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PRACTICE POLICIES & PRIVACY NOTICE ACKNOWLEDGEMENT 
 

APPOINTMENTS 
 
An appointment is a commitment to our work together.  We both agree to meet and to be on time.  If I am ever 
unable to start on time, it will most likely be due to an emergency and I ask for your understanding.  I assure 
you that you will receive the full time agreed upon.  If you are late, we will most likely not meet for the full time 
because it is likely I will have another appointment after yours.   
 
The standard session length for counseling is 50 minutes, however, together we can determine the best length 
of time for your sessions.  This determination needs to be discussed in advance of scheduling your 
appointments. 
 
Most of my clients see me once a week.  Together we will determine a regular meeting time which I will 
reserve only for you.  Together we may choose to meet less often, for example, every other week. 
 

CANCELLATION POLICY 
 
I consider our meetings very important and ask that you do the same.  Your session time is reserved only for 
you.  Please try not to miss sessions if you can possibly help it as it delays our work.  When you must cancel, 
please give me at least 24 hours advance notice by phone or email. 
 
You will be billed $25 if you miss an appointment without providing at least 24 hours advance notice.  
 

TELEPHONE ACCESSIBILITY 
 
The best way to reach me is by phone or email and I am generally available for calls during regular business 
hours.  You can always leave a message on my voicemail.  I will return your call as soon as I can.  Generally, I 
will return your call or email message within 24 hours except on weekends and holidays.   
 
I do not provide crisis counseling and cannot promise that I will be available at all times, particularly outside of 
regular business hours.  If you have an emergency or crisis and I am not available, you or your family 
members should call 911, the Idaho Suicide Prevention hotline, 1-800-273-8255, your local emergency room 
or the Idaho Care line 211. 
 
If a life-threatening or crisis requiring immediate attention should occur, you agree to immediately call 911 or 
go to a hospital emergency room.  Once you have either called 911 or gone to the emergency room, please 
leave me a message that you have done so. 
 

SOCIAL MEDIA 
 
Due to the importance of your confidentiality and the importance of minimizing dual relationships, I do not 
accept friend or contact requests from current or former clients (or parents) on any social networking site 
(Facebook, LinkedIn, etc.).  I believe that adding clients as friends or contacts on these sites can compromise 
your confidentiality and privacy.  It also may blur the boundaries of our therapeutic relationship.  If you have 
questions about this, please bring them up when we meet and we can talk more about it. 
 

ELECTRONIC COMMUNICATION 
 
I cannot ensure the confidentiality of any form of communication through electronic media, including phone, 
and email.  If you prefer to communicate via email for issues regarding scheduling or cancellations, I am happy 
to do so.  By understanding the inherent risks of these devices, you can make an informed choice about 
when/where/how to use those tools.  I will assume that if you use any of these methods to contact me, you are 
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giving me permission to do the same.  Because of the risks associated with the use of technology, I will only 
use email for business-related or logistical communication and general updates, not as a means of therapy. 
 
While I will try to return messages in a timely manner, I cannot guarantee immediate response and request that 
you do not use these methods of communication to request assistance for emergencies. 
 

MINORS 
 
If you are a minor, your parents may be legally entitled to some information about your therapy.  I will discuss 
with you and your parents what information is appropriate for them to receive and which issues are more 
appropriately kept confidential. 
 

TERMINATION 
 
Ending relationships can be difficult.  Therefore, it is important to have a termination process in order to 
achieve some closure.  The appropriate length of the termination depends on the length and intensity of the 
treatment.  I may terminate treatment after appropriate discussion with you if I determine that the 
psychotherapy is not being effectively used or if you are default on payment.  I will not terminate the 
therapeutic relationship without first discussing and exploring the reasons and purpose of terminating.  If 
therapy is terminated for any reason or you request another therapist, I will provide you with a list of qualified 
psychotherapists to treat you.  You may also choose someone on your own or from another referral source. 
 
Should you fail to schedule an appointment for three consecutive weeks, unless other arrangements have 
been made in advance, for legal and ethical reasons, I must consider the professional relationship 
discontinued. 
 

INSURANCE 
 
I am an out-of-network provider.  I do not bill insurance companies directly or take responsibility for collecting 
from your insurance carrier.  I will provide you with receipts that you may submit to your insurance company.  
Many insurance companies will reimburse a portion of my counseling fee.  You will want to contact your 
insurance company for specific details of your coverage by asking the following questions: 
 

• Do I have out-of-network mental health insurance benefits? 
• What is my deductible and has it been met? 
• How many sessions per year does my health insurance cover? 
• What is the coverage amount per therapy session? 
• Is approval from my primary physician a requirement? 

