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SECURE FOUNDATIONS
INFORMED CONSENT & PRIVACY OF INFORMATION POLICIES

CONFIDENTIALITY: ALL INFORMATION DISCLOSED WITHIN SESSIONS AND THE WRITTEN RECORDS
PERTAINING TO THOSE SESSIONS ARE CONFIDENTIAL AND MAY NOT BE REVEALED TO ANYONE
WITHOUT YOUR PERMISSION EXCEPT WHERE DISCLOSURE IS REQUIRED BY LAW.

STATE AND FEDERAL LAWS REQUIRE THAT YOUR MEDICAL RECORDS ARE KEPT PRIVATE. SUCH LAWS
REQUIRE THAT WE PROVIDE YOU WITH THIS NOTICE INFORMING YOU OF OUR PRIVACY OF
INFORMATION POLICIES, YOUR RIGHTS, AND OUR DUTIES. WE ARE REQUIRED TO ABIDE BY THESE
POLICIES UNTIL REPLACED OR REVISED. WE HAVE THE RIGHT TO REVISE OUR PRIVACY POLICIES FOR
ALL MEDICAL RECORDS, INCLUDING RECORDS KEPT BEFORE POLICY CHANGES WERE MADE. CLIENTS
WILL BE NOTIFIED OF ANY CHANGES IN THIS NOTICE BEFORE THE CHANGES TAKE PLACE.

THE CONTENTS OF MATERIAL DISCLOSED TO US IN AN EVALUATION, INTAKE, PSYCHOTHERAPY, OR
CONSULTATION SESSION ARE COVERED BY THE LAW AS PRIVATE INFORMATION. WE RESPECT THE
PRIVACY OF THE INFORMATION YOU PROVIDE US AND WE ABIDE BY ETHICAL AND LEGAL
REQUIREMENTS OF CONFIDENTIALITY AND PRIVACY OF RECORDS.

WHEN DISCLOSURE MAY BE REQUIRED: SOME OF THE CIRCUMSTANCES WHERE DISCLOSURE IS
REQUIRED OR MAY BE REQUIRED BY LAW ARE WHERE THERE IS A REASONABLE SUSPICION OF CHILD,
DEPENDENT, OR ELDER ABUSE OR NEGLECT; WHERE A CLIENT PRESENTS A DANGER TO SELF, TO
OTHERS, TO PROPERTY, OR IS GRAVELY DISABLED; WHERE PRENATAL EXPOSURE TO CONTROLLED
SUBSTANCES THAT ARE POTENTIALLY HARMFUL IS REVEALED; ORWHEN A CLIENT'S FAMILY MEMBERS
COMMUNICATE TO THE THERAPIST THAT THE CLIENT PRESENTS A DANGER TO OTHERS. DISCLOSURE
MAY ALSO BE REQUIRED PURSUANT TO A LEGAL PROCEEDING BY OR AGAINST YOU. IF YOU PLACE
YOUR MENTAL STATUS AT ISSUE IN LITIGATION INITIATED BY YOU, THE DEFENDANT MAY HAVE THE
RIGHT TO OBTAIN THE PSYCHOTHERAPY RECORDS AND/OR TESTIMONY BY YOUR THERAPIST.

INFORMATION ABOUT YOU MAY BE USED BY THE PERSONNEL ASSOCIATED WITH THIS PRACTICE FOR
DIAGNOSIS, TREATMENT PLANNING, TREATMENT, AND CONTINUITY OF CARE. WE MAY DISCLOSE IT
TO HEALTH CARE PROVIDERS WHO PROVIDE YOU WITH TREATMENT, SUCH AS MENTAL HEALTH
PROFESSIONALS, PSYCHOLOGY STUDENTS AND BUSINESS ASSOCIATES AFFILIATED WITH THIS CLINIC
SUCH AS BILLING, QUALITY ENHANCEMENT, TRAINING, AUDITS, AND ACCREDITATION.

GENERALLY, VERBAL INFORMATION AND WRITTEN RECORDS ABOUT A CLIENT CANNOT BE SHARED
WITH ANOTHER PARTY WITHOUT THE WRITTEN CONSENT OF THE CLIENT OR THE CLIENT'S LEGAL
GUARDIAN OR PERSONAL REPRESENTATIVE. IT IS THE POLICY OF SECURE FOUNDATIONS NOT TO
RELEASE ANY INFORMATION ABOUT A CLIENT WITHOUT A SIGNED RELEASE OF INFORMATION EXCEPT
IN CERTAIN EMERGENCY SITUATIONS OR EXCEPTIONS IN WHICH CLIENT INFORMATION CAN BE
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DISCLOSED TO OTHERS WITHOUT WRITTEN CONSENT. SOME OF THESE SITUATIONS ARE NOTED
ABOVE, AND THERE MAY BE OTHER PROVISIONS PROVIDED BY LEGAL REQUIREMENTS.

