INFORMED CONSENT

Thank you for choosing me, Nadine Rosen, M.A., L.P.C., N.C.C.  Today’s appointment will take approximately 60 minutes.  This document is intended to inform you of my policies, State and Federal Laws and your rights.  If you have other questions or concerns, please ask and I will try my best to give you all the information you need. I hold a Master’s Degree from the Adler School of Professional Psychology, which was received in 1993 and have been practicing counseling and psychotherapy for over 20 years.  I hold a current License as a Professional Counselor in the state of North Carolina.  I am also a Nationally Certified Counselor and a Certified Clinical Hypnotherapist.  I take an eclectic approach to counseling but adhere predominantly to Acceptance and Commitment Therapy (ACT) principles.  The decision as to which treatment technique to use will depend on several variables including the success rate of a particular treatment.  The counseling process will require that we develop a therapeutic contract or treatment plan stating goals, methods, and time frame.  This plan may need to be re-evaluated and redesigned after periodically evaluating our progress.  Please note that it is impossible to guarantee any specific results regarding your counseling goals.  However, together we will work to achieve the best possible results for you.

CONFIDENTIALITY AND EMERGENCY SITUATIONS: Your verbal communication and clinical records are strictly confidential except for: a) information (diagnosis and dates of service) shared with your insurance company to process your claims, b) information you and/or you child or children report about physical or sexual abuse; then, by North Carolina State Law, I am obligated to report this to the Department of Children and Family Services, c) where you sign a release of information to have specific information shared, d) if you provide information that informs me that you are in danger of harming yourself or others, e) information necessary for case supervision or consultation and f) or when required by law.  If an emergency situation for which the client or their guardian feels immediate attention is necessary, the client or guardian understands that they are to contact the emergency services in the community (911) for those services. 

Signature(s)________________________________      Date:________
COORDINATION OF TREAMENT: It is important that all health care providers work together. As such, I would like your permission to communicate with your primary care physician and/or psychiatrist. Your consent is valid for one year. Please understand that you have the right to revoke this authorization, in writing, at any time by sending notice. However, a revocation is not valid to the extent that we have acted in reliance on such authorization. If you prefer to decline consent no inform will be shared. 

____You may inform my physician(s)         ____I decline to inform my physician

Physician Name/Clinic:_________________________________________________

Address:______________________________________________

Phone:___________________________________
Signature(s)__________________________________________Date________
NOTICE OF PRIVACY PRACTICES AND CLIENT RIGHTS:  
I/We have read and received a copy of the, Notice of Privacy Practices and Client Rights document.
Signature(s)__________________________________________Date_______________

 May I  contact you at home (circle one)  yes  no?  May I contact you at work yes  no?  May I contact you by cell phone  yes  no?   Where may I contact you _________ ________________________________________?

CONSENT FOR TREATMENT OF CHILDREN OR ADOLESCENTS:
 I/We consent that  _____________________________________ maybe treated as a client by Nadine Rosen, M.A., L.P.C., N.C.C.   At times, it may be necessary to schedule appointments during school hours. I ask for your cooperation to provide the most timely treatment for you and your children.

Signature(s)________________________________________Date__________       

