Journey To New Beginnings, PLLC

5627 Getwell Road

Building B., Suite 4

Southaven, MS 38672

Consent to Treatment and Recipient’s Rights
Client_____________________________________________


I, ____________________________________________________, the undersigned, hereby attest that I have voluntarily 
entered into treatment, or give my consent for the minor or person under my legal guardianship mentioned above with a therapist of Journey To New Beginnings, PLLC. Further, I consent to have treatment provided by a psychiatrist, nurse practitioner, psychologist, social worker, counselor, or intern in collaboration with the therapist. The rights, risks and benefits associated with the treatment have been explained to me.  I understand that either party may discontinue the therapy at any time; however, we encourage that this decision be discussed with the treating psychotherapist. This will help facilitate a more appropriate plan for discharge.

Non-Voluntary Discharge from Treatment:  A client may be terminated from Journey To New Beginnings, PLLC non-voluntarily, if: A) the client exhibits physical violence, verbal abuse, carries weapons, or engages in illegal acts at Journey To New Beginnings, PLLC, and/or B) the client refuses to comply with stipulated program rules, refuses to comply with treatment recommendations, or does not make payment or payment arrangements in a timely manner.  The client will be notified of the non-voluntary discharge by letter.  The client may request to re-apply for services at a later date.

Client Notice of Confidentiality: Federal and/or State law and regulations protect the confidentiality of client records.  Generally, we may not say to a person outside of Journey To New Beginnings, PLLC that a client attends Journey To New Beginnings, PLLC or disclose any information identifying a client unless: 1) the client consents in writing, 2) the disclosure is allowed by a court order, or 3) the client presents a danger to themselves or others, which includes communicable diseases that can be life-threatening to others, 4) there is reason to believe that child abuse or neglect is present
Federal law and regulations do not protect any information about suspected child (or vulnerable adult) abuse or neglect, or adult abuse from being reported under Federal and/or State law to appropriate State or Local authorities. It is our duty to warn any potential victim, when a significant threat of harm has been made.  When fees are not paid in a timely manner, a collection agency will be given appropriate billing and financial information about the client, not clinical information. My signature below indicates that I have been given a copy of my rights regarding confidentiality.  

(I consent to treatment and agree to abide by the above stated policies and agreements with Journey To New Beginnings, PLLC.






  

_______________________________________________________________         _________________

Signature of Client/Legal Guardian



  
       Date

(In a case where a client is under 18 years of age, a legally responsible adult acting on his/her behalf)

(I consent that Journey To New Beginnings, PLLC may discuss with or release billing/insurance information with my insurance company.

Person responsible for account: _____________________________________           Date: _______/_______/_______
(I certify that I have been given a copy of the HIPPA Guidelines and that I understand my rights regarding my Personal Health Information

______________Yes    _______________No
Signature: 
                                                                               
Date: _______/_______/_______
(Do you have an Advance Directive?

______________Yes    _______________No
Signature: 
                                                                                                         Date: _______/_______/_______           
Initial __________
Journey To New Beginnings, PLLC 