EMERGENCIES: IF THERE IS AN EMERGENCY DURING THERAPY, OR IN THE FUTURE AFTER
TERMINATION, WHERE THE THERAPIST BECOMES CONCERNED ABOUT YOUR PERSONAL SAFETY, THE
POSSIBILITY OF YOU INJURING SOMEONE ELSE, OR ABOUT YOU RECEIVING PROPER PSYCHIATRIC
CARE, S/HE WILL DO WHATEVER S/HE CAN WITHIN THE LIMITS OF THE LAW, TO PREVENT YOU FROM
INJURING YOURSELF OR OTHERS AND TO ENSURE THAT YOU RECEIVE THE PROPER MEDICAL CARE.
FOR THIS PURPOSE, S/HE MAY ALSO CONTACT THE EMERGENCY CONTACT WHOSE INFORMATION
YOU HAVE PROVIDED ON THE SCREENING INFORMATION SHEET.

IN THE EVENT OF A CLIENT'S DEATH: IN THE EVENT OF A CLIENT'S DEATH, THE SPOUSE OR
PARENTS OF A DECEASED CLIENT HAVE A RIGHT TO ACCESS THEIR SPOUSE’S OR CHILD'S RECORDS.

MINORS/GUARDIANSHIP: PARENTS OR LEGAL GUARDIANS OF NON-EMANCIPATED MINOR CLIENTS
HAVE THE RIGHT TO ACCESS THE CLIENT'S RECORDS.

OTHER PROVISIONS: WHEN PAYMENT FOR SERVICES IS THE RESPONSIBILITY OF THE CLIENT, OR A
PERSON WHO HAS AGREED TO PROVIDE PAYMENT, AND PAYMENT HAS NOT BEEN MADE IN A
TIMELY MANNER, COLLECTION AGENCIES MAY BE UTILIZED TO COLLECT DEBTS. THE SPECIFIC
CONTENT OF THE SERVICES (E.G., DIAGNOSIS, TREATMENT PLAN, PROGRESS NOTES, TESTING) IS NOT
DISCLOSED. IF A DEBT REMAINS UNPAID IT MAY BE REPORTED TO CREDIT AGENCIES, AND THE
CLIENT'S CREDIT REPORT MAY STATE THE AMOUNT OWED, THE TIME-FRAME, AND THE NAME OF
THE CLINIC OR COLLECTION SOURCE.

INSURANCE COMPANIES, MANAGED CARE, AND OTHER THIRD-PARTY PAYERS ARE GIVEN
INFORMATION THAT THEY REQUEST REGARDING SERVICES TO THE CLIENT. INFORMATION WHICH MAY
BE REQUESTED INCLUDES TYPE OF SERVICES, DATES/TIMES OF SERVICES, DIAGNOSIS, TREATMENT
PLAN, DESCRIPTION OF IMPAIRMENT, PROGRESS OF THERAPY, AND SUMMARIES.

LITIGATION LIMITATION: DUE TO THE NATURE OF THE THERAPEUTIC PROCESS AND THE FACT THAT
IT OFTEN INVOLVES MAKING A FULL DISCLOSURE WITH REGARD TO MANY MATTERS WHICH MAY BE
OF A CONFIDENTIAL NATURE, IT IS AGREED THAT, SHOULD THERE BE LEGAL PROCEEDINGS (SUCH AS,
BUT NOT LIMITED TO DIVORCE AND CUSTODY DISPUTES, INJURIES, LAWSUITS, ETC.), NEITHER YOU
NOR YOUR ATTORNEY(S), NOR ANYONE ELSE ACTING ON YOUR BEHALF WILL CALL ON THE THERAPIST TO
TESTIFY IN COURT OR AT ANY OTHER PROCEEDING, NOR WILL A DISCLOSURE OF THE PSYCHOTHERAPY
RECORDS BE REQUESTED UNLESS OTHERWISE AGREED UPON.

CONSULTATION & SUPERVISION: THE CLINICIANS CONSULTS REGULARLY WITH OTHER PROFESSIONALS

REGARDING HIS/HER CLIENTS; HOWEVER, EACH CLIENT'S IDENTITY REMAINS COMPLETELY
ANONYMOUS AND CONFIDENTIALITY IS FULLY MAINTAINED. STUDENT THERAPISTS RECEIVE REGULAR
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SUPERVISION FROM DR. MALINOSKI REGARDING THEIR CLIENTS, AND DR. MALINOSKI IS AWARE OF
EACH CLIENT'S IDENTITY AND RELEVANT CLINICAL INFORMATION.

