Margaret Schilling, MA, LPC
2306 NE Glisan St Portland, OR 97232 Tel : 503-758-0456      
Welcome!

I am glad that you are reaching out and look forward to meeting you soon. Here are a few details before our first appointment.

Thank you for taking the time to download these attachments. Contained within you’ll find a Professional Disclosure Statement, Consent to Treatment document, the HIPPA Confidentiality Form, and a Client Information Form. In a separate attachment you will find a Background Information Form. Please fill out the Background Information Form as best you can, but if it is too overwhelming to answer all the questions just fill it in as much as possible. 
In particular, please spend time thinking about your reasons for coming to see me and any specific goals you may have. 

If you are using an insurance benefit to pay for services, please review your policy thoroughly with that company. If you are using insurance benefits my billing assistant, Sara Osheroff, will automatically submit claims on your behalf. Payments and co-payments can be made at each session by cash or check.  If you need to clarify questions related to your insurance benefits you may reach Sara at: osheroff@msn.com or (503)704-2334.
Thank you for your time completing and signing these forms! Please bring the completed forms to your first appointment.  
Please allow extra time to find the office and parking. There are a few spaces available behind the building as well as street parking and parking in the adjoining neighborhood.

The code to enter the front door is the same as the address: 2306. Please make yourself comfortable in the waiting room you will find right as you enter the building. I will come and meet you there.

Should you need to cancel or re-schedule your appointment, 24 hours notice is kindly appreciated.

I look forward to meeting you soon. 
Warmly,

Margaret Schilling, LPC
Margaret Schilling, MA, LPC
2306 NE Glisan St Portland, OR 97232 Tel : 503-758-0456      
___________________________________________________________________________________________

Professional Disclosure Statement

Philosophy and Approach:  I am a Bilingual (Spanish/English) Family Therapist. I offer safe, compassionate and supportive counseling to children, adolescents, adults, couples and families in an environment that deepens understanding and promotes healing.  My approach to therapy is warm, active, practical, and uplifts your inner wisdom and values. I’ve found that an integrative approach is the most effective way to help people create change. I draw from depth-oriented theories, mindfulness practices, attachment models, and cognitive behavioral therapy.
Formal Education and Training: I received a Masters Degree in Counseling Psychology from Lewis and Clark College in 2001. My coursework emphasized therapy with children, adolescents, couples, and families. I continue to participate in ongoing continuing education and clinical consultation. In particular I have extensive training in the treatment of trauma. 
Billing and Fees: My fees are $210.00 for the initial intake session, $150.00 for individual, family and couple sessions as well as parent consultation. Classroom observations/ assessments start at $150.00 an hour. Any written reports will be billed at $150.00 an hour. Any court or phone consultation requested on behalf of the client will be billed at $150.00 an hour. For court testimony my minimum charge is $250.00. Driving time will also be billed at my hourly rate. Due to the cost involved in billing insurance companies, I offer a reduced fee for clients who choose private pay at the time of service. 

Confidentiality: I will not release any information about you to any person or agency without your written consent except as noted in the Bill of Rights as follows. 

As a Licensee of the Oregon Board of Licensed Professional Counselors and Therapists, I will abide by its Code of Ethics. To maintain my license I am required to participate in annual continuing education, taking classes relevant to my profession. I also participate in professional supervision and consultation groups with other licensed therapists in order to support my clinical work. I am happy to explain this process to you. 
As a client of an Oregon licensee you have the following rights:

· To expect that a licensee has met the minimal qualifications of training and experience required by state law,

·  To examine public records maintained by the Board and to have the Board confirm credentials of a licensee;

· To obtain a copy of the Code of Ethics;

· To report complaints to the Board;

· To be informed of the cost of professional services before receiving the services;

· To be assured of privacy and confidentiality while receiving services as defined by rule and law, including the following exceptions: 1) Reporting suspected child abuse; 2) Reporting imminent danger to client or others; 3) Reporting information required in court proceedings or by client’s insurance company, or other relevant agencies; 4) Providing information concerning licensee case consultation or supervision; and 5) Defending claims brought by client against licensee;

· To be free from being the object of discrimination on the basis of race, religion, gender, or other unlawful category while receiving services.

