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Hello and welcome to Guada Psych, we are happy to be working with you. This document will go over 

some information about our professional services and business policies that are important for you to know 

as we start working together.  

 

First things first, the law is very strict regarding your right to privacy when it comes to your health 

information. The law protecting your private health information (or PHI) is called “HIPAA.”  

 

HIPAA requires that your clinician provides you with a Notice of Privacy Practices for use and disclosure 

of PHI for treatment, payment and health care operations. The Notice, which is attached to the end of this 
Agreement, explains HIPAA and its application to your personal health information in greater detail. When 

you sign this document, it will represent an agreement between us (yourself, your clinician, and Guada 

Psychological Services).  

 

    

Limits on Confidentiality 

 

The law protects the privacy of all communications between a patient and a psychologist. In most situations, 

your clinician can only release information about your treatment to others if you sign a written authorization 

form. We keep electronic records, and any paper documents you sign will be scanned, uploaded into your 

electronic record, and then shredded. In the following situations, no authorization from you is required 

to contact others regarding your mental health.  

 

● Your clinician may occasionally find it helpful to consult other health and mental health 

professionals about a case. During a consultation, they will make every effort to avoid revealing 

the identity of the patient. The other professionals are also legally bound to keep the information 

confidential. If you don’t object, your clinician will not tell you about these consultations unless 

they feel that it is important to your work together. 

 

● Disclosures required by health insurers or to collect overdue fees are discussed elsewhere in this 
Agreement.  

 

● If you are involved in a court proceeding and a request is made for information concerning your 

diagnosis and treatment, such information is protected by the psychologist-patient privilege law. 

Your clinician cannot disclose any information without a court order. If you are involved in or 

contemplating litigation, you should consult with your attorney to determine whether a court would 

be likely to order your clinician to disclose information. 

 

● If a government agency is requesting the information for health oversight activities, your clinician 

may be required to provide it for them. 

 

● If a patient files a complaint or lawsuit against clinician, clinician may disclose relevant information 
regarding that patient in order to make a defense. 
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● If you file a worker’s compensation claim, and the clinician rendering treatment or services in 

accordance with the provisions of Illinois Workers’ Compensation law, the clinician must, upon 

appropriate request, provide a copy of your record to your employer or his/her appropriate designee.   

 

There are some situations in which a clinician is legally obligated to take actions and may have to reveal 

some information about a patient’s treatment.  

 

▪ If clinician has reasonable cause to believe that a child under 18 may be an abused child or a 

neglected child, the law requires that clinician files a report with the local office of the Department 

of Children and Family Services. Once such a report is filed, clinician may be required to provide 

additional information. 

 

▪ If your clinician has reason to believe that an adult over the age of 60 living in a domestic situation 
has been abused or neglected in the preceding 12 months, the law requires that they file a report 

with the agency designated to receive such reports by the Department of Aging. 

 

▪ If you have made a specific threat or violence against another or if your clinician believes that you 
present a clear, imminent risk of serious physical harm to another, she may be required disclose 

information in order to take protective actions. These actions may include notifying the potential 

victim, contacting the police, or seeking hospitalization. 

 

▪ If your clinician believes that you present a clear, imminent risk of serious physical or mental 

injury or death to yourself, they may be required to disclose information in order to take 

protective actions. These actions may include seeking your hospitalization or contacting 

family members or others who can assist in protecting you. If such a situation arises, your 

clinician will make every effort to fully discuss it with you before taking any action and will 

limit disclosure to what is necessary. 

 

Please let your clinician know if you have any questions regarding the limits on confidentiality.  

 

 

Record Keeping 

 

Records are kept in an electronic records system (EMS), we use the Simple Practice EMS. Your clinician 

will document a note in your clinical record after each session. In that note, your clinician documents 

relevant information to your diagnosis and mental health needs. There is also a treatment plan and treatment 

plan update in your clinical file. You have the right to review or amend your record at any time.  

 

 

Minors and Parents 

 

Patients under 12 years of age and their parents should be aware that the law allows parents to examine 

their child’s treatment records. Parents are entitled to information concerning their child’s current physical 

and mental condition, diagnosis, treatment needs, services provided, and services needed. Any other 

communication will require the child’s authorization, unless your clinician feels that the child is in danger 
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or is a danger to someone else, in which case, your clinician will notify the parents of any concern. Parents 

of children between 12 and 18 cannot examine their child’s records unless the child consents and unless 

your clinician finds that there are no compelling reasons for denying the access. If your clinician feels it is 

necessary to talk to a parent regarding a child’s treatment, they will get consent from the child prior to doing 

so.  

