John T. Doheny III, LPC, SAP, MAC
2901 University Ave., Suite 41
Columbus, GA 31907
Licensed Professional Counselor * Substance Abuse Professional
* Master Addiction

Counselor

INFORMED CONSENT
Please carefully read this document and ask questions about anything you do not understand.
This document contains important information
about your
rights and the professional services and business policies of John T. Doheny ill, LPC, SAP, MAC.
GENERAL INFORMATION
I do not have a secretary so there may be times when I am unavailable to take your phone call. Please leave a message on my voice mail. I will return your call as soon
as possible. You can also contact me via email at dohenyLPC@charter.net.
I check my email in the morning and then again in the late evening.
A therapy session typically lasts 45-50 minutes. If, for any reason, I am late we will still meet for the full time scheduled time. However, if you are late, the session
will end at the regularly scheduled time as I may have other appointments.
Other than documentation related to assessment and evaluation I keep very brief records, noting only that you have been here, a brief description of the topics we
discussed, what interventions happened in session and any recommendations that were made. Any request for written documentation related to you assessment and/or
therapy must be made five business days prior to the time you need it.
EMERGENCY
CONTACT
My office phone number (706-575-1833) is set up so I will receive phone calls after hours and on weekends in the case of an emergency.
However, if you are
unable to reacb me, I recommend you consider the seriousness of the emergency and either go to our primary care physician's office, to the nearest emergency
room or, if neeessary, call 911 emergency services.
THERAPY-RISKS
& BENEFITS
Therapy is not an exact science. No guarantees are made as to the results or expected outcomes of therapy. Some people find that participating in therapy results in
changes that were not expected or intended at the outset. Therapy has both risks and benefits. Often therapy requires recalling and talking about unpleasant, painful or
embarrassing aspects of your history and/or your present situation. This may increase your emotional discomfort as well as feelings of emotional vulnerability. Making
changes in your beliefs or behaviors can be frightening and sometimes disruptive to the relationships you have. You may experience difficulties with people who are
important to you and you may be faced with making decisions that mayor may not turn out well. Therapy has also been shown to have benefits. Often it is helpful just
to have someone who will listen in a non-judgmental way and who will make every effort to understand. You may attain a fresh perspective and a better understanding
of yourself and your personal goals and values, develop skills for improving your relationships, improve your coping skills and find ways to adjust to changes in your
life. Therapy may prove helpful in overcoming specific problems such as grief, depression, alcoholism, other drug addictions or other addictive or compulsive
behaviors.
YOUR THERAPIST
Therapy involves a commitment oftime, money, and energy. It is important that you select a therapist carefully. If you have questions, please discuss them with me as
they arise. If doubts persist, I will be happy to help you secure an appropriate consultation or refer you to another mental health or substance abuse professional. When
indicated, I will also discuss with you additional or other alternative option's such as medical and/or psychiatric assessment, evaluation for medication, nutritional
assessment, testing, other therapies and support groups in the community.
CLIENT RESPONSmILITlES
The benefits you obtain from therapy depend on your honesty in self-disclosure, how well you use the process and your willingness to put into practice what you learn.
It is important to identify your goals for therapy and I will work with you to do that. Based on your presenting problems and the history you provide, I will offer some
initial impressions of the work you may need to do. You are responsible to consider this information and assess your commitment to proceed prior to beginning.
CONFIDENTIALITY
NOTICE
Confidentiality in therapy is extremely important given the sensitivity of many of the issues discussed. In general, all communications between the client and the
therapist are confidential and information contained in those communications can ouly be disclosed with the client's written permission. However, there are some
exceptions to confidentiality that you need to know about:
1) AbuselNeglect-If
there is reason to believe that a child, an elderly person, or a disabled person is being abused or neglected, the appropriate state agency will be
notified.
2) Imminent Danger-If
there is reason to believe that there is a threat of serious hodily harm to another individual, the therapist will take protective actions which may
include notifying the potential victim if possible and notifying the police. The therapist may seek appropriate hospitalization for the client. If a client threatens to harm
himlherself, the therapist will seek appropriate hospitalization for the client, and family members or significant others who can help provide protection will be
contacted.
3) Court Ordered-In
most judicial proceedings you have the right to object to your therapist providing any information about your treatment. However, in some
circumstances such as child custody or adoption proceedings and proceedings in which your emotional, mental or psychological condition is an important element; a
judge may require testimony from your therapist if he/she believes that the court needs this information to make a fully informed decision. Seeing a therapist for courtordered evaluations or treatment may cause your records to be considered not confidential. You should discuss confidentiality issues fully with your therapist before
disclosing any sensitive information.
