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Informed Consent for Counseling and Psychotherapy

Mental Health Services

Ethos Clinics recognizes that it may not be easy to seek help from a mental health professional; we hope
that with our help you will be belter able to understand your situation and feelings and will be able to
move towards resolving your difficulties. The therapist will strive to assist you grow towards greater health
and wholeness by providing counseling services within a biopsychosaogial, cognitive-behavioral
perspective. Our therapist works within the context of each individual's beliefs, and no attempt is made to
impose personal theology.

Therapist

The therapist is a trained professional engaged in providing mental health care services to clients directly
as an employee of Ethos Clinics. The therapist has discussed with me the various aspects of
psychotherapy. This includes a discussion of the evaluation and diagnostic formulation, as well as the
method of ireatment. The nature of the treatment has been described, including the extent, its possible
side effects, and possible alternative forms of treatment. You may withdraw from treatment at any time,
but please discuss this with your therapist,

Appointments and Cancellations

Appointments are made by calling the office location most convenient for you (Lehighton: 610-800-4234,
Bethlehem: 610-625-1486, Ermmaus: 484-232-5288), Monday through Friday, between the hours of
9:00am and 5:00pm. If you are unable to get through when you call please leave a message with your
name, purpose of your call, and a call back number and a staff member will get back to you within 72
hours. Please call to cancel or reschedule at least 24 hours in advance, or you will be charged for the
missed appointment and the absence will be marked on your record. Third-party payments will not usually
cover reimburse for missed appointments. Medicaid clients are not charged a fee per the law, but will be
held accountable 1o the office No Show and Cancellation Policy (See the No Show and Cancellation
Policy form). Your therapist reserves the right to cancel your appointment if you show up sick, late, or with
minor children that might interfere with the counseling session.

Number and Length of Sessions

The number of sessions needed depends on many factors and will be discussed by the therapist. The
length of therapy sessions range depending on several factors and the therapist will discuss this with you
as well.

Relationship

Your relationship with the therapist is a professional and therapeutic relationship. In order to preserve this
relationship, it is imperative that the therapist not have any other type of relationship with you. Personal
and/or business relationships undermine the effectiveness of the therapeutic relationship. The therapist
cares about helping you but is not in a position to be your friend or to have a social and personal
relationghip with you. Gifts, bartering and trading services are not appropriate and should be shared
between you and the therapist.

Goals, Purposes, and Techniques of Therapy
There may be multiple interventions to effectively treat the problems that you are experiencing. It is
important for you to discuss any questions you rmay have regarding the freatment recommended by the
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therapist and to have input in setting goals of your therapy. As therapy progresses, these goals rmay
change.

Confidentiality

Discussions between a therapist and a client are confidential. No information will be released without the
client's written consent unless mandated by law. Possible exceptions to confidentiality include but are not
limited to the following situations: child abuse; abuse of the elderly or disabled; abuse of patients in
mental health facilities; sexual exploitation; AIDS/HIV infection and possible transmission; criminal
prosecutions; child custody cases, suits in which the mental health of a patty is is in issue; situations
where the therapist has a duty to disclose, or where, in the therapist's judgment, it is necessary to warn,
notify, or disclose; fee disputes between the therapist and the client; a negligence suit brought by the
client against the therapist; or the filing of a complaint with a licensing board or other state or federal
regulatory authority.

If you have any questions regarding confidentiality, you should bring them to the attention of the therapist
when you and the therapist discuss this matter further. By signing the Receipt form for the Informed
Consent and Privacy Practices, you are giving consent to the therapist to share confidential information
with all persons mandated by law, with the agency that referred you, and the managed care company
and/or insurance carrier responsible for providing your mental health care services and payment for those
services, You are also releasing and holding harmless the therapist from any departure from your right to
confidentiality that may result.

Duty to Warn
In the event that the therapist reasonably believes that the client is in danger, physically or emotionally, to
themselves or another person, consent is given for the therapist to warn the person in danger and to
contact any petson in a position to prevent harm to themselves or another person, including law
enforcement and medical personnel. This authorization shall expire upon the termination of therapy.

By signing Informed Consent and Privacy Practices form, you acknowledged that you have the right to
revoke this authorization in writing at any time to the extent the therapist has not taken action in reliance
on this observation. You further acknowledge that even if you revoke this authorization, the use and
disclosure of your protected health information could possibly still be permitted by law as indicated in the
Notice of Privacy Practices section of this form. You acknowledge that you have been advised by the
therapist of the potential of the re-disclosure of your protected health information by authorizing recipients,
and that it will no longer be protected by the federal Privacy Rule. You further acknowledge that the
treatment provided to you by the therapist was conditioned on you providing this authorization.

