behaviors. Clients may make changes in
their marriage, jobs or other significant aspects of their lives. Because of outpatient therapy, clients may
begin to feel differently about themselves and alter significant aspects of their lives. It is important to
understand that some of the changes you may be seeking can take time. If you are seeing me for an Eating
Disorder, it is not uncommon to have to be seen for three to five years for effective reduction, and/or
elimination of symptoms and relapse prevention. If you have questions about the benefits and consequences
of outpatient therapy, please feel free to ask at any time.
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Grace Jones Family Therapy, LLC

Grace Jones

28 Parkway Commons Way, Greer, SC 29650 Family Therapy

(864) 990-5617 | grace@gracejonesfamilytherapy.com —

www.gracejonesfamilytherapy.com

Professional Disclosure Statement and Consent for Treatment

| understand that my participation in outpatient therapy is voluntary. | may terminate the therapeutic
relationship at any time and will discuss any reasons for doing so with Grace Jones, MMFT, LMFT, CEDS.

| understand that all information shared is held in strict confidence and is only released by my written
permission to specific persons or institutions for specific reasons. | further understand that there are some
exceptions to confidentiality, which are mandated by state statute.

| have received and read a copy of Grace Jones Family Therapy, LLC's “Office Policies and Agreements” and
understand its content. Under its terms, | further acknowledge that | consent to and seek treatment with
Grace Jones, MMFT, LMFT, CEDS until such time as treatment goals are met or reasons for termination of
services have been specified. | understand that outpatient therapy is a mutual relationship, which may be
terminated by either party for specified reasons.

The signature(s) below confirm that | understand and accept all the information contained in Grace Jones
Family Therapy, LLC's “Office Policies and Agreements” as well as the “Professional Disclosure Statement and
Consent for Treatment.”

Patient Signature Date

Patient Printed Name

Parent/Guardian Signature Date

Parent/Guardian Printed Name
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Patient Bill of Rights

You have the right to expect the following aspects of care:

1.
2.
3.

10.

11

14

w

LN A

To be treated with respect and dignity.

To an orientation to the treatment center and the explanation of the charges of care.

To participate in the assessment of your needs, including the elements of your life-style, freedom of thought,
religious preference, values, concepts of health and illness, cultural heritage and practices regardless of race,
color, religion, national origin, age, sex, disadvantaged status, political affiliation or handicap.

To an individualized written treatment plan; treatment based on that plan; periodic review and reassessment of
needs; and revisions of the plan including a description of the services that may be needed for follow-up.

To receive medical, psychiatric care and treatment in the least restrictive setting possible suited to meet your
individual needs.

To refuse treatment.

To refuse to participate in research with the informed, voluntary, written consent of the client; to protection
associated with such participation; and opportunity to revoke such consent.

To view policies, procedures and information about the relationship between care, treatment and services and
staff financial incentives upon request.

To freedom from involuntary restraining or seclusion.

To a humane treatment environment that affords protection from harm, appropriate privacy and freedom from
verbal or physical abuse.

. To confidentiality of treatment records except as required by law.
12.
13.

To request to see medical records at a reasonable time and to be given written reasons if the request is denied.
To access, upon request, to the clients own client records in accordance with the state law.

. To have the opportunity to register and to vote.
15.
16.
17.
18.

To be informed of all rights.

To legal counsel and all other requirements of due process.

To refuse to make public statements acknowledging gratitude to the program or perform at public gatherings.
To a smoke-free environment as stated in the agency’s policies and procedures.

Patient Responsibilities
To provide to the best of your knowledge, accurate and complete information about present complaints, past
illnesses, hospitalizations, medication and other matters relating your health.
To report unexpected changes in your condition.
To assist the treatment team in establishing goals for improved health and develop and implement a plan to
achieve that goal and to follow your recommended treatment plan.
To accept responsibility for your actions should you refuse treatment.
To be responsible for the financial obligations related to your healthcare.
To follow Grace Jones Family Therapy, LLC’s rules and regulations related to patients.
To be considerate and respectful of the property, other persons and the facility.
To control your own behavior.
To assure that the facility obligations of healthcare are fulfilled as promptly as possible.

