Counseling Associates, P.C.

108 West Clifford Street

Winchester, Virginia 22601
YOUR PRIVACY RIGHTS: You acknowledge that all information you provide to us about yourself or another in seeking professional counseling or treatment is confidential and intended to be communicated in a confidential manner. You further acknowledge that you are entrusting such knowledge to us in our professional capacity, and that such information is necessary to enable us to discharge our professional services according to the usual course of our counseling practice. You further acknowledge and agree that you are seeking professional counseling and advice relative to and growing out of the confidential information you have imparted. You may seek counseling for growth and development as privately and for as long as you like as long as you pay out of pocket and have no psychiatric diagnosis.  You acknowledge that the written records maintained by us on your behalf during the course of your professional counseling or treatment and advice will contain the confidential information you have provided.

In consideration of the foregoing and as evidenced by your signature below, you hereby declare your intention to maintain all legal privileges related to the communication of confidential information by you to us, and you specifically direct that we are not to disclose any information communicated to us in a confidential manner (as described above), either as a witness or by providing access to the written records we maintain on your behalf, except at your request, with your prior written consent, or by law including an order of a judicial body having proper jurisdiction and authority to compel our disclosure of the same. 

Be sure to read and take home the pamphlet titled: “How Counseling Works”, as it is an important part of our agreement. If you are seeking couples counseling, please read and each of you sign the “Agreement for Joint Counseling”. 

You may request in writing your PHI in electronic form, and if we exercise our legal right to withhold certain information from you according to law and regulation you have the right to appeal and we will assist you with that appeal.  

Your signature below attests that you have read and agree to all of the above terms and conditions, acknowledges your receipt of the pamphlet “How Counseling Works”, and authorizes Counseling Associates, P.C. to furnish the minimum necessary information only to your healthcare plan that we may file on your behalf or for any reimbursement for medical services that you may seek.                                                                                                                                                        

Your full HIPAA and privacy rights are available at our office and at online at www.CounselingAssociatesHome.com  Thank you!                                                                                                             

______________________________________________             ________________

Signature






         Date                      V.11-15
