DAVID S. SHEN-MILLER, PH.D.

11821 NE 128th ST, STE H 

KIRKLAND, WA 98034
Tel. 206.618.6549

PSYCHOLOGIST-CLIENT SERVICES AGREEMENT

Welcome to my practice. I appreciate your interest and the opportunity to work with you. The following information is to help you understand how we will work together, your rights as a client, and the nature and limitations of my services. Please read this information carefully. Please feel free to ask me to clarify any part of this document that may seem unclear. After you have read and understand this information, I will ask you to sign this agreement form.

This document (the Agreement) contains important information about my professional services and business policies. It also contains summary information about the Health Insurance Portability and Accountability Act (HIPAA), a federal law that provides privacy protections and patient rights with regard to the use and disclosure of your Protected Health Information (PHI) used for the purpose of treatment, payment, and health care operations. HIPAA requires that I provide you with a Notice of Privacy Practices (the Notice) for use and disclosure of PHI for treatment, payment and health care operations. The Notice, which is attached to this Agreement, explains HIPAA and its application to your personal health information in greater detail. The law requires that I obtain your signature acknowledging that I have provided you with this information. Although these documents are long and sometimes complex, it is very important that you read them carefully before our session. We can discuss any questions you have about the procedures at that time. When you sign this document, it will represent an agreement between us. You may revoke this Agreement in writing at any time. That revocation will be binding on me unless I have taken action in reliance on it; if there are obligations imposed on me by your health insurer in order to process or substantiate claims made under your policy; or, if you have not satisfied any financial obligations incurred. 

PROFESSIONAL EXPERIENCE

My educational background includes a PhD in Counseling Psychology from the University of Oregon, an American Psychological Association (APA) accredited program, and an MSW from the University of Texas. I completed BAs in Anthropology and in Social Thought and Political Economy from the University of Massachusetts, Amherst.  I currently hold memberships in the American Psychological Association and the Washington State Psychological Association. I am a Washington State Licensed Psychologist (PY60560787) and a faculty member in the Counseling & Health Psychology Department at Bastyr University.

PSYCHOLOGICAL SERVICES

Psychotherapy is not easily described in general statements. It varies depending on the personalities of the psychologist and client, and the particular problems on which we are working. I use an integrative approach in therapy, which means I strive to help individuals develop and utilize their strengths, increase their healthy coping strategies, and foster greater awareness of themselves. Our first session will begin with an evaluation of your needs, an assessment of the reasons that bring you to therapy, any symptoms you are experiencing, and any other important information. By the end of the intake assessment, I will be able to offer you some first impressions of what our work will include and a treatment plan to follow, if you decide you would like to work together. We will discuss which concerns you would like to address and how we will proceed in addressing them. I encourage all clients to evaluate carefully whether they feel comfortable working with me since therapy involves a commitment of time, money, and energy. I will be happy to help you set up a meeting with another mental health professional if you are interested in a referral. At any time, you can ask questions, revisit our goals, and make changes to our plan. 

RISKS AND BENEFITS OF PSYCHOTHERAPY
Psychotherapy is meant to provide a safe and supportive environment to explore yourself and your concerns. However, clients can experience some discomfort during the course of therapy. It is possible to experience feelings of guilt, sadness, anxiety, fear, loss, frustration, anger or other unpleasant emotions. You may also choose to discuss or remember painful events or memories. These experiences are usually normal and appropriate given the work you are doing in psychotherapy. I encourage you to tell me about any possible negative side effects as they occur. 

Therapy may not create immediate changes in your life or fully eliminate your presenting concerns, but you can expect to experience positive outcomes. Benefits can include increased coping abilities and a decrease in unpleasant or painful symptoms, or a different outlook on the things that have been troubling you. You may also benefit from having opportunities to talk things out and process your feelings, or increase your self-awareness and self-knowledge. In addition, psychotherapy can help you learn new ways of thinking, feeling, and responding to yourself and others. And, you may find that there are other benefits as well. 
OUR RELATIONSHIP

A strong working relationship is imperative to successful therapy outcomes. Standards have been set by the American Psychological Association for the limits in the relationship between a therapist and client. These standards include keeping the information that you share with me confidential (specifics related to this will be further discussed in the “confidentiality” section of this document). These standards also limit us to a professional relationship only. 

