Chad Davis Counseling, LLC

1021 West Broadway Ave. Suite A, Moses Lake, WA 98837

(509) 764-4164  *  Chaddavistx@yahoo.com

DESCRIPTION OF COUNSELING SERVICES

Welcome to Chad Davis Counseling, LLC. Chad has been in private practice since May 2009.  Services include individual and family therapy for depression, anxiety, self-esteem, anger, grief/loss, marital and relationship, drug and alcohol, and abuse.  He also works with families of children with behavioral problems including ADHD and Conduct Disorders. Chad’s philosophy of treatment is primarily founded in Person-Centered therapy. He utilizes Cognitive Behavior Therapy techniques to help people identify and modify thoughts and behaviors that may be causing or contributing to problems in their lives.  In working with children and families, Chad takes a systems approach to identify how individuals respond in family, community, and educational systems.
Goals And Outcomes  Counseling can be a powerful tool to help individuals change or improve relationships or dynamics in their lives.  Generally, this happens by changing thoughts, feelings, and behaviors. The change that occurs will largely be determined by the individual(s), relative to how much effort and desire one wishes to invest in the process.
Course Of Treatment  The length of treatment is dependent primarily upon the individual’s needs and the presenting problem/diagnosis.  Treatment can be as brief as 4-6 sessions, or longer if deemed necessary. 

A STANDARD THERAPY SESSION IS 45-50 Minutes.
Counselor Disclosure  (required by WAC246-810-031)
Chad Davis MS, LMHC, NCC is a Licensed Mental Health Counselor (Washington License #LH60071760) and a National Certified Counselor (NCC).  Licensure ensures that, at a minimum, your counselor has: 
(a) Master’s degree in mental health counseling or a behavioral science related field

(b) completed two years of post-graduate practice in counseling under the supervision of a 

      qualified mental health counselor

(c) passed a written examination approved by the Washington State Dept. of Health.  
Education and Qualifications:

2001 - 
Bachelor of Science degree in Applied Developmental Psychology, Eastern Washington University
2003 - 
Master’s of Science degree in Applied Psychology, Eastern Washington University
Master’s program was nationally accredited by the Council for Accreditation of Counseling 
and related Education Programs.
FINANCIAL POLICY
Payment For Services  Fees for services are $170 for an initial intake and $155 per 50 minute session. Fees not covered by insurance are due at the beginning of each session. This includes copays, coinsurance, and deductibles.  Payment methods include cash, check or card. Cards will be charged a 3% convenience fee.
As a service to you, Chad Davis Counseling, LLC will bill insurance companies and other third-party payers, but cannot guarantee such benefits or the amounts covered, and is not responsible for the collection of such payments. Services not covered by  insurance companies or other third-party payers are your responsibility. In the event that an account is unpaid or overdue it will be turned over to our collection agency.
PRIVACY OF INFORMATION POLICY
Our Legal Duties  
State and Federal laws require that we keep your medical records private. Such laws require that we provide you with this notice informing you of our privacy of information policies, your rights, and our duties. We are required to abide these policies.

Confidentiality 
Your verbal communication and clinical records are strictly confidential except for: a) in the case of death or disability b) information (diagnosis and dates of service) shared with your insurance company to process your claims, c) information you and/or your child(ren) report about physical or sexual abuse; then, by Washington State Law, I am obligated to report this to the Department of Children and Family Services, d) your signed release of information to have specific information shared, e) if you provide information that informs me that you are in danger of harming yourself or others f) information necessary for case supervision or consultation and h) when required by law. Information about clients may be disclosed in consultations with other professionals in order to provide the best possible treatment. In such cases, the name of the client, or any identifying information, is not disclosed. Clinical information about the client is discussed. 

Emergency Situations

In case of an emergency or if you need  immediate attention, call 9-1-1 or the crisis line (509) 765-1717.  
Court & Subpoena

I state that I will not subpoena or request the counselor to appear to testify in court for any reason. In such cases,  a $1000 per day fee will be charged.
CLIENT’S RIGHTS

· You have the right to refuse and/or end treatment at anytime.
· Right to request how we contact you.  
· Right to release your medical records.  
· Right to inspect and copy your medical and billing records.  
· Right to add information or amend your medical records.  
· Right to an accounting of disclosures.  
· Right to request restrictions on uses and disclosures of your health information.  
· Unprofessional Conduct.  If you believe your privacy rights have been violated, please contact us personally, and discuss your concerns. If any acts of unprofessional conduct occur during your course of treatment, you are encouraged to contact the Department of Health to file a complaint against the offending counselor at the following address: Dept. of Health, Counselor Programs, P.O. Box 47869, Olympia, WA 98504-7869, (360)236-4900.
· Right to receive changes in policy.
A complete explanation of these rights is available upon request.
_____ I (we) have read and understand the limits of confidentiality, privacy policies, my rights, and their meanings and ramifications. I (we) have read, understand, and agree with the provisions of the Financial Policy, Privacy of Information Policy and Court/Subpoena Policy.
Name (please print) ____________________________ Signature: _____________________________

 





   Date: ______/_______/_____

Signed by:  ___ parent ___ guardian ___ personal representative
Chad Davis Counseling, LLC

Insurance Information
Client Name _______________________________________________  Date of Birth  _____/_____/_____

Insurance Company ____________________ ID #______________________  Group # _______________

Subscriber Name (if different)__________________________________ Date of Birth  _____/_____/_____

Subscriber relation to Client:
Self     Spouse     Parent     Other ___________________________

I state that I have insurance as noted above and assign all benefits payable directly to PROVIDER. I understand that my insurance company will be billed as a courtesy to me and agree by signing below to pay the charges in full in the event of non-payment by my insurance company within 30 days of billing. I understand that it is my responsibility to meet any referral requirements of my insurance plan and that I will be responsible for payment if claims are denied due to violation of referral policy. I authorize PROVIDER to release all information necessary (including chart notes) to my insurance company to secure payment of benefits.
____________________________________________
______________________________

Signature






Date

“NO SHOW” and “LATE CANCELATION” POLICY
If you need to cancel or reschedule an appointment please notify us at least 24 business hours in advance. This office charges a fee of  $80.00 if you miss your scheduled appointment or cancel without giving 24 hours notice. There are NO EXCEPTIONS to this policy as we have reserved this time for you. 

Reminder calls or texts are a courtesy. Attending or canceling your appointment is your responsibility. If you need to cancel a Monday appointment, please cancel before noon on Friday. Thank you for your cooperation.
I understand and agree to the No Show/Late Cancelation Policy.

____________________________________________
______________________________

Signature






Date

