Welcome!

Thank you for choosing to work with Alisa L. Casciano, M.Ed., LPC, NCC to assist you and or your family to address your problems and find ways to improve your life.  I would like to take the opportunity to acquaint you with information relevant to treatment, confidentiality, privacy practices and office policies.  I will answer any questions you have regarding any of these policies.

Appointments/Fees:

Office appointments are scheduled for 45-50 minutes and may be longer for the first appointment. The practice’s hours are by appointment only. 
The fee for individuals is 110.00/ couples/family 125.00 and initial assessments are 130.00. 
___initial
In the event of a mental health emergency you may reach me by calling my cell # 919-995-4588.  If you are unable to reach me other options include Holly Hill Hospital Respond line at 919-250-7000, Wake County Crisis and Assessment 919-250-1260, go to your local ER, or call 911.
Confidentiality:

Issues discussed in therapy are important and are generally legally protected as both confidential and privileged.  However, there are limits to the privilege of confidentiality.  Theses situations include:  1) suspected abuse or neglect of a child, elderly or disabled individual; 2) when I believe you are a danger of harming yourself or another person, or you are unable to care for yourself; 3) when you report that you intend to physically injure someone, the law requires me to inform that person, as well as the legal authorities; 4) if I am ordered by the court to release information as part of a legal involvement in company litigation, any other legal affairs; 5) when your insurance company is involved, e.g. in filing a claim, insurance audits, case reviews or appeals, etc.; 6) in natural disasters whereby protected records may become exposed; or 7) when otherwise required by law.  You may be asked to sign a Release of Information form so that I may speak with other professionals or to family members.  This office is compliant with HIPAA Privacy Act.  File a complaint o grievance if you have concerns that we cannot resolve together.  You may file a grievance with the following offices:
- Advocacy & Customer Service Section – Division of MH/DD/SAS: 2009 Mail Service Center Raleigh, NC 27699-3009; 919-71-3197 OR 800-662-7030; www.dhhs.gov/mhddsas
- Disability Rights North Carolina: 2626 Glenwood Avenue, Suite 550 Raleigh, NC 27608; 877-235-4210 OR 919-86-2195; www.disabilityrights.org
A HIPAA Federal regulation allows me to use or disclose PHI from your record in order to provide treatment to you and obtain payment for services from your insurance company.   The notice of Privacy Practices disclosures explains this in more details. 

I have read and been offered a copy of Alisa L. Casciano’s Privacy Practices

_____________________________________________________________





Signature

I consent to the use or disclosure of my private health care information as to my insurance company that is necessary for billing, to receive authorization for services, or to process my claim for payment of services.  I authorized my insurance company to send payment directly to Alisa L. Casciano, LPC, PLLC for all services provided.
Payments:
Payment is due at the time of the session unless other arrangements have been made in advance.  I will submit your insurance claim, but you are responsible for any deductibles, co-insurance, co-payments and non-allowable costs or fees not paid by your insurance company.  It is your responsibility to familiarize yourself with your mental health insurance benefits. 
Payments are accepted in cash, credit/debt card, or check made out to Alisa L. Casciano, LPC, PLLC. If you should choose to pay by credit o debit card, a $5.00 processing fee will be applied.
If your claim is not paid within 60 days after filing it or there are other problems with it, you become responsible for reimbursement to this provider while you resolve the situation with your insurance company.
Any returned check returned for insufficient payment will be charged an additional 29.00 bank and handling fee.  No session will transpire until fees are collected in full.

Cancellations and Missed Appointments:

In the event you must change a scheduled appointment, please give 24 hours notice so that someone else may make use of that time. Missed appointments are not reimbursable by insurance companies.

If you miss an appointment with out prior 24 hours’ notice you will be billed $50.00.  
___initial
Court Appearance Fees: 
While I do not make court appearances, if I am subpoenaed for a court appearance you will be charged an hourly fee of $200.00.  This hourly fee of 200.00 begins when I leave the office to travel to court and time ends when I am dismissed and return back to the office. It also would include any time spent preparing for the court appearance. A full day 8 hour day = $1600.00 of fees are to be paid in advance. Any telephone calls associated with legal issues lasting more than 10 minutes will be billed at 100.00 an hour similar to a regular therapy session. 
These fees do not apply when the state or county has custody of the client.
 ___initial

Consent for Treatment: 
I consent for myself (name) ______________________or child__________________________ to participate in evaluation and ongoing psychotherapy treatment with Alisa L. Casciano, M.Ed., LPC, NCC.  I am aware that the practice of psychotherapy is not an exact science and the results cannot be guaranteed.  No promises have been made to me about the results of treatment.  I understand that I may withdraw from treatment at any time.

Housekeeping:

This provider is an independent practitioner and is professionally and legally separate and apart from any other service providers at the same address and suite number.

I have read and understood this policy statement, and I have had my questions answered to my satisfaction.  I accept, understand and agree to abide by the contents and terms of this agreement.  

Signature of client or guardian/parent if client is a minor:

Name of the Patient (please print_______________________________________________      Signature of Patient/guardian_____________________________________Date__________         
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