Angel L. DeVoe, LMHC

 Individual, Couple, Family Counseling

_____________________________________________________________ 

INFORMED CONSENT

Thank you for choosing my practice for your professional counseling services. 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. 

I earned my Master of Science Degree in Community Counseling and my Specialist in Education credential from the University of North Carolina at Greensboro.  I am licensed by the State of Florida as a Licensed Mental Health Counselor, and I am a National Certified Counselor. I have clinical experience treating adolescents, adults and families using individual and family therapy. I assist clients in working through a variety of challenges and problems, including, but not limited to: grief and loss, depression, anxiety, relationship issues, trauma, life transitions, anger issues, financial stress, issues related to being an adult child of an alcoholic, domestic violence, parenting issues, and work related stress.    I am eclectic with respect to my therapeutic approach, tailoring treatment to the individual needs of each client; however, I often use standard cognitive-behavior therapy techniques.  My treatment practices, philosophy and plan will be discussed with you today.

As a licensed mental health counselor, I am prepared, and looking forward to assisting you in your healing journey.  Your participation in professional counseling could possibly help you: identify, work through, and eventually resolve problems, become aware of your internal and external resources and how to utilize them for coping, develop and move toward realistic goals, confront fear and/or depression, and create new meaning from experience.  Professional counseling can help interrupt destructive patterns of thinking, feeling, and relating, which could lead to a more meaningful, purposeful, and happier life. 

While there are many potential benefits to participation in professional counseling, there are also risks.  Professional counseling requires discussing unpleasant aspects of your life; as a result, you may experience uncomfortable feelings such as sadness, guilt, anxiety, frustration, and loneliness.  Another risk includes changes in your relationships as a result of your new insights, awareness, and new patterns of behavior.   
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CONTACTING ME: I can be reached by cell phone at (727) 421-6826 or you may email me at healing@angeldevoe.com . While I’m often not available right away, my phone is answered by my voice mail service, which I check frequently. I usually check my email at least once daily. I will make every effort to return your call or email on the same day you make it with the exception of nights, weekends, and holidays. 

CONFIDENTIALITY AND EMERGENCY SITUATIONS: Your verbal communication and clinical records are strictly confidential except for: a) Abuse or Neglect - to report suspected abuse, neglect, or exploitation of any child or vulnerable adult; in these cases, I am required by Florida State Law to report this to the Florida Abuse Registry, 1-800-96-ABUSE; b) Communication with Insurance Companies – if I work with your insurance company and you decide to use your insurance, then I will need to communicate with your insurance provider; c) Harm to Self or Others - if you provide information that informs me that you are in danger of harming yourself or others; 

d) Supervision and Consultation - information necessary for case supervision or consultation; e)  Appointments – for appointment reminders or notification when an appointment must be cancelled or rescheduled; f) Emergency Treatment – when you need medical care in a crisis; g) Health and Safety – to prevent or reduce a serious threat to someone’s health or safety; h) Oversight - when my office is reviewed by licensing and accreditation agencies or auditors; I) Legal Proceedings – in response to court orders and other legal actions; j) Government – when it is necessary to release information to government regulatory agencies, including national security and intelligence agencies; k) Law Enforcement – if you are missing or in danger. Law enforcement may have access 

to your information for legal or civil proceedings and if a crime is committed at the counseling office; l)  Required by law – at other times when the law requires releasing information; m) Public Health – to report diseases, drug reactions or other public health concerns; and n) Workers’ Compensation – to process a Workers’ Compensation claim.    

Note: If I need to share personal information about you for other reasons, I will ask you to sign an Authorization Form to give your approval. This will tell you what information needs to be shared, who will receive the information, and why. Your approval stands until the date stated on the form. If you change your mind about sharing the information, tell me in writing and I will no longer share the information.                       

Please remember that I am not an emergency or crisis treatment provider: If the situation is urgent and you cannot reach me, and you feel that you cannot wait for me to return your call, you should call your family physician, 211, or the emergency room at 

the nearest hospital and ask for the psychologist or psychiatrist on call. 
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If the situation is an emergency and you believe that immediate attention is necessary, you should call 911 or the PEMHS (Personal Enrichment through Mental Health Services) crisis number: (727) 791-3131.  I will follow those emergency services with standard counseling and support to you and/or your family.

