

CONFIDENTIALITY

Federal and Iowa law provides for confidentiality of most issues or topics that you discuss with a counselor, social worker, psychologist, or psychiatrist. These laws also allow you to waive the privilege of confidentiality when you sign a Release of Information form. This form identifies a specific person or agency with whom your therapist may communicate.

You should also know that there are certain situations in which it is required by law to reveal information obtained during therapy, to other persons or agencies, without your permission.  It is not required to inform you of actions in this regard. These situations are as follows:


a. If you threaten grave bodily harm or death to another person, the counselor, social worker, psychologist, or psychiatrist is required by law to inform the intended victim and the appropriate law enforcement agencies.

b. If you reveal information relative to child abuse and/or neglect, or dependent adult abuse and/or neglect, the social worker, psychologist, or psychiatrist is required by law to report this to the appropriate authority.

c. If a court of law issues a legitimate subpoena, the counselor, social worker, psychologist, or psychiatrist is required by law to provide the information that is specifically described in the subpoena.

d. If you are in therapy or being tested by order of a court of law, the result of treatment or tests ordered must be revealed to the court.

e. Confidentiality cannot be guaranteed if you become a danger to yourself.

We keep a record of the health care service we provide to you. You may ask to see a copy of that record. You may also ask to amend that record. We will not disclose your record to others unless you direct us to do so, or unless the law authorizes or compels us to do so. You may gain access to your record by notifying in writing that you wish to do so.

BILLING

I understand that I will be charged for services provided. Fees vary for services provided and have been discussed with me. I understand that third parties may be obligated to me to pay all or a portion of said fees. I further understand and agree that I am responsible for all or any portions of the bill not paid by said third party. I understand that should my third party payor provider benefits expire before treatment goals are completed, the counselor, social worker, psychologist, or psychiatrist will discuss with me my options for accomplishing and financing my treatment goals.

I understand that insurers will not pay for missed appointments and agree to provide 24 hour notice of a cancellation.

CONSENT FOR EVALUATION AND OR TREATMENT

I have read this statement and request provision of services under the conditions listed.

Client Signature
Date

Parent/Spouse/Guardian Signature
Date

I have received a copy of “A Message to New Clients” that details my Rights and Responsibilities. ___________ (initial)



Deanna Kozlowski, LISW


641-530-4055


9 2nd Street NW


Mason City, Iowa 50401


Fax 641.423.3836











