Alisa Genovese, MFT

33 Orange Street

Asheville, NC 28806

828-276-2544

NC lic#2050

CA Lic #MFC 30365

Psychotherapy Office Policies & 

Consent to Treatment 

Welcome to my practice.  This document contains information about my professional services and business practice.  Please read it carefully and sign.  Be sure to jot down any questions you may have so we can discuss them at the next meeting.

Psychotherapy can be a wonderful opportunity to understand yourself more deeply while addressing troubling aspects of your life and making needed changes.  It can be a fascinating time of discovery, but it can also be difficult and at times painful.  While there are no guarantees your active participation will contribute greatly to this process.

Confidentiality:  The information discussed in therapy is strictly confidential and will only be released with your written permission.  Confidentiality must be suspended, by law, when a person is determined to be a danger to self or other’s, where reasonable suspicion of child, elder or dependent adult abuse exists, or upon receipt of a valid court order.

Hours and Availability: Sessions are 50 minutes long.  Longer sessions can be arranged upon request. I am available by phone between sessions if the need should arise. The rate for phone sessions will be charged on a prorated basis depending on duration.  I will do my best to return calls as promptly as possible.  I am available for phone/Skype sessions if coming in at the scheduled hour is not possible.

I am available to communicate via email about scheduled sessions.  Emails related to therapeutic issues will be charged on a prorated basis as with phone calls.

If you are having a psychological emergency and I am not available, call the following crisis service:

24-Hour Crisis Support Services of Alameda County 1-800-309-2131

Fees/Insurance: Fees are due at each session unless other arrangements have been made.  Please make checks payable to Alisa Genovese.  

If you have insurance coverage for psychotherapy I will provide you with an invoice for services rendered at your request to submit to your carrier for reimbursement.  I request full payment for sessions.  Please be advised that your insurance company will not reimburse for missed appointments or late cancellations.

Cancellation and Scheduling:  In order to insure continued progress in therapy, an ongoing commitment is necessary.  To that end I ask that you limit cancellations whenever possible so as to avoid disruption to treatment.  If cancellation is necessary please notify me at least 48 hours prior to our scheduled session. Less than 48 hours will result in a full fee charge for the session.  If notification is within 24 hours I will make every effort to reschedule if possible in the same week so as to avoid being charged. In addition to your weekly scheduled time I am also available for emergency sessions if the situation should arise.

I have read, understand, and agree to the above policies, and give my consent for psychotherapy.

Name      
Signature/date      
     
Alisa Genovese, MFT

33 Orange Street

Asheville, NC 28806

828-276-2544

NC lic#2050

CA Lic #MFC 30365

Client Contact Information

Name 
Date of Birth      
Address      
Phone Numbers:



Okay to leave message?


Home:        

Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 


 Work:      

Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 


    Cell:      

Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

In case of emergency whom should I contact?

Name:      
Relationship to you:      
Phone:      
Other additional emergency contacts:      
Primary Physician       Phone      
Psychiatrist       Phone      
How were you referred to me? 

     


Alisa Genovese, MFT

33 Orange Street

Asheville, NC 28806

828-276-2544

NC lic#2050

CA Lic #MFC 30365

Privacy Policies

A new federal law, the Health Insurance Portability and Accountability Act (HIPAA), which was established to protect your privacy, now requires that I provide you with the following information and obtain your signature confirming that you have read and understand it:

1) The nature of the records I keep.

2) The manner in which those records are stored to protect your privacy.

3) The circumstances under which anyone other than myself would have access to any of the information contained in these records.

“Records”:  “Records” refers to records that include your name, address, and telephone numbers, fee, dates of sessions and cancellations, charges, payments and balances and other documentation of sessions.  If an insurance company is involved, these records will include required diagnostic and procedure codes.  Before I provide any information to an insurance company or third party requesting it, I will discuss the request with you to be sure you wish me to honor it.  Records are securely stored, under lock and key.  Law protects your privacy with regard to these records, although records can be subpoenaed by a court of law, and I could be required to provide the records or information in them.

