Laurie Levine, LCSW LLC

______________________________________________________

457-B Carlisle Drive #202
Herndon, VA 20170

703-795-9089

www.laurielevinelcsw.com

Service Agreement

Please read and sign below.  I am happy to answer any questions you may have.

Psychotherapy Services
Therapy can have benefits and risks. Since therapy involves discussing challenging or troubling times in your life you may experience uncomfortable feelings like sadness, anger or helplessness.  The hope is that once addressing the pain and gaining new coping tools, you will experience the benefits of therapy such as better relationships, solutions to problems and greater feelings of joy.  There are no guarantees as to what you will experience.  Those that tend to have the best success with therapy approach it with honesty, a desire to change and the knowledge that it can be a gradual but rewarding journey.  

Confidentiality 
The law for mental health professionals require that records be kept regarding treatment. All information disclosed during sessions and the written records pertaining to those sessions are completely confidential and cannot be revealed to anyone without your written permission, except where disclosure is required by law as in the following:

-When there is suspicion of child or elder abuse or neglect

-When the client presents a danger to him/herself or to others

-When disclosure is court-ordered

At times I consult with other mental health professionals on clinical issues, no identifying information is shared to ensure your privacy.
Minors and Parents
Patients under 18 years of age and their parents, please be aware that the law may provide parents the right to examine treatment records. It is my policy to request that I will provide parents only with general information about our work together, unless I feel there is a high risk the teen will seriously harm him/herself or someone else. In this case, I will notify the parents of my concerns. I will also provide parents with a summary of the treatment when it is complete. Before disclosing any information, I will do my best to discuss the matter with the teenager.

Fees
The initial appointment is 60 minutes for a fee of $195, the additional time allows for a thorough assessment that is difficult to accomplish in a standard 50-minute session.

The fee for a 50-minute appointment is $185.00. Fees for other services such as preparation of special reports, school visits or telephone consultations are billed at $180.00 per hour, including applicable travel time. 

As stated in the No Surprises Act, you are entitled to clear and accurate information about your therapy charges. Your annual investment in therapy will vary depending on which services you use and how often you participate.
Cancellation Policy 
Your appointment time is reserved for you. If you need to cancel an appointment, please give at least 24-hour notice. If you cancel less than 24 hours in advance of your appointment time or fail to show for an appointment you will be charged the full fee for that missed appointment. This fee is necessary because I can’t fill your appointment on such short notice. Exceptions to my cancellation policy, such as for emergencies or sudden illness, are considered on an individual basis. 

Communication and Emergencies 

My confidential voice-mail will be checked throughout the day in between client hours. Non-urgent calls and emails will be responded to within 24 hours during the Monday to Friday workweek. If you have a psychiatric emergency that requires immediate attention please call 911 and/or go to your nearest Emergency Room.

Billing and Payment Policy 
Payment in full is expected at the beginning of your appointment.  I am not on insurance panels and am considered an out-of network provider. I will provide you with a receipt that you can submit to your insurance company. I accept personal checks, Visa/MasterCard, most flexible spending account debit cards, and cash (exact change is appreciated). If your check is returned by your bank for insufficient funds I will charge you a $30.00 returned check fee. If your account has not been paid for more than 60 days and arrangements for payment have not been agreed upon, I have the option of using legal means to secure the payment. This may involve hiring a collection agency, and this could affect credit. If such legal action is necessary, its costs will be included in the claim. 

Credit Card Authorization Form
I ask that you complete the Credit Card Authorization Form that will be kept in your file in a locked file cabinet.  I do not use it unless there are missed appointment fees and/or other outstanding balances that have yet to be paid.
_________________________________________________________________________________
I have read this form. I have been given the opportunity to ask questions, my questions have been answered to my satisfaction, and I fully understand this financial agreement. 

Client/Responsible Party Name (print):________________________________________ 

Client/Responsible Party Signature: __________________________________________

Date: _____________________________
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