4) Supervision/Case Consultation-The
therapist may at times consult with another mental health/substance abuse professional regarding a case without revealing the
client's identity. In such situations the consultant is also legally bound to keep the information confidential.
5) Minors-If
you are under eighteen years of age, please be aware that your parent(s) or guardian bas the right to know about progress you are making in treatment
and has the legal right to examine your records. If, and for so long, as your parent(s) or guardian agree, I will provide them only with general information on how your
treatment is proceeding. It the therapist feels that there is a high risk that you will seriously harm yourself or another, the therapist will inform them of his concern.
6) Related to family and couples therapy:
Only adult family members may consent to release of information and information can be released only if all participating adults consent. If one family member refuses
to give consent, then information pertinent only to the consenting adult can be legally disclosed.
If you and your partner decide to have some individual sessions as part of the couples therapy, what you say in those individual sessions will be considered to be a part
of the couples therapy, and can and probably will be discussed in our joint sessions. Do not tell the therapist anything you wish kept secret from your partner. You will
be reminded of this policy before beginning such individual sessions.
If your confidential information needs to be seen by or disclosed to any other professional, or anyone else, you will need to sign a consent to release protected health
information.
I request that you not disclose the name or identity of any other person you see here.
NOTICE OF PRIVACY PRACTICES
This notice tells you how I am making use of your health information, how I might disclose your health information to others, and how you can get access to the same
information. Please review this notice carefully and feel free to ask for clarification about anything in this material you might not understand. The privacy of your
health information is very important to me and I want to do everything possible to protect that privacy.
I have a legal responsibility under the laws of the United States and the state of Georgia to keep you health information private. Part of my responsibility is to give you
this notice about my privacy practices. Another part of my responsibility is to follow the practices in this notice. This notice takes effect on October 31, 2005 and will
be in effect until it is replaced. I have the right to change any of these privacy practices as long as those changes are permitted or required by law.
Any changes in my privacy practices will affect how I protect the privacy of you health information. This includes health information I will receive about you and that I
create here. These changes could also affect how I protect the privacy of any of your health information I had before the changes.

You will be given a copy of this notice when you are finished reading it. If you request a copy of this notice at any time in the future, I will give you a copy at no
charge to you. When I make any changes to this notice I will give you a copy of the new notice. If you have any questions or concerns about the material in this
document please ask me for assistance and I will provide assistance at no charge to you.
Here are some examples of how I use and disclose information about your health information. I may use or disclose your health information:
1. To your physician or other health-care provider who is also treating you, with your written authorization,
2. To any person required by federal, state, or local laws to have access to your treatment program
3. To receive payment from a third party payer for services I provide for you,
4. To anyone you give me written authorization to have your health information for any reason you want. You may revoke authorization in writing any time. When
you revoke authorization it will only affect your health information from that point on.
5. To a family member, a person responsible for your care, or your personal representative in the event of an emergency. If you are present in such a case, I will give
you an opportunity to object. If you object, or are not present, or are incapable of responding, I will use my professional judgment, in light of the nature of the
emergency, to go ahead and use or disclose your health information in your best interest at that time. In doing so, I will only use or disclose the aspects of your health
information that are necessary to respond to the emergency.
6. To appropriate authorities under Georgia Law in the following circumstances: Imminent Danger to you or others, Child Abuse or under Court Order.
I will not use your health information in any marketing, development, public relations, or related activity without your written authorization.
I cannot use or disclose your health information in any ways other than those described in this notice unless you give me written permission.
As a client you have these important rights:
A. With limited exceptions, you can make a written request to inspect your health information that is maintained by me for my use.
B. You can ask me for photocopies of the information in part "A" above.
C. I will charge you $.25 per page for making these photocopies.
D. You have a right to a copy of this notice at no charge.
E. You can make a written request to have me communicate with you about your health information by alternative means, at an alternative location (an example would
be if your primary language is not spoken by me and I am treating a child of whom you have lawful custody.) Your written request must specify the alternative means
and location.
F. You can make a written request that I place other restrictions on the ways I use or disclose your health information.
I may deny any or all of your requested
restrictions. But if! agree to those restrictions, I will abide by them in all situations except those that, in my professional judgment, constitute an emergency.
G. You can make a written request that I amend the information in part "A" above.
H. If I approve your written amendment, I will change your records accordingly. I will also notify anyone else who may have received this information, and anyone
else of your choosing.