 
Additionally, if you have a Health Savings Account (HSA) or a Flex Spending Account through your employer, 
you may be able to use those funds to pay for therapy. 
 
I realize you may be concerned about therapy becoming very expensive if you pay on your own, however, 
generally people experience significant improvement fairly quickly- within 8 -18 sessions.  Also, if you were to 
use your insurance but have not met your deductible, you could pay for 5 -10 sessions out-of-pocket before 
your benefits kick in.  At that point, our work could be nearly done! 
 

CRITICAL INCIDENTS 
 

Critical incidents are defined as a serious, unexpected occurrence involving a member that is believed to 
represent a possible quality of care issue on the part of the practitioner/agency providing services, which has, 
or may have, deleterious effects on the member, including death or serious disability, that occurs during the 
course of or subsequent to a Member receiving behavioral health treatment. 
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Reportable Critical Incident categories include but are not limited to: 
 

1. A completed suicide by a member or a homicide that is attributed to a member who was engaged in 
treatment at any level of care at the time of the death, or within the previous 60 calendar days. 

2.  A serious suicide attempt by a member, requiring an overnight admission to a hospital medical unit that 
occurred while the member was receiving treatment services.  

3. An unexpected death of a member that occurred while the member was receiving agency based 
treatment or within 12 months of a member having received MH/SA treatment.  

4.  A serious injury requiring an overnight admission to a hospital medical unit of a member occurring on 
an agency’s premises while the member was receiving agency-based treatment.  

5.  A report of a serious physical or sexual assault of or by a member occurring on an agency’s premises 
while in agency-based treatment.  

6.  A report of an abduction of a member occurring on an agency’s premises while the member was 
receiving agency-based treatment.  

7.  An instance of care ordered or provided for a member by someone impersonating a physician, nurse 
or other health care professional.  

8.  High profile incidents identified by the IDHW as warranting investigation.   
 
If you are aware of a critical incident involving a Member that meets any of the above categories, you 
must notify Optum by calling the Provider Services Line at (855) 202-0983 and asking to speak with a 
Customer Service Representative to report the incident.   
We have established processes and procedures to investigate and address critical incidents. This 
includes a Peer Review Committee chaired by Optum Idaho Chief Medical Officer and incorporates 
appropriate representation from the various behavioral health disciplines. You are required to cooperate 
with critical incident investigations.  

 
 

STATEMENT OF PRINCIPLES & COMPLAINTS PROCEDURE 
 
It is my intention to fully abide by all the rules of the American Counseling Association (ACA) and by those of 
my state license.  Problems can arise in our relationship, just as in any other relationship.  If you are not 
satisfied with any area of our work, please raise your concerns with me at once.  Our work together will be 
slower and harder if your concerns with me are not worked out.  I will make every effort to hear any complaints 
you have and strive to seek solutions to them. 
 
In my practice as a therapist, I do not discriminate against clients because of any of these factors: age, gender, 
marital/family status, race, color, religious beliefs, ethnic origin, place of residence, veteran status, physical 
disability, health status, sexual orientation, 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 you have been discriminated against, please bring this matter to my attention 
immediately. 
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I hereby agree that I have read, understood and agree to the items contained in this document as shown by my 
signature below. 
 
 
_____________________________________________________________        _______________________ 
Signature of client (or person acting for client)      Date 
 
_____________________________________________________________ 
Printed name of client 
 
 
 
_____________________________________________________________        _______________________ 
Signature of Parent/Legal Guardian        Date 
 
 

 
 
 

RECEIPT ACKNOWLEDGMENT OF NOTICE OF PRIVACY PRACTICES 
 
Under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), you have certain rights 
regarding the use and disclosure of your protected health information. By signing below, you are 
acknowledging that you have received a copy or read the Notice of Privacy Practices. 
 
I hereby acknowledge that I have received and have been given the opportunity to read a copy of Boise Teen 
Counseling’s Notice of Privacy Practices.  I understand that if I have any questions regarding the Notice or my 
privacy rights, I can contact Robert Rhodes.  
 
          
 
_____________________________________________________________        _______________________ 
Signature of client          Date 

      
_____________________________________________________________        _______________________ 
Signature of Parent/Legal Guardian        Date 
 

 
 

RECEIPT ACKNOWLEDGMENT OF OPTUMS MEMBER’S RIGHTS AND RESPONSIBILITIES 
 
I hereby acknowledge that I have received a copy of Optum’s Member Rights and Responsibilities. 
 
Initials: _________________   
 


