THERAPIST-PATIENT SERVICES
AGREEMENT

Welcome to New Perspectives. This docu-
ment (the Agreement) contains important
information about our professional services
and business policics. It also contains sum-
mary information about the Health Insurance
Portability and Accountability Act (HIPAA),
a federal law that went into effect in April
2003 and provides new privacy protections
and new patient rights with regard to the use
and disclosure of your Protected Health In-
formation (PHI). HIPAA requires that we
provide you with a Notice of Privacy Prac-
tices (the Notice) for use and disclosurc of
PHI for treatment, payment and hecalth care
operations. The Notice, which is attached to
this Agreement, explains HIPAA and its
application to your personal health informa-
tion in greater detail. The law requires that
we obtain your signature acknowledging that
we have provided you with this information
by the end of your first session. When you
sign this document, it will also represent an
agrecment between us. You may revoke this
Agrecment in writing at any time. That
revocation will be binding on your therapist
unless he or she has taken action in reliance
on it; if there are obligations imposed on us
by your health insurer in order to process or
substantiate claims made under your policy;
or if you have not satisfied any financial
obligations you have incurred.

THERAPY SERVICES

Therapy can vary depending on the person-
alities of the therapist and patient, and the
particular problems you are experiencing.
There are many differcnt methods your
therapist may use to deal with the problems
that you hope to address. In order for therapy
to be most successful you will have to make
an active effort to work on things talked
about both during your sessions and at home.

Therapy can have benefits and risks. Therapy
often Icads to better relationships, solutions
to specific problems, and significant reduc-
tions in feelings of distress. However, some-
times to achieve these goals, therapy may
involve discussing unpleasant aspects of
your life and you may experience uncom-
fortable feelings like sadness, guilt, anger,
frustration, loneliness, and helplessncss.

Your first session(s) will involve an evalua-
tion of your needs. By the end of the evalua-
tion, your therapist will be able to offer you
some first impressions of what your therapy
work will include and a treatment plan to
follow, if you decide to continue with ther-
apy. Therapy involves a large commitment
of time, money, and energy, so you should
feel comfortable with the therapist you sclect
and with the plan presented to you. If you
have questions about our procedures, we

should discuss them whenever they arise, If
your doubts persist, we will be happy to help
you set up a meeting with another mental
health professional for a sccond opinion.

MEETINGS

After your evaluation, if psychotherapy is
begun, we will usually schedule one 45-
minute session (one appointment hour of 45
minutes duration) per week at a time we
agree on, although this can vary in length
and frequency. Once an appointment hour
is scheduled, you will be expected to pay
for it unless you provide 48 hours advance
notice of cancellation. It is important to
note that insurance companies do not pro-
vide reimbursement for late cancellations
or missed scheduled appointments.

PROFESSIONAL FEES
Our fee schedule is as follows:

Psychologists, Social Workers, Masters
Level Counselors

Initial Evaluation 5200
Individual Session $120
Family/Couples Session $130
Group Therapy Scssion $ 75

Psychological Testing (per hour) 3150
Other

Psychiatrists
Initial Evaluation $225
Individual Session $125
Medication Check (30 minute) $ 85

In addition to weekly appointments, we
charge $125 per hour for other professional
services you may need, though we will break
down the hourly cost if we work for periods
of less than one hour. Other services include
report writing, telephone conversations last-
ing longer than 10 minutes, consulting with
other professionals with your permission,
preparation of records or treatment summa-
ries, and the time spent performing any other
service you may request of us. If you become
involved in legal proceedings that require
our participation, you will be expected to pay
for all of our professional time, including
preparation and transportation costs, cven if
we are called to testify by another party.
Becausc of the difficulty of legal involve-
ment, we charge $250 per hour for prepara-
tion and attendance at any legal procecding.

CONTACTING US

Due to our work schedule and the fact that
we do not interrupt our sessions with patients
to take phone calls, we are often not immedi-
ately available by telephone. When we are
unavailable, our telephone is answered by an
answering machine or voice mail that we
monitor frequently. We will make every
effort to return your call on the same day you
make it, with the exception of weekends and
holidays. If you are difficult to reach, please

inform us of some times when you will be
available. If you are unable to reach us
and feel that you can’t wait for a return
call, you can page our on-call therapist at
410-408-0000 or contact the nearest emer-
gency room.

