INFORMED CONSENT

Thank you for choosing Mary Jane Szydlowski, MS LMHC.  Today’s appointment will take approximately 45 – 50 minutes.  I  realize that starting counseling is a major decision and you may have many questions.  This document is intended to inform you of my policies, State and Federal Laws and your rights.  If you have other questions or concerns, please ask and I will try my best to give you all the information you need. 
Mary Jane Szydlowski has earned a Bachelor of Arts Degree in Psychology from the State University College of New York at Buffalo and a Masters Degree in Education Counseling from Canisius College. She is licensed by the State of New York as a Licensed Mental Health Counselor and she is a permanently certified School Counselor by the New York State Education Department.   She has over 30 years of counseling experience working with  adolescents, adults and families,  using individual and family counseling approaches that focus on solutions  and personal empowerment models.  Ms. Szydlowski will use additional treatment approaches depending on the person or condition.  Treatment practices, philosophy and plan imitations and risks will be discussed with you today.
CONFIDENTIALITY AND EMERGENCY SITUATIONS: 
Your verbal communication and clinical records are strictly confidential except for:

a) Information (diagnosis and dates of service) shared with your insurance company to process your claims 
b) Information you and/or you child or children report about physical, sexual abuse or elder abuse; then, by New York State Law, I am obligated to report this to Child Protective Services 
c) Where you sign a release of information to have specific information shared 
d) if you provide information that informs me that you are in danger of harming yourself or others 
e) Information necessary for case supervision or consultation 

f) When required by law. 
If an emergency situation for which the client or their guardian feels immediate attention is necessary, the client or guardian understands that they are to contact  911 for emergency services.  Mary Jane Szydlowski will follow those emergency services with standard counseling and support to the client or the client's family.  E-mail, text messages and social networking sites are not confidential and I may not be able to respond.

Name(s)_________________________________________________________

Signature(s)_________________________________________Date:________
FINANCIAL/INSURANCE ISSUES: Payment is due at the time of service. 

If you need to cancel or reschedule an appointment, please give 24 business hours advance notice, otherwise you will be billed at the hourly rate.   I sincerely appreciate your cooperation. 
Name(s)_________________________________________________________

Signature(s)__________________________________________Date________

COORDINATION OF TREAMENT: It is important that all health care providers work together. As such, I would like your permission to communicate with your primary care physician and/or psychiatrist. Your consent is valid for one year. Please understand that you have the right to revoke this authorization, in writing, at any time by sending notice. However, a revocation is not valid to the extent that we have acted in reliance on such authorization. If you prefer to decline consent no inform will be shared. 

____You may inform my physician(s)                    ____I decline to inform my physician

PHYSICIAN NAME:_________________________________________________

CLINIC:________________________________________________​​_

ADDRESS:______________________________________________

PHONE:___________________________________

Signature(s)__________________________________________Date________

NOTICE OF PRIVACY PRACTICES AND CLIENT RIGHTS:  I/We have read and received a copy of the, Notice of Privacy Practices and Client Rights document.
Name(s)_________________________________________________________

Signature(s)__________________________________________Date_______________

May I  contact you at home (circle one)  
yes  no?  

May I  contact you at work

 yes  no?  

May I  contact you by cell phone  

yes  no?   

Where may we contact you _______________________________________________________________?

CONSENT FOR TREATMENT OF CHILDREN OR ADOLESCENTS:
 I/We consent that  _____________________________________ maybe treated as a client by Mary  Jane Szydlowski. It is understood that children over the age of 12 have confidentiality protected by law. This consent to treat expires at the end of treatment or if revoked in writing.

Name(s)_________________________________________________________

Signature(s)________________________________________Date__________       

