LIVING WELL COUNSELING & CONSULTING

Client Rights


        __        _____    Andrea J. Garwood, LMHC #5144
__________
 

P.O. Box 560341
Orlando, Florida 32856-0341
407-900-6605
Welcome to the private professional practice of Andrea J. Garwood, LMHC/Living Well.  This practice specializes in Child, Adolescent and Family Therapy and provides a range of services including individual therapy, relationship therapy, play therapy, group, couples and family therapy.  Additionally, this practice provides services including training and consultation, licensure and intern supervision, and educational workshops.

What to Expect:

As a client of this practice, you can expect to receive available services provided by a highly trained and/or  licensed professional with treatment being individually tailored to meet your specific needs.  These services will be provided in the least restrictive manner.  You have the right to seek information about any therapeutic practice or treatment being provided to you at any given time.

With limited exceptions, you can expect that all information discussed and/or recorded is confidential.  You will be asked to provide written consent if information is to be released to third parties.  The limited exceptions to the strict maintenance of confidentiality include: [1] if you, or the person receiving treatment, are in imminent physical danger to self or others and need to be kept safe;  [2] if I (therapist) request clinical supervision within the practice and then only on a need to know basis;  [3] if information is legitimately court ordered by a court of law; [4] in the case of child abuse or elderly abuse; and [5] the necessary information required by your insurance company or payment source, in order to process a claim made by you.

If you are a parent or legal guardian of a child in treatment, you are entitled to information regarding your child’s treatment and progress in treatment.  You will be asked to respect your child’s need for confidentiality in treatment.  Confidentiality is an essential part of treatment.  If the therapist feels the child is in danger or the parent\legal guardian needs to know information due to safety concerns, the therapist will certainly inform the parent\legal guardian of this information.  The therapist understands and encourages your interest as a concerned parent\guardian and will make every attempt to respect this interest while respecting the child’s need for confidentiality during treatment.

If at any time you feel a problem with your treatment has developed, it is your responsibility to discuss this with your therapist.  If for some reason this problem remains unresolved, you do have the right to contact the Florida Department of Professional Regulation, Psychological Services Office.

Appointments;

Appointments can be scheduled, as your therapist’s hours become available.  Traditionally a “therapy hour” is considered approximately 50 minutes.  The length and frequency of therapy sessions depend on many factors, and you may discuss this during your initial or any subsequent therapy sessions.  You are expected to give at least 24 hours advance notice if you need to cancel an appointment.  
Professional Fees:

The rate for Counseling and therapy is $125 per hour – depending on the service requested.  An additional $30 per any additional 15 minutes of therapy can be charged.  Payment at this rate is expected at the time of service unless otherwise arranged in advance.  Missed appointments, other than a genuine illness, will be billed at the same rate unless notification is made 24 hours in advance.  Telephone consultation, court appearances on behalf of the client, and/or other necessary professional services rendered on the behalf of the client, will also be billed at the above mentioned rate, unless otherwise arranged in advance.  If requested, special services (evaluations, reports, consultations, group therapy, co-therapy, training, or workshops) may be provided on a cost-per-service basis.

At your request, a receipt for services will be provided to you and may be submitted to your insurance company for reimbursement.  In circumstances where problems are encountered in receiving payment for services, you will be billed for additional charges to cover the costs of time and expenses to obtain payment.

I understand and agree to all the above information and agree to assume full responsibility for payment for services as outlined above.

We welcome you to our practice and know that walking together on this journey will bring health, wholeness and healing.
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