MICHAEL LIPSTEIN, MA, LMFT, PS








S. 820 McClellan, Suite 411 • Spokane, Washington 99204 • (509) 838-8168 • Fax: (509) 838-8256

OFFICE POLICY STATEMENT

INFORMATION REGARDING SERVICES:  Michael Lipstein has a Master’s Degree (M.A.) in Humanistic Clinical Psychology with an emphasis on Marriage, Family, and Child Counseling, and is a Licensed Marriage/Family Therapist in the state of Washington.  Mr. Lipstein has been trained to work with individuals and couples with a variety of concerns. 

Effective therapy requires openness, an attitude of collaboration, and your willingness to invest both time and effort between sessions in working toward personal change.  The success of therapy cannot be guaranteed by your therapist because the outcome is, in part, your responsibility. Successful therapy is designed to bring about change.  Sometimes changes can cause disruptions in mental, emotional or even physical stability.  Mr. Lipstein will utilize his experience and education to work with you productively and will perform his services in a professionally competent manner.  You have the right to informed consent, to change therapy or therapist, and to alternative referral sources. 

Please note, Mr. Lipstein will not become involved in any family law  proceedings.

CONFIDENTIALITY:  All issues discussed in the course of therapy are strictly confidential.  As required by law, information concerning treatment may only be released with your permission.  If you wish information concerning your treatment to be released to a third party, please ask to sign a release of information form.  If you elect to use insurance benefits, you should know that release of confidential information may be required by your insurance company.  Releasing information to your primary care physician or referring care provider is authorized by signing this form if insurance benefits are being utilized, unless specifically requested otherwise.   The law REQUIRES that confidential information be released in situations of suspected child abuse, suicidal behavior, or threatened harm to others.  In some instances, communication with other treating individuals is permitted.  Confidentiality is waived between members of a relationship who are being treated as a couple.

HIPAA guidelines also protect your patient information.  Your signature at the bottom of this form acknowledges that you have received a copy of Mr. Lipstein’s Notice of Privacy Policies and Practices.

ETHICS AND PROFESSIONAL STANDARDS:  Mr. Lipstein is accountable for his work with you.  If you have any concerns about the course of evaluation or treatment, please discuss them with Mr. Lipstein.  If the issue cannot be resolved, or the individual concerns have not been addressed, contact the Department of Health, Health Professions Quality Assurance Division, Counselor Registration/Certification, P.O. Box 47869, Olympia, WA  98504-7869.

APPOINTMENTS:  Individual therapy sessions are generally 45 - 50 minutes and couples therapy sessions are 100 minutes in length.  It is important to be on time because your appointment will not be extended beyond the scheduled time.  If you are unable to keep your appointment FOR ANY REASON, 24-hour advance notice is required.  When a client cancels or does not show for an appointment reserved for them without 24-hour advanced notice, the full fee for that session will be charged to the client.  The voice mail system can take a cancellation notice if not spoken to someone directly.  If by chance I must cancel your appointment without giving you 24-hour advance notice, your next appointment’s fee will be waived.
PAYMENT POLICIES:

FEES:  Payment is expected at the time of service.  All services, whether covered by insurance or not, are the responsibility of the client, or the parent/guardian if the client is a minor.  Determination of benefits is the responsibility of the client.

Initial Individual Psychotherapy


45-50 mins.

$150.00

Individual Psychotherapy


45-50 mins

$120.00

Initial Couples Therapy



110 mins

$300.00

Couples Therapy



100 mins.

$240.00

Intensive Couples Therapy



Session one (2.5 hours w/15 min break) 
150 mins.


Session two (3-7 days follow-up) 
100 mins.

$550.00

Telephone Consultation (during office hours)



$120 per hour/1st 5mins. no charge


Additional time rated at $120 per hour

After hours and crisis calls   





$120 per hour/$50 minimum

Statement Fee







$10 per statement

Returned checks for non-sufficient funds



$30  

INSURANCE REIMBURSEMENT:  The majority of insurance companies cover outpatient mental health services.  Most insurance companies limit the number of visits or type of treatment for which they will pay.  Marriage therapy is not a covered service under mental heath insurance benefits.  If medial necessity exits, a portion of the cost may be augmented by insurance.  It is your responsibility to contact your insurance carrier and obtain a clear explanation of benefits.  It will be necessary for you to provide complete insurance coverage information and obtain a referral pre-authorization if required by your insurance company.  Please note that getting authorization for treatment does not guarantee that your insurance company will pay for the service.  If this referral is not in the office (either written or verbal) by your first visit, then you will be required to pay for the entire balance of the session, at the time of service.  This office will bill your insurance company as a courtesy.  Payment is to be made at the time of service if your insurance carrier is not billed by this office, and you will be expected to make any co-payment at the time of service.

PAYMENT OPTIONS:  You are responsible for your account and are expected to pay for all services you receive.  These charges include: copays, deductibles, and uncancelled appointments.  If a statement has to be sent, there will be a $10 additional fee.  Accounts thirty (30) days or more will be charged interest at 1.5% per month.  Accounts ninety (90) days overdue or more will be considered delinquent and will be turned over to a collection agency.  You will be responsible for payment of all collection expenses as well.

AGREEMENT TO PARTICIPATE IN SERVICES:  If you have any questions, please feel free to discuss them with Mr. Lipstein prior to signing this form. Your signature indicates that you have read these OFFICE and PAYMENT POLICIES and accept responsibility for payment of fees in accordance with these terms and conditions.

NOTE:  Your signature on this document gives permission to provide your insurance company and referring physician with requested formation, including copies of office notes, and dates of service reports.  (This is part of your agreement with your insurance company.)  It also indicates that you agree to the terms of Mr. Lipstein’s office policies and received a copy of Mr. Lipstein’s Notice of Privacy Policies and Practices.

_______________________________ 
__________________________________     ____________________

Signature



Print Name



       Date

_______________________________
__________________________________    _____________________

Signature



Print Name


                    Date

_______________________________





       _____________________

Michael Lipstein, MA, LMFT






       Date

Personal Payment Guarantee

CONFIDENTIAL CREDIT CARD INFORMATION

Name as it appears on credit card:________________________________________

Card Number:________________________________________________________

Expiration date:_______________________________________________________

Signature:____________________________________________________________

I hereby authorize Michael Lipstein, MA, LMFT, to keep my signature on file and to charge my credit card account listed above for all services not paid for by insurance; or by myself with cash or checks at the time of service.  Any other use by Michael Lipstein, MA, LMFT of this account is prohibited by law.  You are entitled to receive a written receipt for any charges used in this way.