TELEPHONE CONTACT, E-MAILS, COMPUTERS: IN THE EVENT IN WHICH THE SECURE FOUNDATIONS
OR YOUR THERAPIST MUST TELEPHONE YOU FOR PURPOSES SUCH AS APPOINTMENT CANCELLATIONS
OR REMINDERS, OR TO GIVE/RECEIVE OTHER INFORMATION, EFFORTS ARE MADE TO PRESERVE
CONFIDENTIALITY. PLEASE NOTIFY US IN WRITING WHERE WE MAY REACH YOU BY PHONE AND HOW
YOU WOULD LIKE US TO IDENTIFY OURSELVES ON THE SCREENING FORM. FOR EXAMPLE, YOU MIGHT
REQUEST THAT WHEN WE PHONE YOU AT HOME OR WORK, WE DO NOT SAY THE NAME OF THE
CLINIC ORTHE NATURE OF THE CALL, BUT RATHER THE THERAPIST'S NAME ONLY.

THE THERAPISTS DO NOT ACCEPT FRIEND REQUESTS FROM CURRENT OR FORMER CLIENTS ON SOCIAL
NETWORKING SITES, SUCH AS FACEBOOK OR LINKED-IN. ADDING CLIENTS AS FRIENDS ON THESE
SITES AND/OR COMMUNICATING VIA SUCH SITES IS LIKELY TO COMPROMISE THEIR PRIVACY AND
CONFIDENTIALITY. FOR THIS SAME REASON, CLIENTS ARE ASKED NOT TO COMMUNICATE WITH THE
THERAPIST VIA ANY INTERACTIVE OR SOCIAL NETWORKING WEB SITES.

DATA ON CLINICIANS COMPUTER IS PROTECTED BY VIRUS PROTECTION AND PASSWORDS.

SECURE FOUNDATIONS USES HIPAA-COMPLIANT CONFIDENTIAL EMAIL FROM G-SUITE USING OUR
DOMAIN (ROCKSOLIDHELP.COM). WE DISCOURAGE THE USE OF TEXTING, BUT IF YOU TEXT YOUR
THERAPIST, WE WILL ASSUME YOU ACCEPT THOSE RISKS AND WANT TO USE TEXTING AS A MEANS OF
COMMUNITY. THE THERAPIST'S EMAIL IS ENCRYPTED AND PROTECTED BY PASSWORDS.

HOWEVER, IT IS IMPORTANT TO BE AWARE THAT COMPUTERS AND UNENCRYPTED E-MAIL, TEXT,
AND E-FAX COMMUNICATION CAN BE RELATIVELY EASILY ACCESSED BY UNAUTHORIZED

PEOPLE AND HENCE CAN COMPROMISE THE PRIVACY AND CONFIDENTIALITY OF SUCH
COMMUNICATION. [T IS ALWAYS A POSSIBILITY THAT E-FAXES, TEXTS, AND EMAILS CAN BE SENT
ERRONEOUSLY TO THE WRONG ADDRESS AND COMPUTERS. [F YOU COMMUNICATE CONFIDENTIAL OR
PRIVATE INFORMATION VIA UNENCRYPTED E-MAIL, TEXTS OR E-FAX OR VIA PHONE MESSAGES, WE
WILL ASSUME THAT YOU HAVE MADE AN INFORMED DECISION, WILL VIEW IT AS YOUR AGREEMENT
TO TAKE THE RISK THAT SUCH COMMUNICATION MAY BE INTERCEPTED, AND WILL HONOR YOUR
DESIRE TO COMMUNICATE VIA SUCH SERVICES, IN SPITE OF THE RISK. YOU ARE RESPONSIBLE FOR
THE SECURITY OF THE DEVICES YOU USE TO COMMUNICATION.

THE PROCESS OF THERAPY: PARTICIPATION IN THERAPY CAN RESULT IN A NUMBER OF BENEFITS TO
YOU, INCLUDING IMPROVING INTERPERSONAL RELATIONSHIPS AND RESOLUTION OF THE SPECIFIC
CONCERNS THAT LED YOU TO SEEK THERAPY. WORKING TOWARD THESE BENEFITS, HOWEVER,
REQUIRES EFFORT ON YOUR PART. DURING THERAPY AND/OR ASSESSMENT INTERVIEWS,
REMEMBERING OR TALKING ABOUT UNPLEASANT EVENTS, FEELINGS, OR THOUGHTS CAN RESULT IN YOU
EXPERIENCING CONSIDERABLE DISCOMFORT. ATTEMPTING TO RESOLVE ISSUES THAT BROUGHT YOU
TO THERAPY IN THE FIRST PLACE, SUCH AS PERSONAL OR INTERPERSONAL RELATIONSHIPS, MAY RESULT
IN CHANGES THAT WERE NOT ORIGINALLY INTENDED. THERE IS NO GUARANTEE THAT
PSYCHOTHERAPY WILL YIELD POSITIVE ORINTENDED RESULTS. DURING THE COURSE OF THERAPY, THE
THERAPIST IS LIKELY TO DRAW ON VARIOUS PSYCHOLOGICAL APPROACHES ACCORDING, IN PART, TO
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THE PROBLEM THAT IS BEING TREATED AND HIS/HER ASSESSMENT OF WHAT WILL BEST BENEFIT
YOU. THE THERAPIST PROVIDES NEITHER CUSTODY EVALUATION RECOMMENDATION NOR
MEDICATION OR PRESCRIPTION RECOMMENDATION NOR LEGAL ADVICE, AS THESE ACTIVITIES DO
NOT FALL WITHIN HIS/HER SCOPE OF PRACTICE.