. To ask questions when you do not understand what you have been told about your care of what you are

expected to do.
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Grace Jones Family Therapy, LLC
28 Parkway Commons Way, Greer, SC 29650
(864) 990-5617 | grace@gracejonesfamilytherapy.com
www.gracejonesfamilytherapy.com

Family Therapy
— ¢
Adult/Couple Intake Form

(Please Print)

by

Pl
=

—
=

Grace Jones

Date: / / How did you hear about us?
OMr. QdMrs. Full Name (Last) (First) (Middle)
QMs. Q Miss.
Q Dr. 4 Rev.
Nick Name: Name You Prefer: Birth date: Age: | Sex:
/ / am aF

Parent/Guardian/Power of Attorney: (if applicable) Race:

 White U Asian

4 Black Q Other:

Q Hispanic

CONTACT INFORMATION
Street address: Suite/Apartment Number:
City: | state: ZIP Code: | May We Send Mail Here: Q Yes O No
Mailing Address or Post Office Box:
City: | State: ZIP Code: | May We Send Mail Here: O Yes @ No
Home Phone: | ( ) May We Leave a Message Here: 1 Yes W No
Mobile Phone: | ( ) May We Leave a Message Here: U Yes W No
Work Phone: ( ) May We Leave a Message Here: dYes O No
Email ; .
Address: May We Send Email Here: dYes UNo
EMERGENCY CONTACT
Name: Relationship:
Home Phone: ( ) Mobile Phone: ( )
EMPLOYMENT INFORMATION
Employer: Length of Employment:
Occupation: Average Hours Worked Per Week:
O $0to $10,000 U $10,001 to $20,000 O $20,001 to $40,000 Q0 3$40,001 to $50,000
Average Annual Salary:
0 $50,001 to $60,000 O $60,001 to $80,000 O $80,001 to $100,000 O More than $100,000

EDUCATION INFORMATION
(Circle) Last Year of School Completed: 9 10 11 12 GED College: 1 2 3 4 | Other:

Are You Currently in School? Q Yes Q No | If Yes, What School:
RELATIONAL INFORMATION

Current Status: Are You Content with Your Current Status? d Yes W No
Q Single Q Dating If No, Briefly Explain:

U Engaged U Married

0 Separated Q Divorced

1 Widowed U Living together

If Married, How Long: Number of Previous Marriages for You: For Your Partner:

If Separated or Divorced, How Long: If Widowed, How Long:
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Q Mr. Q Mrs.
Partner's Name (Last, First, Middle): Q Ms. Q Dr.
Q Miss. O Rev.
How long Have You Known Your Partner: Age: | Preferred Name:
Partner's Race: Partner's Sex: Partner's Occupation:
Q White 3 Asian
U Black 4 Other: amM QF Average Hours Worked Per Week:
U Hispanic
(Circle) Last Year of School Partner Completed: 9 10 11 12 GED ‘ College: 1 2 3 4 | Other:

What Words Would You Use to Describe Your Partner:

Is Your Partner Supportive of You Seeking Therapy: With Whom Do You Currently Live (Check All that Apply):
QYes QdNo QUnsure Q Partner Doesn't Know Q Alone Q Boyfriend O Spouse
Who will be attending th ith » A Children U Girlfriend 1 Roommate
o will be atiending therapy with yous _____ | O parent(s) 0 Sibling(s) Q Other:
CHILDREN

List Your Children (Living or Deceased):

Current Age or Year Relationship to You e ; ; ;
Name Sex of Death Natural, A dop’fe d, Step Living with You? | Describe Him/Her
Have You Ever Placed a Child for Adoption: dYes WdNo If Yes, When:
Have You Ever Had a Miscarriage or Medical Abortion: dYes QNo If Yes, When:

FAMILY OF ORIGIN

List Mother, Father, Brothers, Sisters, Step Family, & Any Other Family Members who Affected You Positively or Negatively:

Current Age or Year | Relationship to You

Name Sex of Death (Mom, Dad, Sibling, Step)

QOccupation Describe Him/Her
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PRIMARY PHYSICIAN INFORMATION

Primary Physician: Phone: ( )

Address: City: Zip:

Specialty (e.g. Family Practice, OB/GYN, Internal Medicine):

Are You Currently Receiving Medical Treatment: Q Yes W No | If Yes, Please Specify:

List Any Conditions, llinesses, Surgeries, Hospitalizations, Traumas or Related Treatments You Have Had (Use Back if Necessary):

MEDICATIONS
List All Current Medications You Are Taking, Including those You Seldom Use or Take Only as Needed (Use Back if Necessary):
Medication: Dosage: O Improves O Prevents O Controls:
Medication: Dosage: O Improves O Prevents O Controls:

Are You Taking these Medication(s) According to Your Doctor's Recommendations: dYes O No
If No, Briefly Explain:

PHYSIOLOGICAL SYMPTOMS

Please Check Any of the Following Physiological Symptoms/Sensations that Apply to You Presently, or in the Recent Past:

Headaches ————-————— U Past d Present Dizziness.................... U Past U Present Stomach Trouble ........ U Past  Present

