
Aurora Counseling for Healing and Change, LLC

P. O. Box 546 ●  Monroe, GA 30655  ●  Phone: 706-521-3327   ●  Fax: 855-967-2992

CLIENT INFORMATION & INITIAL QUESTIONAIRE

CLIENT DEMOGRAPHIC INFORMATION:

NAME: ____________________________________________________________________________NICK NAME: ________________________________

DATE OF BIRTH: ______________________________  SS#  _____________________________________________     SEX:       MALE      

FEMALE

STREET ADDRESS: ______________________________________________ CITY:___________________________  STATE: ________ ZIP: __________

MAILING ADDRESS: _____________________________________________ CITY: ___________________________ STATE: ________ ZIP: __________

Calls/emails will be discreet, but please indicate any restrictions: __________________________________________________________________________

HOME PHONE: _________________________   CELL PHONE: ________________________ EMAIL: __________________________________________

EMERGENCY CONTACT: _______________________________ RELATIONSHIP: ___________________ PHONE: ______________________________

Your signature at the bottom of this page serves as Authorization to call your emergency contact should therapist deem necessary.

EMPLOYMENT STATUS:      Employed      Retired     Unemployed      Student  (part  time   /  full  time)  Level  of  education:

__________________

EMPLOYER: ___________________________________________________________  EMPLOYER PHONE: ____________________________________

OCCUPATION:  _________________________________________________________   MAY  WE  CONTACT  YOU  AT  WORK?          YES

NO

RELATIONSHIP/MARITAL STATUS:       Single         Married         Divorced          Separated         Widowed

PARTNER/SPOUSE NAME: _________________________________________________________________________   DOB: _______________________

CHILD(REN) NAMES AND DOB: __________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________

Please let us know who referred you or how you heard about us:   __________________________________________________________________________

What is the reason for your appointment today? (problems and concerns)_____________________________________________________________________

________________________________________________________________________________________________________________________________
MEDICAL HISTORY:

Please list any medical conditions:  ___________________________________________________________________________________________________

________________________________________________________________________________________________________________________________

Please list any medications you are taking: _____________________________________________________________________________________________

________________________________________________________________________________________________________________________________

Who is your Primary Care Physician (PCP) ? ______________________________________________  Phone #: ____________________________________

Insurance Companies require that our office coordinate benefits and treatment with your PCP. With this, may we contact your PCP?  Yes    No  

How many psychotherapists / counselors have you seen in the past for this problem and related problems?  0  1  2  3   4   _______

Are you presently in psychotherapy / counseling with anyone? Yes  No  If yes, Who?  

Are you currently involved in any legal matters or proceedings? ____Yes    ______NO

Ins. Companies require coordination of benefits and treatment with your other Mental Health Providers. May  we contact this provider?  Yes   No

   PRIMARY INSURANCE INFORMATION:

Our office will file Primary Insurance only. We will keep a copy of your insurance card on file and verify benefits. Please notify us if  there are any insurance

coverage changes, employment or status changes during the course of your treatment.

   PRIVATE  INSURANCE        WORKER'S  COMPENSATION        SELF  PAY        OTHER:

_______________________________________________

MEMBER ID #: __________________________________  GROUP#:______________________________ CLAIM #: ____________________________

INSURANCE COMPANY NAME: ________________________________________________________________________________________________

CONTACT: _______________________________________   PHONE#:______________________________   FAX#:________________________________

SPONSOR/ PRIMARY SUBSCRIBER NAME: _________________________________________________________    DOB: ________________________

SPONSOR/ PRIMARY SUBSCRIBER SS#: ________________________________________ RELATIONSHIP: ___________________________________

I AUTHORIZE THE RELEASE OF ANY INFORMATION NECESSARY TO PROCESS MY INSURANCE CLAIMS. I ASSIGN AND REQUEST

PAYMENT BE SENT DIRECTLY TO MY THERAPIST.



SIGNED:______________________________________ DATE:_____________ Relationship (If other than patient)

Aurora Counseling for Healing and Change, LLC
●  P. O. Box 546 ●  Monroe, GA 30655  ●  Phone: 706-521-3327   ●  Fax: 855-967-2992

Consent for Treatment & Release of Information to Authorized Health Insurance Company

Client’s Name: _____________________________________Date Of Birth:____________________________

Welcome to my office. Please read carefully. The following documents are intended to provide information about my

services and business polices. Your signature will signify an agreement with these services and policies. I specialize

in psychotherapy working with the needs of families, often with adolescents and children. I anticipate a healthy

working relationship dependent upon your specific needs and may utilize many methods to deal with the issues you

hope to address. As such, successful psychotherapy will require an active effort from you and/or your family. We will

review this information in the initial session.