 

 

Insurance Reimbursement 

 

If you have a health insurance policy, it will usually provide some coverage for mental health treatment. It 

is important that you understand that you (not your insurance company) are responsible for full payment of 

any fees incurred. It is also your responsibility to let us know if your insurance changes. Please note that 

uncollected fees will be sent to collections.  

 

You should also be aware that your contract with your health insurance company requires that you authorize 

Guada Psychological Services PC to provide them with information relevant to your services. If you are 

seeking reimbursement for services under your health insurance policy, you will be required to sign an 

authorization form that allows your clinician to provide such information. Your clinician is also required to 

provide a clinical diagnosis. Sometimes, we are required to provide additional clinical information such as 

treatment plans or summaries, or copies of your entire Clinical Record. In such situations, your clinician 

will make every effort to release only the minimum information about you that is necessary for the purpose 

requested.  

 

 

Contacting your clinician 

 

Please keep in mind that this is an outpatient medical practice, and we are not immediately available in the 

case of an emergency. In the case of emergency, you must call 911 or go to your nearest emergency room. 

If you need to contact your clinician, they are available via phone, text or email. If you contact your clinician 

via email/text, it is imperative for you to understand that this method of communication is not a completely 

secure way of managing your PHI. If you choose to email/text, please only text/email information regarding 

scheduling. For communication of more detailed information, we ask that you please call and leave a 

voicemail, and your clinician will get back to you within one business day. You also have the option of 

waiting to discuss the matter in your appointment, which is also encouraged. Please keep in mind that phone 

calls/texts/emails are not answered on the weekends. After you are discharged, we ask that you not contact 

clinician unless you are wanting to resume services.  

 

 

Fee/Cancelation Policy 

 

We have a cancellation policy that requires 48  hours’ notice for patients to cancel. If  48 hours’ notice is 

not given, there will be a charge of $165; the no show fee for groups is $50. Please keep in mind that 

missing sessions and consistently needing to reschedule can potentially cause difficulty within the 
therapeutic relationship. Anyone who cancels more than two times in one month will go onto a cancellation 

list or will be referred outside of the facility. We don’t want our patients getting into the habit of missing 
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sessions, so your clinician will gently engage you in discussion regarding the difficulty with attending 

sessions if this becomes an issue. If attendance in sessions is related to something you don’t like about 

therapy, please talk to your clinician about your concerns or call the office to discuss them in more detail. 

Remember, we are here to serve you and want to know what you are thinking if you have an issue. It is 

important to note that insurance companies do not provide reimbursement for cancelled sessions. 

Uncollected fees will be sent to collections.  

 

 

Students 

 

You may be receiving therapy from a masters or doctoral level student. If this is the case, you will be 

notified of this. Students are held to a high standard and their clinical supervisors are actively involved in 

their cases. Our supervising clinicians are Dr. Montesano, Dr. Guada, Dr. Miniscalco/Selwocka, Sarah 

English, LCPC and Dr. Colon. Their contact information can be found on our website at 

www.guadapsych.com. You can always contact our offices for immediate assistance at 847.797.4699. 

     

Online Therapy 

 

By signing this document, I understand that therapy conducted online is technical in nature and that 

problems may occasionally occur with internet connectivity. Difficulties with hardware, software, 

equipment, and/or services supplied by a 3rd party may result in service interruptions. Any problems with 

internet availability or connectivity are outside the control of the therapist and the therapist makes no 

guarantee that such services will be available or work as expected. If something occurs to prevent or 

disrupt any scheduled appointment due to technical complications, I agree to call my therapist and discuss 

how to move forward regarding sessions. Please do note that any video sessions had outside of the Simple 

Practice (Facetime, for example) are not protected by the same level of privacy.  

 

I agree to take full responsibility for the security of any communications or treatment on my own 

computers and in my own physical location. I understand I am solely responsible for maintaining the 

strict confidentiality of my user ID and password and not allow another person to use my user ID to 

access the Services. I also understand that I am responsible for using this technology in a secure and 

private location so that others cannot hear my conversation. I understand that there will be no recording of 

any of the online session and that all information disclosed within sessions and the written records 

pertaining to those sessions are confidential.  

 

Your signature below, either electronic or in print and however submitted indicates that you have read the 

information in this document and agree to abide by its terms during our professional relationship.  It also 

serves as an acknowledgement that you have received the HIPAA notice form.   

 

 

 

 

 

 

 

http://www.guadapsych.com/
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__________________________    __________________________    ____________ 

Printed Name (Patient)          Signature       Date 

 

 

__________________________    __________________________    ____________ 

Printed Name (Guardian)         Signature                   Date 

 


