EVELYN FARRELL, PH.D., LICENSED CLINICAL PSYCHOLOGIST CLIENT SERVICES AGREEMENT

CONFIDENTIALITY

In general, the privacy of communications between a client and psychologist is protected. Exceptions include:

e In the case of Child/Elderly Person/Disabled Person abuse

If I believe that a client is threatening serious bodily harm to another,

If I believe there is imminent risk a client will inflict serious harm on himself/herself.

In some legal proceedings, a judge may order my testimony if they determine that the issues demand it.

Health Oversight In response to a subpoena from the Arizona Board of Psychological Examiners

When disclosure without consent is allowed under Sec 164.512 of the Privacy Rule and the state’s confidentiality law.

TYPE OF SERVICES PROVIDED

The services provided by this practice are clinical in nature. Based on the ethical guidelines of the American Psychological
Association, certain services will have to be provided by another psychologist or your physician. These include disability
certification as well as letters for clients for service and emotional support animals.

COMMUNICATIONS

| use email only with your permission and only for administrative purposes. | do not send or receive text messages;
therefore, please use the client portal or call to leave messages. With your permission, the HIPAA compliant scheduling
platform will text or email reminders of upcoming appointments. | do not communicate with clients through social media &
will not initiate contact with you if | see you in a public place to protect your privacy. Please do not take this personally.

FEES

The fee for a 50 min session is $170.00, or the contracted rate of your insurance provider. Fees are payable at the time of
service including fees for additional services that you may request that may not be covered by your insurance provider.

MEDICARE

| am happy to provide services for Medicare members; however | am not a Medicare provider. Medicare requires members to
sign a Medicare Private Contract in which they agree not to bill them for services they pay for to non-Medicare providers.

I am not a Medicare beneficiary
I am a Medicare beneficiary & agree not to bill Medicare for these services.

INSURANCE

If I contract with your insurance plan, | will fill out forms to help you get your benefits; however, you, not your insurance
company, are responsible for full payment of all fees.

___Ichoose to use my insurance and understand that | am responsible for all non-covered fees

__Ichoose not to use my insurance & understand that I will be responsible for all fees

___lam private pay & understand that | am responsible for all fees & | will not need a superbill.

___lam private pay w/ out of network benefits. | will be requesting a superbill. | understand | am responsible for
payment of all fees at the time of service.

INITIALS



EVELYN FARRELL, PH.D., LICENSED CLINICAL PSYCHOLOGIST CLIENT SERVICES AGREEMENT

LATE CANCELATIONS AND MISSED APPOINTMENTS

| understand that clients seeking my services are often struggling to cope with major challenges. A specific appointment time
is provided for each session. You can make or change these appointments online at www.Jituzu.com , using the tablet or
smartphone app, or by calling me directly.

Please understand that since | do not take walk in visits, late cancelations cannot be filled by another person, and
without notification, | still show up for appointments for up to 30 minutes, just in case you’re delayed. While | do
consider true emergencies on a case by case basis, the following fees will be charged, without notification. Please
note that insurance companies do not cover fees for late cancelations or missed sessions:

Less than 12 hr cancellation: $50 Missed appointment:  $170.00

PAYMENT AUTHORIZATION

Here’s How Recurring Payments Work: You will receive an invoice prior to each appointment. Since we keep a card on
file, this allows you to pay with a different method than we have on file. You may also ignore the invoice and it will be
charged at the end of your scheduled session. Late fees or missed sessions will be charged without additional notification.

If you prefer to pay cash for your visits, please notify my office & we will set that up for you.

Credit Card Information

Card Type: [ MasterCard LIVISA L1 Discover L AMEX
oOther

Cardholder Name (as shown on card):

Card Number:

Expiration Date (mm/yy): CcvC

Cardholder ZIP Code (from credit card billing address):

I (full name) authorize Dr. Evelyn Farrell to charge my credit card for payment of
services including late cancellation or missed appt. fees. | understand that my information will be saved to file for future
transactions on my account. This authorization will remainin effect until cancelled.

Your signature below means that you have read the information in this document and agree to abide by its terms.

Signature Date

Print Name
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