Comprehensive Counseling Services (CCS)

Comprehensive Counseling Services (CCS) provides a range of psychological
modalities based on the client's needs. Consumer Care and genuine regard for the
individual's well-being is the primary goal of this facility. All meetings are strictly
confidential and are instituted under the guidelines of The National Board of Certified
Counselors (NBCC), The American Counselor Association (ACA) and The New Jersey
Code of Ethics. Client's information can only be shared with others outside the process
with the client's expressed permission. The Counselor is prohibited by law to share any
of the client’s information with anyone. If the client decides to do so, a request must be
made in writing and submitted to the Counselor. The only exception is if there are
threats being made to one’s self or others, in this event the proper law enforcement
authorities would be contacted and a complaint could be filed.

Clients are required to be on time for scheduled appointments. In case of an
emergency, please call prior to your appointment, at least 24hrs if possible. The first
lateness, clients will be given a grace period due to the financial strain of the Covid-19
Pandemic. If a second lateness occurs, this will cause the client to be charged a co-pay
payment.

Thanking you in advance for your understanding and cooperating during these difficult
times.

CCS PROVIDES OPEN, HONEST, AND RESPECTFUL SERVICES TO
OUR CLIENTS

Yeonard H. Smith MA, LPC




COMPREHENSIVE COUNSELING SERVICES
License #: 37PC00578700 Phone #: 201- 914- 4106

Client Rights and Confidentiality Statement

Clients / Patients must be informed of their rights and verbal clarification of their rights. Comprehensive
Counseling Services (CCS) is responsible for the safety of your records established by the NJ Code of
Ethics. CCS has a primary obligation to protect the client’s right to confidentiality established by law.
Confidential information shall only be revealed to others when the clients or persons legally authorized
to give consent on behalf of the clients, have given their informed consent, except in those
circumstances in which failure to so would violate other laws or result in clear and present danger to the
client or others. Unless specifically contraindicated by such situations, client shall be informed and
written consent shall be obtained before the confidential information is revealed. Records must be
obtained for a minimum of five years. For minors, the requirement is age of majority plus seven {21).

Client name:

Sign: Date :

Leonard H. Smith MA. LPC
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Comprehensive Counseling Services uses a third party biller to process
all insurance claims. They are a billing company with years of
experience however, we at CCS practice full transparency with our
clientele. Therefore, we would appreciate your signature of approval
by signing this statement of acknowledgment.

| authorized CCS to release the information regarding my assessment.

Thanking you in advance for your cooperation.

Name Date : Vi o

Leonard H. Smith MA, LPC
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Agreement Service Fees:

Patients w/ Medical Insurance-_office visits must pay a
co-pay upon every visit. Their insurance company will be billed
the balance of the total visit. Patient's are responsible for any
and all charges not covered by their medical provider.

Patients w/out Medical Insurance- office visits are

$90.00 for an individual patient, $135.00 for Couples
Counseling and $160.00 for Family Counseling. Payments are
due when services are rendered.

Cancellation- patients have 24hrs. prior to a scheduled visit
to cancel an appointment. Failure to do so will resultina
$25.00 charge to the patient's account.

Authorization to Release Information-

l, hereby, authorize Comprehensive Counseling
Services, LLC, to release the information requested from my
insurance company for the purpose of processing my claim
and/or claims.




wxif a patient received a check from the insurance company
for services rendered by Comprehensive Counseling Services,
LLC, it is the patient's responsibility to submit the check to CCS
to pay for visits already made.

Non Payment of fees may result in termination of services

| agree to pay any and all fees due to Comprehensive
Counseling Services, LLC, including those uncovered by the
patient’'s medical insurance. Furthermore, | understand this
reiease and financial agreement remain valid until the patient's
account is paid in full.

Patient/Parent and/or Guardian. Date

Check One: Self:___ Guardian ___Parent __ Other

Agency Representative Date
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