LIMITS ON CONFIDENTIALITY

The law protects the privacy of all communi-
cations between a patient and a therapist.

In most situations, we can only release infor-
mation about your treatment to others if you
sign a written Authorization form that meets
certain legal requirements imposed by HI-
PAA and/or Maryland law. However, in the
following situations, no authorization is
required:

¢  We may occasionally find it helpful
to consult other health and mental
health professionals about a case. During
a consultation, we make every cffort to
avoid revealing your identity. The other
professionals are also legally bound to
keep the information confidential.

®  You should be aware that we employ
administrative staff. In most cases, we
need to share protected information
with these individuals for administra-
tive purposes, such as scheduling, bill-
ing and quality assurance. All staff havc
been given training about protecting your
privacy.

e  We also have contracts with a clear-
inghouse which submits electronic
claims to insurance companies. Asre-
quired by HIPAA, we have a formai busi-
ness associate contract with this busincss,
in which it/they promise to maintain the
confidentiality of this data cxccpt as spe-
cifically allowed in the contract or other-
wise required by law.

¢ If you are involved in a court pro-
ceeding, we cannot provide any informa-
tion without your written authorization, or
a court order.

o Ifagovernment agency is requesting
the information for health oversight ac-
tivities, we may be required to provide it
for them.

o Ifa patient files a complaint or law-
suit against us, we may disclose relevant
information regarding that paticnt in order
to defend ourselves.

There are some situations in which we are
legally obligated to take actions, which we
believe are necessary to attempt to protect
others from harm and we may have to reveal
some information about a patient’s treat-
ment. These situations are unusual in our
practice.

=  If we have reason to belicve that a
child or vulnerable adult has been sub-
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jected to abuse or neglect, or that a vul-
nerable adult has been subjected to self-
neglect, or exploitation, the law requires
that we file a report with the appropriate
government agency, usually the local of-
fice of the Department of Social Services.

= Ifwe know that a patient has a pro-
pensity for violence and the patient indi-
cates that he/she has the intention to in-
flict imminent physical injury upon a
specified victim(s), we may be required to
take protective actions. These actions may
include establishing and undertaking a
treatment plan that is calculated to elimi-
nate the possibility that the patient will
carty out the threat, seeking hospitaliza-
tion of the patient and/or informing the po-
tential victim or the police about the
threat.

« If we believe that there is an immi-
nent risk that a patient will inflict seri-
ous physical harm or death on him/ her-
self, or that immcdiate disclosure is re-
quired to provide for the patient’s cmer-
gency health care needs, we may be re-
quired to take appropriate protective ac-
tions, including initiating hospitalization
and/or notifying family members or others
who can protect the patient.

If such a situation arises, we will make every
effort to fully discuss it with you before tak-
ing any action and we will limit our disclo-
sure to what is necessary.

PROFESSIONAL RECORDS

The laws and standards of our profession
require that we keep Protected Health Infor-
mation about you in your Clinical Record.
You may examine and/or receive a copy of
your Clinical Record, if you request it in
writing. If your therapist feels that disclosure
of your Clinical Record is likely to endanger
the life or physical safety of you or another
person, you have a right to a summary and to
have your record sent to another mental
health provider. Because these are profes-
sional records, they can be misinterpreted
and/or upsetting to untrained readers. For
this reason, we recommend that you initially
review them in our prescnce, or have them
forwarded to another mental health profes-
sional so you can discuss the contents. In
most circumstances, we are allowed to
charge a copying fee of $.60 per page (and
certain other expenses). If we refuse your
request for access to your records, you have
a right of review, which we will discuss with
you upon request.