Benefits & Risks:

There are benefits and risks to psychotherapy and it will involve discussing difficult topics, which may cause distress.
However, the hope is that therapy will provide the opportunity for healthier relationships, a reduction in stress and
solutions to specific issues. Please allow several sessions to take place for the evaluation process and once complete, I
will provide some first impressions and possibilities for a course of treatment. Psychotherapy requires a commitment of
time,  money and energy.  I  recommend careful  consideration  when choosing a  therapist.  If  at  any time you have
questions or doubts about the process, please discuss them. If at any time a second opinion or referral is needed, I will
be happy to provide this information to you.

Child Therapy:

Due to the complexities of child therapy it will be required that your therapist meet with both parents prior to 
beginning therapy with the child. Ideally together, but we understand if that is not possible and two separate 
appointments will be necessary in some cases. Furthermore, in some cases, it will be necessary to meet with step 
parents or others who help parent your child.

If you are the primary custodial parent, please bring court documents (Final Decree) for the patient record.  If custody 

is shared jointly then both parent signatures need to be on the paperwork and contact will be made to the other parent. 
Legally I cannot see your child without both parents written and verbal consent. Please contact our office for any 
questions prior to the Initial Appointment.

Financial Responsibilities:

Cost: Your initial visit and diagnostic interview will be $150.00. Follow up visits will be billed at $130.00 for 60
minutes. You may be seen on a self-pay basis or you may choose to utilize your insurance benefits if available.  We
accept a number of insurances and strive to be on as many insurance panels as possible to better serve our community.
However, we reserve the right to accept or not accept any form of insurance or plan at any time. If we are unable to
accept your insurance for any reason, we will make every effort to inform you prior to being seen so that you may
choose to seek treatment elsewhere or choose to be seen on a self-pay basis. We will gladly change to self-pay if you

decide you do not want to use your insurance, however, once therapy begins with you as a self-pay client you will

remain a self-pay client.

If utilizing your insurance benefits,  you are required to participate in obtaining a pre-authorization for therapeutic
services paid through your insurance company. You will also be required to pay your co-payment at the time of each
session including meeting deductible requirements. As well, a statement of benefits is not a guarantee of payment to
this office. If for any reason the insurance provider does not pay benefits, it becomes the responsibility of the individual
and/or family to make payment. Further, you may request a copy of your Super Bill for your visit in order to file a
claim with your insurance company for reimbursement of payment, or at any time for personal financial use. Please see
the Insurance section below for more information in regards to your insurance claims processing.



Sliding Scale Rates may be available in some hardship cases, contact our office for more information about this. Please
note, there is additional paperwork necessary for “sliding scale” considerations.

No Show / Late Cancellation Fee: You agree to be financially responsible for a $85.00 missed appointment fee for all
appointments not canceled or rescheduled 48 hours in advance. Not providing a 48-hour cancellation takes away from
another client’s time slot, and as such, a fee will be accrued. We typically have a wait list and a 48 hour notice gives us
time to fill that slot. As well, a $35.00 fee will be applied for any return checks for services rendered. (Additional fees
may apply depending on requested services, such as: paper work, records and reporting fees when requested. You may
ask the office for rates if applicable.)
Please read Fee Service Agreement Form.   

Client initials ______

Insurance:  If you choose to utilize your insurance benefits it is important to know that your insurer will require that
you have a diagnosis code and that treatment must be medically necessary (meaning your condition is significantly
impairing your ability to function) in order for your claim to be processed. This diagnosis code will become part of
your  medical  record  and certain information may be requested by your  insurer,  such as,  diagnosis  and nature  of
treatment. Your therapist may be required to speak with a case manager from your insurance company in order for a
determination of benefits to be made. Please know that this information may be fed into a national medical information
database used to centralize information for many insurance companies. While our office seeks to protect your private
health care information, by signing a general release, which allows us to file your insurance you may be also allowing
more detailed information to be given to your insurer which will remain on file with your insurance company. General
releases  for  medical  records  are  often  found on applications  for  employment,  health,  life  or  disability  insurance.
Background checks for employment, adoptions, security clearances and seeing a new health care provider may also ask
for this information. We value our client's confidentiality and do everything possible to protect it. However, once your
information goes to an insurance company, we cannot guarantee the information will remain confidential by others who
may have record of your visits.

