Agape Counseling Services, P.L.L.C.


Client Name:		                 		  Client ID:     	      		              Date: 

CONSENT TO RECEIVE SERVICES
I hereby voluntarily consent to treatment at Agape Counseling Services, P.L.L.C. and agree to comply with terms of the treatment plan and conditions recommended.  My signature below indicates that the information I have provided regarding my treatment needs is accurate and I give my consent for clinical treatment.  I will actively and honestly participate as the clinical assessment process continues and I authorize treatment as deemed necessary by a qualified mental health practitioner.  I will work together with Agape staff to develop an individualized treatment plan that includes goals and objectives that are best suited to address the issues for which I am seeking services.  While participating in Agape services, I will work very closely with my therapist to make sure that my treatment plan remains current and achievable.  As I complete my treatment goals, I will work with my therapist on a transitional plan to give me the best chance of being successful after discharge from services.  I understand that if Agape services are not appropriate, the mental health professional will make sure I have an appropriate referral.  I understand that no guarantee is given by anyone regarding the results that I may achieve as a result of my participation in treatment.  This consent will remain in effect from the date of admission until the date of discharge, as well as for purposes of follow up, unless revoked in writing and delivered to the agency.  I also give my consent for follow up services after discharge.
I understand that consenting to services does not waive my rights as recognized under federal and state regulations.  I understand that in entering into this agreement to receive services, I must conduct myself in such a way to protect others and myself from exposure to, or transmission of, any infectious or communicable disease including sexually transmitted diseases.  I understand that my failure to follow the rules and regulations or treatment plan my result in my dismissal from Agape Counseling Services, P.L.L.C..  I understand I am responsible for and agree to pay for services, whether in whole or in part as outlined in the Financial Policy.  Such payment is my responsibility.  I understand that any and all communications including treatment records are confidential and may not be released except under the conditions specified in the Notice of Privacy Practice.

Client Signature: ____________________________________________ Date: _____________________
Parent/Guardian: ___________________________________________ Date: _____________________
Witness: ______________________________________________________ Date: _____________________


Letter of Termination

I, ____________________________________________, wish to discontinue receiving services with any other provider and begin receiving services from Agape Counseling Services, P.L.L.C. as of ________________________________.

_____________________________________________________________           ________________________
Consumer Signature (14 yrs and older)                                       Date

_____________________________________________________________           ________________________
Legal Guardian Signature                                                                  Date

_____________________________________________________________           ________________________
Witness Signature                                                                               Date