Risks of Therapy

Therapy is the Greek word for change. Clients often learn things about themselves that they don't like.
Often growth cannot oceur until past issues are experienced and confronted, often causing distressing
feelings such as sadness and anxjety. The success of therapy depends upon the quality of the efforts of
both the therapist and client, along with the reality that clients are responsible for the lifestyle
choices/changes that may result from therapy. Specifically, one risk of marital therapy is the possibility of
axercising the divorce option.

Payment for Services
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If you have insurance, different copayments are required by various group coverage plans, Your
copayment is based on Mental Health Policy selected by your employer or purchased by you. You are
responsible for and shall pay your copay portion of therapist's charges for services at the time services
are provided. You are responsible for notifying Ethos Clinic immediately of any changes to your
insurance. If you fail to notify Ethos Clinic of any changes to insurance, you may be billed for services that
are not covered. Ethos will look to you for full payment of your account, and you will be
responsible for payment of all charges.

Court

Although it is the goal of the therapist to protect the confidentiality of your records, there may be times
when digclosure of your records or testimony will be compelled by the law. In the event disclosure of your
records or therapist's testimony are requested by you or required by law, you will be responsible for and
shall pay the costs involved in producing the recards and the therapist’s normal hourly rate for giving that
testimony. Such payments are to be made prior to the time the services are rendered by the therapist.
The therapist may require deposit for anticipated court appearances and preparation.

After-Hour Emergencies

Emergencies are defined as urgent issues requiring immediate action. If you are experiencing a
psychiatric or medical emergency and reach the business after hours, call or report to your local
emergency room immediately. Other national resources include, but are not limited to: Suicide
Prevention Hotline, 1-800-273-8255 ;MM Warm Line, (866) 854-8114 ;Suicide Prevention Text Services:
text 741741; ;

Therapist’s Incapacity or Death

In the event the therapist becomes incapacitated or dies, it will become necessary for another therapist to
take possession of client records. By signing Informed Consent and Privacy Practices Receipt, you give
consent to another licensed mental health professional at Ethos Clinic to take possession of your files and
records and provide you with copies upon request, or to deliver them to a therapist of your choice.

Consent to Treatment

By signing Informed Consent and Privacy Practices Receipt, you voluntarily agree to receive mental
health assessment, care, tréatment or services and authorize the therapist to provide such care,
treatment, or services as are considered necessary and advisable. Signing indicates that you understand
and agree that you will participate in the planning of your care, treatment, or services, and that you may
stop such care, freatment or services at any time, By signing the informed Consent and Privacy Practices
Receipt, you acknowledge that you have both read and understood all the terms and information
contained herein, Ample opportunity has been offered for you to ask guestions and seek clarification of
anything that remains unclear,

Gontact Information

By signing the Informed Consent and Privacy Practices Receipt, You are consenting for Ethos Clinic to
communicate with you by mail, e-mail, and phone at the address and numbers provided at the initial
appointment, and you will immediately advise Ethos Clinic in the event of any change. You agree to notify
the Center if you need to opt out of any form of communication.

3/ 27
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General Consent for Care and Medical Treatment

You have the right, as a patient, to be informed about your condition and the recommended surgical,
medical or diagnostic procedure to be used so that you may make the decision whether or not to undergo
any suggested treatment or procedure after knowing the risks and hazards involved. At this point in your
care, no specific treatment plan has been

recommended, This consent form is simply an effort to obtain your permission to perform the evaluation
necessary to identify the appropriate treatment and/or procedure for any identified condition(s).

This consent provides us with your permission to perform reasonable and necessary medical
examinations, testing and treatment, By signing below, you are indicating that (1) you intend that this
consent is continuing in nature even after a specific diagnosis has been made and treatment
recommended; and (2) you consent to treatrnent at this office or any other satellite office under common
ownership. The consent will remain fully effective until it is revoked in writing. You have the right at any
time to discontinue services. You have the right to discuss the treatment plan with your physician about
the purpose, potential risks and benefits of any test ordered for you. If you have any concerns regarding
any test or treatment recommended by your healthcare provider, we encourage you to ask questions,

| voluntarily request a physician, and/or mid level provider (Nurse Practitioner, Physician Assistant, or
Clinical Nurse Specialist), and other health care providers or designees as deemed necessary, to perform
reasonable and necessary medical examination, testing and treatment for the condition which has
brought me to seek care at this practice. | understand that if additional testing, invasive or interventional
procedures are recornmended, | will be asked fo read and sign additional consent forms prior to the
test(s) or procedure(s).

| certify that | have read and fully understand the above statements and consent fully and voluntarily to its
contents.