MEETINGS/SESSIONS

I normally conduct an evaluation that will last about two sessions. During this time, we can both decide if I am the best person to provide the services you need to meet your treatment goals. If you decide that you would like to begin psychotherapy with me, I will schedule one 55-minute session on a weekly basis with you, although some exceptions may apply based on extenuating circumstances. We would make these decisions together. 
Once an appointment hour is scheduled, you will be expected to pay for the session, unless you provide 24 hours advance notice (excluding weekends and holidays) of cancellation by calling my office phone. The practice of psychotherapy is unusual in that you are buying my time and it has been reserved for you. Often, other people cannot be rescheduled in these time slots on short notice and we cannot be responsible for the many events that impact people and their lives. If you do not make your session for some reason, I will try to reach you for a last minute reminder. If I cannot reach you, I will spend a portion of the time reviewing our work and making notes. It is important to note that insurance companies do not provide reimbursement for canceled sessions. 
PROFESSIONAL FEES

My hourly fee for ongoing sessions is $165. My fee for the initial intake session (which lasts 75-80 minutes) is $225. Please note that in the case of a late arrival, appointments will still end at their scheduled time. In addition to weekly appointments, I charge $165 per hour for other professional services you may need. Other services include report writing, telephone conversations lasting longer than 10 minutes, consulting with other professionals with your permission, preparation of records or treatment summaries, and the time spent performing any other service you may request of me. If you become involved in legal proceedings that require my participation, you will be expected to pay for all of my professional time, including preparation and transportation costs, even if I am called to testify by another party. Because of the difficulty of legal involvement, I charge $350 per hour for preparation and attendance at any legal proceeding. 

In the case of a pattern of cancelled meetings on your part, or a similar expression of a lack of commitment to our work together, I reserve the right to end our working relationship. In this unlikely event, I will do my best to help you find another therapist with whom to work, if that is your wish. You will be responsible for any remaining balance on your bill, including any fees for last minute cancellations and no-shows. 

CONTACTING ME AND EMERGENCIES

I am often not immediately available by telephone. When I am unavailable, my telephone is answered by voicemail that I monitor frequently. I will make every effort to return your call on the same day you make it, with the exception of weekends and holidays. During the normal work week, I am generally able to return a message within approximately 24 hours. If you are difficult to reach, please inform me of some times when you will be available. If you are unable to reach me and feel that you cannot wait for me to return your call, contact your family physician or the nearest emergency room and ask for the psychologist or psychiatrist on call. If you have an emergency, and cannot reach me by phone or email, it is best to immediately call 911, go to the nearest hospital emergency room, or call the King County Crisis Clinic at (206) 461-3222. 

If I will be unavailable for an extended time, I will provide you with the name of a colleague to contact, if we determine that is necessary. 

If there is an emergency during our work together, or if I become concerned about your personal safety, I am required by law and by the ethics of my profession to contact someone close to you. I am also required to contact this person or the authorities if I become concerned about you harming someone else. Please write down the name and information of your chosen contact person in the blanks provided.

Name:_______________________________________________________________

Address:_____________________________________________________________

Phone:_______________________________________________________________

Relationship to you:_____________________________________________________

LIMITS OF CONFIDENTIALITY

The law protects the privacy of all communications between a client and a psychologist. In most situations, I can only release information about your treatment to others if you sign a written Authorization form that meets certain legal requirements imposed by state law and/or HIPAA. 

I may occasionally find it helpful to consult other health and mental health professionals about a case. If I consult with a professional who is not involved in your treatment, I am legally and ethically required to avoid revealing your identity. Similarly, these professionals are legally bound to keep the information confidential. 
Disclosures required by health insurers or to collect overdue fees are discussed elsewhere in this Agreement. 

