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Informed Consent for Counseling and Psychotherapy for Minors

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 better able to understand your situation and feelings and will be able to
rmove towards resolving your difficulties. The therapist will strive to assist you grow towards greater health
and wholeness by providing counseling services within a biopsychosocial, 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 treatment, 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: 810-800-4234,
Bethlehem: 610-625-1486, Emmaus: 484-232-5288), Monday through Friday, between the hours of
8:00am 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 to 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 personat
relationship 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 may have regarding the treatment recommended by the
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therapist and to have input in setting goals of your therapy. As therapy progresses, these goals may
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 party is is in issue: situations
where the therapist has a duty to disclose, or where, in the therapist's judgment, it is necessary to wam,
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 thern 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/ar ingurance carrier responsible for providing your mental health care services and payment for those
services. You are also releasing and holding harmiess 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 person 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 occur until past issues are experienced and confronted, ofien causing distressing
feelings such as sadness and anxiety. The success of therapy depends upon the guality of the efforts of
bothi 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
exercising 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 ook to you for full payment of your account, and you will be
responsgible 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 disclosure 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 records 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 ;MH Warm Line, (868) 854-8114 :Suicide Prevention Text Services:
taxt 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 agsessment, care, treatment 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 sighing 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 questions and seek clarification of
anything that remains unclear,

Contact information

By signing the Informed Consent and Privacy Practices Receipt, You are consenting for Ethos Clinic to
comnmunicate 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.
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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 decigion 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
recornmended; and (2) you consent to treatment 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 guestions.

| 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 medicat 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 recommended, | will be asked to read and sign additional consent forms prior to the
test(s) or procedura(s).

I certify that | have read and fully understand the above statements and consent fully and veluntarily to its
contents,

Client Name Print DOB:
Client Signature: Date:
Guardian Name Print: Relation:
Guardian Signature; Date:

Guardian Name Print; Relation;

Guardian Signature:; Date:
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By signing this Document | acknowledge that any evaluation, agsessment, therapy or
medication rnanagement is for the treatment of the client as an individual, and s not to be used
for the purpose of determining parental competency or custody. Such an evaluation should be
conducted by an independent evaluator designed for that specific purpose.

Client Printed Namae:

Client Signature:

DOB:

#

Date: '

Guardian Printed Name:

Guardian Signature:

Relation:

Date;

Guardian Printed Name:

Guardian Signature:

Relation:

Date:

5/ 22
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THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION AEOUT YOL MAY BE USED AND DISGLOSED AND
HOW YOU CAN GET ACCESS TO THIS INFORMATION, FLEASE REVIEW IT CAREFULLY,

This Natice of Privacy Practices describes how we may vse snd disclose your protected health information to enrry out treatment,
Bityttient or Yealth core operations and for ather purposes thut are permitted or required by luw. Tt also describes your rights to secess
and control your proteeted health information, *Protected health information™ is information sbout you, includiag demopraphic
information, thut muy identity you and that relates to your past, present or future physical or mental health or condition and related
heulth eure serviees,

We are required to abide by the terms of this Notice of Privacy Practices. We rany chunge the terms of our notice, at any time. The
new notice will be effective for a1l protected health information that we maintain at that time. Upon your request, we will provide you
with any revised Notice of Privacy Pructices. You mity request 4 revised version by accessing our website, of culling the office and
requesting that & revised copy be sent to yoo in the mail or asking for one at the time of your next sppointment.

1, Uses and Disclosures of Protected Health Information

Your protecied henlth information muy be wsed and disclosed by your physiciun, our office staff and others outside of our office whe
arg involved in your care and treatment for the purpose of providing health care services to you. Your protected health information
may also be ured and disclosed to pay your health care bills and 1w support the operation of your physician's practice.

Following are examples of the types of uses and disclosures of your protected health information that your physician's office is
permitiad to make., These exumples are not meant to be exhaustive, but te describe the types of uses and disclosures thut may be made
by our office,

Treatment: We will use and disclose your protected health information to peovide, coordinate, or manage your health eare and tiy
related services, This inclndes the coordination or management of your health care with another provider, For example, we would
disclose your protected healih informution, as necessary, to a home health ageney that pravides cure 1o you, We will also disclose
protected health information to other physicians who muy be weating you, For cxample, your protected health infermation may be
provided tg a physician to whom you have been referred to cnsure that the physician hus the necessary information to diagnose or trext
you. In additien, we may discloss your protected health information from time-to-time 1o another physiciun or health care provider
(c.g.. u specialist or laboratory) wha, at the request of your physician, becomes involved in your cure by providing assistance with
your health cure dingnosis or treatment to your physician.