PATIENT RIGHTS

HIPAA provides you with several new or
expanded rights with regard to your Clinical
Records and disclosures of protected health
information. These rights include requesting
that we amend your record; requesting re-

strictions on what information from your
Clinical Records is disclosed to others; re-
questing an accounting of most disclosures
of protected health information that you have
neither consented to nor authorized; deter-
mining the location to which protected in-
formation disclosures are sent; having any
complaints you make about our policics and
procedures recorded in your records; and the
right to a paper copy of this Agreement, the
attached Notice form, and our privacy poli-
cies and procedures.

MINORS & PARENTS

Patients under 16 ycars of age who arc not
emancipated and their parents should be
aware that the law may allow parents to ex-
amine their child’s trecatment records. While
privacy in psychotherapy is very important,
particularly with teenagers, parcntal in-
volvement is also essential to successful
trcatment. Therefore, it is usually our policy
to request an agreement from any patient
between 16 and 18 and his/her parents allow-
ing us to share general information about the
progress of treatment and their teen’s atten-
dance at scheduled sessions. Any other
communication will require the teen’s au-
thorization, unless we feel that the teen is in
danger or is a danger to someone else, in
which case, we will notify the parents of our
concem. Before giving parents any informa-
tion, we will discuss the matter with the teen,
if possible, and do our best to handle any
objections he/she may have.

BILLING AND PAYMENTS

You will be expected to pay for each ses-
sion at the time it is held, unless we agree
otherwise or unless you have insurance
coverage that requires another arrange-
ment. We do charge interest of 14 % per
month on accounts that are 30 days past due.

If your account has not been paid for more
than 60 days and arrangements for payment
have not been agreed upon, we have the op-
tion of using legal means to securc the pay-
ment. This may involve hiring a collection
agency or going through small claims court
which will require us to disclosc otherwise
confidential information. In most collection
situations, the only information we release
regarding a patient’s treatment is his/her
name, address, the naturc of services pro-
vided, and the amount due. If such legal
action is necessary, its costs will be included
in the claim.

INSURANCE REIMBURSEMENT

If you have a health insurance policy, it will
usually provide some coverage for mental
health treatment. We will fill out forms and
provide you with whatever assistance we can
in helping you receive the benefits to which
you are entitled; however, you (not your
insurance company) are responsible for full

payment of our fees. It is very important that
you find out exactly what mental health ser-
vices your insurance policy covers.

Due to the rising costs of health care, insur-
ance benefits have incrcasingly become more
complex. It is sometimes difficult to deter-
minc exactly how much mental hcalth cover-
age is availablc. “Managed Health Care”
plans such as HMOs and PPOs often require
authorization before you are scen by the
therapist in order to provide reimbursement
for mental health services. You are required
to obtain the initial authorization by call-
ing the appropriate number on your insur-
ance card. Failure to do this may result in
your insurance company rejecting your
claim, making you responsible for the entire
charge.

You should also be aware that your contract
with your health insurance company requires
that we provide it with information relevant
to the services that we provide to you. Mary-
land permits us to send some information
without your consent in order to file appro-
priate claims. We are required to provide
them with a clinical diagnosis, dates of ser-
vice, and the type of service rendered.
Sometimes we are required to provide addi-
tional clinical information such as treatment
plans or summaries, or copics of your entirc
Clinical Record. In such situations, we will
make every effort to release only the mini-
mum information about you that is necessary
for the purpose requested. If we belicve that
your health insurance company is requesting
an unrcasonable amount of information, we¢
will call it to your attention and we can dis-
cuss what to do. You can instruct us not to
send requested information, but this could
result in claims not being paid and an addi-
tional financial burden being placed on you.
Once the insurance company has this infor-
mation, it will become part of the insurance
company files and will probably be stored in
a computer. Though all insurancc companies
claim to keep such information confidential,
we have no control over what they do with it
once it is in their hands. In some cases, they
may share the information with a national
medical information databank. We will pro-
vide you with a copy of any report we sub-
mit, if you request it. By signing this
Agreement, you agree that we can provide
requested information to your carrier.

Once we have all of the information about
your insurance coverage, we will discuss
what we can cxpect to accomplish with the
benefits that are available and what will hap-
pen if they run out before you feel ready to
end your sessions. It is important to remem-
ber that you always have the right to pay for
services yourself to avoid the need to release
information to your insurance company.