Client Name Print DoB:

Client Signature; Date:
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THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE UUSED AND DISCLOSED AND
HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY,

This Notice of Privaey Pructices describes how we may use and diselose your protested health information to CAITY Ut treatment,
payment or health care operitions und for other purpoeses that are permitted or required by law. Tt ulso deseribey your rights to nccess
und control your protected hewlth informuation, “Protected health information” ix information nbout you, including demographic
information, thiit may identify you and that relates (o your past, present or future physical or mental health or condition and related
health gare services.

We ure: required to abide by the terms of this Notice of Privacy Praclices. We muy change the terms of our notice, at any time, The
new natice will be effeetive for all protected heulth information that we mainkyin ot that fime, Upon your request, we will provide you
with uny revised Notice of Privacy Practices. You ttuy request n revised version by accexgzing our website, or calling the office and
requesing that u revised copy be sent 16 you in the mail or asking for anc at the time of your next appointment.

1. Uses and Disclosyres of Protected Health Infarmation

*Your protocted health information may be used and diselosed by your physician, aur affice staff and others outside of our oflice Who
are involved in your care and trealment for the purpose of providitiyz heulth cure services to you. Your protected henlth information
may iilso be used and disclosed to pay your health care bills and 10 support the operation of your physieian's pructice,

Foltowing are exumples of the types of uses and disclosures of your protected health information that your physician's office is
permitted to make. These examples arg not mennt to be exhaustive, but 1o deseribe the types of vses and disclosures that may be made
by our office.

Treatment: We will use and disclose your protecied heulth information to provide, eoordinate, or manage your health earc and any
related services. Thix includes the coordination or management of youwr heulth core with snother provider. Eor cxample, we would
disclose your protected health information, as necessary, 10 4 home health gengy that provides cure to you, We will also disclose
protected health information to other physiciuns who may be treating you. For example, your protected health information may be
provided to a physician to whom you have been referred to ensure that the physician has the necessary information to diagnose ar treat
you. In addition, we may disclose your protected health information from time-to-time 1o another physician or health care provider
{23, n apecialist or laboratory} who, at the request of your physician, becomes involved in your care by providing assistance with
your health care diagnosis or treatment to your physician,

Payment: Your protected health information will be used and diselosed, ny needed, to obtain payment for your health care services
provided by us or by anather provider, This may include certain activitics that your health insurunee plan may underake before it
approves oF pays for the health eore services we recommend for you such as: making a determination of eligibility or coverape for
insurance benefits, reviewing services provided to you for medical necgsaity, and undertaking utilization review activities, For
cxumple, ehtaining approval for u hospital stay may require that your relevant proteeted health iformation be disclosed to the health
plan to obtain approval for the hospital admission.

Health Care Operations: We may use or disclose, a5 needed, your protected health information in order to support the business
activities of your physician’s practice. These sctivities include, but are not limited ro, quality ssseesment activities, ermployee review
tctivitics, trining of medical students, licensing, fundraiging activities, and conducting or arranging fot other busincss activitios,

We will sharg your protected health infermation with third party “business associstey™ that porform various activities (for oxample,
billing or transeription services) for our practice. Whenever an arrangement between oor affice and a business assoeinte involvos the
use or diselosure of your protected health informution, we will huve 4 written contract that containg tevms thut will proteet the privacy
of your protected helth information.

We may usc or disclose your protected henith information, a5 necessary, to provide you with information about restment alternutives
or other heulth-related benefits and services that may be of interest to you, You muy contact our Privacy Officer to request that these
materiuls not be sent to you.

Other Permitied and Required LUses and Disclosures Thut May Be Made Without Your Authorization or Qpportustily to Agree or
Object.

