[image: image1.png]Q%

Dr Amanda Bell and Associates
Clinical Social Workers





370 Queens Ave, Suite 100

London ON N6B 1X7

Phone: (519) 936-0108 Fax: (519) 936-1028

INFORMATION AND CONSENT FOR TREATMENT OF CLIENT WARD(S) OF A CHILDREN’S AID SOCIETY 
Therapist:
The undersigned practitioner is a registered social worker or psychotherapist engaged in private practice providing mental health care services to clients directly. Clinical associates with Dr. Amanda Bell and Associates provide services under the direct supervision of Dr. Amanda Bell, RSW.
Appointments:
Appointments are made by calling (519) 936-0108 Monday to Fridays between the hours of 9:00 A.M. and 6:00 P.M or by email to (your therapist’s first name@amandabell.ca or officeadmin@amandabell.ca).  Please call or email to cancel or reschedule as soon as possible, prior to the appointment time, or the referring Children’s Aid Society (CAS) will be charged for the missed appointment.  If a child fails to attend an appointment due to volunteer driver difficulties, the society will be charged for this appointment. Voice mail and email messages are checked daily between these hours.
Number of Visits:
The number of sessions needed depends on many factors and will be contracted at the initial guardian intake appointment. Prior to the conclusion of this contract, the undersigned therapist will advise the society if an extension of therapy is recommended to achieve treatment goals established at the beginning of therapy. The CAS social worker is asked to advise the undersigned therapist as soon as possible if continued funding is not available to adequately prepare the child client for the ending of therapy.
Length of Visits:
Therapy sessions are 50 minutes in length. Any need to extend the therapeutic time will be negotiated during the initial intake session.
Cancellations:
Cancellations must be received at least 24 hours before your scheduled appointment otherwise the society will be charged the customary fee for that missed appointment. The Children’s Aid Society is responsible for calling or emailing the child’s therapist to cancel or reschedule the child’s appointment. If the child client becomes suddenly ill, an exception to this cancellation policy may be made if early notice is given.
Payment for Service:
Dr. Amanda Bell's fee is $150 per sessions and fees for her associates range between $100 to $120 per session. Our fee will be confirmed with you prior to beginning service. Dr. Amanda Bell and Associates will forward an invoice for services to the referring agency account department at the end of each month. In the event disclosure of records or testimony is required by law, you will be responsible for and shall pay the costs involved in producing the records and an agreed upon  normal hourly rate for the time involved in preparing for and giving testimony. Such payments are to be made
at the time or prior to the time the therapist renders the services.
Report  and Letter  Writing:
If you require an assessment treatment report, the cost of completing such a report can be negotiated with the
therapist when the report is requested.
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. Child clients over 12 years of age will be asked to provide consent to the disclosure of treatment information to their Society social worker. Possible exceptions to confidentiality include but not limited to the following situations: suspected child abuse; child custody cases; lawsuits in which the mental health of a party is an issue; situations where the therapist has a duty to disclose, or where, in the therapist’s judgment, it is necessary to warn or disclose; fee disputes between the therapist and the client; negligence suit brought by the client against the therapist; or the filing of a complaint with the Social Work regulatory body.  
If you have any questions regarding confidentiality, please bring them to the attention of the therapist when you and the therapist discuss this matter further. By signing this Information and Consent Form, you are giving your consent to the undersigned therapist to share confidential information with all persons and/or service providers responsible for providing mental health care services and payment for those services, and you are also releasing and holding harmless the undersigned therapist from any departure from your right of confidentiality that may result.
Storage of Private Information:

We are committed to protecting your privacy and ensuring the confidentiality of your personal health information and records. We collect, use, and disclose only as much personal health information needed for the purposes of assessment and the provision of therapy services. All personal information and records are stored electronically with the appropriate security provisions and safeguards. We have developed policies and procedures regarding privacy, retention, and storage of electronic records which are available for viewing upon request. 
In the event the undersigned therapist becomes incapacitated or dies, it will become necessary for another therapist to take possession of my file and records. By signing this information and consent form, I give my consent to allowing another mental health professional selected by the undersigned therapist to take possession of my file and records and provide me with copies upon request, or deliver them to a therapist of my choice.