MARYLAND NOTICE FORM

Notice of Therapist’s Policies and Practices to Protect the Privacy of Your

Patient’s Health Information

THIS NOTICE DESCRIBES HOW PSYCHOLOGICAL AND MEDICAL

INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND

HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE
REVIEW IT CAREFULLY.

1. Uses and Disclosures for Treatment, Payment, and Health Care Op-

erations

We may use or disclose your protected health information (PHI), for treat-
ment, payment, and health care operations purposes with your written au-
thorization. To help clarify these terms, here are some definitions:

e “PHTI" refers to information in your health record that could identify
you.
o “Treatment, Payment, and llealth Care Operations”

e Treatment is when we provide, coordinate, or manage your health
care and other scrvices related to your health care. An example of treat-

ment would be when we consult with another health care provider, such as

your family physician or another psychologist.

e Payment is when we obtain reimbursement for your healthcare. Examples

of payment arc when we disclose your PHI to your health insurer to obtain re-
imbursement for your health care or to determine eligibility or coverage.

o Health Care Operations arc activities that relate to the performance and
operation of our practice. Examples of health care operations are quality as-
sessment and improvement activities, business-related matters such as audits
and administrative services, and case management and care coordination.

o “Use” applics only to activitics within our practice group such as
sharing, employing, applying, utilizing, examining, and analyzing infor-
mation that identifies you.

o “Disclosure” applies to activities outside of our pradice group, such
as rcleasing, transferring, or providing access to information about you to
other parties.

o “Authorization” is your written permission to disclosc confidential
mental health information. All authorizations to disclose must be on a
specific legally required form.

II. Other Uses and Disclosures Requiring Authorization

We may use or disclose PHI for purposes outside of treatment, payment, or health
care operations when your appropriate authorization is obtained. In those in-
stances when we are asked for information for purposcs out-side of treatment,
payment, or health care operations, we will obtain an authorization from you
before releasing this information.

You may revoke all such authorizations at any time, provided each revocation is
in writing. You may not revoke an authorization to the extent that (1) we have
relied on that authorization; or (2) if the authorization was obtained as a condition
of obtaining insurance coverage, law provides the insurcr the right to contest the
claim under the policy.

IT1. Uses and Disclosures without Authorization

We may use or disclose PHI without your consent or authorization in the follow-
ing circumstances:

® Child Abuse — If we have reason to believe that a child has been sub-

jected to abuse or neglect, we must report this belief to the appropriatc au-

thorities.

o Adult and Domestic Abuse — We may disclose protected health in-
formation regarding you if we reasonably believe that you are a victim of
abuse, neglect, sclf-ncglect or exploitation.

o Health Oversight Activities - If we receive a subpocna from the
Maryland Board of Examiners of Psychologists, Social Workers, or Pro-
fessional Counselors because they are investigating our practice, we must
disclose any PHI requested by the Board.

o Judicial and Administrative Proceedings — If you arc involved in a
court proceeding and a request is made for information about your diag-
nosis and trecatment or the records thereof, such information is privileged
under state law, and we will not relcase information without your writien
authorization or a court order. The privilege does not apply when you arc
being cvaluated by a third party or where the evaluation is court ordered.
You will be informed in advance if this is the case.

o Serious Threat to Health or Safety - If you communicate to us a spe-
cific threat of imminent harm against another individual or if we believe
that there is clear, imminent risk of physical or mental injury being in-
flicted against another individual, we may make disclosurcs that we be-
lieve are necessary to protect that individual from harm. 1f we believe
that you present an imuminent, serious risk of physical or mental injury or
death to yourself, we nuy make disclosures we consider necessary o pro-
tect you from harm,

1V. Patient’s Rights and Therapist’s Duties

Patient’s Rights:

e Right to Request Restrictions — You have the right to request restric-
tions on certain uses and disclosures of protected health information.
However, we are not required to agree to a restriction you request.

o Right to Receive Confidential Communications by Alternative Means
and at Alternative Locations — You have the right to request and rcccive
confidential communications of PHI by alternative means and at alterna-
tive locations. (For example, you may not want a family member to know
that you are seeing us. Onyour request, we will send your bills to another
address.)