We may use or disclose your protected heulth information in the following situations without your quthorization ec providing you the
opporunity to agres or objcet, These situations inclode:

Required By Low: We may use or disclose your protected health information to the extent thut the use or disclosure is roquired by
law. Thi use or disclosure will be made in compliance with the law and will be limited 1o the relevant requirements of the luw, Yau
will be notified, if required by law, of any such uses or diselosures,

Public Health: We may disclose your protected health information for public health activities and purposes to 3 public health
tutherity that iz permitted by law 1o collect or receive the information, For example, u disclpsure may be made for the purpose of
preventing or eontrolling discase, injury or disability,

Communicable Diseares: We may disclose your protected health information, if suthorized by lnw, to 3 persan who muy have been
cxposed 1o 4 communicable disease or may othepwise be ut visk of contracting or spreading the discuse or condition.
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Health Oversight: We may disclose protected health information to a health oversight agency for activities authorized by law, such as
audits, investigations, and inspections. Oversight agencies seeking this information include government agencies that eversce the
health eare system, government benefit programs, other povernment repulatory proprams and civil rights laws,

Abuse or Neglect: Wo may disclose your protected health informution to u public health authority that is suthorized by luw to receive
reports of child abuge or negleet. Tn addition, we may disclose your protected health Information if we belicve that you have been a
victim of abuse, negleet or domestic violence to the rovernmental entity or agency authorized to receive such information. In this cngs,
the disclosure will be made consistent with the requircments of applicuble

federal and stute laws,

Fouvd suad Druy Administration: We may disclose your protected heulth mlormation to 2 person or company required by the Food
und Drug Administration for the purpose of quality, safety, or effectivencss of FDA-regulated products or activities including, to
report udverse events, product defects or problems, bielogic produet deviations, 1o wuek products; 10 enable product recalls; to muke
repairs or replacements, oF to conduet post mucketing sucveillunce, us required,

Lepal Proceedings: We may disclose protecied health information in the course of uny judicial or udminiztrative proceeding, in
response to an order of & court or administrative iribunat (1o the extent such disclosure is expressly anthorized), or in cettain conditions
in response to u subpoena, discovery request or other lowful process,

Luw Enforcement: We may alse discloxe protected health information, se long as applicable legal requirements are met, for lnw
enforcernent purposes. These low enforcement purposes include (1) legal processes and otherwise required by lnw, (2) limited
information requests for identification and location purposes, (3) pertaining to vietims of n erime, (4) suspicion that death has ocowrred
as a result of etimingl conduct, (5) in the event thut 2 erime oceurs on the premiscs of our practice, and (8) medicul emergency (not on
our practice’s premises) and it is likely that a crime has gecnmed.

Cotoners, Funeral Direetors, nnd Organ Donation: We may disclose protecied health information to a coroner or medical
examiner for identification purposes, determining cuuse of deuth or {or the coroner or medical examiner to perform other duties
authorized by low. We may also disclose protected health informatden to a tuperal director, ag authotized by law, in order (o permit the
funcral direetor to earry out their duties. We may disclose such information in reasonable anticipation of death, Protected health
information may be uied and disclased for enduveric organ, eye or tisgus donation purposes.

Rescurch: We may disclose your protected health information to researchers when their research has been approved by an
inatitutional review board that hus reviewed the research proposal and estnblished protocols to ensure the privacy of your protected
health information,

Criminal Activity: Consiztent with applicable federal and state laws, we may disclose your protected health information, if we
believe that the use or diselosure is necessary to prevent or lessgn 2 serigus and fmminent threat to the health or safety of a person or
the public, We may also disclose protected health information I it is necessary lof law enlorcement authoritics to identity or
apprehend on individual,

Military Actlvity amd Natlonal Secuxity: When the appropriate conditions apply, we muy use or disclose protected health
information of individuals who are Armed Forces personnel (1) for activities deemed neecssary by apprapriate military cotnmand
authoritics; (2) for the purpose of & determination by the Departinent of Veterans Affuirs of your cligibility for bencfits, or (3) to
foreign military authority il you are o member of that foreign military services, We may also disclose your protected health
information to avthorized federn] officials Tor conducting national security and intellipence activitics, incleding for the provision of
protective services to the President or others Tegally authorized,

Workers® Compensution: We muy disclose your protected health information as authorized to comply with workers” compensation
Taws and other similir legally-established progriams.

Inmates: We muy use or disclose your protected heulth information if you are an inmuate of 1 correctional faility and your physiciun
creuted or received your protected health information in the course of providing cure to you,

Uses and Disclosures of Protected Health Information Bused upon Your Written Authorizatipn:

Other uses and digclosures of your protected health information will be made only with your written authorization, unless etherwise
permitted or requited by Taw as described below. You may revoke this authorization in writing at any time, I you revoke your
suthorizution, we will no longer use or disclose your protected health information for the reasons cavered by your written
authorization, Plense understand (ot we ace uniable to ke back any diselosvres already made with your authorization,

Other Permitted and Reqoired Uses and Disclosures That Requive Providing You the Opportunity to Apree or Object:

We may use and disclose your protected health information in the following instances. You huve the opportunity o agree or object to
the use or disclosure of all or part of your pratceted health information, If you are not present or able to agree or object to the ose or
disclosure of the protected health information, then your physician muy, using professionnl judgment, determing whether the
disclosure ix in your best interest,

Facility Dircetorics: Unless you object, we will use and disclose in our facility directory your name, the location ot which you are
reeciving carg, your general condition (such as fir or stable), and your religious affiliation. Al of this information, except religious
affiliation, will be disclosed to peapls that ask Tor you by aame. Your religious affilintion will be only given to a member of the clargy,
such as a priest or tabbi,
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Others Involved in Your Health Care or Payment for your Care: Unless you object, we may disclose to a member of your family,
a relative, a closc friend or any other person you identify, your protected health information thut directly relates to that person's
involvement in your heulth care, f you are unable to agree or object to such & disclosurs, wo may diselose such information as
necessary if we determine that it is in your best interest based on our professionsl Jjudpgment, We may use or disclose protected health
infoination to notify or assist in notifying a family member, persanal representative of any other person that is responzible for your
care of your location, goncral condition or death, Finwlly, we may use or disclose your protected health information to an wuthorized
public or private cntity to assist in disuster relicf efforts and to coordinate uses pnd disclosires to fumily or other individuals involved
in your health care.

1. Your Rights

Following js a statement of your rights with respect to yonr pratected health informution and 3 brief deseription of how you muy
exereise these cighis.

You huve the right to inspect and copy your protected health informution. This means you miy inspect und obtain 2 copy of protected
health informution about you for so long 1s we maintain the proteeted health information. You may obtain your medicul record thit
contains medieal and billing records and any other records that your physician and the peactice uses for muking decisions about you.
Aj permitted by foderal or state Inw, we may churge you 1 reasonable copy fee for 1 copy of your records,

Under federal luw, however, you may nol inspect or capy the following records: psychotherapy notes; information compiled in
reasonable pnticipation of, or use in, a ¢ivil, eriminal, or administrative action or proceeding; and laboratory resulis that are subject to
law that prohibits uccess to protected health infarmation, Depending on the circumstances, a decision to deny aceess may be
reviewable. In some circumstinces, you may have a right to have this decizion reviewed. Please contact oue Privecy Officer if you
have questions ubout access to your medical record.

You have the right 1o request a restriction of your protectzd health information. This means you may auk us oot 1o use or disclose any
part of your protected health informution for the purposes of weatment, payment or health cnre vperations, You may also request that

ity purt of your protected health information not be disclosed to family members or friends who may be invelved in your care or for

notification purposes ax described in this Notice of Privacy Practices. Your request must state the specific restriction requested and to
whom you want the restrietion to apply,

Your physician Is not required to agree 10 a restriction that you may request. If your physician does agree to the requested restriction,
we may not use or disclose your protected health information in violation of that restriction unless it is needed (o provide emergency
wreatment, With this in mind, please discuss any restriction you wish to reguest with your physician.

You have the right Lo request to receive confidential communications from us by alternative means or at an alternative location, We
will accommodale reasonable reguests, We may alzo condition this sccommodation by asking you for information as to how payment
will be handled or specification of an alternative address or other methed of contact. We will nat request an explanation from you as to
the basis for the request, Please make this request in writing 1o our Privacy Officer.

You may have the right to have your physicion smend vour protected health information. This means YOU mity Tequest an amendment
of protected health information about you in 4 desipaated record set for so long us we maintain this information, In certuin cases, we
miy deny your request for an amendment. If we deny your request for amendment, you have the right to file a statement of
disagreement with ug and we may preparc a rebuttal te your statement and will provide you with a copy of any such rebuttal, Please
ontast our Privacy Officer if yon have questions ubout amending your medical record,

You have the right to receive an accounting of certain disclosures we have made, if ony, of your protegted health information. This
right upplies ta disclosures for purposes other than treatment, payment of health care operations us deseribed in this Notice of Privacy
Practices, Tt excludes disclosures wo my have mude to you if you nuthorized ug to muke the disclosure, far » fagility directory, to
fimily members or friends involved in your cure, or for netification purposcs, for nutional security of intellipence, to law cnforcement
{us provided in the privucy rula) or correctionul fucilities, a¢ purt of o limited dats set disclosure. You have the right to receive specific
infortnation regarding these disclosurex that oceur after April 14, 2003. The right to receive this information

iz subject to cortain exceptions, restrictions and limitations,

You have the rght 1o obtain & puper copy of this notice from us, upon request, even i you have agreed to accept this notice
clectronically.