Payment: Your protected health Information will be used and disclosed, az needed, to obtaln payment for your health care services
provided by ux or by another provider. Thix muy include certajn activities that your health insurance plan may undertake before it
approves or pays for the health care services we recommend for you such ax: making a determination of cligibility or caverage for
insurance benefits, reviewing services provided to you for medical necessity, and underuking utilization review activities, For
example, oblaining approval for a hospital stay tay require that your relevant protected health information be disclosed to the health
plan Lo obrain appraval for the hospital admission.

Health Care Operations: We may use or diselose, a5 needed, your protected health informution in order to support the business
activities of your physician's practice, These activities include, but are not limited 1o, quality assessment activities, empleyce review
activities, training of medical students, licensing, fundraising activitios, and conducting or armanging for other business sctivities,

We will share your protected health information with third party “business associates™ that perform variouy activitios (for example,
billing or transcription services) for our practice. Whenever an armngement between our office and a businesy axsociare involves the
use or disclosure of your protected heulth information, we will have 2 weitten contract that contains terms that will protect the privacy
of your protested health information,

We may use or disclose your protected health information, as necessary, to provide you with information about treatment alternatives
or other heulth-related banofits and services thut muy be of interest to you. You muy contuct our Privugy Officer to request that these
mutorials not be sent to you.

Other Permitted and Required Uses and Disclosures That May Be Mude Without Your Authorization or Opportunity to Agrec or
Object,

We may use or disslose your protected health information in the following sitations without your nutherization or praviding you the
opportunity to agiee or objecl. These situntions include:

Required By Law: We muy use ar disclose your protected heulth information 1o the extent tiat the use or disclosure s required by
law. The usc or diselosure will be made in compliunce with the law and will be limited 1o the relevant requirements of the law, You
will be notified, if required by law, of any such nses or disclosures.

Puhlic Health: We may disclose your protected health infornration for public health sctivities and purpeses to a public health
authority that is permitted by law to colleet or reccive the information. For example, a disclosute may be made for the purpose of
preventing or controlling diseine, injury or disubility.

Communieuble Discuses: We may discloss your proteeted health information, if authorized by kaw, o a persan who may have beon
exposed to a communlcable discuve or may otherwise be at risk of contracting or spreading the disease or condition,
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Health Cversight: We may disclose protected health information to o health aversight agengy for activities authorized by law, such as
audits, mvestigations, and inspections. Oversight agencics secking this information include povernment agencies that overses the
health care system, povernment benelit proprams, other government regulatory programs and civil rights laws,

Abuse or Negleet: We may disclose your protected health information to i public health authgrity that is autherized by law to receive
reports of ehild ubuke or neglect. In addition, we may disclose your proteeted health information if we belicve that you have been a
victim of abuse, nepleet or domestic violence (o the governmental entity of agensy suthorized to receive sueh information. In this chse,
the dizclosure will be made consistent with the requirements of applicable

fuders! and state laws.

Food und Drug Administration: ‘'We muy diselose your protected health information 10 2 persot or compuny required by the Foad
und Drug Administation for the purpose of quality, safaty, or effectiveness of FDA-repulated products or activities including, to
report adverse evenss, product defects or problems, biologic product deviations, to truck produets; 1o enable product reculls; to make
fepitis o replacements, or to conduct past marketing surveillance, us required,

Legat Proceedings: We muy disclose protected health information in the course of any Jjudicial or administritive procesding, in
response to an order of A court or adminixtrative tribunal (1o the extent such disclosure is expressly suthorized), or in certain conditions
in response to u subpoena, discavery request or other lawiul procens,

Law Enforcement: We muy also diseloze protected health infermation, so Tong a3 applicable legul requirements are met, for law
enforcement purposes. These law enfercement purposes include (1) legul processes and otherwise required by law, (2} limited
information requests for identification and location purposes, (3) pertaining to victims of 1 erime, (4) suspicion that death has oseurred
a8 1 result of eriminal conduct, (5) in the svent that » grime occuts on the premises of our practice, and (6) medical emergengy (not on
our practice’s premises) and it ix likely that a erime has aceurred.