PHONE AND VIDEOCONFERENCE APPOINTMENTS: CONSULTING WITH CLIENTS EXCLUSIVELY OVER
THE PHONE RATHER THAN IN PERSON IN THE THERAPIST'S OFFICE BRINGS ADDITIONAL COMPLEXITIES
AND POTENTIAL DISADVANTAGES TO THE THERAPEUTIC PROCESS. WHEN APPROPRIATE, THE
THERAPIST MAY RECOMMEND THAT THE CLIENT FIND A LOCAL THERAPIST WITH WHOM THE CLIENT
CAN MEET FACE TO FACE. TREATING CLIENTS EXCLUSIVELY VIA PHONE MAY PUT THERAPISTS AT A
DISADVANTAGE BECAUSE THEY CANNOT DETECT NONVERBAL CUES, MAY NOT BE ABLE TO
ACCURATELY DIAGNOSE, MAY NOT ALWAYS BE AWARE OF THE RESOURCES AVAILABLE LOCALLY, AND
MAY NOT BE ABLE TO INTERVENE AS EFFECTIVELY AS NECESSARY IN EMERGENCY SITUATIONS. IF THE
THERAPIST ASSESSES, AT ANY POINT, THAT S/HE IS NOT EFFECTIVE IN HELPING YOU REACH THE
THERAPEUTIC GOALS VIA THE TELEPHONE SESSIONS, S/HE IS OBLIGATED TO DISCUSS IT WITH YOU
AND, IF APPROPRIATE, TO TERMINATE TREATMENT. SIMILAR DISADVANTAGES APPLY TO
VIDEOCONFERENCE APPOINTMENTS. SECURE FOUNDATIONS USES VSEE AS A HIPAA COMPLIANT
PLATFORM WHEN VIDEOCONFERENCING IS THE BEST MEANS FOR THERAPY.

COMPLAINTS: [F YOU HAVE ANY COMPLAINTS OR QUESTIONS REGARDING THESE POLICIES OR
PROCEDURES, PLEASE CONTACT DR. MALINOSKI. HE WILL GET BACK TO YOU IN A TIMELY MANNER.
YOU MAY ALSO SUBMIT A COMPLAINT TO THE U.S. DEPT. OF HEALTH AND HUMAN SERVICES
AND/OR THE INDIANA STATE BOARD OF PSYCHOLOGY. IF YOU FILE A COMPLAINT WE WILL NOT
RETALIATE IN ANY WAY.

| HAVE READ THE ABOVE INFORMED CONSENT AND PRIVACY OF INFORMATION POLICIES. |
UNDERSTAND THEM AND AGREE TO COMPLY WITH THEM. | UNDERSTAND THAT A COPY OF THIS
FORM IS AVAILABLE UPON MY REQUEST.

CLIENT'S NAME (PRINT)

SIGNATURE DATE _

PSYCHOTHERAPIST'S NAME (PRINT)

SIGNATURE DATE _
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RIGHTS & RESPONSIBILITIES

YOUR RIGHTS AS A CLIENT:

COMPILAINTS: DR. MALINOSKI  WILL CAREFULLY CONSIDER YOUR COMPLAINTS. THE MAJORITY
OF CLIENT COMPLAINTS CAN BE RESOLVED WITH GOOD WILL AND OPEN  COMMUNICATION.
SUGGESTIONS: YOU ARE INVITED TO SUGGEST CHANGES IN ANY ASPECT OF THE SERVICES
SECURE FOUNDATIONS PROVIDES.

CiviL RIGHTS: YOUR CIVIL RIGHTS ARE PROTECTED BY FEDERAL AND STATE LAWS.
TREATMENT: YOU HAVE THE RIGHT TO TAKE PART IN FORMULATING YOUR TREATMENT PLAN.
DENIAL OF SERVICES: YOU MAY REFUSE SERVICES OFFERED TO YOU AND BE INFORMED OF
ANY POTENTIAL CONSEQUENCES.

RECORD RESTRICTIONS: YOU MAY REQUEST RESTRICTIONS ON THE USE OF YOUR PROTECTED
HEALTH INFORMATION; HOWEVER, THE THERAPIST IS NOT REQUIRED TO AGREE WITH THE
REQUEST.

AVAILABILITY OF RECORDS: YOU HAVE THE RIGHT TO OBTAIN A COPY AND/OR INSPECT
YOUR PROTECTED HEALTH INFORMATION; HOWEVER, IN RARE CASES THE THERAPIST MAY
DENY ACCESS TO CERTAIN RECORDS. |F HE/SHE CHOOSES TO DO SO, HE/SHE WILL DISCUSS
THIS DECISION WITH YOU.