3. Complnints
You may complain to us of 1o the Seeretary of Heulth and Heman Services if you believe your privacy rights huve been violuted by us,
You may file a complaint with us by notifying our Privaey Officer of your complaint. We will not retafinte ngainst yeu for tiling a

camplaint,

You may contnet your doctor if you huve uny other questions ubout privacy prictives.
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HIPAA Patient Consent Form e‘&'h S

Our Notice of Privacy Practices provides information about how we may use or disclose
protected health information.

The notice contains a patient's rights section describing your rights under the law. You ascertain
that by your signature that you have reviewed our notice before signing this consent.

The terms of the notice may change, if o, you will be notified at your next visit to update your
signature/date.

You have the right to restrict how your protected health information is used and disclosed for
treatment, payment or healthcare operations. We are not required to agree with this restriction, but if we
do, we shall honor this agreement. The HIPAA (Health Insurance Portability and Accountability Act of
1996) law allows for the use of the information for treatment, payment, or healthcare operations.

By signing this form, | understand that:
» Protected health information may be disclosed or used for treatment, payment, or healthcare

operations.
The practice reserves the right to change the privacy policy as allowed by law,
The patient has the right to revoke this consent in writing at any time and all full disclosures will

then cease.
¢ The practice may condition receipt of treatment upon execution of this consent.
# The practice may utilized Surescripts to assist in the continue of care for medication

management,

May we phone, email, or send a text to you to confirm appointments? YES NO

May we leave a message on your answering machine at home or on your cell phone? YES NO

This consent was signed by:
(PRINT NAME PLEASE)

Signature:
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In order for us to stay within guidelines of HIPAA, please list below any person/persons that you
authorize us to disclose information to regarding you Protect Health Information, including
hilling information.

Name Relationship Phone

| understand that | may rescind permission at any time by notifying the office.

Patient’s Name (Please Print) Date of Birth

Patient’s Signature (or Guardian) Date

# O/ 21
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Ethos Clinics

Duty of Payment

i , have requested Ethos Clinics to bill my insurance

on my behalf for payment of services. | clearly understand that it is my responsibility to

be financially responsible for services rendered,

This is including but not limited to; insurance adjustments, denied claims, or
services not covered by my plan. If there is a balance owed on my account, | agree to
make arrangements for prompt payment,

I understand if my benefits or coverage should change while | am receiving
treatment, | must notify Ethos Clinics immediately in order for proper insurance claims

information to be submitted on my behalf.

Furthermore, if my insurance company does not pay the provider directly, | agree

to relinquish payment to Ethos Clinics upon receipt of the check.

My signature indicates that | have read and understand the policy above.

Print Name of Patient: Sighature:

Print Name of Policy Holder if Different from Patient:
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Signature of Policy Holder if Different from Patient:

Witness:

To:5703926143

Date;

# 11/ 21
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Patient Consent for Electronic Prescribing

Ethos Clinics has implemented e-prescribing as part of an on-going effort to
improve your health care. It is a system used to submit prescriptions electronically to the
pharmacy of your choice. E-prescribing creates a more efficient and safer process for
patients to access their medication. It helps to prevert, and in some cases eliminate, the
top reasons for prescription errors - including illegible handwriting, incorrect dasing, and
missed drug/allergy interactions. This improves patient care and safety, and decreases

medication errors.

E-prescribing systems also store and transmit your prescription information with
medication history to your health care providers and insurers, This allows for information
to be obtained quickly about the drugs covered under your benefit plan, as well as the

drugs you may already be taking to minimize adverse drug events.

By signing below, you provide your consent for Ethos Clinics and its providers to
electronically submit your prescriptions through the e-prescribing system described
above. You also are also consenting for your provider to request and use your
prescription medication history, from other healthcare providers and/or third party

pharmacy benefit payors, for treatment purposes.

This consent will remain in effect untit you withdraw it. You may withdraw at any time
except 1o the extent it has already been relied upon. Your decision not (o sign this form will not
affect your ability to receive medical care, or your ability to receive your prescriptions through

allernative means.

Date:

Print Name: Signature:
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Guardian/Healthcare Proxy Print: eth"s

Signature;
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Pain Treatment with Opioid Medications: Patient Agreement*

1, , understand and voluntarily agree that
(initial each statement after reviewing):

1 will keep (and be on time for) all my scheduled appointments with the doctor and other
members of the treatment team.

I

will participate in all other types of treatment that I am asked to participate in.

I will keep the medicine safe, secure and out of the reach of children. If the medicine is
lost or stolen, I understand it will not be replaced until my next appointment, and may not be
replaced at all.

