[image: image1.jpg]




TREATMENT AGREEMENT
I ____________________ (printed name) agree to enter into a therapeutic treatment agreement with Tanya R. Sorrell, PhD, NP-C.  This agreement is established to provide clear expectations, structure and limits.  I understand that this agreement is necessary, as a part of my treatment plan, because of my particular condition and may help with my recovery.  I further understand that this agreement may be modified by mutual agreement from time to time to fit any modification in the treatment plan.
Treatment Compliance and Appointments

I will comply with a mutually agreed upon treatment plan.  In addition, I will attend evaluation sessions as scheduled or provide a twenty-four (24) hour weekday notice of cancellation.  I understand that I will have to pay for missed appointments and that continued refills and psychiatric appointments will only be scheduled once any outstanding balance has been collected.  I understand that I will be responsible for the full rate of the psychiatric appointment at the time of services. I will receive an Insurance Super-bill receipt that I can submit to my private insurance for reimbursement. The initial psychiatric evaluation and additional services will be billed at the stated rate.


Psychiatric Service Rates

Initial Psychiatric Evaluation- 


$205.00

Follow-up Psychiatric appointments- 

$80.00

No-show fee for appointment


$80.00

Treatment Alliance

I agree to full disclosure.  That is, I will be honest about the involvement of other physicians/clinicians and report any changes in those relationships.  I will report any suggestions by other physicians/clinicians to change my medications before those changes are made unless that physician/clinician is acting in an emergency.  I agree to have my medical and psychiatric care coordinated specifically to avoid the possibility of miscommunication and to guarantee that only one physician prescribes all psychotropic medications. I agree to allow this office access to my prescription records and Arizona Prescription Monitoring Program records to monitor use of psychotropic and/or controlled medications.  This includes arrangements for the prescription of pain medications.  I will take medications as prescribed.  If I am having any problems with medications in terms of my response, a lack of response or side effects, I will notify my psychiatric provider before I make any changes in medications or dosing schedules.  If I agree to treatment with the requirement that I abstain completely from all illicit substances and/or alcohol, I will report any continued use of such substances.  I also understand that failure to maintain abstinence will require a period of rehabilitation in an appropriate clinical setting, and I will not continue to receive prescriptions for psychiatric medications during this time. I will not be prescribed psychiatric medications if I am misusing alcohol or using illicit substances
Treatment Safety and Confidentiality

I agree to no self-harm.  If I feel that I might harm myself or someone else, I will notify my psychiatric provider/clinician immediately.  We will then mutually arrange for my safety to specifically prevent self harm.  If my provider/clinician feels that I cannot be safely managed on an outpatient basis, then I will agree to the most appropriate placement to assure my safety.  Similarly, I will not harm or threaten to harm others.  I also understand that any disclosure of current threats of harm to myself, as in a specific suicide threat, will result in immediate referral to an emergency behavioral health unit. All information discussed in psychiatric appointments will remain confidential and only released upon a signed Release of Information or under order of the court. Confidentiality may be violated should I report a risk of harm to myself or others, whereby Dr. Sorrell is authorized by law to ensure the safety of myself and/or others. I understand that Dr. Sorrell is under Tarasoff- Duty to Warn authorization to notify any person/authorities towards whom I threaten physical harm.
Treatment Termination

The therapeutic relationship will be ended if I am unable to comply with any of these agreements.  Termination of the therapeutic relationship is a formal process.  Care will be transferred to another psychiatric provider for continuity.  As applicable, emergency psychiatric care will continue to be provided and vital prescriptions will be renewed for an additional thirty (30) days.  I may try to find my own psychiatric provider to continue my treatment, or I will be given a list of psychiatrists/clinicians who might be appropriate for me.  After thirty (30) days, the formal therapeutic relationship will end. I may request a copy of my records by completing a Release of Information form.
Customer’s name






Date

Customer’s Printed Name and on this document acknowledges agreement with Treatment conditions noted above.
Name 




Patient ID# 
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