If you are involved in a court proceeding and a request is made for information concerning the professional services I provided you, such information is protected by the psychologist-patient privilege law. I cannot provide any information without 1) your written authorization; 2) you informing me that you are seeking a protective order against my compliance with a subpoena that has been properly served on me and of which you have been notified in a timely manner; or 3) a court order requiring the disclosure.  If you are involved in or contemplating litigation, you should consult with your attorney about likely required court disclosures. 

There are some situations where I am permitted or required to disclose information without either your consent or Authorization:

· If a client files a complaint or lawsuit against me, I may disclose relevant information regarding that client in order to defend myself.

· If a client files a worker’s compensation claim, and the services I am providing are relevant to the injury for which the claim was made, I must, upon appropriate request, provide a copy of the client’s record to the client’s employer and the state Department of Labor and Industries (L&I) or the federal Office of Worker’s Compensation Programs (OWCP).  

There are some situations in which I am legally obligated to take actions, which I believe are necessary to attempt to protect others from harm and I may have to reveal some information about a client’s treatment. These situations are unusual in my practice. 

· If I have reasonable cause to believe that a child has suffered or is currently suffering from abuse or neglect, the law requires that I file a report with the appropriate government agency, usually the Department of Social and Health Services. Once such a report is filed, I may be required to provide additional information. 

· If I have reasonable cause to believe that abandonment, abuse, financial exploitation, or neglect of a vulnerable adult has occurred, the law requires that I file a report with the appropriate government agency, usually the Department of Social and Health Services.  Once such a report is filed, I may be required to provide additional information.

· If I reasonably believe that there is an imminent danger to the health or safety of the client or any other individual, I may be required to take protective actions. These actions may include notifying the potential victim, contacting the police, seeking hospitalization for the client, or contacting family members or others who can help provide protection.

If such a situation arises, I will make every effort to fully discuss it with you before taking any action and I will limit my disclosure to only what is necessary.

While this written summary of exceptions to confidentiality should prove helpful in informing you about potential problems, it is important that we discuss any questions or concerns that you may have now or at any point in the future. The laws governing confidentiality can be quite complex. In situations where specific advice is required, formal legal advice may be needed.
PROFESSIONAL RECORDS

The laws and standards of my profession require that I keep Protected Health Information about you in your Clinical Record, which is kept in a secure location. It is my policy to destroy records 7 years after the end of therapy. If I must discontinue our relationship because of illness, disability, or other presently unforeseen circumstances, your records will be transferred to another therapist who will assure confidentiality and appropriate storage. Except in the unusual circumstance that I conclude that disclosure could reasonably be expected to cause significant harm or danger to the life or safety of you or another, you may examine and/or receive a copy of your Clinical Record, if you request it in writing. Because these are professional records, they can be misinterpreted and/or upsetting to untrained readers. For this reason, I recommend that you initially review them in my presence, or have them forwarded to another mental health professional so you can discuss the contents. If your records need to be seen by another professional, or anyone else, I will discuss it with you. If you agree to share these records, you will need to sign a release form. This form states exactly what information is to be shared, with whom, and why, and it also sets time limits. You may read this form at any time.

CLIENT RIGHTS

HIPAA provides you with several new or expanded rights with regard to your Clinical Records and disclosures of protected health information. These rights include requesting restrictions on what information from your Clinical Records is disclosed to others; requesting an accounting of most disclosures of protected health information that you have neither consented to nor authorized; determining the location to which protected information disclosures are sent; having any complaints you make about my policies and procedures recorded in your records; and the right to a paper copy of this Agreement, the attached Notice form, and my privacy policies and procedures. I am happy to discuss any of these rights with you.

MINORS AND PARENTS

Parents and clients under 18 years of age who are not emancipated should be aware that the law may allow parents to examine their child’s treatment records. Since privacy in psychotherapy is often crucial to successful progress, particularly with teenagers we will come to an agreement, in collaboration with parents and the child as to what information can and cannot be released and an agreement form will be signed by all parties. Any other communication will require the child’s Authorization, unless I feel that the child is in danger or is a danger to someone else, in which case, I will notify the parents of my concern. Before giving parents any information, I will discuss the matter with the child, if possible, and do my best to handle any objections he/she may have.  

