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SIGNATURES

Service Agreement Handout

I have received and read the Service Agreement and agree to abide by Dr Smith’s practice policies.  If at any time I have any questions about the subjects discussed in this handout, I can talk with Dr Smith about them. I also understand that I can review this information at any time at Dr Smith’s website, www.drdavidpsmithphd.com. My signature does not indicate that I am waiving any rights. I understand that I have the right not to sign this form. 

HIPAA Notice of Privacy Practices Handout

I have received and read the handout fir HIPAA review of privacy, e.g. the Illinois Notice Form. My signature below shows that I understand how my personal health information may and may not be disclosed by Dr Smith.

Cancellation and No-Show Policy

Twenty Four  hour notice is required for appointment cancellations regardless of the reason for cancellation.  Unless such notice is given, full payment will be expected for any session canceled or missed.  If an appointment is missed without notice, we can bill your insurance company and your responsibility for the session can be worked out with them. When appointments are canceled, the possibility of rescheduling should be discussed.  If an appointment is missed without contacting the therapist, the scheduled slot cannot be guaranteed for the following week and may be filled with a new client. Continuity is essential to beneficial therapy work.

Case Materials

I give David P Smith, Ph.D. my permission to use his knowledge of my psychotherapy work for research, teaching, writing and other professional purposes that involve educating mental health professionals and students. I understand that my name will never be used, my information will always be disguised, and in almost all cases, my information will be merged with details from other individuals.  (Please X out this paragraph if you do not agree to it).

My/our signatures below indicate that l/we have read the aforementioned forms and agree to the statements listed above.
SIGNED: ____________________________________________


(patient, parent/s or legal guardian/s) 

Witness: ___________________________





Date: _________________
David Paul Smith, MA, PhD