AMENDMENT OF RECORDS: YOU HAVE THE RIGHT TO REQUEST AN AMENDMENT IN YOUR
RECORDS; HOWEVER, THIS REQUEST COULD BE DENIED. |F DENIED, YOUR REQUEST WILL BE
KEPT IN THE RECORDS.

MEDICAL/LEGAL/SPIRITUAL ADVICE: YOU MAY DISCUSS YOUR TREATMENT WITH YOUR
PHYSICIAN, ATTORNEY, CLERGY, SPIRITUAL DIRECTOR AND OTHERS YOU CHOOSE.

DISCLOSURES: YOU HAVE THE RIGHT TO RECEIVE AN ACCOUNTING OF DISCLOSURES OF YOUR
PROTECTED HEALTH INFORMATION THAT YOU HAVE NOT AUTHORIZED.

THERAPIST'S ETHICAL OBLIGATIONS:

HE/SHE DEDICATES HIM/HERSELF TO SERVING THE BEST INTEREST OF EACH CLIENT.
HE/SHE WILL NOT DISCRIMINATE BETWEEN CLIENTS BASED ON AGE, RACE, CREED,
DISABILITIES, OR HANDICAPS.

HE/SHE MAINTAINS A PROFESSIONAL RELATIONSHIP AND HOLDS PROFESSIONAL BOUNDARIES
WITH EACH CLIENT.

HE/SHE WILL END SERVICES OR REFER CLIENTS TO OTHER PROGRAMS WHEN APPROPRIATE.
HE/SHE WILL EVALUATE HIS/HER PERSONAL LIMITATIONS, STRENGTHS, BIASES, AND
EFFECTIVENESS ON AN ONGOING BASIS FOR THE PURPOSE OF SELF-IMPROVEMENT. HE/SHE
WILL CONTINUALLY ATTAIN FURTHER EDUCATION AND TRAINING.

CLENT'S INITIALS
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YOUR RESPONSIBILITIES AS A CLIENT:
e  YOU ARE RESPONSIBLE FOR YOUR FINANCIAL OBLIGATIONS TO SECURE FOUNDATIONS AS
OUTLINED IN THE PAYMENT CONTRACT FOR SERVICES.
e  YOU ARE RESPONSIBLE FOR FOLLOWING THE POLICIES AND PROCEDURES DETAILED ABOVE IN
THE INFORMED CONSENT & PRIVACY OF INFORMATION FORM.
e  YOU ARE RESPONSIBLE TO TREAT THE THERAPIST AND FELLOW CLIENTS IN A MANNER IN
WHICH THEIR RIGHTS ARE NOT VIOLATED.

IF YOU BELIEVE THAT YOUR RIGHTS HAVE BEEN VIOLATED PLEASE DISCUSS THIS WITH YOUR

THERAPIST AND/OR DR. MALINOSKI. [F THIS DOES NOT RESOLVE THE ISSUE, YOU MAY CONTACT THE
INDIANA STATE BOARD OF PSYCHOLOGY FOR INFORMATION ON LODGING A FORMAL COMPILAINT.

| CERTIFY THAT | HAVE READ AND UNDERSTAND THESE RIGHTS AND RESPONSIBILITIES AND THAT |
CAN RECEIVE A COPY OF THIS NOTICE UPON REQUEST.

CLIENT'S NAME (PRINT)

SIGNATURE DATE _

PSYCHOTHERAPIST'S NAME (PRINT)

SIGNATURE DATE _
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PAYMENT CONTRACT FOR SERVICES

NAME DOB

ADDRESS

City STATE /1P

BILL TO (IF DIFFERENT FROM ABOVE):

NAME
ADDRESS
City STATE Zip
| (WE) AGREE TO PAY SECURE FOUNDATIONS A RATE OF $ FOR THE 9O- MINUTE INITIAL

INTAKE EVALUATION.

| (WE) AGREE TO PAY SECURE FOUNDATIONS A RATE OF $ FOR A BATTERY OF
PSYCHOLOGICAL TESTS, INCLUDING ADMINISTRATION, SCORING, AND WRITTEN REPORT.

| (WE) AGREE TO PAY SECURE FOUNDATIONS A RATE OF $§ PER - MINUTE SESSION
[ LONG-TERM INDIVIDUAL PSYCHOTHERAPY AT SESSION(S) PER WEEK
(1 FAMILY CONSULTATION
(1 OTHER

PAYMENT WILL BE MADE [] AT THE TIME OF SERVICE; [ WEEKLY; OR (] MONTHLY, BY THE
OF EACH MONTH FOR THAT MONTH'S PROVIDED AND ANTICIPATED SERVICES .

A FEE OF § PER CLINICAL UNIT IS CHARGED FOR MISSED APPOINTMENTS OR
CANCELLATIONS WITH LESS THAN 24 HOURS NOTICE. EXCEPTIONS CAN BE MADE FOR
CANCELLATIONS OR MISSED APPOINTMENTS CAUSED BY MEDICAL EMERGENCIES, SEVERE
WEATHER, CAR ACCIDENTS, ETC.

