
 

Steve Barcanic, MA, LPC 
Creative Counseling Solutions, LLC 

7360 N. La Cholla Blvd. 
Tucson, AZ 85741 

520-531-1934 
 

 

 

Fee Agreement 

 

I understand that fees for counseling services are $110 per 45-50 minute session, and that 

payment is due at the time services are delivered. 

If applicable, I am choosing to pay for counseling services through my insurance plan. 

My insurance company is: ______________________________and my copay is $_____. 

 

Please note: Except in cases of illness or emergency, if you miss your appointment 

without notice or cancel with less than 24 hour notice, you will be billed a $50 missed 

appointment fee.  

 

Patient, Parent, or Guardian: ______________________ Date: ______ 

 

 

 

 

Privacy Practice Notification 

 

By signing below, I acknowledged that I have received a copy of the Privacy Practices 

for this office: 

 

Patient, Parent, or Guardian: ______________________ Date: ______ 

 



 

Steve Barcanic, MA, LPC 
Creative Counseling Solutions, LLC 

7360 N. La Cholla Blvd. 
Tucson, AZ 85741 

520-531-1934 
 

Release of information 
(Please complete and sign only if you are requesting communication between Steve 

Barcanic and another therapist, physician, school personnel, or other service provider) 
 
 

Client Name: ____________________________ DOB: __________________ 
Client Address: ___________________________Phone: _________________ 

 
I, the undersigned, consent to the release of information  
 

from:    Steve Barcanic, MA, LPC 
7360 N. La Cholla Blvd. 
Tucson, AZ. 85741 

 
To:    ____________________________________ 
    Name 
    ____________________________________ 
    Address 
    ____________________________________ 
    City, State, Zip 
 
Information to be released: 
 
_____  Medical Progress Notes 
_____  School Records (Academic and Behavioral) 
_____  Counseling Summary 
_____  Psychological Testing 
_____  Mental Health Diagnosis/Treatment Information 
 
From (begin date) _______________ to (end date) _______________.  
 
Signature of Patient:   ________________________________ 
Date:      ________________________________  
   
Signature of Parent/Guardian: ________________________________ 
Date:        ______________________________ __ 



 

Steve Barcanic, MA, LPC 
Creative Counseling Solutions, LLC 

7360 N. La Cholla Blvd. 
Tucson, AZ 85741 

520-531-1934 
 
 

Insurance Information: 
 

Patient Behavioral Health Insurance Carrier: _______________________________ 
 
Insurance company phone number:  __________________________________ 
 
Insurance company address:   __________________________________ 
 
Identification Number:    __________________________________ 
 
Primary Group Number:    __________________________________ 
 
Are you required to have an authorization?  Yes No 
 
Authorization number:    __________________________________ 
 
Are you the primary cardholder?  Yes No 
 
If not, name of primary cardholder:  __________________________________ 
 
Your relationship to patient:   __________________________________ 
 
Primary cardholder DOB:   __________________________________ 
 
Cardholder Employer:    __________________________________ 
 
Cardholder phone:    Home: ____________________________ 
 
      Cell: ____________________________ 
 
Please read and sign: 
I authorize the release of any of my medical, psychiatric, or other information necessary to 
process my claim and to provide information to another healthcare provider when necessary to 
coordinate treatment. I also authorize payment of medical benefits to the provider for services 
rendered. I fully understand that if my insurance denies payment for any services defined as a 
non-covered service, I will be responsible for any amount due. 
 
Signature of Patient, Parent, or Guardian:  _________________________ Date: _____ 
 



 

 

For Office Use Only 
 

 

D a t e T y p e  o f  s e r v i c e f e e m e t h o d  o f  p m t n o t e s

 
 
 
 
 
 



 

 
 

Creative Counseling Solutions, LLC (CCS) 
 

Notice of Privacy Practices  
 

Effective January 12, 2015 
 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT 

CAREFULLY.  
 

Our Duty to Safeguard Your Protected Health Information.  
“Protected Health Information” or “PHI” means individually identifiable information 
about your past, present, or future health or condition; the provision of behavioral 
health care to you; or payment for the behavioral health care; and that is included in 
enrollment, payment, claims adjudication, and other records maintained by CCS or used 
to make decisions about you.  
CCS must safeguard the privacy of your PHI. The purpose of this Notice of Privacy 
Practices is to provide you with information about the legal duties and privacy practices 
of CCS regarding your PHI. CCS may change its policies at any time, however, before any 
material revisions to our policies are made, we will change our Notice of Privacy 
Practices and deliver the revised Notice as required by law. The revised Notice will be 
effective for all PHI that we maintain at that time. Except when required by law, a 
material change to any term of the Notice may not be implemented before the effective 
date of the Notice that contains the material change.  
 
How We May Use and Disclose Your Protected Health Information.  
CCS uses or discloses PHI for a variety of reasons. We have a right, with some 
limitations, to use or disclose your PHI for purposes of treatment, payment, and 
behavioral health care operations. For other uses or disclosures, CCS must have your 
written authorization, unless required by law. For those situations where a written 
authorization is required and you have provided it to CCS, you do have the right to 
revoke your authorization at any time after providing it. The revocation of your 
authorization must be in writing to CCS/Steve Barcanic, MA, LPC. If we disclose your PHI 
to a business associate in order for that entity to perform a function on our behalf, we 
must have in place an agreement signed by the business associate requiring the 
business associate and its subcontractors to extend the same degree of privacy 
protection to your PHI that CCS must apply.  
The following pages offer more description and some examples of our potential uses or 
disclosures of your PHI. If a use or disclosure of PHI is not described in this Notice of 
Privacy Practices, we will not make that use or disclosure without your written 
authorization.  
 