“Psychotherapy Notes”:  These are my private notes taken about the sessions.  Such notes are now far more protected by law from any third party intrusion than are the “records” listed above.  They are considered ‘privileged”, meaning that I can and would legally refuse to turn them over to anyone, including you or a court of law, except under a few specific and extreme circumstances.  I store my “Psychotherapy Notes” in a separate section of the chart from “Records”, under lock and key, and with no identifying information on them except your initials.  Periodically, when therapists meet with supervisors or trusted colleagues to gain more understanding of their work, portions of these notes maybe discussed, taking care to protect your privacy by excluding any identifying information and by disguising your identity.

At your request, I will provide you with a “Notice of Privacy Practices” that explains these policies in greater detail.  If you have any questions about this information, let me know.

Please sign below and return this form at the next session.  Thank-you.

I,      , have read and understand the above.

*Signature       Date:      
*Typed signature valid as electronic signature.

Alisa Genovese, MFT

33 Orange Street

Asheville, NC 28806

828-276-2544

NC lic#2050

CA Lic #MFC 30365

 I, ___________________________, DOB __________, hereby certify the following: 

1. My health care provider and I have agreed to engage in a telehealth consultation. 

2. I understand that this is technology-assisted care, and that during this session I will not be in the same room as my provider. 

3. I understand that a telehealth consultation has potential benefits including easier access to care and the convenience of meeting from a location of my choosing. 

4. I understand that there are potential risks to this technology, including interruptions and technical difficulties. I understand that my health care provider or I can discontinue the telehealth consult/visit if it is felt that the videoconferencing connections are not adequate for the situation. 

5. My health care provider has given me the opportunity to ask questions in regard to this procedure. My questions have been answered and the risks, benefits and any practical alternatives have been presented to me in a language in which I understand. 

6. I understand that all other policies agreed to in my general consent for treatment are still in place and applicable, including, but not limited to fees and cancellation policies, confidentiality, emergency contact(s), etc. 

A Message from Alisa Genovese on logistics: 

Please note that recording of any kind, including screenshots, is not permitted and is grounds for termination of the client-therapist relationship. 

· I will send you link for our secure and HIPAA-compliant video session. I expect that you will be available at our scheduled time and will be prepared, focused and engaged in the session. I will be calling you from a private location where I am the only person in the room. You will want to be in a private location as well, where you can speak openly without being overheard or interrupted by others, to protect your own confidentiality. If you choose to be a in a place where there are people or others can hear you, I cannot be responsible for protecting your confidentiality. I suggest you wear a headset to improve confidentiality, as well as to increase the sound quality of our sessions. 

· In the event that we lose our connection during the session, I will call you immediately to troubleshoot. I will attempt to call you three times. If I cannot reach you, I will remain available to you during the entire course of our scheduled session. If you contact me and there is time left in your session, we will continue.

· If the reason for a connection loss, e.g., technology, dead battery, bad reception, etc. occurs on your part, the session will still be charged. If the loss for connection is a result of something on my end, I will call you from an alternate number. The number may show up as restricted or blocked, or as coming from out-of-state; please be sure to answer the call. We can either complete our session via phone or plan an alternate time to complete the remaining time in our session.

By signing this form, I agree: 

• That I have read or had this form read to ne or explained to me. 

• That I fully understand it’s contents including the risks and benefits of the procedure.

• That I have been given ample opportunity to ask questions and that any questions have been answered to my satisfaction. 

________________________________________________ 

Name of Client 

________________________________________________ _________________ 

Signature of Client 



          Date

________________________________________________ ________________________ 

Name of Client Representative/Legal Guardian Relationship to Client

________________________________________________ _________________ 

Signature of Client Representative/Legal Guardian               Date 

________________________________________________ _________________ 

Alisa Genovese, MFT                                                                       Date
