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Using Research-Supported and Evidence Based Therapies to Enrich Families
Welcome to Sue H. Bae, Ph.D. and Associates! This is a pamphlet that contains some helpful information regarding this practice to help you better achieve the best possible treatment outcome.  Although this document may be lengthy, it is important that you read this in full.  If you still have questions or concerns after reading this material, please feel free to ask Dr. Bae, Dr. Shore, Dr. Fletcher, Dr. Rhodes, or Dr. Spector.  When you acknowledge that you have received this document, it will represent an agreement between you and your treatment provider.
Appointments:  Please call Dr. Bae, Dr. Shore, Dr. Fletcher, Dr. Spector or Dr. Rhodes directly to schedule an appointment.  All clinicians have weekday office hours available in the morning, afternoon, and evening, and weekend hours if necessary.  If you need to speak with Dr. Bae please call 773.203.3727.  If you need to speak with Dr. Shore please call 303.909.5653.  If you need to speak to Dr. Fletcher please call 312.508.3994.  If you need to speak with Dr. Spector, please call 872.216.5138.  All communication will be confidential.   Messages are checked periodically during the day and most calls are returned within 24 hours except for weekends and holidays.  
Payments and Insurance Contracts:  This practice accepts and works with a range of payment options including cash, personal checks, credit cards and insurance plans.  If you are insured with one of the contracted insurance companies, you may pay only the required co-payment or deductible at the time of service, and the billing department will bill your insurance company on your behalf.  
Cancellation Policy:  48-hour notice of cancellation/appointment change is required or the session will be billed at its full rate (missed sessions are not covered by insurance).  However, emergencies occur at times; in which case, there will be no charge.
Frequency of Treatment: Typically, clients are seen on a weekly basis.  Drs. Bae,  Shore, Fletcher, and Spector will do their best to schedule a regular weekly time for each of their clients.  However, depending on the severity of symptoms, clients can arrange in advance to be seen two to three times a week when more intensive therapy is needed.  Furthermore, in times of crisis, additional sessions can be scheduled according to the needs of the client.

Your Treatment Plan:  Your treatment plan may include one or a combination of the following: individual therapy (which can include family members), group therapy, support group, referrals to a psychiatrist for medication evaluation, specialized exposure therapy or referrals to a physician for medical evaluation. Exposure therapy may occur on a weekly basis, or may be required on a more intensive basis when your difficulties are more severe. All therapy we offer is empirically supported and provided to you because it is the treatment most likely to help you and/or your child overcome your presenting concerns. 
Emergency Contact:  Should a mental health emergency arise, please use the nearest hospital emergency room.  Once the situation is stabilized, please call your doctor (Drs. Bae, Shore, Fletcher, Spector, or Rhodes) to inform her of your situation and current location.  Drs. Bae, Shore, Fletcher, and Spector will participate in the emergency intervention as needed and can provide to the medical staff the appropriate case information that you ask to be released. Please understand that if an emergency occurs overnight or on a weekend/holiday, the earliest response may on the next business day.
Fee for Service:  All individual therapy sessions are about 45 minutes.  Please be aware that sessions typically must end at the end of 45 minutes because often there are other clients waiting to be seen.  The out of pocket fee for initial diagnostic session is $205.00.  Subsequent individual sessions are $165.00. Assessments, family sessions, parent consultation and other services are billed separately from weekly sessions and those costs vary according to the services being provided.  Clients wishing to use insurance benefits are asked to present their insurance information and the pre-negotiated co-pay in lieu of the full rate at each session.  To help you with identifying your rate as well as keeping up with the various insurance needs, this practice has a billing department, Netsource Billing, that handles all of the insurance cases.  Typically, you are asked to contact your insurance company before your scheduled initial visit so that before you come in, you have a clear idea as to how much your insurance will cover and how much you would be responsible to pay.  Payment is expected at the end of each session so it is important that you are aware of the coverage information.  Once you have come into the office and completed the necessary forms, all your insurance information is sent to the billing department and they can help you with any billing related questions and concerns.  Those clients selecting self-pay are asked to keep their accounts current and to pay for each session on that session day at the end of the session.  Visa, MasterCard, Discover, Cash, and Checks are acceptable forms of payment.  With credit card payments, Netsource Billing sends an email to the address that the client has provided requesting confirmation to charge the card.  Client’s must then reply to the email by clicking on the link they provide in the email.  Alternatively, you can also contact Netsource Billing by phone in order to confirm the charges.  Clients wishing to contact Netsource Billing directly for any billing related issue can call 866-441-1591 and follow the prompts.