Caroncrs, Funcral Directors, und Organ Denation: We may disclose protected health information to o corener or medical
cxuminer for identification purposes, determining cause of death or for the eoroner or medical exnminer 1o perform other dutics
authotized by luw. We may also disclose protecied health information to n funeral director, us authorized by Jaw, In order to permit the
funeral director to carry out their dutics, We may diselose such information in rensonnble anticipation ol denth, Protected health
informution may be used and disclosed for cadaveric organ, cye or tissue donation purpascs.

Reseureh: We may disclose your protected health information to researchers when their research hag been approved by an
institutional review board that has reviewed the ressarch proposa! ond established protocols to ensure the privacy of your prolected
heulth information,

Criminal Activity: Consistent with applicable federal and siate laws, we tay disclose your protected health information, if we
believe tiat the use or disclosure i= necessary to prevent or lessen a serious and imminent threat to the health or sufety of 2 person or
the public, We may also diselose protected heulth information if it is necessary for law enforccment authaoritios to identify ot
apprehend on individual,

Milltary Activity and National Seeurity; When the appropeinte conditions apply. we may use or disclose protected health
information of individuals who are Armed Forces persenncl (1) for activitios deemed necessary by appropriate military command
suthorities; (2) for the purpose of a determination by the Department of Veterans Affaims of your eligibility for benefits, or (3) to
foreign military authority if you are a member of that foreign military services, We may nlso diselose your protected health
information to authorized fedeml officials for conducting national security and intelligence activities, including for the provision of
protective services to the President or others legally authorized.,

Workers' Compensation: We may disclose your protected health information as authorized to comply with ivorkcrs' compensation
laws aind other similar Iegally-cstublished progriuns, :

1

Inmates: We niy use or disclose your protected health information If you ure an inmate of & correctional facility and your physician

erented or received your protected health informution in the course of providing care to you. ]

Uses and Diselosures of Protected Health Information Bused upen Your Wrektten Auwthorizution: '
Qther wies tnd diselosures of your protected health information will be made only with your written avthorization, unless otharwise
permitted or required by low ay deseribed below, You muy reveke this sutharization in weiting at any time. If ‘you revoke your
wutharization, we will no longer use or disclose your protected health informution for the rensons covered by your written
iwthorization. Plense understand that we are unable to tuke back uny disclomres alrendy made with your uuthcirizur.iun.

I

Other Permitted and Required Uses and Disclosures That Require Providing You the Opportunity to Aigm: or Ohject:

We mury use and disclose your protected health informution in the following instnces. You huve the apporturity to agree or object to
the use or disclosure of all or purt of your proteeted heulth informution. If you ure not present or 1ble to agtee or object to the use or
digelosure of the pratected health information, then your physician muy, using professional judgment, determine whether the
disclozure is in your best interest. :

Encility Directories: Unless you object, we will oze and disclose in our faeility direetory your name, the loca{ion at which you e
receiving care, your gencral condition (such a5 fair or stable), and your religioux affiliation, All of this informntion, except refigious
affiliation, will be diselosed to people that ask for you by name, Yous religious affiliation will be only given o 0 member of the clergy,
such as a priest or rabbi, ;
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Others Invelved in Your Health Care or Payment for your Cares Uniess you objeet, we may disclose to 2 member of your fumily,
a telative, a close friend or any other person you identity, your protected health information that directly relates to that perion’s
involvement in your heulth care. If you are unable to agree or object to such o diselosure, we may disclose such information as
necessary if we determine that it is in your best intergst bused on our professionnl judgment, We muy use or discloss protected health
information to notify or assist in notifying a family member, personal representative or any other person that is responsible for your
eire of your location, gencral condition or death. Finafly, we may use or disclose your protected health information to art authorizcd
public or privite entity to assist in disister relief efforts und to coordinive vses and disclogzures to family or other individuals involved
in your health care,

2. Your Rights

Fipllowing is n statement of your rights with respeet W your protected health information and a brief deseription of how you may
exercise these rights.

