       
  A Moment’s Reflection

Elizabeth Polomik, LPC

CONSENT FOR TREATMENT/ CLIENT RIGHTS/ 

EMERGENCY MEDICAL CONSENT/EMAIL-TEXT COMMUNICATION CONSENT
Client’s Name: ___________________________________
 DOB: ___________________________
Insurance Plan: ___________________________________
 Insurance Policy #: ________________
I  ________________________________, give my consent for Elizabeth Polomik, LPC to provide Outpatient therapy services for the above named client. I reserve the right to withdraw consent at any time for these services. In addition, I reserve the right to refuse at any time, any services offered. I understand that there are potential risks and benefits to psychotherapy. Sometimes, going into underlying issues of unrest brings up uncomfortable or painful feelings before they are resolved, new concerns or symptoms may arise, and at times symptoms may not improve. I understand that Elizabeth Polomik, LPC uses a variety of different treatment orientations including but not limited to Cognitive Behavioral Therapy, Dialectical Behavioral Therapy, Behavior Modification, EMDR, Motivational Interviewing, and supportive therapy techniques. All treatment decisions will be discussed and any specific risks will be identified prior to your participation. I am ultimately in charge of my own treatment and can and should opt out of anything recommended that I do not support. 
Initial: __________

I further understand that Elizabeth Polomik, LPC may use confidential information about me, including diagnosis, and/or above named client to bill and be paid for services rendered to me and/or my family. I hereby consent for Elizabeth Polomik, LPC to release information as needed to the funding source. If any problems occur with billing insurance, or I chose to self-pay, I understand that I will be responsible for payment. I also understand that should I choose not to pay, Elizabeth Polomik, LPC may release confidential information to me to a 3rd party debt recovery agency to assist in recovering the owed amount. 
Initial: ___________

By signing below, I further state that I have received notice of my rights as a client of Elizabeth Polomik, LPC and have been given the opportunity to review the HIPPA (Health Insurance Portability and Accountability Act) prior to signing this consent. Complete list of Article 3 and NC Division of Medical Assistance Clinical Coverage Policy 8c are posted in the lobby.
Initial: ____________

I give consent to Elizabeth Polomik, LPC to communicate with me via text and/or email. I understand that neither of these forms of communication are strictly confidential. While under no circumstances no one looks at these logs, they are, in theory available to be read by the system administrators of the internet service provider. Any email Elizabeth Polomik, LPC receives from me, and any responses that she sends to me, will be printed out and kept in my treatment record. I understand that therapy is not provided via text/email. Instead, it can be used at my convenience for scheduling purposes and/or clarification of quick questions regarding my treatment. I understand that Elizabeth Polomik, LPC will do everything that she can to limit any identifying information she sends in texts/emails, and that whatever information I choose to send her is up to me. 










Initial: ___________

In addition, I give permission to Elizabeth Polomik, LPC to obtain emergency medical, dental, or mental health care for the above named client, if needed, until such time that I can be reached to authorize further care. It is understood that Elizabeth Polomik, LPC will attempt to locate me or another legally responsible adult as quickly as possible in an emergency situation. 
Initial: ____________

Signed: ________________________________________
Date: _________________
( Client  ( Parent  ( Other legal Guardian

Witness: _______________________________________
Date: _________________