BILLING AND PAYMENTS

If you do not have an insurance plan under which I am a preferred provider, you will be expected to pay for each session at the time of the session. Receipts can be given after each session. If you will be using insurance, you are responsible for making the claims to your insurance company and for receiving reimbursement (payment) from them for your coverage. I am considered an “out of network provider” in this instance, and, depending on your insurance, you may receive partial reimbursement for these sessions. It is important for you to know that in order for you to be reimbursed by an insurance company, I will need to include dates and types of service, fees, and diagnoses on the form. It is also possible they will require more information, such as a treatment plan or summary. In such situations, I will make every effort to release only the minimum information about you that is necessary for the purpose requested. This information will become part of the insurance company files and will probably be stored electronically. All insurance companies claim to keep such information confidential, though I have no control over this process. I will provide you with a copy of any report I submit at your request. By signing this document, you agree that I can provide requested information to your carrier. I am glad to provide any necessary documentation required for reimbursement.

Payment schedules for other professional services will be agreed to when they are requested. There are no other forms of payment possible. Neither bartering nor trading for services is allowable under my profession’s ethical code, as these constitute a dual relationship. With the exception of extreme financial hardship, there will be no reduced fee arrangement or billing arrangement. 
If your account has not been paid for more than 60 days and arrangements for payment have not been agreed upon, I have the option of using legal means to secure the payment. This may involve hiring a collection agency or going through small claims court which will require me to disclose otherwise confidential information. In most collection situations, the only information I release regarding a client’s treatment is his/her name, the nature of services provided, and the amount due.  (If such legal action is necessary, the costs of that action will be included in the claim.)

INSURANCE REIMBURSEMENT

I am not currently a provider with any insurance companies. 
PRINCIPALS AND COMPLAINT PROCEDURES

I abide by all the rules of the American Psychological Association (APA) and by those of the Washington Board of Psychology. Problems can arise in our relationship, just as in any relationship. If you are not satisfied with any aspect of our work, please raise your concerns with me; I will make every effort to hear your concerns and seek solutions to them. If you feel that I, or any other therapist, has treated you unfairly or has broken a professional rule, please tell me. You can also contact the Washington Board of Psychology: 
Washington State Examining Board of Psychology 
Department of Health
P.O. Box 47869
Olympia, WA 98504-7869

I do not discriminate against clients based on race, ethnicity, age, sex, sexual orientation, health status, physical disability, religious beliefs, veteran status, pace of residence, marital/ family status, or criminal record unrelated to present dangerousness. This is a personal commitment as well as being required by federal, state, and local laws and regulations. I will always take steps to advance and support the values of equal opportunity, human dignity, and racial /ethnic/ cultural diversity. If you believe that you have been discriminated against please bring this matter to my attention immediately.
CLIENT CONSENT STATEMENT

I have read this statement, had sufficient time to be sure that I considered it carefully, asked any questions that I needed to, and understand it. I understand the limits to confidentiality required by law. I consent to the use of a diagnosis in billing, and to release of that information and other information necessary to complete the billing process. I agree to pay all fees associated with my counseling under the care of Dr. David Shen-Miller. I understand my rights and responsibilities as a client, and my psychologist’s responsibilities to me. I agree to undertake counseling with Dr. David Shen-Miller. I know I can end therapy at any time I wish and that I can refuse any requests or suggestions made by my counselor. I am over the age of eighteen.

YOUR SIGNATURE BELOW INDICATES THAT YOU HAVE READ THIS AGREEMENT AND AGREE TO ITS TERMS. IT ALSO SERVES AS AN ACKNOWLEDGEMENT THAT YOU HAVE RECEIVED THE HIPAA NOTICE FORM DESCRIBED ABOVE.

​​​​​​​​​________________________________________________________________


Client Signature






Date

________________________________________________________________

Parent/Legal Guardian Signature




Date
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