If your choice is to utilize your insurance benefits, your insurance will be billed following each session and occasional
discussion of services allowed by your insurance company is  required.  Please note that our office cannot be held
responsible for all peculiarities of all insurance companies. While we will do our best to verify your benefits and file
claims, it is your responsibility to become familiar with your own policy. If there is a peculiarity about your insurance
company or coverage of which you did not inform us, and it results in underpayment of estimated benefits or refund /
recoupment by the insurer for amounts paid to the provider, the unpaid or refunded amount will be applied to your
portion of the account and you will be billed for unpaid amounts.

If insurance coverage is interrupted or terminated at any point in treatment for any reason, it is your responsibility to
inform our office immediately. You will be responsible for any charges incurred during any period of coverage lapse.
Further, when benefits are assigned directly to this office, if the insurance company sends payment to you in error, we
will hold you responsible for immediate and complete reimbursement. Additionally, if at any time during treatment the
insurer becomes uncooperative, we reserve the right to refuse to work with that company and we will look to you for
payment and you will have to settle with your company.

In case of divorced or separated parents, if the insurance company issues a payment to the non-custodial parent, the
custodial parent will  before responsible for all  unpaid amounts.  Further,  our office cannot be held responsible for
knowing if your child has additional insurance coverage in addition to what has been provided. You are responsible for
knowing your child's insurance benefits. If an insurer issues payment then later requests refund or recoupment of the
payment due to other insurance coverage at the time of service, you will be held responsible for the amount of the
refund.  Our  office  will  not  be  responsible  for  refiling  insurance  claims  with  additional  insurers  or  requesting
reconsideration of claims. You will have to settle with your insurer and the other parent.

Please keep in mind that insurance companies may not provide all the time needed and are often limited to short-term



treatment approaches. Although much may be accomplished in the short-term, some clients feel further services are
needed and will be provided at your request. While our office will make every effort to collect on claims from the
insurer for services rendered, including but not limited to obtaining prior authorization / certification, any charges not
covered by or denied by the insurer are the responsibility of the client. These charges will be billed to you with an
explanation of benefits and charges incurred. Client initials ______

Collections: Those accounts not paid within 90 days may be turned over to collections or taken to small claims court.
We reserve the right to add late charges for delinquent accounts. Should collection be necessary, the responsible party
agrees to pay all collection fees charged by the collection service and all legal fees of collection, with or without suit,
including attorney fees and court costs. We will no longer be able to provide medical care once an account has gone to
collection. Additionally, I understand I may be required to keep a credit / debit card on file with Aurora Counseling for
the  purpose  of  satisfying  debt  and  account  balance  as  per  policies  and  signed  fee  agreement  (Fee  for  Service
Agreement).  Further,  I understand my card may be charged should I not respond to an invoice or make payment
arrangements within 30 days after the invoice date for any outstanding balance on the account or if I should become an
“inactive client” without making payment arrangements for any outstanding balance owed on my account.

Client  initials

__________

Emergencies:

I can be reached via telephone most often during daytime hours from 10am to 5pm. I will return calls within 24 hours
unless it is an emergency, in which case, I expect you to call your local hospital. In case of a life-threatening emergency
you should call 911 or proceed to your nearest emergency room for immediate evaluation. If I will be unavailable for
any period of time, I will provide you with contact information of a colleague if needed.

In the rare case of a therapist disability, you may be contacted by office staff or the Designated Licensed Clinician
(DLC) to reschedule your current appointment(s). Our therapist’s contract with another clinician to cover their practice
in case of disability.  If  this  occurs,  your therapist's  DLC will  also contact  you to give you information and offer
treatment options. If applicable, this may include continuing therapy with the DLC until your therapist is able to resume
services or a referral to another provider for continued care.

