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	Kerry Edna McDonald

Child, Family, and Adult Therapist

4959 Olson Memorial Highway, Suite B

Golden Valley, MN 55422
(612) 205-9745   kerryednamcdonald@gmail.com




AUTHORIZATIONS AND SIGNATURES
Section 1:

CONSENT FOR TREATMENT

I, _____________________guardian/client for ____________________, give my permission to Kerry Edna McDonald, LLC, LICSW to provide assessment, therapy, and/or case management services. I understand that the potential benefits or limitations of a service that is being considered will be explained prior to being implemented. I understand that I have the right to decline a service which is being offered.

Signature of Guardian/Client  _________________________________  Date  _______________

Section 2:



FINANCIAL AGREEMENT

I understand that the fee for a Diagnostic Assessment is $200, a family therapy session is $200, a standard 45-minute session is $150, and a standard 60-minute individual session is $180.
I understand and agree that claims for reimbursement filed on my behalf with third party interests such as: private insurance, Medicaid, Medicare, or state purchases of services by me or by Kerry Edna McDonald for me, do not release me from financial obligation which I have hereby assumed for services provided to me, my spouse, and to my minor children.

I also agree that in any circumstances where a third-party does not provide full reimbursement for any service rendered, for whatever reason, I remain responsible for the resulting balance, provided such responsibilities are not contrary to existing laws, rules, or regulations which may apply.

I understand and agree to pay a $100 per session charge for missed or late canceled (less than 24 hours notice) appointments. I understand that insurance does not pay for missed or late canceled appointments. If delinquent, I agree to pay all costs of collections including: court costs, reasonable attorney fees, and/or collection agency fees.

I understand a collection agency may report my name to various credit bureaus if my portion of the bill remains unpaid.

Signature of Guardian/Client  _________________________________  Date  _______________

____________________________________________________________________
Section 3:

ACKNOWLEDGMENT OF RECEIPT OF 

PRIVACY RIGHTS/CLIENT RIGHTS INFO

I have been given a handout of information on privacy rights related to HIPPA, Data Practices Act, and on information for consumers of therapeutic services.

Signature of Guardian/Client  _________________________________  Date  _______________

Medical and Payment Release
Section 4. 
I authorize the release of any medical or other information necessary to process any medical or therapeutic claims. I also request payment of government benefits either to myself or to Kerry Edna McDonald, LICSW, LLC.  I authorize payment of medical benefits to Kerry Edna McDonald, LICSW, LLC for these services.
Signed_______________________________________ Date______________________
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