                                          Signature(s)_________________________________________Date:__________
FINANCIAL/INSURANCE ISSUES: Payment is requested at the time services are rendered. Payments can be made via check or cash.  If you would like, you will be provided a receipt.  In the event that an account is overdue and turned over to a collection agency, the client or responsible party will be held responsible for any collection fee charged to the counseling office of Angel L .DeVoe, LMHC to collect the debt owed.      
If you are utilizing your insurance to pay for counseling, it is your responsibility to understand your mental health insurance benefits and to notify your counselor, Angel L. DeVoe, LMHC of any changes as soon as you become aware of such changes. Your counselor, Angel L. DeVoe, LMHC will bill your insurance provider for services rendered. If you have a co-payment, that payment is due at the time the counseling service is rendered. In signing this document, you agree that you are ultimately responsible for the payment of Angel L. DeVoe’s fees should your insurance company elect not to pay for any reason. 

In order to bill insurance, I must provide a diagnosis, background information on your case, a treatment plan, and certain other information requested on your claim, and in rare cases, a copy of your entire counseling record. The information will become part of the insurance company files, and it is likely that some of it will be computerized. Insurance companies claim to keep such information confidential; please note that once your information is in the hands of the insurance company, I have no control over what they do with it. In some cases, they may share the information with a national medical information data bank. It is important to remember that you always have the right to pay for my services yourself and avoid the complexities described above. If you do not want to release diagnostic information, advise me and do not file any claims.  

If you choose to use your insurance, I will submit an insurance claim to ensure proper payment. If you do not receive notice of payment within 30 days, please contact me. At that time, if no insurance reimbursement has been made, you will be requested to follow-up with your insurance company. Please make sure to record the names of any person you are working with at the insurance company for accountability purposes. 
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If you need to cancel or reschedule an appointment, please give 24 business hours advance notice, otherwise you will be charged a $25 fee (this fee is waived for emergencies and illness).  

I have received a copy of my fee schedule. _______

                                                                      (initial)
Signature(s)__________________________________________Date________    

***PLEASE NOTE:  Angel L. DeVoe, LMHC does not provide services that would include legal involvement or disability services of any kind.  

COURT APPEARANCES: Please note that I am unwilling to go to court to testify unless subpoenaed by a judge. My fees for having to appear in court are $300 an hour to which you will be held responsible. Please advise me if there is any potential for you to be involved in a court room.

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. If you prefer to decline consent no information 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:  I acknowledge that I have received a copy of the Notice of Privacy Practices of Angel L. DeVoe, LMHC effective March 25, 2007. 

Signature(s)__________________________________________Date_______________

CONSENT FOR TREATMENT OF CHILDREN OR ADOLESCENTS: I/We consent that  ________________________may be treated as a client at the counseling office of Angel L. DeVoe, LMHC. At times it may be necessary to schedule appointments during school hours. I ask for your cooperation to provide the most timely treatment for you and your children.

Signature(s)_________________________________________Date________________       
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PROFESSIONAL RECORDS: I am required both by law and the standards of my profession to keep appropriate treatment records. You have the right to request a copy of your counseling record, but because this is a professional record, the contents can be misinterpreted and/or can be upsetting to lay readers. Therefore, I often will instead prepare an appropriate summary of the record when a request for information is received. Your record will be stored in a secured area for 7 years as required by law. Thereafter the record will be shredded in compliance with privacy laws.
DISCONTINUING COUNSELING: You may leave the session or discontinue counseling at any time. If you choose to discontinue counseling, I would like the opportunity to have a closure session with you. A closure session would provide the opportunity to reflect on our counseling experience and identify what was and was not helpful. Should you determine that you require another licensed mental health professional, please communicate this to me so that I may provide you with referrals to other area professionals. 

Please Note: I close cases after 60 days of an appointment not kept. Should you not keep an appointment and several weeks have passed without contact with you, I will contact you via phone and/or letter informing you that your case will be closed.
EMAIL AND FAXES: By signing this informed consent agreement, you are providing consent to allow me to communicate by verbal, written, and electronic formats including, but not limited to email, fax, pagers, and cell phones. Your signature also provides consent for me to communicate with others involved in your care, as provided by your release of information and/or law via verbal and written forms and electronically, including but not limited to email, fax, pagers, and cell phones.

If you have any questions related to what is written herein, please ask me before signing this document. Your signature below indicates that you have read this Informed Consent document, you understand it, and agree to abide by its terms during our professional relationship.  

__________________________       __________________________          __________

Print Client’s Name                              Signature of Client                                 Date

________________________________        __________ 

Signature of Angel L. DeVoe, LMHC             Date

_____________________________________________________________

801 West Bay Drive, Ste. 418, Largo, FL 33770  (  (727) 421-6826  (  healing@angeldevoe.com
