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Welcome to Focus C3, PC

Focus C3 is committed to the professional delivery of essential human service skills to provide the maximum potential to individuals, teams, and organizations in their accomplishment of personal, professional and organizational goals. These services include but are not limited to counseling, coaching and consulting. Helping individual, teams, and organizations to be able to move forward is the singular focus of Focus C3.
______________________________________________________________________________

Informed Consent

I, ______________________________________ (client, parent/guardian) authorize Focus C3, PC and its practitioners to provide _________________________________ (client) with services, including but not limited to counseling, coaching or consulting. I understand that these services may include individual, marital, family or group therapy, as well as psychological or chemical dependency testing, parent education, coaching, and consulting. Treatment is not limited to these services and may include other services that may be considered appropriate or necessary for my individual service plan. I have the right to an explanation as to the nature and purpose of the services I receive and have my questions about these services answered at any time. I have the right to withdraw this consent to treatment at any time, either verbally or in writing. I understand that my service provider may want to discuss this with me, but that I reserve the right to stop services.
The remainder of this document is intended to inform you of our policies, State and Federal Laws, and your rights. If you have other questions or concerns, please ask and we will try our best to give you all the information you need.

Appointments:  Client’s meet with our providers by appointment only. If you need to cancel an appointment, please give us a 24 hour notice. Please see below for the cancellation policy.
Appointment Reminders and Communication:  Our office may need communicate with you outside of your regular scheduled appointment.  Please let us know how you would like for us to communicate with you. You have the right to request how our office communicates with you.  
I would like to receive appointment reminders by: 
I would like all other communication to be by
__Phone(__Messages) left at:_______________ 

__Phone (__Messages) left at: ___________________

__ Email at :_____________________________ 
__E-mail at :_________________________________  
__text to_________________.



__text to_________________.  
FINANCIAL/INSURANCE ISSUES: As a courtesy, we will bill your insurance company, HMO, responsible party or third-party payer for you if you wish. We ask that at each session you pay your co-payment or coinsurance amount. In the event you have not met your deductible, the full fee is due at each session until the deductible is satisfied. If your insurance company denies payment or does not cover your service, we request that you pay the balance due at that time of service. If your balance exceeds $200.00 we will need to ask that you pay for services when rendered. If an account is overdue and turned over to our collection agency, the client or responsible party will be held responsible for any collection fee charged to our office to collect the debt owed. You may put a credit card on file to pay for charges not covered by your insurance. Following this meeting we ask you to notify us immediately as to any change in your health insurance, place of employment, home address or other information pertinent to our records. (Failure to do this may result in our no longer being able to process insurance claims for you and you would be held responsible for full payment of each session not covered by your insurance). The financial responsibility for your treatment is ultimately yours. 

____Initial, I am requesting that a claim for services be filed with my insurance, HMO, responsible party or third-party payer on my behalf and that any authorized payments be submitted directly to Focus C3, PC or appropriate parties.

____ Initial, I acknowledge that I, the client or responsible party, are liable for any amounts for service not covered by a third-party payer including but not limited to co-pay, co-insurance, or deductibles in accordance with the agreements arranged by my third party payer.

Policy on Non-Covered Services: In order to offer you consistent quality care and to coordinate this care with other providers or organizations, we may need to charge for services that are not typically covered or reimbursed by your insurance company. A list of these services is provided below. When we provide these services, we will bill you directly. These services are billed at the standard hourly rate for your provider. If you have any questions regarding this policy, please ask our staff. The following are a list of some of the services not covered by insurance companies. These services are billed at the standard hourly rate: 

• Court ordered and legal related services

• Preparing reports or letters for other providers or organizations 

• Completing documents (for disability claims, insurance reviews, workers’ compensation, etc.)

• Consultations by telephone or e-mail 

• Duplication of your medical records 

• Evaluating, testing or treatment services not covered by your insurance 

We sincerely appreciate your cooperation and at any time you have questions regarding insurance, fees, balances or payments please feel free to ask one of the staff. 

Missed Appointment Cancellation Policy: We consider it an honor and privilege to be of service & hope for a mutually satisfying relationship. We do understand that there may be extenuating circumstances; however, we request that any cancellation or rescheduling of your appointment be made at least 24 hours in advance. We value your time and hope that you value ours. Missed appointments or appointments cancelled less than 24 hours in advance affect us all and prevent us from being able to serve others in need. Because of this, we have created a cancellation and missed appointment policy outlined here: 

You may be charged a $100.00 fee for missed appointments or appointments not cancelled at least 24 hours in advance of the scheduled visit. We provide reminder calls before your appointment as a courtesy. You are still responsible for remembering your scheduled appointments. Stating that you did not receive a reminder call or that the call was made after the 24-hour deadline, does not make you’re missed or cancelled appointment an exception. Furthermore, we have a 3-late/cancel/no show policy. If you are late, cancel or no show for 3 appointments, we reserve the right not to reschedule you. We appreciate your consideration of our time and will express the same consideration for yours. We realize that there may be emergency situations where a 24-hour cancellation notice is not possible, and those situations will be dealt with individually. Questions? Please ask your therapist. 
NOTICE OF PRIVACY PRACTICES AND CLIENT RIGHTS: I/We have been offered a copy of the ‘Notice of Privacy Practices’ and the ‘Client Rights ’document to read.

Initials ________     Date______________ 

CONFIDENTIALITY AND EMERGENCY SITUATIONS: Your verbal communication and clinical records are strictly confidential except for the following situations: a) information (diagnosis and dates of service) shared with your insurance company to process your claims; b) information you and/or your child or children report about physical, sexual, or elder abuse; then, by Nebraska State Law, this information must be reported to the Department of Children and Family Services; c) where you sign a release of information to have specific information shared; d) if you provide information that you are in danger of harming yourself or others; or e) when required by law. If an emergency situation for which you feel immediate attention is necessary, please call 9-1-1 or go to the closest hospital. 

RISK OF NON-COMPLIANCE: It is important that you follow through with the recommendations of the treatment provider. If you choose, to stop treatment or not follow the recommendations of treatment, Focus C3 and their contractors are not held responsible. If you disengage in treatment and have not shown or spoken to your provider within three days of the last appointment than you will be automatically discharged from services. If there are barriers to treatment, please speak to your provider or Focus C3 management to address those barriers. 
COORDINATION OF TREAMENT: It is important that all health care providers work together. As such, we would like your permission to communicate with your primary care physician and/or psychiatrist. Your consent is valid for six months. Please understand that you have the right to revoke this authorization, in writing, at any time by sending notice. If you prefer to decline consent no information will be shared. If other providers, case managers, etc need to be communicated with, you will be provided a release of information form to be completed for each additional person.

 _____ You may communicate with my physician(s) _____ I decline to allow communication with my physician 
Name of Physician: __________________________________ Location: ________________________________

Professional Referrals: Our providers can make referrals to other providers including but not limited to psychiatrists and/or psychologist as appropriate.

By signing this form, I acknowledge that I have read and that I understand this consent

Please Print Client’s Name: __________________________________________________ 
Client’s Signature
                                                             Date

If Client is under 19 years of age the Parent/Legal Guardian must complete the information below.

______________________________________________________________________________

Parent/Legal Guardian’s Signature
                                                              Date

___________________________________




Relationship to Client



______________________________________________________________________________

Staff/Provider’s Signature
                                                                 Date

Focus C3, PC

1