FINANCIAL CONTRACTS FOR CLIENTS ON SLIDING FEE SCALES ARE REVIEWED AT LEAST QUARTERLY AND
WHENEVER SESSION FREQUENCY CHANGES ORTHE CLIENT'S FINANCIAL SITUATION CHANGES
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SIGNIFICANTLY. AN ADDENDUM SIGNED BY THE CLIENT AND THERAPIST WILL INDICATE ANY
CHANGES TO THE FEE STRUCTURE AND SUPPLEMENT THIS CONTRACT. PAYMENTS ARE DUE AT THE
TIME OF SERVICE UNLESS OTHERWISE AGREED UPON IN WRITING. A 1%29% PER MONTH (I18%
ANNUAL PERCENTAGE RATE) INTEREST CHARGE MAY BE APPLIED TO ALL ACCOUNTS THAT ARE NOT
PAID WITHIN 60 DAYS OF THE BILLING DATE. DELINQUENT ACCOUNTS MAY BE SENT TO A
COLLECTIONS AGENCY. THERE WILL BE A $35 CHARGE FOR CHECKS RETURNED FOR INSUFFICIENT
FUNDS ‘BOUNCED CHECKS. SECURE FOUNDATIONS DOES NOT FILE CLAIMS FOR INSURANCE,
MEDICARE, MEDICAID, OR OTHER THIRD-PARTY REIMBURSEMENT, BUT MAY CHOOSE TO PROVIDE
LIMITED INFORMATION FOR CLIENTS TO DO SO (E.G. HCFA FORMS).

| CERTIFY THAT | HAVE READ AND AGREE TO THE CONDITIONS AND | UNDERSTAND THAT | CAN
RECEIVE A COPY OF THIS PAYMENT CONTRACT FOR SERVICES UPON REQUEST.

CLIENT'S NAME (PRINT)

SIGNATURE DATE _

PSYCHOTHERAPIST'S NAME (PRINT)

SIGNATURE DATE _
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PoLICIES & PROCEDURES FOR WORKING WITH RACHEL SMITH

STUDENT STATUS: RACHEL SMITH, BS IS A STUDENT IN THE MASTER'S PROGRAM IN CLINICAL
PSYCHOLOGY AT THE DIVINE MERCY UNIVERSITY AND WORKS UNDER THE LICENSE OF CLINICAL
PSYCHOLOGIST PETER MALINOSKI, PH.D., WHO OVERSEES HER WORK VIA WEEKLY SUPERVISION
SESSIONS.

PSYCHOLOGICAL EMERGENCIES: IN THE EVENT OF A PSYCHOLOGICAL EMERGENCY, TAKE THE
FOLLOWING STEPS:

1. CALL RACHEL SMITH AT 317-661-1776.

2. IF MS. SMITH IS NOT AVAILABLE, CALL DR. MALINOSKI AT SECURE FOUNDATIONS AT
317-536-5482 OR ON HIS CELL AT 317.473.5765.

3. IF DR. MALINOSKI IS NOT IMMEDIATELY AVAILABLE, LEAVE A MESSAGE ABOUT THE
NATURE OF THE EMERGENCY.

4. Ir DR. MALINOSKI DOES NOT RETURN YOUR CALL QUICKLY ENOUGH, CALL THE NATIONAL
DIsTRESS LINE AT 1-8O0.985-5990 OR GO DIRECTLY TO THE NEAREST HOSPITAL
EMERGENCY DEPARTMENT.

MSs. SMITH AND DR. MALINOSKI MAKE A CONCERTED EFFORT TO RESPOND TO CALLS AS SOON AS IS
REASONABLY POSSIBLE. HOWEVER, IT IS IMPORTANT TO UNDERSTAND THAT THEY DO NOT INTERRUPT
PSYCHOTHERAPY SESSIONS TO RESPOND TO CALLS. THUS, BECAUSE THERAPY SESSIONS CAN BE UP TO
1 2 HOURS LONG, IT MAY BE AS LONG AS TWO HOURS BEFORE THEY WILL CALL YOU BACK. ALSO, THEIR
CELL PHONES MAY NOT BE ABLE TO RECEIVE SIGNALS IN ALL LOCATIONS AT ALL TIMES AND
TECHNOLOGICAL FAILURES ARE POSSIBLE; THUS, IT IS IMPORTANT TO LEAVE A VOICEMAIL WITH THE
OFFICE PHONE, AS A BACKUP. DR. MALINOSKI USUALLY CHECKS HIS VOICEMAIL SEVERAL TIMES PER
DAY.