Visual Trouble- ---- Past O Present Sleep Trouble.............. 4 Past U Present Trouble Relaxing ........ 4 Past Q Present

Weakness ----—--------m-mmemmeme-  Past 1 Present Tension .......cccceeeeeeeee. 4 Past Q Present Rapid Heart Rate........ 4 Past O Present

Difficulty Breathing-------—-------  Past 1 Present Intestinal Trouble......... 4 Past Q Present Hearing Noises........... 4 Past O Present

Change in Appetite ---- Past U Present Tiredness.................... U Past Q Present Pain......cccccooevveei O Past O Present

Hearing Voices-----------—------- O Past O Present Seeing Things............. O Past Q Present Other ..o O Past Q Present
Your Height: Your Weight: How has Your Weight Change in the Last 2-3 Months:

CURRENT STATUS

Please Check Any of the Following Problems which Pertain to You:

Sress ..o O Past O Present Nervousness ..............d Past 0 Present Anxiety ....... O Past Q Present
Panic ..o 4 Past 1 Present Unhappiness .............. 4 Past U Present Depression 4 Past Q Present
GUIlt. .o  Past 1 Present Apathy .......cccoooooei O Past Q Present Terminal lliness ..........  Past O Present
Recent Death .........................  Past 1 Present Grief ..o 4 Past Q Present Hopelessness............. 4 Past O Present
Inferiority Feelings ................. O Past O Present Defective Feelings ...... O Past Q Present Loneliness O Past Q Present
Shyness ... 4 Past O Present Fears......coooviiviien, 4 Past U Present Friends ..o, 4 Past Q Present
Marriage .......cooooevveeeieeee O Past O Present Communication........... O Past Q Present Physical Abuse........... O Past Q Present
Emotional Abuse ....................  Past 1 Present Verbal Abuse.............. 4 Past Q Present Sexual Abuse ............. 4 Past O Present
Temper......ccoooveveeieeeee U Past U Present ANger.....ccoovvveeeeen. U Past O Present Aggressiveness.......... 1 Past O Present
Bad Dreams ...........cccceevnn 4 Past 1 Present Concentration ............. 4 Past O Present Racing Thoughts ........ 4 Past Q Present

Unwanted Thoughts .... O Past O Present Memory ........... O Past Q Present Loss of Control ........... O Past Q Present

Impulsive Behavior ...... 4 Past O Present Self-Control 4 Past U Present Compulsivity ............... 4 Past Q Present
Sexual Problems ....................  Past 1 Present Pregnancy .................. 4 Past Q Present Abortion...........cc.c..... 4 Past O Present
Legal Matters................c......... O Past O Present Trauma............ccceee.. O Past Q Present Eating Problems ......... O Past Q Present
Drug Use............... 4 Past O Present Alcohol Use 4 Past U Present Trouble with Job ......... 4 Past Q Present
Career Choices 4 Past O Present Ambition ... 4 Past U Present Making Decisions .......Qd Past Q Present
Children ...,  Past 1 Present Being a Parent............ 4 Past Q Present Finances...........c..c...... 4 Past O Present
Recent LOSS ......ccceeeveiien, U Past U Present Disaster............cco..... U Past O Present Smoke Cigarettes........d Past O Present
Self-Harm.............................d Past Q Present Hi Risk Behavior ......... U Past Q Present Zoning/blanking out ....Qd Past Q Present

LEVEL OF DISTRESS

Indicate How Distressed You Are by Placing an "X" on the Scale Below (1 = Very' Little Distress; 10 = Extreme Distress):

1 2 3 4 5 6 7 8 9 10
Are You Currently Having Any Suicidal Thoughts? O Yes W No Have You Had Them in the Past? 1 Yes W No

Have You Ever Attempted Suicide:. dYes W No If Yes, When and How:

Have Any of Your Friends or Family Ever Committed or Attempted Suicide: 0 Yes W No
If Yes, When and Who:
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PRESENTING ISSUES AND GOALS

Please Describe Why You Are Coming to Therapy (i.e. What Are Your Issues, Problems?):

Why Have You Decided to Come for Therapy Now:

What Do You Hope to Gain or Change by Coming for Therapy:

How Long Do You Believe Therapy Should Last:

PREVIOUS COUNSELING

List Any Previous Counseling, Psychiatric Treatment, or Residential/In-Patient Care You Have Received (Use Back If Necessary):

Therapist: Location: Dates: Reason:

Therapist: Location: Dates: Reason:

RELIGIOUS BACKGROUND

Please describe your religious involvement if any. Are there any special religious, cultural or ethnic considerations we should be aware of?