You have the right to inspect and eopy your protected health information. This meuns you miy inspect and obtain a copy of protected
health information about youo for so long as we maintiin e protected health information. You may obtain your medical record that
containg medical and billing records and uny other records that your physiciun and the practice uses {or miking decisions ubout you,
As permitted by federul or state Tow, we miy charge you i reasonable copy fee for i copy of your records,

Under federul luw, however, you may nol inspect or copy the following records: psychotherapy notes; information compiled in
ressonuble anticipation of, or use in, u civil, eriminul, or administrative aetion or proceeding: and laboratory reselts that are subject to
law that prohibits aceess to protected health information. Depending on the circumstances,  degizion to deny access may he
reviewuble, In some ¢ircumstonces, you may huve o right to have this decision reviewed, Please contact our Privacy Oflicer if you
hive questions about access to your medical record.

You have the right to request a testriction of your protected health information, This means you may azk us not to wse or disclose any
purt of your protected health information for the purposes of treatment, payment or health care operations. You may also request that

any patt of your protected health information not be disclosed to family members or Iriends who may be involved in your care or for

notitieation purpases ax deseribed in this Notice of Privasy Practices. Your request muost state the speeilie restrietion reguested and to
whom you want the restriction to apply.

Your physician is not required 106 nrres 1o o resteiction thit you may request. I your physician does agree to the requested restrietion,
we may not use or disclose your protected health information in violation of that restrietion unless it js needed to provide emergency
reatnent, With this in mind, please discuss any restietion you wish o request with your phiysicion,

You have the right to request 1o receive confidential communications from us by alternative means or at an allernative location. We
will neeommodule reasonuble requests. We may also eondition this nccommaodation by asking you for information as to how payment
will be handled ot specification of an alternative address or other method of contaet. We will not request an explanation from you s to
the basis for the request. Pleuse make this request in writing to our Privacy Officer,

You may have the right to have your physician amend your protected health information, This means yor may roquest an omendment
of protected health information about you in a desipnated record set for 50 long 05 we maintain this information, In cortain cases, we
may deny your request for an amendment. If we deny your request for amendment, you have the right to il a statement of
disagreement with vz and we may prepare & rebuttal to your statetnent and will provide you with a copy of any such rebuteal, Pleose
contact our Privacy Officer if you have questions about asmending your medieal record.,

You have the right to receive un sccounting of eernin disclogurey we have made, if any, of your protected heulth information. This
right applies to disclosures for purposes other than treatment, puyment or health care gperations as described in this Notice of Privacy
Practices. It exeludes disclosures we muy have mude to you if you authorized v to make the diselosure, for u facility direstory, to
family members or friends invelved in your care, of for notification purposes, for natipnal security or intelligence, to Jaw enforcement
(as provided in the privoey rule} or correctional fucilities, as part of o limited dien set disclosure, You have the ripht to receive specific
information regarding these disclosures that occur after April 14, 2003, The right to teceive this information

iz subjeet to certin exceptions, restrictions und limitattons,

You huve the right to obtain 3 paper copy of this notice Trom Us, upon requesl, even if you have agreed to accept this notice
clectronicidly,

3. Complaints
You may complain 1o us or to the Seerztary of Health und Human Services if you belisve your privacy rights have been violuted by us,
You may tile o complaint with us by notifying our Privaey Officer of your complaint. We will not retalinte ngainst you for filing a

complaint,

You moy contact your dactor if you huve any other questions sboul privacy prachices.
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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 hefore signing this consent.

The terms of the notice may change, if so, 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
1986) law allows for the use of the information for treatment, payment, or healthcare operations.

By signing this form, | understand that:

s 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.

s 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
billing 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

# 10/ 22
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Duty of Payment

1, , 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, of
services not covered by my plan. If there is a balance owed on my account, | agree to
make arrangements for prompt payment.

| 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, 1 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: Signature:

Print Name of Policy Holder if Different from Patient:
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Signature of Policy Holder if Different from Patient: eﬁ h S

Witness: Date:
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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 prevent, and in some cases eliminate, the
top reasons for prescription errors - including illegible handwriting, incorrect dosing, 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 wall 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 alsa 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 to the extent it has already been relied upon. Your decision not Lo sign this form will not
affect your ability to receive medical care, or your ability to receive your prescriptions through

alternative means.