CANCELLATIONS AND FAILED APPOINTMENTS: SECURE FOUNDATIONS REQUIRES A 24-HOUR
CANCELLATION NOTICE. YOU MAY CANCEL AN APPOINTMENT BY LEAVING A VOICEMAIL ORTEXT
MESSAGE AT 317-661-1776 AT ANY TIME. MS. SMITH'S PHONE HAS A TIME AND DATE STAMP ON
IT. YOU WILL BE CHARGED FOR CANCELLATIONS MADE LESS THAN 24 HOURS IN ADVANCE AT THE
RATE AGREED UPON IN THE PAYMENT CONTRACT, WHICH IS USUALLY THE REGULAR CLINICAL RATE FOR
THE APPOINTMENT. FAILED APPOINTMENTS ARE ALSO CHARGED AT THE RATE AGREED UPON. IF IT
APPEARS THAT YOU WILL NOT BE ABLE TO MAKE IT IN TO THE OFFICE FOR YOUR APPOINTMENT,
YOU MAY REQUEST TO HAVE YOUR SESSION BY PHONE AT THE DESIGNATED
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APPOINTMENT TIME. EXCEPTIONS TO THE CANCELLATION POLICY CAN BE MADE FOR SUDDEN
ILLNESSES, CAR ACCIDENTS, SEVERE WEATHER, EMERGENCIES, ETC.

CONFIDENTIALITY: YOUR CONTACT WITH MS. SMITH AND SECURE FOUNDATIONS IS KEPT
CONFIDENTIAL WITH THE EXCEPTIONS PROVIDED FOR BY LAW. SEE THE PRIVACY OF INFORMATION
FORM FOR MORE DETAILS. DR. MALINOSKI'S WIFE, PAMELA MALINOSKI, HAS ACCESS TO CLIENT FILES
TO AID IN THE MANAGEMENT OF THE OFFICE. OTHERS WORKING IN A PROFESSIONAL CAPACITY (E.C.
TRANSCRIPTIONISTS, PSYCHOLOGICAL TESTING ASSISTANTS) MAY ALSO HAVE SOME LIMITED ACCESS.
PLEASE INDICATE ANY SPECIAL INSTRUCTIONS OR LIMITATIONS ON MS. SMITH WRITING TO YOU

AT YOUR HOME ADDRESS OR CALLING YOU AT HOME, WORK OR CELL PHONE NUMBERS ON THE
SCREENING INFORMATION FORM.

FINANCIAL RESPONSIBILITY: YOU ARE ULTIMATELY FINANCIALLY RESPONSIBLE FOR YOUR TREATMENT.
SECURE FOUNDATIONS IS A FEE-FOR-SERVICE PRACTICE. THE PRACTICE DOES NOT FILE CLAIMS FOR
INSURANCE, MEDICARE, MEDICAID, OR OTHER THIRD-PARTY REIMBURSEMENT. [F YOU
EXPERIENCE PROBLEMS IN PAYING FOR YOUR SERVICES AT THE AGREED-UPON RATE, IT IS VERY
IMPORTANT THAT YOU DISCUSS THIS WITH MS. SMITH AS SOON AS IS REASONABLY POSSIBLE.
FINANCIAL NEED 1S NOT A REASON FOR DISCONTINUING SERVICES AT SECURE FOUNDATIONS, AS A
SLIDING FEE SCALE IS AVAILABLE TO CLIENTS WITH FINANCIAL NEED. SECURE FOUNDATIONS DOES
NOT ACCEPT CREDIT OR DEBIT CARDS OR ELECTRONIC PAYMENTS. CASH, PERSONAL CHECKS, AND
MONEY ORDERS ARE ALL ACCEPTABLE FORMS OF PAYMENT. DELINQUENT ACCOUNTS ARE SUBJECT
TO INTEREST AS DETAILED IN THE PAYMENT CONTRACT AND MAY BE SENT TO A COLLECTIONS
AGENCY. BOUNCED CHECKS ARE SUBJECT TO A $35 CHARGE.

TERMINATION OF SERVICES: CLIENTS AT SECURE FOUNDATIONS COME FOR ASSESSMENT AND/OR
TREATMENT VOLUNTARILY. THUS, THEY MAY END THEIR ASSESSMENT OR TREATMENT AT ANY TIME.
THE FOLLOWING ARE GROUNDS FOR MS. SMITH TO END TREATMENT WITH A CLIENT:

« SAFETY CONCERNS: IN ORDER TO MAINTAIN A SECURE ENVIRONMENT FOR THE THERAPEUTIC
WORK, CLIENTS MAY NOT BRING WEAPONS TO THE OFFICE OR MAKE THREATS AGAINST THE
PERSONAL SAFETY OF MS. SMITH, HER COWORKERS, OR OTHER CLIENTS. FAILURE TO
FOLLOW THIS POLICY IS GROUNDS FOR THE TERMINATION OF THE PROFESSIONAL RELATIONSHIP.

