CILOUE CHENG STEWART, Ph.D., MSE, LMFT
7396 Pershing Ave.
University City, MO 63130
(314) 973-1130 

DrStewart@ACenteredPlace.org
STATEMENT OF UNDERSTANDING 
This is to clarify office policies, procedures, and your rights as a client. Please read carefully the information below. Please ask for clarification if anything is unclear to you. 
The Session 
The psychotherapy session is a fifty three-minute hour. I prefer that we take care of business items at the beginning of the session. This includes scheduling the next session and payment for the current session so that your therapy time will be best utilized. 

Confidentiality 
All information between provider and patient is held strictly confidential unless: 

1. The client authorizes release of information with his/her signature. 

2. The client presents a physical danger to self. 

3. The client presents a danger to others. 

4. Child/elder abuse/neglect is suspected. 

In the latter two cases, I am required by law to inform potential victims and legal authorities so that protective measures can be taken. 

Financial Terms 
My session rate is $155.  Payment is expected at the time of service. 
Self-Pay

For Self-Pay clients, cash, checks, Zell and VENMO are accepted as forms of payment. A fee of $25 will be charged for all returned checks. 

If you have a health insurance policy, it will often provide some coverage for mental health treatment.  Upon request, I will provide you an invoice that you can submit to your insurance company for reimbursement.

You should carefully read about your insurance coverage for mental health benefits or call your plan administrator.  Please be aware that most insurance companies require you to authorize me to provide them with a clinical diagnosis.  Sometimes I have to provide additional clinical information such as treatment plans or summaries.  This information will become part of the insurance company files.

Insurance 
In order to submit a claim to your insurance company, you must meet the criteria for a mental health disorder and must be given a mental health diagnosis. 
I use ALMA - a HIPAA compliant organization for therapists - to manage insurance communication and payment matters. If you elect to use your insurance, you’ll be requested to enter your insurance information on ALMA website for verification of eligibility.  

Ultimately, it is the client’s responsibility to ensure eligibility and continued coverage.  
If your insurance has a deductible, you must pay in full until there is proof that your deductible has been met. It is your responsibility to provide correct and updated information to follow the guidelines of your insurance plan for coverage. Please notify the office and ALMA on any change in insurance as soon as possible. If the claims are denied, you are responsible for the full fee charged.  





                           --------------------- Please initial

Cancellation 
A scheduled appointment means that time is reserved only for you. 

A Twenty-four hour notice is required for weekday appointments and forty-eight hour notice is required for Monday appointments or appointments immediately following a holiday, otherwise you will be charged $100 for the missed session. In the case of sickness, notice must be given before 9AM on the day of your appointment to avoid being charged. 

Your health plan does not cover payment for missed appointments; therefore you are responsible for payment in full.                                        
    ---------------------- Please initial 

Informed Consent 
I understand that I have voluntarily chosen to receive psychological services with Ciloue Cheng Stewart, Ph.D., MSE, LMFT and that I may terminate at any time. I understand that there is work involved with therapy and that at times emotions may be painful. I understand that the therapeutic relationship is important and that I have the right to ask questions that will help me understand the process and address any concerns. I have the right to be informed of the various activities involved in therapy. I have the right to humane care and protection during therapy. I HAVE READ THE STATEMENT OF UNDERSTANDING AND AGREE TO COMPLY WITH ALL OF THE POLICIES AND PROCEDURES OF THIS PRACTICE. 

________________________________________________________________

Client Signature                                                         Date 

Client Signature                                                         Date

_______________________________________________________________

Client Signature                                                         Date 

________________________________________________________________ 

Responsible Party Signature (other than client)        Date 
CILOUE CHENG STEWART, Ph.D., MSE, LMFT
7396 Pershing Ave.

University City, MO 63130

(314) 973-1130 

DrStewart@ACenteredPlace.org
Informed Consent for Telehealth Services

I understand that:

There are potential benefits and risks of telephone and videoconferencing (e.g. limits to confidentiality) that differ from in-person sessions.

Confidentiality still applies for telehealth services, and neither party will record the session without the permission from the other party.

You need to use a webcam or smartphone during the session.

It is important to use a secure internet connection rather than public/free WiFi.

We need a back-up plan (e.g. phone number where you can be reached) to restart the session or to reschedule it, in the event of technical problems.

If you are not an adult, we need the permission of your parent or legal guardian (and their contact information) for you to participate in telehealth sessions.

As your therapist, I may determine that due to certain circumstances, telehealth is no longer appropriate and that we should resume our sessions in-person.

Insurance companies vary on how and when they reimburse for telehealth sessions; we will obtain information about this before telehealth sessions begin.

________________________________________________________________

Client(s) Signature(s) and Date

________________________________________________________________
Therapist Signature and Date
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