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Access Counseling Group (ACG)
Amarie Lewinski, M.A., Licensed Professional Counselor

Professional Disclosure Statement

Business Policy

Counseling Agreement

I look forward to working with you in the therapy process.  This Professional Disclosure Statement is designed to inform you about Amarie Lewinski and to ensure that you understand the professional relationship.  The Professional Disclosure Statement includes the Business Policy.

DEGREES
B.A. 

Central State University, 1994, Edmond, OK
M.A. 

 Gordon-Conwell Theological Seminary, 2006, Charlotte, NC
I have been counseling since 2004.  I have been a Licensed Professional Counselor (LPC) since 2010.

PROFESSIONAL CREDENTIALS

Licensed Professional Counselor (LPC): North Carolina #7959
COUNSELING SERVICES OFFERED/THEORETICAL APPROACHES

People make better decisions if they have enough information and understand how something works.  Therapy includes your active involvement as well as efforts to change your thoughts, feelings, and behaviors.  You will have to work in and out of the counseling sessions.  There are no instant, painless, or passive courses, no “magic pills”.  Instead there will be homework assignments, exercises, and perhaps projects.  Most likely, you will have to work on relationships and make short-term and long-term efforts, which sometimes may need to be repeated.  At times, change will be easy and swift, but often it will be slow and deliberate.

My approach to therapy in helping people solve problems varies with the problems presented.  I am eclectic in my style of therapy and implement a variety of psychotherapy orientations with clients.  Each has its own strengths depending on what is best for the individual client at a given time.  It is my intent to offer unconditional positive regard and empathy while offering insight to change through Cognitive-Behavioral, Emotionally Focused, and Family Systems therapies.

I believe that the Bible is a remarkable guide for getting through life circumstances and when a client is open to Biblical principles, I take an integrated approach to counseling by blending Biblical principles with sound clinical insight from the study of psychology.  However, these principles are never imposed on clients.
As we work together, the goal of therapy will need to be specified.  The diagnosis becomes a permanent part of your client record.  As with any powerful intervention, there are both benefits and risks.  Risks might include experiencing uncomfortable levels of feelings like sadness, happiness, guilt, anxiety, anger, or frustration.  Some changes may lead to what seems to be worsening circumstances or even losses (for example, counseling will not necessarily keep a marriage intact.)

People I work with seek counseling for difficulties that have caused problems, and they want to solve those problems.  I do not accept a client unless, in my professional opinion, I would be able to help that client by using the therapeutic methods I have available.  I enter our relationship with optimism and an eagerness to work with you.

EXPLANATION OF DUAL RELATIONSHIPS

Although our sessions may be very intimate psychologically, it is important for you to realize that we have a professional relationship rather than a social one.  While I am seeing you for therapy, you will be best served if our relationship stays professional and that our sessions concentrate exclusively on your concerns.  You will learn a great deal about me as we work together during your counseling experience.  It is important for you to remember that you are experiencing me in the professional relationship.  Please do not invite me to social gatherings, offer me gifts, or ask me to relate to you in any way other than in the professional context of our counseling sessions.

COMPLAINT PROCEDURES

If you are dissatisfied with any aspect of our work, please inform me immediately.  You may contact me at 704-497-0225.  Any complaint may be directed to the North Carolina Board of Licensed Professional Counselors at P.O. Box 1369, Garner, NC  27529.
BUSINESS POLICY
This Business Policy includes:

Fees and Length of Sessions

Payment Methods, Legal Related Services

Billing and Insurance Reimbursement

Confidentiality

SCHEDULE OF FEES AND LENGTH OF SESSIONS

Fees are payable in full at each session.  I prefer to tend to the business aspect of our time together at the beginning of each session.  Please make checks payable to “Access”.  This office only accepts check or cash.  During the course of therapy it may become necessary to increase fees to compensate for increased costs and inflation.  Fees will be reviewed periodically and will be increased no more than once during any calendar year. 
Interview or Therapy Sessions

	Psychotherapy Session (approx. 45 minutes)
	$85.00

	Psychotherapy Session (5- 10 minutes)
	$35.00

	Psychotherapy Session (approx. 20-25 minutes)
	$60.00

	Psychotherapy Session (approx. 75 minutes)
	$142.00

	Psychotherapy Sessions

     e.g. 2 sessions, 1 ½ hours = $170

            3 sessions, 2 ¼ hours = $255

            4 sessions, 3 hours     = $340

Additional 1/3 session, 15 minutes = $30 and 2/3 session, 30 minutes = $57
	$85.00 per session rate
each 45 minutes.