+ FAILURE TO PARTICIPATE IN TREATMENT: |F A CLIENT ROUTINELY FAILS TO COME FOR
APPOINTMENTS, CANCELS APPOINTMENTS, DOES NOT SCHEDULE APPOINTMENTS, OR INSISTS
ON A SESSION FREQUENCY THAT IS INSUFFICIENT FOR THERAPEUTIC PROGRESS, MS. SMITH WILL
RAISE THESE ISSUES WITH THE CLIENT. IF THE SITUATION CANNOT BE RESOLVED, A
CLIENT'S FAILURE TO ADEQUATELY PARTICIPATE IN TREATMENT IS A REASON FOR
TERMINATION.

« FAILURF TO IMPROVE: |F IT APPEARS THAT THE TREATMENT MS. SMITH OFFERS IS NOT
HELPFUL IN ADDRESSING THE CLINICAL PROBLEM, SHE HAS AN ETHICAL OBLIGATION TO REFER
THE CLIENT FOR SERVICES THAT SEEM LIKELY TO BE OF GREATER BENEFIT.
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PHILOSOPHICAL BASIS OF PRACTICE: ALL PSYCHOLOGICAL TREATMENT IS BASED ON UNDERLYING
ASSUMPTIONS OR BELIEFS ABOUT WHAT IS GOOD, TRUE, BEAUTIFUL AND MEANINGFUL IN LIFE. Ms.
SMITH BASES HER TREATMENT ON A CATHOLIC UNDERSTANDING OF PHILOSOPHY, ANTHROPOLOGY,
AND THEOLOGY. SHE BELIEVES THAT RESPECT FOR INDIVIDUAL CONSCIENCE AND THE CLIENT'S
PERSONAL SEARCH FOR TRUTH, GOODNESS, BEAUTY AND MEANING ARE OF THE HIGHEST
IMPORTANCE AND SHE DOES NOT IMPOSE HER BELIEFS ON HER CLIENTS. THUS, HER CLIENTS DO
NOT HAVE TO BE CATHOLIC OR SUBSCRIBE TO THE TEACHINGS OF THE CATHOLIC CHURCH TO
RECEIVE TREATMENT. YOU MAY REQUEST SERVICES FROM SOMEONE WITH TRAINING OR
EXPERIENCES FROM A SPECIFIC CULTURAL OR SPIRITUAL ORIENTATION. IF MS. SMITH CANNOT
PROVIDE THESE SERVICES, SHE WILL HELP YOU IN THE REFERRAL PROCESS.

| HEREBY ATTEST THAT | HAVE VOLUNTARILY ENTERED INTO TREATMENT, OR GIVE MY CONSENT FOR
THE MINOR OR PERSON UNDER MY LEGAL GUARDIANSHIP MENTIONED ABOVE TO RECEIVE
TREATMENT, WITH RACHEL SMITH AT SECURE FOUNDATIONS. | UNDERSTAND THAT | AM CONSENTING
AND AGREEING ONLY TO THOSE MENTAL HEALTH SERVICES THAT MS. SMITH IS QUALIFIED TO
PROVIDE.

THE RIGHTS, RISKS AND BENEFITS ASSOCIATED WITH THE TREATMENT HAVE BEEN EXPLAINED TO ME.
| UNDERSTAND THAT | MAY DISCONTINUE TREATMENT AT ANY TIME. | ALSO UNDERSTAND THE
INFORMED CONSENT PROCEDURES AND LIMITS TO CONFIDENTIALITY. | UNDERSTAND AND AGREE TO
ABIDE BY THE ABOVE STATED POLICIES AND AGREEMENTS WITH RACHEL SMITH AND SECURE
FOUNDATIONS. | UNDERSTAND THAT | CAN RECEIVE A COPY OF THESE POLICIES AND PROCEDURES
FOR MY OWN RECORDS UPON REQUEST.

CLIENT'S NAME (PRINT)

SIGNATURE DATE _

PrRACTICUM STUDENT CLINICIAN: RACHEL SMITH, BS

SIGNATURE DATE _




SECURE FOUNDATIONS

CONSENT FOR RELEASE OF AUDIO RECORDING

I, , authorize my clinician, Rachel Smith, to digitally
record my treatment as an integral part of my consultation, assessment and therapy. |
understand that the use of my audio recordings will be restricted to the following
purposes as described below. Consent is indicated by my signature.

e To be heard and/or viewed by myself and my therapist to assist in my
assessment and treatment.
e For purposes of individual and group supervision.

I understand that my name will not be revealed in any publication, teaching, or
research. | further understand that the recordings will be secured under lock and key
and used solely for the purposes described above, in accordance with the ethical
standards of professional confidentiality for licensed psychologists. Both my therapist
and others will be held bound by the standards of professional confidentiality, and the
materials will not be reproduced or disseminated in any manner.

| hereby release and hold harmless Secure Foundations and its directors, employees,
and officers from any claims, cause of actions, or liabilities arising out of the use of
such digital recordings. | also understand that these digital recordings may be edited
by my clinician. | further understand that should I wish it, at my written request these
digital recordings will be destroyed at the end of my treatment.

Client's Name (print)

Signature Date _

Psychotherapist's Name (print)

Signature Date _