Discharge: Clients will be made “inactive” if not in active treatment. If a client has not been seen or scheduled to be
seen within a 30 day period from the time of his/her last appointment, the client may be made inactive and discharged.
Upon discharge balances due on the account must be paid in full. Further, referrals to other providers or facilities are
made for current / active clients only. If a client is seeking referral to another provider or facility by our office, they
must be seen in our office again prior to referral being made. Further, we will be unable to provide emergency care of
services for inactive / discharged clients unless prior arrangement has been made with the therapist.

E-practice / Notice

All client information will be handled in a secure manner ensuring confidentiality as covered in our Notice of Privacy
Policies given and made available to all clients. Our office contracts with a secure Electronic Records Management
System (Therasoft). This system manages and stores all client and insurance information in a safe and secure manner in
accordance  with  HIPAA laws  and  guidelines.   Appointment  reminders,  assessment  tools,  receipts  and  account
summaries  will  be  sent  from this  system using  an  outgoing  email  address  only.  All  communication  from clients
concerning appointments are expected to be handled by phone and not by email in order to prevent communication
errors as per our policies. Any communication with a client via email by this office or therapists will be limited in order
to ensure confidentiality and security.

It is sometimes necessary for our office to transmit/exchange information electronically for the purposes of insurance
verification, claims filing, referrals and forwarding of information and messages per client and/or at the therapist's
request. Our office may use electronic devices and means of communication such as facsimile and email in order to
transmit information. All systems are secure and client information is kept confidential according to HIPAA guidelines
and laws.

It is important to know there are benefits and risks to electronic transmittal and exchange of information. While quicker



delivery and response times are beneficial there is some risk of information being misdirected. This risk is minimal,
however procedures and privacy notices are in place to protect your information and confidentiality. With this, all
electronic transmittal of information is done in a secure manner and on an as needed basis in accordance with privacy
policies and HIPAA laws.  

During  the  first  20  minutes  of  our initial  session,  I  will  cover  office  policies,  confidentiality,  including  its

limitations as well as any other issues specific to the therapeutic relationship.

To communicate your intentions regarding the filing of insurance: Select one of the following

□ I  wish  to  be  a  Self  Pay client  and elect  not  to  utilize  my insurance benefits. With  this,  no  release  of
information is given herein by me to release medical information to my insurer for the purpose of filing claims on my
behalf. I understand that I will remain a self-pay client while in treatment and will not be able to utilize insurance.

□ I wish  to  have  claims  filed  with  my insurer for my visits.  With  this,  I  Authorize the  release  of  any
information necessary to process any insurance claim and that the use of insurance is not a guarantee of payment
and that I am responsible for any portion not paid by my insurance company.

Signed: ____________________________________Date:____________

Relationship (If other than patient)__________________________
(Signature Required)

I, the undersigned, understand the conditions of this Consent for Treatment agreement and agree to abide by

limitations set forth.

Signed: _________________________________________________  Date:____________

Relationship (If other than patient)__________________________
(Signature Required)

FOR OFFICE ONLY:

I have reviewed our office policies with patient in the initial session. The patient was provided an opportunity to ask 

questions. By signing this document, I confirm the patient has given verbal and written consent to treat and 

understands our office policies.

_______________________________________________ _________________________

Angela M. Eells, LCSW Date



Aurora Counseling for Healing and Change, LLC
NOTICE OF PRIVACY POLICIES

This Notice of Privacy describes how confidential information about you may be used or disclosed and how an individual may go about gaining access to

confidential information and/or receiving a copy of their mental health records. Aurora Counseling, its clinicians and business associates are committed to

treating  and using  protected mental  health information about  you responsibly.  This  Notice  of  Health  Information Practices  describes  the personal

information which will be collected from you and how this information may be used and disclosed. This notice also describes your rights as they relate to

your protected mental health information. This Notice of Privacy policy is effective February 1, 2011 and applies to all protected mental health information

as defined by federal regulations. Aurora Counseling reserve the right to change our practices, policies and procedures. Any changes and new provisions

will be made effective for all protected mental health information we maintain. Should our information practices change a revised notice will be mailed to

clients.

Understanding Mental Health Records & Rights

Understanding what is in your record and how your mental health information is used helps you to: ensure its accuracy, better understand who, what,

when, where and why others may access your mental health information, and make more informed decisions when authorizing disclosures to others.