e Right to Inspect and Copy -~ You have the right to inspect or obtain a
copy (or both) of PHI in our mental health and billing records used to
make decisions about you for as long as the PHI is maintained in the re-
cord. We¢ may deny your access to PHI under certain circumstances, but
in some cases you may have this decision reviewed.  On your request, we
will discuss with you the details of the request and denial process for PHI.
e Right to Amend - You have the right to request an amcndment of
PHI for as long as the PHI is maintained in the record. We may deny your
request. On your request, we will discuss with you the details of the
amendment process.

e Right to an Accounting — You generally have the right to reccive an
accounting of disclosures of PHI. On your request, we will discuss with
you the details of the accounting process.

e Right to a Paper Copy — You have the right to obtain a paper copy of
the notice from us upon request, even if you have agreed to receive the
notice electronically.

Therapist’s Duties:

e We are required by law to maintain the privacy of PHI and to pro-
vide you with a notice of our Icgal duties and privacy practices with re-
spect to PHI.

e Wercserve the right to change the privacy policics and practices de-
scribed in this notice. Unless we notify you of such changes, however, we
are rcquired to abide by the terms currently in effect.

e If we revise our policics and procedures, we will provide notice to
you of the changes at your first appointment following the change or by
mail. A copy of the most current Policies and Practices to Protect the Pri-
vacy of Patient’s Heath Information will also be posted on our Wetsite at
www.nperspectives.com.

V. Questions and Complaiuts

e Ifyou have questions about this notice, disagree with a decision we
make about access to your records, or have other concerns about your pri-
vacy rights, you may contact Dr. Cynthia Voelz, Director, New Perspec-
tives at 410 356-3344, Ext. 112.

e Ifyou believe that your privacy rights have been violated and wish
to filc a complaint with New Perspectives, you may send your written
complaint to Dr. Cynthia Voelz, New Perspectives, 6 Park Center Court,
Suite 103, Owings Mills, MD 21117. You may also send a written com-
plaint to the Sceretary of the U.S. Department of Health and Human Ser-
vices. The person listed above can provide you with the appropriate ad-
dress upon request.

e You have specific rights under the Privacy Rule. We will not retli-
ate against you for exercising your right to file a complaint.

VI. Effective Date, Restrictions, and Changes to Privacy Policy

¢ This notice will go into cffect on April 14, 2003

e Werescrve the right to change the terns of this notice and to make
the new notice provisions effective for all PHI that we maintain. We will
provide you with a rcvised notice by giving you a copy of the revised no-
tice at a session with you or by mailing you a copy of the revision.



SUMMARY OF AGREEMENT
(Initial)

We require 48 hours advance notice of cancellation or you (not your insurance
company), will be billed for the session.

Co-payments are due at the time of service. Based upon information you have
supplied or we have received from your insurance company, we estimate your
financial liability for authorized outpatient mental health services to be as listed
below. We are not responsible for the accuracy of the information supplied by
you or your insurance company.

$ Initial Visit
$ for 2™ through Visit
$ for Visit through Visit

Other benefit information:

We understand you have an annual deductible of $ which
is based upon a calendar OR plan year renewing every (month).
I have/ have not had prior outpatient mental health treatment.

If your insurance company pays the claim differently than this estimate,
you will be liable for the balance that is due.

You are required to obtain authorization for mental health services by contacting
your insurance company.

If you are unable to reach your therapist directly in case of emergency, you should
page our on-call therapist at (410) 408-0000 or contact the nearest emergency room.

Services at New Perspectives are confidential with the exceptions listed in the
Therapist-Patient Services Agreement.

YOUR SIGNATURE BELOW INDICATES THAT YOU HAVE READ THIS AGREEMENT AND
AGREE TO ITS TERMS AND ALSO SERVES AS AN ACKNOWLEDGEMENT THAT YOU
HAVE RECEIVED THE HIPAA NOTICE FORM DESCRIBED ABOVE.

Patient Signature Therapist Signature

Date Date