Church attendance? If so, what is the name?

Would you like spiritual principles incorporated into your therapy? d Yes O No

TERMS OF SERVICE

I hereby give Grace Jones Family Therapy permission to provide therapy services for the patient mentioned above:

Signed: Date:

Please Refer to Grace Jones Family Therapy, LLC Professional Disclosure and Consent for Treatment Form
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Grace Jones Family Therapy, LLC
28 Parkway Commons Way, Greer, SC 29650
(864) 990-5617 | grace@gracejonesfamilytherapy.com

K X Grace Jones
www.gracejonesfamilytherapy.com Family Therapy

—
Financial Policy — Out-of-Network

Payment Policy:
We are committed to providing you with the best possible care. Payment for services is due at the time of service.
(Please check the boxes noting that you have read the information)

[J Initial assessment for 60 minutes: $150
[1  One 50 minute subsequent session: $140
[1 Returned checks are subject to a $30 fee

No-show fees are charged for appointments canceled or broken without 24 hours advance notice unless there is an
emergency or illness. Monday appointments must be canceled by the Friday in advance at Monday appointment time
or before. The no-show fee is the amount agreed upon for the session. When leaving a message, all calls are time and
date stamped.

Policy on Insurance Reimbursement:

If you have medical Insurance that provides coverage for mental health counseling, we are anxious to help you
receive your maximum allowable benefits. We will be happy to provide you with a receipt to forward to your
insurance company. You are responsible for generating the claim and mailing it to the insurance company and
tracking your reimbursement. We will gladly discuss your proposed treatment and answer any questions relating to
your insurance. You must realize; however, that:

1) Yourinsurance is a contract between you, your employer, and the insurance company. We are not a party to
that contract.

2) Our fees are considered to fall within the acceptable range by most companies, called "Usual, Customary and
Reasonable" (UCR). Some companies pay a percentage of the UCR for a given area. However, some
companies reimburse based on an arbitrary "schedule" of fees, which bears no relationship to the current
standard and cost of care in this area.

3) Not all services are a covered benefit in all contracts. Some insurance companies arbitrarily select certain
services they will not cover.

4) If your company requests a report from us in order to process your claim, we will need to receive our normal
hourly fee from you for this service.

Proof of income may be required. All financial information is kept confidential. Discounts for multiple clients or
weekly sessions, from the same family, may be arranged on a case by case basis. We understand that at times
financial hardships arise and it may be necessary to discontinue therapy for a season. However, it is our policy to work
within our clients financial means in order to support the therapeutic process. Should your fee for service become a
financial hardship for you, please discuss this with your therapist. As is the policy of the State of South Carolina and
included in the AAMFT code of ethics, Marriage and Family Therapists are prohibited from bartering for service.

Signature Date

Therapist Date
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K X Grace Jones
www.gracejonesfamilytherapy.com Family Therapy

—
Consent to Release Protected Health Information

Patient Name Date of Birth

(full legal name) authorize Grace Jones Family Therapy, LLC to disclose or obtain my

protected health information with the following person(s) and/or facility:

Name of Person, Provider or Facility:

Relationship to Patient:

Address:

Phone: Fax:

Scope
I All information regarding assessment, diagnosis and treatment of patient.

1 Billing Information

1 Emergency contact

Purpose for Release

O Coordination of care

1 Billing activities
O Other
Exclusions

1 Specify

| understand the following:

Unless otherwise specified by law, Grace Jones Family Therapy, LLC will release only that information that has been created by
our facility. Records created by and available from other providers, hospitals or other facilities must be obtained directly from
those other providers or facilities.

This authorization is voluntary and | may refuse to sign this authorization. Such refusal will not affect my ability to obtain
treatment except to the extent that the information being requested may assist my healthcare provider in determining
appropriate treatment. | also understand that if | do choose to sign this form, | have the right to request and receive a copy of
this form.

I may revoke this authorization at any time by submitting a written request to this facility or provider. However, it will not affect
any actions taken before the revocation was received or actions taken in reliance thereon.

Grace Jones Family Therapy, LLC agrees to maintain the confidentiality of my protected health information; however, if the
person or organization authorized to receive the information is not a health plan, health care clearinghouse or health care
provider, federal law (HIPAA) requires me to be advised that information used or disclosed pursuant to this authorization may
be subject to re-disclosure and may no longer be protected by HIPAA rules. Grace Jones Family Therapy, LLC is not responsible
for the actions of others who may be provided with information released as a result of this authorization.

This authorization is valid as of the date of my signature below and will expire one year from said date or upon discharge.

Signature of Patient or Legal Guardian Date

Signature of Witness Date
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