Consumer SSN: 					DOB: 
Consent Forms
I do ______________ I do not ____________
CONSENT TO AUTHORIZATION FOR RECORDS DISCLOSURE TO SECURE PAYMENT
I hereby authorize Agape Counseling Services, P.L.L.C. to release such diagnostic and therapeutic information (including treatment for drug and/or alcohol abuse) as may be necessary to determine entitled benefits and process claims for payment for counseling or mental health services provided to me or the above named consumer. The information authorized for release may include information about communicable diseases which may include, but are not limited to, diseases such as hepatitis, syphilis, gonorrhea, and the human immunodeficiency virus, also known as Acquired Immune Deficiency Syndrome (AIDS).  I understand my records are protected under Federal and State confidentiality statutes and cannot be released without my written consent as described in the Notice of Privacy Practices.  This authorization shall be valid only for the period of time necessary to process payment for claims pertaining to the consumer named above.
I do ______________ I do not _______________
CONSENT TO MEDICAID WAIVER AND RELEASE – MEDICAID CUSTOMERS ONLY
I agree to apply to DHS for coverage or continued coverage if I become eligible or am certified for Medical Assistance through the state Medicaid program.  Claims for payment of fees will be submitted to the Oklahoma Health Care Authority and I understand I will not be charged for any services provided by Agape Counseling Services, P.L.L.C. that are covered by Medicaid.
_________________________________________________________________________________________________________________________________________________
I do ______________ I do not ______________
CONSENT TO MEDICARE AND COMMERCIAL INSURANCE – ASSIGNMENT OF BENEFITS
I hereby authorize payment directly to Agape Counseling Services, P.L.L.C. of the benefits otherwise payable to me, which may include, but not be limited to, major medical benefits.  Payments shall not exceed the Center’s regular charges for this period of treatment.  I understand that I am financially responsible for charges not covered by this authorization.  My signature below indicates my acceptance of responsibility for charges not covered by this authorization.
I do _______________ I do not _____________ CONSENT FOR EMERGENCY MEDICAL TREATMENT
In the event a medical emergency occurs while I and/or my family members are with a representative of Agape Counseling Services, P.L.L.C. and I am unable to consent to medical treatment, I hereby authorize any Agape representative to seek appropriate medical treatment for me and/or my family members.  I also give medical personnel permission to execute on my behalf permission forms or other medical documents, and to act on my behalf if I am unable to do so.  I am signing this consent voluntarily.
In the event that an emergency occurs while I and/or my family members are with an Agape Counseling Services, P.L.L.C. representative, and I am unable to be reached, please contact the following person:
Name: ______________________________________________________Telephone Number: ______________________________
I do __________ I do not _______________ CONSENT FOR TRANSPORTATION
As a client of Agape Counseling Services, P.L.L.C. a community based program, I understand that representatives of Agape may provide transportation to me and/or my family members as part of program services.  I hereby authorize Agape representatives to transport me and/or my family members as necessary in the course of program services.
I do __________ I do not _____________ CONSENT FOR INVOLVEMENT IN PROGRAM ACTIVITIES
I understand that my family and/or I may engage in activities as part of treatment while in the company of Agape representatives, which may involve the risk of personal injury and/or property damage.  I consent to involvement in activities related to program, such as recreational outings, therapeutic services, etc.
I do ___________ I do not _______________ CONSENT TO FOLLOW UP AFTER DISCHARGE
I do ___________ I do not ________________ CONSENT TO PHONE AND/OR MAIL SATISFACTION SURVEYS
Your signature is required below for all Consents that you have checked.
Signature of consumer/guardian/parent _____________________________________________________ Date ________________________
Witness Signature _______________________________________________________________________________ Date _________________________



WAIVER AND RELEASE OF LIABILITY
DISCLAIMER: AGAPE COUNSELING SERVICES, P.L.L.C. IS NOT RESPONSIBLE FOR ANY INJURY (OR LOSS OF PROPERTY) TO ANY PERSON WHILE PARTICIPATING IN ACTIVITIES OF ANY KIND IN CONJUNCTION WITH AGAPE STAFF, INCLUDING EQUINE ACTIVITIES, ROPES COURSES, SPORTS ACTIVITIES, GAMES, GYMNASTICS, RECREATIONAL EQUIPMENT SUCH AS TRAMPOLINES, MOON WALKS, FERRIS WHEELS, DUNK TANK OR ANY LIKE SITUATED DEVICE OR EQUIPMENT, WADING OR SWIMMING, PLAYGROUND EQUIPMENT OR GAME EQUIPMENT, INCLUDING ORDINARY NEGLIGENCE ON THAT PART OF AGAPE, ITS OFFICERS, AGENTS, OR EMPLOYEES.
In consideration of my participation (or the participation of my child or the child over which I am the legal guardian), I hereby release, indemnify, hold harmless, and covenant not-to-sue Agape, its employees, or any facility/agent working in conjunction with Agape, from any and all present and future claims resulting from ordinary negligence on the part of Agape, its employees, or any facility/agent working in conjunction with Agape for property damage, personal injury, or wrongful death, arising as a result of myself (my child or child for which I am the legal guardian) engaging in or receiving instruction in the aforementioned activities, or any other activities or any activities incidental thereto, or activities that myself or my child may choose to participate in without the permission of staff while under the care of Agape staff, wherever, whenever, or however the same may occur.  I hereby voluntarily waive any and all claims resulting from ordinary negligence, both present and future, that may be made my be, my family, estate, heirs, or assigns.
Further, I am aware that some of the aforementioned activities are vigorous sporting activities involving height and rotation in a unique environment and as such they pose a risk of injury.  I understand that equine activities, gymnastics, ropes courses, athletics, some games and game equipment and related activities always involve certain risks, including but not limited to, death, serious neck and spinal injuries resulting in complete or partial paralysis, brain damage, and serious injury to virtually all bones, joints, muscles, and internal organs, and the safety equipment and apparatus provided for my protection including the performance of certain skills, may be inadequate to prevent serious injury.  I am voluntarily giving my permission to participate for myself or my child or the child over whom I am the legal guardian _________________________ (name of participant) in this activity with knowledge of the risks involved and hereby agree to accept any and all inherent risks of property damage, personal injury, or death.
I understand that this waiver is intended to be as broad and as inclusive as permitted by the laws of the state of Oklahoma and agree that if any portion is held invalid, the remainder of the waiver will continue in full legal force and effect.  I further agree that the venue for any legal proceedings shall be within the state of Oklahoma.
I affirm that I am of legal age and freely signing this agreement.  I have read this form and fully understand that by signing this form, I am giving up legal rights and or remedies which may also be available to me for the ordinary negligence of Agape Counseling Services, P.L.L.C. any person/entity listed above.

