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PRACTICE GUIDELINES 

Sage Counseling, LLC is pleased that you have chosen us and we are committed to providing you 

with affordable quality services. Please read the following practice guidelines to help insure you 

understand our office policies:  

 
APPOINTMENTS AND FEES 

 Sessions are scheduled on the hour and go until 10 minutes before the end of the hour. 

 Payment is due at the TIME of each session. Payment is accepted in the form of check, cash 

(exact change only), or credit card (Visa or MasterCard only).  Checks should be made payable to 

Sage Counseling, LLC. There is a $35 returned check fee for checks which do not clear. 

 If you have Medicare, please bring your card to the first appointment. If there is any change to 

your insurance status, please notify the therapist. 

 You may discuss and questions you have regarding payment and/or insurance with your 

therapist. 

 Phone calls which extend beyond 15 minutes will be billed at ¼ of the session rate for each 15 

minute increment. Accepting such calls is at the sole discretion of the therapist. 

 Sessions in which clients arrive late or leave early will still be billed for the full hourly rate. 

CANCELLATION OF APPOINTMENTS 

 All cancellations must be made at least 24 hours from the start of the scheduled session.  Clients 

agree to pay in full for sessions which are cancelled within 24 hours of the scheduled session 

time.  

 Clients may cancel by leaving a voicemail in the therapist’s Sage Counseling Inbox at  

484-427-4673. 

 Requested sessions are not booked until confirmed by the therapist. 

 The therapist has the discretion to not bill a client for a session which is canceled within 24 

hours of the appointment due to an emergency (ex: illness, accident, hospitalization) or 

inclement weather.  

 Clients who miss appointments without cancelling will need to pay the full cost of the missed 

appointment at the next session. 

EMERGENCIES 

 If there is an emergency please, please call 911 and/or go to the nearest hospital emergency 

room.  After the emergency is over, please call your therapist.  
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 On occasion, the Therapist will take vacation time.  Other members of the practice will be on-

call for client needs during that time. 

CONFIDENTIALITY 

 Sage Counseling, LLC will not release any records without your prior consent and a signed 

Release of Information form indicating to whom and what information may be released.  

 Sage Counseling therapists are mandated reporters. Therefore, under certain circumstances we 

may have to release information without your prior consent.  

 If you have any questions, please discuss with your therapist. 

YOUR RIGHTS AND RESPONSIBILITIES 

 Sage Counseling, LLC will provide a copy of the HIPAA regulations.  

 Sage Counseling, LLC will provide a copy of its “List of Rights and Responsibilities” 

 You will be asked to sign a form indicating that you have received this information. 

MISCELLANEOUS 

 All clients agree by signing this document that they are not a party to a lawsuit or court action in 

which Sage Counseling, LCC will be called to provide testimony.  Such examples include divorce 

or custody proceedings.    

 Counselors are willing to discuss providing a written report for court-ordered DUI counseling. 

 

My signature below indicates that I have read and understand the practice guidelines of Sage 

Counseling, LLC. If I have any questions or concerns, I agree to speak with my therapist.  

 

________________________________________                                   ________________ 
          Client or Parent/Guardian Signature                                                             Date 
 
 
_______________________________________          
                                 Print Name 
 
 
 ______________________________________                                         ________________ 
                          Witness Signature                                                                              Date 
 
 
Copy offered:      Yes      No  
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RIGHTS AND RESPONSIBILITIES 

YOU HAVE A RIGHT TO: YOU HAVE A RESPONSIBILITY TO: 

Be treated with dignity and respect Treat those giving care with dignity and respect. 

Fair treatment regardless of race, religion, gender, 
ethnicity, age, disability or source of payment 

Give providers true and accurate information they 
need so they can deliver the best possible care. 

Have their treatment and other patient 
information kept private. Only where permitted by 
law, may records be released without patient’s 
permission.  

Follow the treatment plan and/or take medication. 

Know about treatment choices, regardless of cost 
of coverage by the patient’s benefit plan. 