Each time you contact Aurora Counseling, it's clinicians, staff members and associates a record of your contact is made. Typically, this record contains your
contact information, issue(s) to be addressed by the clinician or office staff, symptoms and follow up needed or required.
This information becomes a part of your mental health/medical record and serves as a:
• Basis for planning your care and treatment.

• Means  of  communication  among professionals  and  staff  members  who  

contribute to your care.

• Legal document of information exchange.
• Means by which you or a third-party payer can verify information and/or services 

provided.
• An audit tool for Aurora Counseling to insure confidentiality and compliance.

Your mental health record is the physical property of Aurora Counseling and the clinician, but the information contained within it belongs to you. You have the

right to:

• Inspect and copy your mental health record as provided for 45 CFR 164.524.

• Request amendment to your mental health record as provided in 45 CFR 164.528.

• Request communications of your mental health information by alternative means or 

at alternative locations.

• Request  a  restriction  on  certain  uses  and  disclosures  of  your  information  as  

provided by 45CFR 164.522.

• Revoke your authorization to use or disclose mental health information except to the

extent that action has already been taken.

Examples of Use & Disclosure of Confidential Information

Your Mental Health information may be disclosed and used for the purpose of Treatment, Payment and Mental Health Operations.

Examples of Disclosures are as follows:
Treatment: For example: Information obtained by Aurora Counseling, it's clinicians

and associates a will be recorded in your record and used to determine the course of

treatment that should work best for you.

Payment:  For  Example:  A  bill  may  be  sent  to  you  or  a  third-party  payer.  The

information on or accompanying the bill may include: demographic information, your

diagnosis, procedures and supplies used.

Business associates:  There are some services provided in our organization through

contracts  with  business  associates.  When  these  services  are  contracted,  we  may

disclose your mental  health information to our business  associate so that  they can

render service and bill you or your third-party payer. To protect your mental health

information, however, we require our business associate to appropriately safeguard

your information.

Workers  compensation:  We may  disclose  mental  health  information  to  the  extent

authorized by and necessary to comply with laws relating to workers compensation or

other similar programs established by law.

Public health: As required by law, we may disclose your mental health information to

public  health  or  legal  authorities  charged  with  preventing  or  controlling  disease,

injury, or disability.

Law enforcement: We may disclose mental health information for law enforcement

purposes as required by law or in response to a valid subpoena. Federal law makes

provision for your mental health information to be released to an appropriate health

oversight agency, public health authority or attorney, provided that  a work force

member  or  business  associates  believes  in  good  faith  that  we  have  engaged  in

unlawful conduct or have otherwise violated professional or clinical standards and

are potentially endangering patients, workers or the public.

Practice & Provider Responsibilities

Aurora Counseling will not use or disclose your mental health information without your authorization, except as described in this notice. We will also

discontinue the use or disclosure of your mental health information after we have received a written revocation of the authorization according to the

procedures included in the authorization.

We are required to:

• Maintain the privacy of your mental health information.

• Provide you with this notice as to our legal duties and privacy practices with respect
to information we collect and maintain about you.

• Abide by the terms of this notice.
• Notify you if we are unable to agree to a requested restriction.
• Accommodate reasonable requests you may have to communicate mental health  

information by alternative means or at alternative locations.

Aurora Counseling and it's clinicians reserve the right to change our practices and to make the new provisions effective for all protected mental health

information we maintain. Should our information practices change, we will mail a revised notice to the address you’ve supplied us.

For More Information or to Report a Problem

If you have questions and would like additional information concerning our privacy and confidentiality policies and procedures, please contact us at:

Aurora Counseling For Healing and Change, LLC

PO BOX 546 Monroe, GA 30655

  706-521-3327

If you believe your privacy rights have been violated, you can file a complaint with the Privacy Officer, or with the Office for Civil Rights, U.S. Department

of Health and Human Services. There will be no retaliation for filing a complaint with either the Privacy Officer or the Office for Civil Rights. The address

for the OCR is listed below:
Office for Civil Rights

U.S. Department of Health & Human Services

200 Independence Avenue, S.W.Room 509F, HHH Building Washington, D.C. 20201          



Aurora Counseling for Healing and Change, LLC
P. O. Box 546, Monroe, GA 30655

Phone: 706-521-3327 ∙ Fax number 855-967-2992

Client’s Rights and Responsibilities

 You have the Right to Ask Questions about your Treatment at Any Time.

