Yelena Shik, LCSW-R
Psychotherapist

       

Agreement for Professional Services

Client: _________________________________  DOB: ______________ SSN:__________________________

General Information

Yelena Shik may be reached on a 24 hour basis by calling 631-374-5668.  If she is not immediately available (due to being in session or out of the office), a message should be left with a phone number.  All messages received are relayed to Yelena Shik and calls will be retuned as quickly as possible throughout the day/evening.  If Yelena Shik is unavailable due to extended time away from the office, another licensed clinician’s name and number will be given on the voicemail to cover urgent calls.  If a client feels they are 

at imminent risk of harming themselves or someone else, they are to go to the nearest emergency room immediately.  
Fees and Payments
The above named client is responsible for the charges for services provided by the psychotherapist to the client, although other persons or insurance companies may make payments on their account.  The customary full fee for services for a 45-50 minute session is $80, Fee may be reduced if a client will demonstrate financial need.  Payment of copay or session fee is expected at the time each session occurs, through check or cash.   Clients are not responsible for any co-pay for EAP services.  The client must inform the psychotherapist in advance, if a payment plan is needed to meet their financial responsibilities for therapy.  If this still does not meet their financial need, they will be given referrals for services from other providers or referred back to their insurance provider if applicable. 

No Shows/Late Cancellations
If a client does not show for a scheduled appointment or does not cancel a scheduled appointment 24 hours in advance, the client may be charged up to $40 for the missed session.  Insurance companies do not cover no shows or late cancellation charges.  Appointments may be canceled via the voicemail service on a 24 basis.  Client’s therapy may be terminated due to repeated no shows/late cancellations.

Fee for Service
In the event a client does not have insurance, the psychotherapist is not a covered provider for the client’s insurance or the client does not wish to utilize their insurance, the client will be charged full fee for each session.   Ms. Shik does have a sliding fee scale based on client’s income available on an as needed basis.

Insurance
If the client has insurance and Yelena Shik is a covered provider for the insurance carrier, the client will pay the copay and/or deductible as determined by the insurance carrier.  If initial authorization is required, it is the responsibility of the client to obtain this; subsequent authorizations are the responsibility of Yelena Shik.  Routinely HMO services are provided at a contracted rate that is less than the psychotherapist’s customary full fee, but the client is not responsible for the difference between the full fee and the contracted rate.  Please be aware that all insurance companies haves medical necessity criteria that may limit the number of sessions they may authorize for care, regardless of total number of sessions available annually.   By signing below, the insured client hereby authorize Yelena Shik to:  1)  release information to their designated insurance company for insurance purposes any information required regarding my evaluation and treatment, 2)  file their insurance for them during the term of their treatment, using the term “Signature on File” as their signature, 3) receive payment directly for services rendered, 4) bill the client for any unpaid balance on their account.   In the event the client’s insurance coverage or group number changes or is canceled, they must immediately inform Ms. Shik or they may be responsible for payment of the customary full fee for services.

     Client’s Signature for Insurance Purposes:__________________________________Date____________

Treatment Consent

I, the above named client, hereby seek and consent to take part in the therapy treatment provided by the psychotherapist (Yelena Shik, LCSW-R).   I understand that I may at times receive ‘homework’ assignments to be completed between sessions.  I agree to play an active role in the therapeutic process.  I understand that no promises have been made to me as to the results of treatment or of any procedures provided by this psychotherapist.  I am also aware that Yelena Shik may receive case supervision or peer consultation on an as needed basis, but that no names or identifiable information will be provided to other individuals.   I accept my financial responsibility as indicated above in this document.  I acknowledge that I have also received a copy of my rights as a client and a copy of Ms. Shik’s “Notice of Provider Privacy Practices” and she has given me an opportunity to discuss any concerns or questions I have about the privacy of my health information.

____________________________________________________________          _____________________

Client 







                                     Date
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