	Testing
An individual is charged for the time required to administer, score, interpret, and prepare the report.
	Psychotherapy rates apply

	Telephone Consultation (includes emergency telephone consultation but excludes scheduling or business administration calls)
	$35 minimum Psychotherapy rates apply

	Additional Consultation or Services performed on behalf of the Client
	Psychotherapy rates apply unless it is legal services.

	Other services (workshops, etc.)
	Fees vary according to services.

	*Any legal related services
         (e.g. Quash a subpoena in 3 hours ($85 x 4 x 5 = $1700)
	5 times session rate ($425 each 45 minutes), + expenses, + travel time to and from office


*The focus of this practice is to help people work on their therapy and NOT DO legally related services.  You can be referred to another therapist, e.g. a forensic psychologist, or an attorney for legally related services.
LATE CANCELLATIONS OR MISSED APPOINTMENTS

If you are unable to keep an appointment kindly give 48 hours notice, otherwise charges will be made for the full time reserved in your behalf.

SEPERATION & DIVORCE POLICY

In separated or divorced families, the person who initiates the services is held financially responsible.  Another person or an estranged spouse is not billed unless that individual informs us in writing of his or her willingness to pay for services rendered.

PAYMENT

Payment for all services is due at each session.  Final payment is to be paid on behalf of the client before reports are released.

INSURANCE REIMBURSEMENT

Services provided by ACG are covered under some health insurance policies.  However, most insurance companies reimburse mental health services at a different rate from other medical services.  Most policies have annual deductibles and may set limits in dollars and the number of sessions allowed per year.  Since benefits are so varied, it is wise to review your own policy carefully for coverage and any limitations.  The receipt/statement given to you has all the information that should be necessary for insurance claims; you are responsible for payment of your balance and the filing of any insurance claims.   Simply attach the ACG receipt to your claim form and submit it directly to your insurance carrier; as a business practice, ACG does not released our federal ID number to insurance companies or clients, because the payee of the insurance check is the client and not ACG.
CONFIDENTIALITY

To provide you with the best care possible, other professionals are consulted when clinically advisable.  The confidentiality of the work that is done with you as a client is upheld at all times.  However, there are certain exceptions to this rule:

1. If the therapist suspects that child abuse or adult abuse has occurred, the law requires that it be reported to the authorities.

2. If a therapist believes that you are a clear and imminent danger to yourself or another person, the therapist may notify the appropriate others to prevent that occurrence.

3. If it becomes necessary to contact an attorney or a collection agency, then your name, indentifying information about how to reach you, and amount owed becomes available to these agents.
4. In legal proceeding, client/therapist communications are privileged with the following exceptions:

a. If your mental status is an issue for the court

b. The judge feels that communications are necessary to the proper administration of justice
COUNSELING AGREEMENT
I/we have read the Professional Disclosure Statement (pages 1-2), the Business Policy (pages 3-4), and accept the policies described.
I/we understand that I/we am/are financially responsible for services rendered and that my/our account is due in full at each session.  I/we understand that ACG does not accept assignments of benefits from insurance carriers.
I/we understand that I/we will be charged for the full time reserved in my/our behalf, should I/we miss an appointment or not provide a 48 (forty-eight) hours notice of cancellation of an appointment.

I/we also understand that there is a $40.00 service charge for each returned check.
I/we hereby grant my/our permission for any therapy, testing, or diagnostic evaluation that may be deemed pertinent in the counseling of myself/ourselves, my/our marriage, or my/our family.  I/we authorize the release of any therapy information necessary to process insurance claims for my/our treatment, and the release of the therapy sessions information with other therapy personnel.  The therapy sessions and records are strictly confidential except where state law requires the reporting of threats of violence, harm, or child abuse and neglect (from evidence or suspicion), and when information is subpoenaed by the courts.  Any request for the disclosure of your therapy records by a third party (other than by reason of a court issued Subpoena) will require a written authorization signed by you pursuant to a format that is in compliance with HIPPA regulations.

Being aware that there may be a potential for emotional strains, stresses, and life changes as a result of therapy, I/we agree to enter the therapy process.  I/we understand that ACG and Amarie Lewinski are not an emergency service and does not guarantee any particular results or outcome from the therapy process. 
If you have any questions, feel free to ask.  Please print 2 copies of this form and sign, initial, and date the appropriate areas of this document.  Your copy will be returned to you.  I will retain a copy in my confidential records.
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Initials:  ______     ______