 You have the Right to Review Your Records.

 You have the Right to End Therapeutic Services at any time without any Moral, Legal or Financial 

Obligation other than those charges already accrued.

 You have the Right to Confidentiality. Your Written Permission is Required before any Session 

Information is Released with the Following Exceptions:

 If Threat or Harm of Death is made to another person.

 If a Subpoena is issued.

 If at anytime Child or Elderly Abuse/Neglect is revealed.

 If Therapeutic Services is required by a Court of Law.  

 You are Responsible for Scheduling all Appointments as well as Rescheduling Missed and/or   

Canceled Appointments. Please call our office to RS or cancel appointments. Our automated system of  

courtesy email reminders are NO REPLY emails and we will not get the message. All scheduling issues 

MUST be done by phone and can not/ will not be handled via email or text.

 You are Responsible for all Financial Obligations at the time of service, before the session

 IF You Chose to Utilize Your Insurance Carrier the Insured Must:

 Ascertain Available Coverage.

 Obtain Pre-Certification

 Pay Total Allowable Deductibles if Needed.

 Notify Your Therapist of Any Changes in Insurance, Address or 

Telephone Number.

I, the Undersigned have received a copy of the “Notice of Privacy Policies” for Aurora Counseling for Healing and 

Change, LLC. I have read, understand and accept the rights and responsibilities as they have been outlined in this 

document. With this, I Agree to The Above Right’s and Responsibilities.

Signed: _____________________________________________________  Date:________________

Relationship (If other than patient) _____________________________________



Aurora Counseling for Healing and Change, LLC
●  P. O. Box 546 ●  Monroe, GA 30655  ●  Phone: 706-521-3327   ●  Fax: 855-967-2992

Consent for Treatment & Release of Information for Legal and Judicial Purposes

Client’s Name: ______________________________________________________________________________________  DOB:_______________________

I do not solicit nor encourage clientele seeking provider participation in potential legal cases such as divorce, child custody or criminal cases to retain my

services.  If a client anticipates or is specifically seeking these services, I will be happy to provide a referral to another provider more suited to these needs .

The following document intended to provide information about my services, fees and business polices in regards to legal cases or those cases that may require

services above and beyond what is considered standard outpatient psychotherapy. These services include but are not limited to: letters for court, legal affidavit,

assessments and reports, expert testimony and court appearances. Your signature will signify an agreement with these services and policies. I specialize in

psychotherapy working with the needs of families, often with adolescents and children. However, I do understand there are extenuating circumstances in some

cases and will on occasion agree to provide these services if otherwise unavoidable.

If it is agreed that I will provide requested services in relation to your legal case, let it be known that I will report and give my clinical opinion and diagnosis

without prejudice and with the client's best interest in mind. This may not always coincide with what a parent or guardian feels is in their best interest

especially in regard to child custody cases, but know that my job is to see to the needs and safety of the child and the child alone in these cases.

My fees for legal and reporting services are as follows:

• $500.00 Retainer Fee A non refundable fee to be paid in advance required for all cases requiring or expected to require Expert 

Testimony / Court Appearance.

• $250.00 Appearance Fee This is in addition to the retainer fee, a Court appearance / Expert Testimony Fee will be charged for each 

hour of scheduled court appearance.

• $250.00 Affidavit/Deposition Fee This fee will be charged for all written, verbal  and video recorded affidavits and  depositions per hour..

Travel expenses apply if therapist is required to meet with attorneys, representatives

and/or officers of the court outside of the therapists office.

• $750.00 Cancellation Fee A late cancellation fee will apply for all  scheduled court appearances not canceled at least 48 hours in 

advance.

• $75.00 min. Written Report Fee Rate varies based on the complexity of report required, $75.00 minimum charge each report.

• $35.00 Standard Letter Fee A letter fee will apply for all letters requested by client or client representative(s) including but not limited 

to: treatment recommendations, diagnosis and treatment statements, school / work letters, etc.

• $35.00 – $75.00 Paper Work Fee Rate varies based on the complexity of forms to be completed by provider.

• $35.00 - $55.00 Medical Records Fee Rate varies based on volume of records to be copied. This rate includes standard postage. Shipping charges 

will  be  applied  of  overnight  or  next  day  delivery  service  is  required.  Payment  is  required  in

advance.