[ will take my medication as instructed and not change the way I take it without first
talking to the doctor or other member of the treatment team.

I will not call between appointments, or at night or on the weekends looking for refills. I
understand that prescriptions will be filled only during scheduled office visits with the treatment
team.

I will make sure I have an appointment for refills. IfY am having trouble making an
appointment, I will tell a member of the treatment team immediately.

I will treat the staff at the office respectfully at ail times. Iunderstand that if Jam
disrespectful to staff or disrupt the care of other patients my treatment will be stopped.

L will not sell this medicine or share it with others. I understand that if I do, my treatment
will be stopped.

1

will sign a release form to let the doctor speak to all other doctors or providers that I
see.

I will tell the doctor all other medicines that I take, and let him/her know right away if I
have a prescription for a new medicine.

I

——

will use only one pharmacy to get all on my medicines:

Pharmacy name/phone#

I will not get any opioid pain medicines or other medicines
benzodiazepines (klonopin, xanax, valivm) or stimulants (ritalin, amphetamine) without telling a
member of the treatment team before I fill tha

ber ¢ t prescription, Iunderstand that the only exception
to this is if I need pain medicine for an emergency at night or on the weekends,

that can be addictive such as

*Adapted from the American Academy of Pain Medicine

http://www.painmed, org/Workarea/DownloadAsset . AsSpx?id=

3203
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I will not use illegal drugs such as heroin, cocaine, marijuana, or amphetamines, I
understand that if I do, my treatment may be stopped.

1 will come in for drug testing and counting of my pills within 24 hours of being called. I
understand that I must make sure the office has current contact information in order to reach me, and
that any missed tests will be considered positive for drugs.

I will keep up to date with any bills from the office and tell the doctor or member of the
treatment team immediately if [ lose my insurance or can't pay for treatment anymore.

I understand that I may lose my right to treatment in this office if ] break any part of this
agresment.

Pain Treatment Program Statement

We here at are making 2 commitment to work with you in your efforts to
get better. To help you in this work, we agree that;

We will help you schedule regular appointments for medicine refills. If we have to cancel or

change your appointment for any reason, we will make sure you have enough medication to last
until your next appointment.

We will make sure that this treatment is as safe as possible. We will check regularly to make
sure you are not having bad side effects.

We will keep track of your prescriptions and test for drug use regularly to help you feel like you are
being monitored well.

We will help connect you with other forms of treatment to help you with your condition. We
will help set treatment goals and monitor your progress in achieving those goals.

We will work with any other doctors or providers you are seeing so that they can treat you safely and
cifectively,

We will work with your medical insurance providers to make sure you do not go without medicine
because of paperwork or other things they may ask for.

If you become addicted to these medications, we will help you get treatment and get off of the
medications that ate causing you problems safely, without getting sick.

Patient signature Patient name printed Date

Provider signature _ Provider name printed Date
*Adapted from the Rmerican Academy of Pain Medicine
http://www.painmed.org/Workarea/DownloadAsset.aspx?id=3203




03-08-21; 11 14AM, From: To:b703926143 ; # 16/ 27
Fax: (570) 392-6143
3835 Chestnut St. 428 South 7th St.
Emmaus, PA 13049 Lehighton, PA 18235
Phone: (484) 232-5288 Phone; (610) 900 4234

Authorization To Release/Obtain Health Information

! (DOB: ), hereby authorize to
release/obtain information from Maedical records pertinent to the Mental Health/Mental Retardation;
Drug/Alcohol treatment; and or HIV/AIDS treatment of:

{Individual's Name)

ROI Valid from until , Or one year from date sighed.

{Name of Person/Organization/Facility obtaining records from)

(Address)
The information which may be released is limited to the MOST RECENT:

Discharge Summary Blood work

—

Psychiatric Assessment Other

Medication Log

The purpose or need for such disclosure is:
Behavioral Health services may not condition treatment, payment, enrollment, or eligibility of benefits
on whether | sign authorization except if my treatment is related to research or if health care services
are provided to me solely for the purpose of creating protected health information for disclosure to 3

third party.

Hereby release Behavioral Health Services and all other persons or legal entities of facilities, related in
any way to the release of said information from all responsibility and liability for acting upon this
authorization and I intend to be legally bound hereby.