____________________________________________________________________________________________________________________
Signature of Consumer or Parent                                                                                                                      Date



 Fee Agreement
Clients with Commercial Insurance Benefits

Insurance Company Name: _______________________________________________________________________________________________________________
Insurance Company Address: ____________________________________________________________________________________________________________
Name of Policy Holder: ________________________________________________SSN of Policy Holder: ___________________________________________
ID Number: ____________________________________________________Group Number: __________________________________________________________
Deductible amount: _____________________________________________Co-pay amount: ________________________________________________________
*Client is responsible to make their co-pay/deductible payment prior to services being provided
*If client should lose benefits then the sliding scale amount will apply
Clients with Medicaid Benefits
Name of Policy Holder: ____________________________________________________________________________________________________________________
Social Security Number: ________________________________________________________ID Number: ____________________________________________
*If client should lose benefits then the sliding scale amount will apply
Clients Using Sliding Scale
Monthly Income:_________________________________________________ Annual Income: _______________________________________________________
Services Requested: _____________________________________________ Amount per session: _________________________________________________
Sliding Scale 
	Income Level:
Type of Service
	$90,000.00 
and above
	$89,999.00-
$80,000.00
	$79,999.00-
$60,000.00
	$59,999.00-
$40,000.00
	$39,999.00-
$25,000.00
	$25,000.00
and below

	Intake (1-2 hours)
	$200.00
	$150.00
	$100.00
	$80.00
	$50.00
	$40.00

	Individual or Family Therapy 
(60 minutes)
	$120.00
	$90.00
	$75.00
	$50.00
	$30.00
	$25.00

	Individual or Family Therapy
(45 minutes)
	$110.00
	$80.00
	$60.00
	$40.00
	$25.00
	$20.00

	Individual or Family Therapy 
(20-30 minutes)
	$60.00
	$45.00
	$35.00
	$25.00
	$15.00
	$10.00

	Equine Assisted Psychotherapy
(60 minutes)
	$120.00
	$100.00
	$85.00
	$60.00
	$45.00
	$35.00

	Group Psychotherapy
(60 minutes)
	$35.00
	$30.00
	$25.00
	$20.00
	$15.00
	$5.00

	Group Psychotherapy
(90 minutes)
	$50.00
	$45.00
	$40.00
	$30.00
	$25.00
	$10.00

	Crisis Intervention 
(15 minutes)
	$40.00
	$30.00
	$25.00
	$15.00
	$10.00
	$5.00

	Case Management
(15 minutes)
	$25.00
	$20.00
	$15.00
	$10.00
	$5.00
	$5.00

	Missed Appointments
(No Shows)
	$35.00
	$25.00
	$20.00
	$10.00
	$5.00
	$5.00



______________________________________________________                                                                     ________________________________________________
Client or Parent/Guardian Signature/Date                                                                                Witness Signature/Date