• $35.00 Returned Check Fee A $35.00 fee will be charged on all returned checks.

Travel expenses may apply and will be added to the final invoice depending on location of appearance. Travel expenses include but are not limited to:

transportation, hotel and meals. Additional fees may apply depending on any additional requested services not covered in the above fee schedule. Our office

will not bill Insurance for these services nor will we accept any payment of benefits from an insurer for these services. If a client would like to file a claim for

reimbursement from an insurer, our office will be happy to provide a superbill / invoice outlining all charges and payments made. The client will be responsible

for filing reimbursement claims with their insurer. (If filing a claim, please be sure to mark claims appropriately with benefits being payable to you the client,

not payable to the provider.) Retainer fees must be paid in full before trial date or I will be unable to appear in court. Subpoenas will be responded to but do

not guarantee appearance in court without prepayment of retainer fee. All requested appearances must be scheduled with my office at least two weeks in

advance. Letters, paper work and reports will take 1 – 2 weeks to complete and fees will be due upon delivery. Medical records requests will take 1 – 2 weeks to

process and will shipped or be made available for pickup when payment is received in my office.

POLICIES CONCERNING ACCESS TO CONFIDENTIAL INFORMATION:  Requests for access to information and records must be in writing and a

signed release of information must be received or on file allowing for the release of information to a third party or designated representative. The practice will

charge a reasonable cost-based fee for information retrieval, copying and mailing information as outlined above. Fees are due in advance, prior to release of

information. However, in response to an information request, the provider to may elect provide information in a summary or report form rather than a complete

copy of psychotherapy notes.  This form serves as an advance written notice of requirements and fees to the individual requesting access. Additionally, the

individual requesting the information is given the opportunity to agree in advance to information being presented in a summary form and fees being charged.

Should summary and/or fee not be accepted, the request for information may be denied by the provider.  The practice and its associates will act on a request for

access to information within thirty (30) days when information is maintained on-site and within sixty (60) days when information is maintained off site. An

extension of no more than thirty (30) days is allowed if the practice notifies the individual with a written statement of the reason for the delay and the date by

which the practice  will complete the action on the request. Further, a provider / practice has discretion to deny access to a personal representative to provide

protection to those vulnerable people who depend on others to exercise their rights under the rule and who may be subject to abuse or neglect.  Aurora

Counseling and it's clinicians reserve the right to change our practices and to make the new provisions effective for all protected mental health information

we maintain. Should our information practices change, we will mail a revised notice to the address you’ve supplied us.

I can be reached via telephone most often during daytime hours from 10am to 6pm. I will return calls within 24 hours unless it is a mental health

emergency in which case I expect you to call the Piedmont Hospital  or 911 for an immediate evaluation.

I, the undersigned, AGREE to be financially responsible for all services requested and required in relation to my legal case and agree to all rates and

fees as outlined above.

Signed: ____________________________________________________  Printed Name: __________________________________Date:_________________

Relationship (If other than patient)_______________________________



Aurora Counseling for Healing and Change, LLC

Angela M. Eells, LCSW
P. O. Box 546, Monroe, GA 30655

Fees for Service Agreement
ALL CLIENTS MUST FILL OUT THIS FORM IN ITS ENTIRETY PLEASE

Every time I schedule an appointment with Angie M. Eells, ( Therapist), I understand that I am entering into a contract with Aurora Counseling for Healing and
Change, LLC and for the professional time and services of the Therapist. I recognize that professional services are not only provided during my appointment
time but also during the 48 hours prior to and following my appointment time. I  understand that these services involve preparation for my scheduled session,
case review, writing case notes and confidential consultations with other professionals, as agreed in writing, by me to assist with my treatment. I understand
Angie M. Eells' professional fees as outlined in our agreement to enter into contract with Aurora Counseling for Healing and Change, LLC for scheduled
sessions. At this time, the Therapist and I, have agreed that my fee for sessions will be as follows and I agree to pay this fee at the beginning of my session.  I

understand that I may pay for services with cash, check or credit card.

