KIERSTEN MAREK, LICSW

390 Pontiac Avenue

Cranston, RI 02910

PRIMARY CARE PHYSICIAN AUTHORIZATION
Client Name:______________________________________________

Date of Birth:  ____________________

Address:  
______________________________________________



______________________________________________

I/We hereby authorize Kiersten Marek, LICSW, to contact, communicate, send Protected Health Information and to obtain Protected Health Information that may be needed for assessment and coordination of care.  

Physician Name:___________________________________________ 

Address:     ____________________________________________ 

                   ____________________________________________

Telephone #:____________________________________________

I understand that records are protected by federal privacy statutes (HIPAA) and applicable general laws of the State of Rhode Island, and that my Protected Health Information cannot be released without my written consent.  Any information released or received as a result of this consent shall not be further relayed to any other source without my written consent.  This authorization may be withdrawn at any time in the future.

I hereby release Kiersten Marek, LICSW, and its duly authorized agents from all legal responsibility or liability for the release of information indicated and authorized herein.

THIS AUTHORIZATION EXPIRES IN ONE YEAR.

_____________________________________________     ____________

Signature of client or parent/guardian                                Date

______________________________________________    _____________

Signature of witness                                                         Date

FEE AGREEMENT and CONSENT TO TREATMENT
Client Name____________________________________________

Date of Birth ____________________________________________

Consent for Treatment

Psychotherapy and counseling services are offered for the express purpose of improving the emotional well-being of individuals, couples and families. The intention of my work is to employ best practice methods in treatment based on clinical training and knowledge of relevant research.  My intent in treating children is to promote the best possible attachment to both parents and the best possible alliance between caregivers.  
Scheduling and Cancellations

Psychotherapy and counseling require a regular schedule of attendance for beneficial outcomes. A regular schedule can help you make the best use of time between sessions and come prepared to best use the time in sessions. It can also help us to develop a trusting relationship, a good flow of communication and interventions that build on one another as we follow a treatment plan. 

If you cancel on short notice, I will typically be unable to fill your hour. Therefore, 24 hour advance notice is required for cancellations. If you do not cancel within 24 hrs, and do not show up for an appointment, you will be billed a $44 cancellation fee. Exceptions may be made in emergencies such as severe illness or a car accident.  Some examples of situations which are not viewed as emergencies, and which you will be billed for, include: poor organization or communication, remembering a schedule conflict at the last minute, accepting another engagement as a higher priority, family events, or accepting a change in work schedule which you have a choice about. Please make every effort to plan ahead and reschedule as needed well in advance. If there is a pattern of cancellations or missed appointments (two or more in a 2-8 week period), we will discuss our agreement and whether termination and /or referral to another provider is warranted.

If I need to reschedule an appointment with you, I promise to give as much notice as possible.

Occasionally personal and professional crisis situations or extreme inclement weather will necessitate cancellation, although these situations should be rare.

Phone call and/or email contact which extends beyond 10 minutes will be billed at a rate of $30.00 per hour.  Clients will be informed of the expected charge for services prior to services being provided, when possible.

By my signature on this document, I acknowledge that I agree to all policies and practices described in this document and wish to begin services with Kiersten Marek, LICSW.

________________________________________      _________________________________

Signature of Client




Date