RESPONSIBILITIES OF PERSONS SERVED
Greater individual involvement by consumers in their care increases the likelihood of achieving the best outcomes and helps support a quality improvement, recovery-oriented environment.
Therefore;
1. I understand I have the responsibility to act in my best interest through active participation in treatment, transition and recovery processes.  I will participate actively in my treatment planning and ongoing treatment.  I will tell Agape staff about my history, strengths, and needs as honestly as possible.
2. I understand I have the responsibility to respect the environment, the agency, agency personnel and other consumers by treating all with courtesy, respect and maintaining their confidentiality.
3. I understand all records and services are confidential.  I will keep any information about other clients that I learn in the course of my association with Agape confidential.
4. I understand I have the responsibility to never threaten violence or become violent toward other consumers or agency staff.  I understand that weapons are strictly prohibited.  I will inform Agape staff of any dangers such as homicidal thinking, weapons in the service setting, or threats from others who may be present during my session.
5. I understand I have the responsibility to remain clean and sober without any use of any type of drugs or alcohol while participating in services.
a. If a consumer appears to be intoxicated and impaired in the judgment of clinical staff, services will be restricted.
b. If a consumer drives him/her to the agency location and in the judgment of clinical staff appears to be intoxicated and impaired, alternative transportation arrangements will be offered.  If transportation is refused and consumer insists on driving himself/herself the police will be notified.
6. I understand I have the responsibility to pay the agreed upon fees, to inform Agape staff of my payment source and assist Agape in obtaining third-party payment, when applicable.
7. I understand I have the responsibility to be on time to scheduled appointments and to give at least 24 hours notice if I need to cancel a scheduled appointment, if at all possible.  I understand that excessive cancellations and/or no shows may result in my discharge from services.  I will let Agape staff know if and when I feel I am ready to discontinue services.
8. I understand I have the responsibility to ask about anything I don’t understand and to let Agape staff know if I have any special needs.
My signature below indicates that I have read the above and understand my responsibilities as a consumer of Agape Counseling Services, P.L.L.C.  I understand that if I am consistently unable to meet my responsibilities, or if I violate responsibilities related to safety, I may be discharged from services.  Agape staff will make every effort to work with me and to refer me to another organization if discharge is deemed necessary.  If I am able to demonstrate resolution of the breech of responsibility, I may request reinstatement as a client of Agape.  The clinical team will review my request and let me know if they are able to accommodate within 10 business days.


___________________________________________________                                                                                          _______________________
Consumer Signature or Parent/Guardian                                                                                                                Date



Client Grievance Information

Agape Counseling Services, P.L.L.C. is committed to the delivery of quality services that are designed to meet the needs of each client and/or family.  If you believe your rights have been violated or our services don’t meet your expectations, please follow this procedure.  You will not receive any retaliation from Agape staff for using our grievance procedure.  It is very important to us that you feel like you have an appropriate way to address any issues that may arise.
First, please discuss the situation with your mental health professional.  However, if you are unable to resolve the issue with your assigned provider for any reason, the following procedures should be followed:
1. Contact an Agape administrator and state the nature of your complaint in writing.
2. Within a period not to exceed 10 days, you will receive a response from a member of management to your written complaint.  The response will be made in writing.
3. In each grievance proceeding by Agape Counseling Services, P.L.L.C. all facts will be considered as presented by all parties involved in the grievance.  All laws, statutes, policies and procedures that affect the grievance will be applied.
4. If, at any time, you are not satisfied with the agency grievance procedure(s), if you feel you cannot get your concerns addressed through Agape, or if there are any complaints regarding violations of licensure, you may call a number of other agencies.  Telephone numbers to reach such an agency include:

· Oklahoma State Board of Licensed Social Workers at 5104 North Francis, Suite E Post Office Box 18817, Oklahoma City, OK 73154-0817.  Phone: (405) 946-7230
· Oklahoma State Department of Health Division of Professional Counselor Licensing at 1000 NE 10th Street, Oklahoma City, OK 73117-1299, Phone: (405) 271-6030, Fax: (405) 271-1918
· Oklahoma State Board of Licensed Alcohol and Drug Counselors at 5104 North Francis, Suite F, Post Office Box 54388, Oklahoma City, OK 73154-0817, Phone: (405) 840-8908, Fax: (405) 840-8311
· Oklahoma Health Care Authority at 4545 North Lincoln Blvd., Suite 124, Oklahoma City, OK 73105-3400, Phone: (405) 522-7421, Fax: (405) 530-3246
· Grievance Coordinator, Office of the Advocate Defender, Oklahoma Department of Human Services at P.O. Box 25352, Oklahoma City, OK 7325, Phone: (405) 521-3491
· Grievance Coordinator, Office of The Advocate General, Office of Juvenile Affairs at P.O. Box 268812, Oklahoma City, OK 73126-8812, Phone: (405) 530-2821.
I have been given a copy of this Client Grievance Form.  I have read it, or it has been read to me, and I have had an opportunity to ask questions.  By signing below, I verify that I understand these grievance procedures.