I. If I deny your amendment, you can produce a written statement to be placed in your records disagreeing with my denial.
1. You may make any written request that I provide you with a list of those occasions where I or any business associates I may have disclosed your health information
for purposes other than treatment, payment, or my business operations. This can go back as far as six years, but not before October 31, 2005.
K. If you request the accounting in "J" above more than once in a twelve-month period I may charge you based on our actual cost of tabulating these disclosures.
L. If you believe I have violated any of your privacy rights, or you disagree with a decision I have made about any of your rights in this notice, you may complain in
writing to:
Compliance Officer: John T. Doheny ill, LPC, SAP, MAC
P.O. Box 5754
Columbus, GA 31906
706-575-1833
M. You may also submit a written complaint to the United States Department of Health and Human Services. I will provide you with an address upon written request.
FINANCIAL AGREEMENT
As part of our therapeutic relationship it is important that we be clear about financial matters. We will discuss my fee and payment during your initial visit. If you have
no health insurance or do not intend to use health insurance that you do have, we will need to agree on a financial arrangement. All private pay fees, insurance co-pays
and deductibles must be paid at the time of your scheduled appointment. I will file insurance claims for you through a contracted billing company but it is your
responsibility to contact your insurance company and clarify the amount of your co-pay and any deductible that needs to be met. Any outstanding balance that remains
unpaid 90 days after it was incurred will be forwarded to a collection agency or handled in the appropriate civil court.
If you plan to use insurance for therapy, please contact your insurance company to insure services provided by me are covered as you, not your insurance company, are
responsible for payment for professional services rendered to you. If you have any questions regarding your insurance, please contact your insurance provider. Please
note that your insurance is a contract between you, your employer in most cases, and your insurance company. I am not part of that contract and cannot guarantee
insurance reimbursement. It is your responsibility to follow up with your insurance company to make sure they pay your claims in a timely manner. If your insurance
coverage for mental health services requires pre-authorization, you must call for the authorization. If you have not called, please do so inunediately as most insurance
companies will not pay for services that have not been authorized. Any outstanding balance filed to your insurance company that remains unpaid after 90 days will be
charged to you. There is a $40.00 fee for any retumed check.
Note to those covered by Tricare: Outpatient services are covered by Tricare. However, in addition to a Tricare referral, a Letter of Referral (LOR) from your
primary care physician or your psychiatrist is needed for services provided by a Licensed Professional Counselor (LPC). It is your responsibility to obtain the Letter of
Referral. You will be responsible for full payment of any services you receive prior to providing the referral letter, or for all services provided, should you fail to
provide the referral letter.
If a third party such as an insurance company is paying for part of your bill, a diagnosis will normally be required to be given to that third party in order for your
sessions to be paid for. All of the diagnoses I use come from the DSM-IV-TR (Diagnostic and Statistical Manual of Mental Disorders IV, Text Revision). Any
diagnosis given will be discussed with you.
Fees for any court-related services, such as depositions or attendance at court proceedings, will be based on time involved in providing the service at up to twice the
therapist's full fee. Some services may require payment in advance.
Documentation provided to insurance companies and simple statements indicating you are attending therapy are included in your fee. Please note however, that there is
a $25.00 fee for written reports to employers, attorneys, physicians, the court system, DFACS, etc., which must be paid prior to the report being sent.
SUBSTANCE ABUSE ASSESSMENTS
Fees for substance abuse evaluations of any kind are due prior to the assessment session and must be paid in cash. No checks will be accepted. Fees for substance abuse
evaluations do not include drug screen fees or the fees for any recommended professional service, tests or documents that may be required to complete the evaluation.
Other than Georgia DUl Multiple Offender Evaluations, there is a $25.00 fee for written reports to employers, attorneys, physicians, the court system, DFACS, etc.,
which must be paid prior to the report being sent.
APPOINTMENT
SCHEDULING
Attending scheduled sessions is a commitment and an important aspect of therapy. During the initial session we will discuss scheduling. As I have other
clients and commitments outside of my office, there are a limited number of appointment times available but I will, as much as possible, help find a time that works best
for you. I require a twenty-four hour notice to cancel or reschedule any appointment.
Tbere is a 530.00 fee for any "no-show" which means missing or not
canceling/rescbeduling
your appointment within 24 hours of your scheduled appointment.
Note that missed sessions can not be billed to insurance and you
will be responsible for paying the fee.
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