Date:

Print Name: Signature:
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Guardian/Healthcare Proxy Print; et h*S

Signature:
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Pain Treatment with Opioid Medications: Patient Agreement*

I » understand and voluntarily agree that
(initial each statement after reviewing):

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

I

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

1 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.

[ will not call between appointments, or at night or on the weekends looking for refills. 1
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. If I am hav
appointment, I will tel a member of the treatment team immediately,

1 will treat the staff at the office respectfully at all times. Iunderstand that if T am
disrespectful to staff or disrupt the care of other patients my treatment will be stopped.

ing trouble making an

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

I

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 me
have a prescription for a new medicine.

dicines that I take, and Iet him/her know right away if I

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

Pharmacy name/phones
I will not'g

et any opioid pain medicines or other medicines that can, be addictive such as
benzodiazepines (klonopin, Xanax, valium) or stimulants (ritalin,

amphetamine) without telling a
metnber of the treatment team before I fill that prescription, I

e : AL understand that the only exception
to this is if I need pain medicine for an emergency at night or on the weekends,

*Adapted from the American Academy of Pain Medicine
http: //www.painmed. org/Workarea/Dc:wnlcadPEset . aspx?—:i:d=3203
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1 will not use illegal drugs such as heroin, cocaine, marijuana, or amphetamines. I
understand that if I do, my treatment may be stopped.

I 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 I lose my insurance or can't pay for treatment anymore.

1 understand that | may lose my right to treatment in this office if I break any part of this
agreement.

Pain Treatment Program Statement

We here at are making a 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. 1f 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
effectively.

We will work with your medical insurance providers to make sure you do not go without medicine
because of paperwork ox 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 are causing you problems safely, without getting sick.

Patient signature Paticnt name printed Date

Provider signaturc . Provider name printed Datc
*Adapted from the American Academy of Pain Medicine
http://www.painmed.org/Workarea/DownloadAsset .aspx?id=3203
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Fax: (570) 392-6143

2835 Chestnut 5t. 428 South 7th 5t
Emmaus, PA 18049 Lehighton, PA 18235
Phone: (484) 232-5288 Phone: (610) 900 4234

Authorization To Release/Obtain Health Information

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

{Individual's Name)

ROl Valid from until , or une year from date signed.

(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 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
autharization and | intend to be legally bound hereby,

Individual, Parent, Legal Guardian Sighature 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 dama 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 release and freely gave his/her consent,

Witness Signature Date

Witness Signature Date
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EXAMPLE

Ethos Clinic
3835 Chestnut St.
Eminaus, PA 18049
Phone: (484) 232-5288 Fax: {570) 392-6143

Authorization To Release/Obtain Health Information
I, PATIENT NAME (DOB:PATIENT BIRTHDAY), hereby authorize ETHOS 1o

releasefobtain 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 TODAYS DATE until TQDAY’s DATE NEXT YEAR , or one year from date signed.
OUTSIDE ENTITY NAME OUTSIDE ENTITY PHONE # OUTSIDE ENTITY FAX #

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

DUTSIDE ENTITY FULL ADDRESS

{Address)
The information which may be released is limited 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  CONTINUITY 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
provided to me solely for the purpose of creating protected health information for disclosure to a third

party.
Herehy 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 signature desires to consent to this release, print his/her dame an the
appropriate signature line above and record helow the signature of two responsible persons who witness that such
a person understand the nature of this release and freely gave his/her consent.

Witnass Signature Date
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Missed Appointment Policy

In order to provide the best service 10 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 your
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 policy is to best service you,

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

Print Name: Date:

Signature;

# 19/ 22
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Ethos Clinic ADHD Policy

Please be advised that Ethos Clinic will not be accepting new adult ADHD patients unless 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 at 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




03-08-21; 08! 14AM; From: To:5703926143 ,' # 22/ 12

eth :S

4379 Easton Ave, Ste 101
Bethlehem PA 18020
P: (610) 625-1486
F: (570) 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