Tell their provider and primary care physician 
about medication changes including medication 
changes given by others. 

Share in developing their plan of care. Arrive for appointments on time or call to cancel 
the appointment at least 24 hours prior to the 
scheduled appointment. 

A clear explanation of their condition and 
treatment options. 

Avoid actions or threats that endanger the lives, 
health or social wellbeing of the Practice Group 
employees, providers or other clients. 

To be told the consequences of refusing treatment 
or not complying with prescribed treatment. 

Pay all necessary fees at the time of the 
appointment unless they have made alternative 
arrangement with the Practice providers. 

To files a grievance should a dispute arise over 
treatment or claims 

Address any concerns regarding services or quality 
of care to the Practice Provider. 

Information about clinical guidelines used in 
providing and managing their care. 

 

Ask the provider about their work history and 
training. 

 

Request certain preferences in a provider.  

To have sufficient information to be able to give 
informed consent to treatment except in 
emergencies. 

 

 
My signature below indicated that I have read and understand my rights and responsibilities. 
 
 
_____________________________________________                                       __________________ 
Client’s or guardian’s Signature                                                                                               Date 
 
Copy offered:         Yes        No 
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Acknowledgment of Receipt of Notice of Privacy Practices 

 

I hereby acknowledge receipt of the Notice of Privacy Practices under the Health 

Insurance Portability and Accountability Act. 

 

__________________________________                             __________ 
                    Client’s Signature                                                            Date 
 
 
__________________________________ 
                     Client’s Name (Print) 
 
 
___________________________________                          ___________ 
                      Guardian’s Signature                                                    Date 
 
 
__________________________________                            __________ 
                     Witness’s Signature                                                       Date 
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Client Name: _________________________           Client ID: ______________ 

 

 
Sage Counseling, LLC 

Consent for Treatment 

Confidentiality of Information 

 
I voluntarily consent to receiving services as recommended by the professional(s) directly involved with 

my case and provided by the staff of Sage Counseling, LLC.  I agree to participate in the information 

gathering process and to facilitate appropriate services.  In the case of a child, both parents consent to 

their child receiving services as stated above. 

 

I understand that all information pertaining to or arising out of services to any individual by any employee 

of Sage Counseling, LLC is confidential.  No employee of Sage Counseling, LLC shall use or disclose to 

any person any information disclosed to them during the Assessment interview, except with the written 

consent of the individual.  Before any information about any aspect of the assessment or service plan may 

be released to any third party, a written Consent to Release of Information must be obtained which is 

specific as to the nature of the information to be given, the person(s) to whom it will be given, the purpose 

of the communication and the dates for which the release is valid. 

 

I understand that exceptions exist to the above statement of confidentiality whereby information may be 

released by Sage Counseling, LLC without my consent in accordance with applicable state and federal 

law.  See 42 U.S.C. §290dd-22; 42 C.F.R. Part 2; 4 Pa Code §255.5; 28 Pa. Code §709.28; 71 Pa Stat. 

Ann §1690.108; 55 Pa Code §5100 et seq.; and 50 P.S. §7101 et seq.  These include, as applicable: 
 

1. Suspicion of child abuse (either current or past).  All Sage Counseling, LLC employees are 

mandated reporters of suspected child abuse. 

2. Indication of risk and/or intent to seriously harm self or others. 

3.          Under a valid court order. 

4.  Disclosure to medical personnel in a medical emergency.  

5.          Threat of commission of a crime at the program or against program staff. 

6.  Disclosure to qualified personnel for program audit and/or evaluation. 

 

As a client of Sage Counseling, LLC, the above policy has been fully explained to me. 

 

 

_________________________     ________                   _________________________      ________ 

           Client Signature                     Date                                    Witness Signature                 Date 

 

I am the parent/guardian/legal representative (circle one) of the above named client and authorize and 

consent to the above stated services. Both parents must sign. 

 

 

_______________________________________              __________ 

Authorized Signature           Date 

 

 

Copy Offered:        Yes       No 