 

Uses and Disclosures Relating to Treatment, Payment, or Behavioral Health Care 
Operations.  
Generally, we may use or disclose your PHI as follows:  
 
For treatment: We may use or disclose your PHI to administer, coordinate, and manage 
your behavioral health care and any related services. For example, some of your PHI 
may be shared with applicable CCS staff. Some of your PHI also may be shared with 
outside entities that perform services related to your treatment. We may communicate 
with health professionals to plan your care and treatment or for consultation. This will 
only occur with your written consent.  
 
For payment: We may use or disclose your PHI in order to bill and collect payment for 
your behavioral health care services delivered to you. For example, we may release 
portions of your PHI to third-party payers, including applicable insurance companies.  
 
For health oversight activities: We may disclose PHI to a health oversight agency for 
activities authorized by law. These oversight activities may include monitoring, audits, 
investigations, inspections, and licensing. 
 
Relating to decedents: We may disclose PHI related to an individual’s death to coroners, 
medical examiners, funeral directors, or organ procurement organizations (with regard 
to anatomical gifts). Unless an individual indicated otherwise before death, we also may 
disclose PHI related to the individual’s death to family members, friends, or others who 
were involved in the individual’s care or payment for care before death.   
 
To avert threat to health or safety: In order to avoid a serious threat to health or safety, 
we may disclose PHI as necessary to law enforcement or other persons who can 
reasonably prevent or lessen the threat of harm.  
 
For specific government functions: We may disclose PHI of military personnel and 
veterans in certain situations. Other government related disclosures may include 
information disclosed to Human Rights Committees, the Sexually Violent Persons 
Program, correctional facilities and other law enforcement custodial situations, and to 
government benefit programs (for purposes of eligibility and enrollment). We also may 
disclose your PHI for national security reasons, such as protection of the President.  
 
Uses and Disclosures Requiring Your Written Authorization.  
We may not use or disclose your PHI without your written authorization if the use or 
disclosure would constitute a sale of PHI. We may not use or disclose your PHI for 
marketing purposes without your written authorization. Most uses and disclosures of 
your psychotherapy notes will require your written authorization. There may be other 
uses and disclosures of your PHI for which we will seek your written authorization.  
 
Uses and Disclosures of PHI Not Requiring Authorization.  



 

Unless otherwise prohibited by law, we may use or disclose your PHI without consent or 
authorization in the following circumstances:  

 
When required by law: We may disclose PHI as required by state or federal law. 
Examples include disclosures: 1) for reporting suspected abuse, neglect, exploitation, or 
domestic violence; 2) related to suspected criminal activity; 3) in response to a court 
order or other legal process, judicial or administrative proceedings, or certain other law 
enforcement situations; 4) to personal representatives; and 5) for workers’ 
compensation purposes. We must also disclose PHI to authorities that monitor 
compliance with the privacy requirements described in this Notice.  

 
For public health activities: We may disclose PHI for public health activities. Examples 
include when we are required to collect information related to conducting public health 
surveillance, public health investigations, or public health interventions or related to 
reporting to the public health authority vital events such as birth or death.  
 
Uses and Disclosures to Which You Have an Opportunity to Object.  
Unless otherwise prohibited by law and provided you are informed in advance about the 
disclosure and do not object, we may disclose a limited amount of your PHI as follows:  

 
To families, friends or others involved in your care: We may share with these people 
information directly related to their involvement in your care, or payment for your care. 
We also may share PHI with these people to notify them about your location, general 
condition, or death.  
 
Your Rights Regarding Your Protected Health Information.  
You have the following rights relating to your Protected Health Information:  
 
Right to Request Restrictions: You have the right to request that we restrict use or 
disclosure of your PHI to carry out treatment, payment, health care operations, or 
communications with family, friends, or other individuals. We are not required to agree 
to a restriction. We cannot agree to limit uses or disclosures that are required by law. 
Your request must be made in writing to CCS/Steve Barcanic, MA, LPC.   

 
Right to Request Conditions on Providing Confidential Communications: You have the 
right to request that we send communications that contain PHI by alternative means or 
to alternative locations. We must accommodate your request if it is reasonable and you 
clearly state that the disclosure of all or part of that information could endanger you. 
Your request must be made in writing to CCS/Steve Barcanic, MA, LPC.   

 
Right to Inspect and Copy: You have the right to inspect and copy behavioral health 
information that we maintain about you. Your request must be made in writing to 
CCS/Steve Barcanic, MA, LPC. If copies are requested or if you agree to a summary or 
explanation of such information, we may charge a reasonable, cost-based fee for the 



 

costs of copying, including labor, postage; and preparation cost of an explanation or 
summary. We may deny your request to inspect and copy in certain circumstances as 
defined by law.  
  
Right to Request an Amendment: For as long as your behavioral health information is 
maintained, you have the right to request that an amendment be made to such records. 
The request must be made in writing to CCS/Steve Barcanic, MA, LPC. Your request must 
include the reason or reasons that support your request. We may deny your request for 
an amendment if we determine that the record that is the subject of the request was 
not created by us, is not part of the designated record set, is not available for inspection 
as specified by law, or is accurate and complete.  

 
Right to Receive an Accounting of Disclosures: You have the right to receive an 
accounting of disclosures of your behavioral health information. This does not include 
disclosures made: to carry out treatment, payment, and health care operations; to you; 
to family, friends, or others involved in your care; for national security or intelligence 
purposes; or to correctional institutions or law enforcement officials.  

 
Right to receive this notice: You have the right to receive a paper copy of this Notice 
and/or an electronic copy by email upon request.  

 
Right to be notified of a breach of your PHI. In the event of a breach of your PHI that is 
created, received, or maintained by CCS/Steve Barcanic, MA, LPC, you have the right to 
receive written notification.  


