Practice Policies


FEE POLICY
	The fee for counseling services is set at $120 per 50 minute office visit for individuals and $150 for couples. Any cancellation must be made 24 hours in advance of a scheduled appointment, otherwise you will be billed the set fee.  Other services such as court appearances, inpatient visits, excessive paperwork are billed at the rate of $200 per hour plus expenses. The portion of charges for services billed to insurance that are deemed the responsibility of the client by the insurance carrier are due upon receipt of notification of the client. 
	Payment for service, including any co-payments, is expected at the time of each visit by cash, check, or major credit card.  For self-pay clients, your health insurance may provide you with reimbursement for professional psychological services under your behavioral health plan.  I encourage you to consult your policy for specific benefits with regard to “out-of-network providers”.  You will be provided with a receipt at the close of each session that is suitable for submission for reimbursement.  Please note that self-pay clients who choose to file insurance are still expected to pay the full fee for services at each visit.

CONFIDENTIALITY
	The State of Tennessee provides that client information is confidential and will not be shared without your written consent or if required by the following three statutes:
· Any suspected child/elder abuse is required to be reported to the appropriate authorities.
· If there is reason to believe that the client is imminent danger to his/herself or to any other individual, I am required by law to report this to the appropriate authorities as well as to warn any individual who may be threatened. 
· When a client is involved in legal proceedings, client records may be subpoenaed. 

PROFESSIONAL SERVICES
	I am available for counseling appointments at selected times throughout the week, which includes some evening availability. You may leave a voice mail message at my office number (615-390-6127) at anytime and I will be notified of your message electronically during the hours of 8am-9pm.  If you are unable to reach me and you have an emergency, please call the Crisis Line at 615-244-7444; the Community Assistance Program (CAPS) at 615-342-1450; emergency 911; or go to your local emergency room.

BENEFITS AND RISKS OF COUNSELING
	Persons contemplating counseling should realize that they may make significant changes in their lives.  People often modify their emotions, attitudes, and behaviors.  They may also make changes in their marriages or significant relationships, such as with parents, friends, children, relatives, etc.  They may change employment, begin to feel differently about themselves, and may change aspects of their lives.  While I will assist the client in effecting change, I cannot guarantee a specific outcome.  Clients are ultimately responsible for their own growth.

CREDENTIALS
	I hold a Bachelor of Science degree from the University of Tennessee and a Master of Arts Degree from Trevecca University. I also hold a Master of Science in Clinical Social Work from the University of Tennessee.  I am licensed (LCSW 6053) by the State of Tennessee as a Licensed Clinical Social Worker. Professional affiliations include professional memberships with the National Association of Social Workers (NASW) and the Nashville Psychotherapy Institute (NPI).


Do you have any questions about fees, insurance, confidentiality, or other matters:   Yes   No

Do you agree with the conditions and provisions of the Practice Policies:  Yes   No

Signature of Responsible Party (ies): ___________________________________________________
	
			            ___________________________________________________

Date: ______________________________




George W. Ruccio LCSW

Client Information

Date _____________________

Name________________________________________	Date of Birth _______________	

Address_____________________________________________________________________

Phone ___________________ (home) ______________________(cell) Text  Y or N

[bookmark: _GoBack]Insurance Information (Provider, policy holder name, policy number, group number, phone number to verify mental health/behavioral health benefits)
______________________________________________________________________________
 

E-mail Address: ___________________________________________________________

Occupation (s) _____________________________________________________________

Place of Employment ______________________________________________________

Spouse/Partner_____________________________  	Date of Birth _______________

Phone ___________________ (home) ______________________(cell) Text  Y or N

E-mail Address: ____________________________________________________________
 
Occupation (s) _____________________________________________________________

Place of Employment ______________________________________________________

Relationship Status:  Single  Divorced  Married  Widowed  Partnered

Names & Ages of Children ________________________________________________

Religious Affiliation ___________________________________	 Active Y or N

Referred by ________________________________ Relationship _________________

Primary Care Physician ___________________________________________________

Psychiatrist ________________________________________________________________

Current Medications _______________________________________________________

Current Psychiatric Diagnosis if any ______________________________________

Current Medical Issues if any ____________________________________________________

Past Medical Issues ____________________________________________________________

General Functioning Complaints __________________________________________________
(i.e. sleep issues, occupational issues, decreased energy)

Past Therapists and duration of therapy ____________________________________________
_____________________________________________________________________________

Reason for Seeking Counseling ____________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________

Person Responsible For Fees ______________________________________________________


Understanding that unless you are a physical threat to yourself or someone else, all information will be kept confidential.  If there is someone you would like to have your counselor share information with, please note them below:

_________________________________________  ______________________________
Name							Relationship

_________________________________________	______________________________
Name							Relationship

Do you want your counselor to be able to communicate with your treating professionals (PCP, Psychiatrist)?  Y or N