_____________________________________________________________________         _____________________________________________
Client Signature                                                                                                      Date
_____________________________________________________________________         _____________________________________________
Parent/Guardian Signature                                                                                Date
_____________________________________________________________________         _____________________________________________
Witness Signature                                                                                                 Date


 
NOTICE OF ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY PRACTICES INFORMATION
I understand that as a part of my health care, Agape Counseling Services, P.L.L.C.  originates and maintains paper and/or electronic records describing my health history, symptoms, examination, and test results, diagnosis, treatment, and any plans for future treatment.  I have received, read and understand the Notice of Privacy Practices containing a more complete description of the uses and disclosures of my health information.  I understand this agency has the right to change the Notice of Privacy Practices and that I will be advised of changes and have the right to a copy of the current document.
Requested Restrictions: _______________________________________________________________________________________________ ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
I fully understand and (check one)   ☐ accept/ ☐ decline the terms of this consent.
_________________________________________________________________________________            ___________________________________
Signature                                                                                  Date                                       Relationship – if not consumer
OFFICE USE ONLY
☐ Consent received by: _________________________________________ Date ____________________
☐ Consent refused by client and treatment refused as permitted.
Restriction Request:                Agency ______________      _____________
                                                                          Agreed               Disagreed
If agency disagreed, state reason: _________________________________________________________________________________ ___________________________________________________________________________________________________________________________
Date: ______________________________
Signature of staff making this statement: ________________________________________________________
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_______________________________________________________________                                                  ____________________________
Consumer Signature or Parent/Guardian                                                                              Date
[bookmark: _GoBack]
CONSENT TO RELEASE CONFIDENTIAL INFORMATION
By signing this form, I hereby authorize Agape Counseling and Social Services to: 
☐ Communicate, verbally or in writing, to the following person or agency the information indicated below
☐ Receive the information or records indicated below from the following person or agency:
☐ Release the information or records indicated below from the following person or agency:

_____________________________________________________________________________________________   __________________________________________________________
Name of authorized person or agency					Phone
_____________________________________________________________________________________________   __________________________________________________________
Address								FAX
_______________________________________________________________________________________________________________________________________________________
City, State, Zip Code
CIRCLE THE INFORMATION TO BE RELEASED
Psychosocial Evaluation	Comprehensive Treatment Plan	Psychological Test
Discharge Summary		School Records			Other: _______________________________
Therapy Counseling Notes from: ___________________ to ____________________
Psychosocial Rehab Notes from: ___________________ to _____________________
Case Management Notes from: ___________________ to _______________________
The release of this information is for the following purpose(s): ______________________________________________________________________ _____________________________________________________________________________________________________________________________________________________
This authorization is voluntary and I may refuse to sign this authorization.  I understand that if I do not sign this form, it will not keep me from getting treatment.
The organization authorized to receive my information may not be required by federal privacy regulations to protect my health information.  However, the recipient may be prohibited from disclosing substance abuse information under the Federal Substance Abuse Confidentiality requirements.
I may revoke this authorization at any time, in writing.  However, revocation will not apply to information already used or disclosed in response to this authorization, if already released.  Unless revoked or otherwise indicated, this authorization will expire on the following date ___________________, not to exceed one year.
I release the entities listed above, their agents and employees from any liability in connection with the use or disclosure of the protected health information covered by this authorization.  The entity authorized to disclose the information will not be compensated by the recipient for the disclosure except for the cost of copying and mailing as authorized by law.
The information you authorize for release may include records that may indicate the presence of a communicable or venereal disease that may include, but is not limited to, diseases such as hepatitis, syphilis, gonorrhea, or the human immunodeficiency virus, also known as Acquired Immune Deficiency Syndrome (AIDS).
Consumer Name: ________________________________________________________ SSN: ____________________________________ DOB: _________________________________________
Consumer Signature: __________________________________________________________________________                                                    Date: ______________________________
                                           (Consumer must sign if 14 years of age or more)
Parent/Guardian Signature: ____________________________________________________________________                                               Date:_______________________________
Witness Signature: ________________________________________________________________________________                                             Date: ________________________________
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