Clinical Practice and Fee Policy

Professional Fees:  $120.00/per hour
These professional fees are for general individual, couple and family counselling and related professional services.  Professional fees are set in accordance with the recommended fee range for social workers in private practice established by the Ontario Association of Social Workers.  Fees for specialized services may be higher and will be discussed at the outset of our work together.  Fees are reviewed annually and are subject to change.  The clinical services provided by a social worker are HST exempt.
Payment Options:
Payment for services is expected at the completion of each of your counselling sessions.  Payment may be made by cash or cheque, in-person, through e.transfer or by direct billing to a third party.  An official receipt will be provided upon request.  There may be a charge for any NSF cheque.  Failure to pay fees in a timely way may result in an interruption of service until payment has been received.  
Cancellation Policy:
Your appointment time is reserved for you.  If you need to cancel an appointment, 24 hours’ notice would be appreciated, wherever possible, understanding that emergencies and illness occur with little or no notice.  If I need to cancel an appointment with you, 24 hours’ notice will be given wherever possible.  
Confidentiality:
The services provided to you are strictly confidential.  This means that I will not disclose information about you or your situation without your informed and written consent, except:
· where I am required to do so by law (e.g. family court, criminal court)
· when I have a legal obligation to report my suspicion that a minor child is at risk of neglect or abuse
· if I am concerned that you may be at imminent risk of harm to yourself or others
· when I am required by law to report professional misconduct by a colleague to the Ontario College of Social Workers and Social Service Workers (OCSWSSW), and/or
· if I am required to defend myself against a complaint filed with the OCSWSSW
Privacy of Personal Information:
please refer to the privacy notice
Communication:
I will make every attempt to respond to your telephone calls, email and text messages within one to two business days.  There may be circumstances that interfere with my ability to respond, including periods of vacation, emergencies, etc.  In these situations and wherever possible, we will work together to establish a back-up plan for your care.  Please ensure that I have your current contact information and let me know if there is any reason I should NOT leave a message when I return your telephone call or text message.  

Office Hours:
Although I attempt to be responsive to your needs, I cannot provide 24-hour coverage.  As I may be unavailable to respond in a timely manner, voicemail, email and text messaging may not be reliable as an emergency form of communication.  For emergencies, you may wish to contact:
Crisis and Emergency Resources:
· Bluewater Health (ask for crisis nurse)			519 464 4400
· Lambton Kent Mental Health First Response Team	519 336 3445 or 1 800 307 4319
· Kids Help Phone					1 800 668 6868
· Distress Line Sarnia-Lambton				519 336 3000 or 1 888 347 8737
· Women’s Interval Home				519 336 5200
· Sexual Assault Survivors’ Centre	(call collect if needed)	519 337 3320
· Sarnia-Lambton Children’s Aid Society			519 336 0623
· Inn of the Good Shepherd (housing and food bank)	519 344 1679
· St Vincent de Paul (food bank)				519 337 1058
-------------------------------------------------------------------------------------------------------------------------------------
Consent to Therapy

I have reviewed and understand the northern cardinal counselling clinical practice and fee policy and privacy notice.   I agree to adhere to the terms of these policies.

I understand my rights and obligations as a client of northern cardinal counselling.  I consent to participate in assessment, treatment and mental health services provided by northern cardinal counselling.

________________________	________________________		_____________
(printed name)			(signature)				(date)	

________________________	________________________		_____________
(therapist name)		(signature)				(date)	