Individual, Parent, Legal Guardian Signature Date
Personal Representative Signature Date
Witness/Staff Member Signature Date

If any person physically unable to provide a signature desires to consent to this release, print his/her dame on the
appropriate signature line above and record below the signature of two responsible persons who witness that such
a person understand the nature of this ralease and freely gave his/her consent,

Withess Signature Date

Witness Signature Date
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EXAMPLE
Ethos Clinic
3835 Chestnut 5t.
Emmaus, PA 18049
Phone: (484) 232-5288 Fax: (570) 392-6143
Authorization To Release/Obtain Health Information
L, PATIENT NAME (DOB:PATIENT. BIRTHDAY), hereby authorize ETHDS to
release/obtain information from Medical records pertinent to the Mental Health/Mental Retardation;
Drug/Alcohol treatment; and or HIV/AIDS treatment of: PATIENT NAME
{individual’s Name)
ROI Valid from TQDAYS DATE until TODAY’s DAT YEAR, or one year from date signed.
OUTSIDE ENTITY NAME OUTSIDE ENTITY PHONE ¥ OUTSIDE ENTITY FAX #
(Name of Person/Organization/Facility obtaining records from)
QUTSIDE ENTITY FULL ADDRESS
(Address)
The information which may be released is limitad to the MOST RECENT;
Discharge Summary ' Blood work
Psychiatric Assessment _X__ Other

Medication Log

The purpose or need for such disclosure is: COORDINATION OF CARE or CONTINLITY OF CARE
Behavioral Health services may not condition treatment, payment, enrollment, or eligibility of benefits
on whether | sign authorization except if my treatment is related to research or if health care services are
pravided to me solely for the purpose of creating protected heaith information for disclosure to a third

party.

Hereby release Behavioral Health Services and all other persons or legal entities of facilities, related in
any way to the release of said information from all responsibility and liability for acting upon this
authorization and | intend to be legally bound hereby,

Individual, Parent, Legal Guardian Signature: AGE 14+ PATIENT SIGNATURE Date DATE
Personal Representative Signature 0-13= LEGAL GUARDIAN SIGNATURE or POA if applicableDateDATE

Witness/Staff Member Signature Date

If any person physically unable to provide a sighature desires to consent to this release, print his/her dame on the
appropriate signature line above and record befow the signature of two responsible persons who witness that such
4 person understand the nature of this release and freely gave his/her consent.

Witness Sipnature Date
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Missed Appointment Policy

In order to provide the best service to our patients, we have established the following policy.

If you miss an appointment, there will be a $30.00 no-show fee. This fee is to be paid at vour
next scheduled visit. You will receive a phone call a few business days after the missed
appointment, if you do not call to reschedule.

Two no-shows and/or late cancellations with less than 24 hours notice, within a calendar year,
will result in discharge from the practice. Very often there are understandable and unavoidable
reasons for missing appointments, however, a missed appointment prevents another patient
from receiving services. This has a significant impact on our practice and the care we provide.
Our palicy is to best service you.

My signature indicates that | have read and understand the policy above.

Print Name: Date:

Signature;

# 18/ 21
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Ethos Clinic ADHD Policy

Please be advised that Ethos Clinic will not be accepting new adult ADHD patients unfess the
patient is able to provide a recent neuropsychological evaluation that demonstrates this
diagnosis. In order to obtain a neuropsychological evaluation you can call the member services
number on the back of your insurance card and ask what providers may be in network. If your
insurance requires a referral for this type of evaluation we urge the patient to reach out to their
PCP, in order to complete appropriate neuropsychological testing prior to starting treatment at
Ethos Clinic.
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Ethos Clinic

4379 Easton Ave
Suite 101

Bethlehem, PA 18020
P: 610- 625-1486

F: 570-392-6143

Medication Policy:

Please call with medication refill concerns af least 1 week prior to completion of current
prescription, in order to prevent gaps in medication. Refill requests will be processed
within 2 business days (48 hour period), of when request is received (i.e. if request is
given after business hours, on a weekend, or a holiday the office will address this
concern when it is received on the next scheduled business day).

Kindest Regards,

Ethos Clinic
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4379 Easton Ave. Ste 101
Bethlehem PA 18020
P: (610) 625-1486
F: (670) 392-6143

Paperwork/Forms Policy:

Please be advised that no Time Off, FMLA, or Disability paperwork/forms will be filled
out for patients who are not established with the practice. To be established with the
practice the patient must have been seen by one Ethos Clinic physician for a minimum
of 2 consecutive visits. From the 3rd visit on, it is at the provider's discretion, to assist
with the above mentioned paperwork based on medical necessity. Providers require
10-14 business days in order to complete any documents.

Additionally, a completion fee of $25 for short documents and $75 for long documents
will be charged in order to account for the time required for providers to complete the
paperwork.

Kindest Regards,

Ethos Clinic