Telephone Calls/Emails/Consultation with Other Professionals:  Clients can communicate with Drs. Bae, Shore, Fletcher, Spector, and Rhodes by telephone calls, emails or text messaging. Please note that telephone calls that last 15 minutes or longer, outside of session times are pro-rated in 15 minute increments at the therapist’s hourly rate. This includes calls made to coordinate care with other professionals.  These calls may, or may not, be covered by insurance. 
Please also note that emails and text messaging, in their typical form, are not 100% secure. There is a reasonable chance that a third party may be able to intercept such communications.  All of the staff at Sue H. Bae, Ph.D., P.C. & Associates recognizes that privacy and confidentiality is of great importance.  As a result, complying with the most recent HIPAA guidelines, all clients who wish to communicate by email and/or text messaging are asked to sign an additional consent form.
Confidentiality:  What is discussed in the confines of the office remains private and confidential within the following requirements of the law.  First, if a client or family member reports that there is any possibility of harming themselves or others including but not limited to physical, sexual, or emotional abuse, neglect, suicidal/homicidal behavior or any other form of endangerment, the law requires that a formal report is made regarding this situation.  Should the need ever arise to make such a report; every effort will be made to involve you in the process and to do so with your participation.  The goal here is the protection and safety of our clients.  Second, if asked to bill your insurance, we may be required to share case notes, case summaries and other pertinent information about the reasons/diagnosis for which you are seeking therapy.  Whenever possible we will limit this information and provide the least amount required to secure your benefits.  You may request to see this information before it is submitted. Finally, in legal proceeding if our records are subpoenaed by the court, we may need to provide them with documents.  However, we will discuss the possible risks and benefits of a requested release of information before that information is disclosed.  
Client Responsibilities:  Clients will be asked to work outside of session implementing the strategies and knowledge we discuss and to be actively involved in their growth and development.  You will also be asked to accurately report back on what works and what does not work in achieving the changes and progress you identify as your main goals.  It is up to you to provide honest effort at helping yourself, your child and your family change and grow.  All participants are also responsible for sharing their honest feelings and concerns and working through any issues that arise as treatment proceeds.  This is a process of discovering what will work for each individual client and family.
Thank you for reading this material.  If the identified client is your child, please be sure that your child understands the above material so that he or she can be more actively involved in the treatment process and take more responsibility for making the treatment work for him or her.  
If you would like Drs. Bae, Shore, Fletcher, Spector, or Rhodes to explain further or elaborate, please do not hesitate to ask them.
ACKNOWLEDGEMENT OF AGREEMENT AND UNDERSTANDING 
I acknowledge that I have received, read, understand, and agree to abide by the policies described above. I have reviewed this sheet with my therapist, have had all of my questions fully answered, and am being given a copy for my records. 

My signature below shows that I understand and agree with all of these statements

________________________________________________ ____________________ 

Patient 






Date 

________________________________________________ ____________________ 

Parent or Legal Representative 



Date 

I have discussed the issues above with the client (and/or his or her parent, guardian, or other representative).  My observations of this person's behavior and responses give me no reason to believe that this person is not fully competent to give informed and willing consent. 

__________________________________ _____________________ 

Signature of Therapist 


Date 

☐ A copy of this agreement has been given to the client. 

☐ A copy of this agreement has been kept by the therapist for client records
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