Initial Session $150.00

60 minutes $130.00

45 minutes $110.00

Report Writing / Letter Fee $35.00 - $75.00

No show/ late fee <24 hours $85.00

NSF Fee $35.00

Additional Fees Under Separate Agreement

However, I understand that if I am using 3rd party reimbursement, I am responsible for the  payment toward my deductible and of my copay and coinsurance

amount as outlined in my insurance policy and payment is collected prior to session. I understand that Aurora Counseling will as a courtesy file my claims but
ultimately  I  am responsible  for  all  fees  accrued.  I  understand  that  Aurora  Counseling  for  Healing  and  Change,  LLC does  not  reimburse  for  canceled
appointments that were paid for in advance but that any such fees will be credited to my account and applied for future services provided.

I understand the cancellation policy requires a 48 hours advance notice in order to be released from the contract for time and services of preparation for my
session. I agree that if I fail to cancel my appointment within the 48 hour minimum time period prior to my session I will be charged a $85.00 (eighty-five
dollar) fee for my appointment. Further, I understand my card may be charged should I not respond to an invoice or make payment arrangements within 30
days after the invoice date for any outstanding balance on the account or if I should become an “inactive client” without making payment arrangements for any
outstanding balance owed on my account.

I hereby authorize Aurora Counseling for Healing and Change, LLC Angie M. Eells, LCSW to charge my credit card for any late cancellation or no show fee as
well as any outstanding balances owed where prior payment arrangements have not been satisfied.  

□  American Express □  Visa        □   MasterCard         □   Discover         □   Other______________________________

Card Holder Name: (please print clearly) ________________________________________________________________

Number____________________________________Exp Date______________CV Code___________Zip Code _________

If I indeed fail to observe this cancellation policy as I understand I am paying for the preparation services rendered and time contracted for when I set the
appointment. I also understand if there is an emergency situation that prohibits me from canceling 48 hours, I can discuss with Angie M. Eells directly and
request a waiver of this policy but I understand that Angie M. Eells, LCSW is not bound to grant that waiver and may by this contract proceed with charging
my credit card as agreed herein.  

Client Printed Name (or parent/legal guardian of child client): ______________________________________________________________

Client Signature (or parent/ legal guardian of child): _______________________________________________________________________

Date____________________________________________________________

Angie M. Eells, LCSW____________________________________________________________________________

MISSED SESSION POLICY     



The nature of psychotherapy is intense, emotional, complex and concentrated. Our service is difficult to deliver hour after hour, day after day. 

Here's how it is for me. I work with my intellect, heart, intuition and body. I keep my heart and senses open to catch the nuance of feeling and 

meaning that you might not even be aware of. While I track what you are doing, saying, feeling, and not saying, I am also tracking my own 

responses, instincts, intuitions, and feelings because they inform me in many ways. And it doesn't stop there! I am also mindful of the 

relationship that is unfolding between the two of us. This quality of careful, focused attention can be intense and consuming.  And that doesn’t 

even include the paperwork and admin work. Because of this, I need to limit my number of direct client contact hours so I can be the best 

therapist for you and for me.

A cancelled appointment hurts three people: you, your therapist, and another client who could have potentially utilized your time slot. 

Therapy sessions are scheduled in advance and are a time reserved exclusively for our clients. When a session is cancelled without 

adequate notice, we are unable to fill this time slot by offering it to another current client, a client on the wait list, or a client with a 

clinical emergency. In addition, we are unable to bill your insurance company for sessions that are not kept. ______________Initial

A fee of $85 will be charged to the card on file when you miss or cancel an appointment without giving 48 hours advanced 

notice. This means that if an appointment is scheduled for 3:00 pm on a Tuesday, notice must be given by 3:00 pm on Sunday  at the

absolute latest. Please do not text or email us about scheduling, we won’t accept this as following policy.    You can cancel your 

appointment by calling our office at 678-635-8127 and leaving a message or call Anne directly at 352-735-8741 Monday – Thursday 

9am -4pm. This will time and date stamp your call. Appointments are considered no shows after 20 minutes and our office staff will 

run your card on file at that time.  _________Initial

In the event your card is declined, all fees must be paid before you are able to schedule another appointment. When you call to 

reschedule, please be prepared to pay over the phone and provide a new card on file. __________Initial  

The only time we will waive this fee is in the event of serious or contagious illness or extreme weather. If you are unsure, please 

contact our office for further guidance. Please note that this fee cannot be applied for clients with Medicaid or Medicare insurance. 

Thus, clients with Medicaid or Medicare insurance who have two late cancellations or missed sessions will be discharged and referred 

to another provider. ___________Initial