You may contact the Board of Licensed Professional Counselors and Therapists at: 3218 Pringle Rd SE #250, Salem, OR 97302-6312. Telephone: (503) 378-5499  Email: lpc.lmft@state.or.us Website: www.oregon.gov/OBLPCT
Authorization for Treatment
Confidentiality: Counseling is most effective when people feel they can talk openly in an environment that is private. I am committed to the confidentiality and privileged communications of all clients.  I will not share your personal information unless you sign a release that gives me permission to talk with a specific party. However the following limitations and exceptions exist:

1. You provide me with your consent to release information

2. I have reason to believe that you are in danger to yourself or to someone else
3. You disclose abuse, neglect, or exploitation of a child, elderly, or disabled person
4. I am ordered by a court to disclose information or
5. I need to release specific information to your insurance provider in order to receive payment for services
Even in these cases I will preserve your privacy to the best of my ability. Should such a situation occur, I will make appropriate efforts to fully discuss it with you before taking any action. Please also note that email and text communication are not secure or private.
Additional billing and payment issues: Full payment for the session is your responsibility and is requested at the beginning of each session. If you are using insurance, please remember that your contract is between you and your insurance company. You are responsible for the full payment of fees for services rendered regardless of whether insurance reimbursement will be sought. If you use insurance, and your insurance requires a co-payment amount, that amount should also be paid at the beginning of each session. I will honor any contractual agreements that I have with managed health care companies that have specific reimbursement restrictions and claim requirements. Any other payment agreements must be made in advance.
I contract by billing services with Sara Osheroff. All confidentiality and medical privacy laws apply to this contract. If you have questions about billing or your balance you may contact Sara at: osheroff@msn.com or (503)704-2334.
Cancellation: Your session is reserved for you. If you are unable to make your appointment, please notify me at least 24 hours in advance. Your insurance company cannot be billed for a missed appointment. You will be responsible for payment for the missed session in the absence of advanced notification. Frequent Cancellations: There are times during the course of treatment that for urgent, personal or professional reasons one must cancel a therapy appointment. Since you are reserving an hour per week in my schedule, there is a limit to the number of on time (24 hour) “no-charge” cancellations. The maximum number of on-time cancellations without a charge is five times. Thereafter, you will be expected to pay for the hour you are reserving for treatment unless you have made other arrangements with me sufficiently in advance. 

Session Length: Appointments are typically scheduled on a weekly basis and are approximately 55 minutes long. Arrangements can be made for longer sessions at a prorated fee, which can be helpful, especially for couples, however, insurance may not cover a longer session.  More frequent sessions are available if determined appropriate.  If you are late I will have to still end on time in order to maintain my schedule for other clients.

Communication: I will make every effort to return your call within 24 hours, with the exception of weekends and holidays. If you are difficult to reach, please leave some times when you will be available. If I am unavailable for an extended time due to vacation, illness, or any other reason, I will provide you with the name of a trusted colleague whom you can contact if necessary. Email and text communication: As mentioned above this form of communication is not secure or private. I use email and text communication mostly for scheduling. I will not discuss clinical matters over email or text messaging. 

Emergency procedures: You may encounter a personal emergency which will require prompt attention.  In this event, please contact me regarding the nature and urgency of the circumstances.  I will make every attempt to schedule you as soon as possible or to offer other options. If there is an emergency and I cannot be reached please contact the emergency room at the hospital nearest to you, or the mental health crisis line at (503) 988-4888.
Risks and Benefits: Counseling and psychotherapy are beneficial, but as with any treatment, there are inherent risks. Some risks include unpleasant feelings such as guilt, sadness, anger, disappointment and loneliness. Despite these risks and challenges, psychotherapy has been demonstrated through research to be beneficial to most people. Please discuss any concerns that you notice so that we can work together to help you to cope with these changes and create a more positive outcome. I welcome your questions and concerns as they arise for you now, or at any point, during your or your child’s treatment. If I determine at any time that you need a service that I can not provide, I will recommend that to you. Please feel free to let me know directly how I can be of assistance to you. 

Incapacity or Death:  In the event of my death or incapacitation, it will be necessary to assign your case to another Therapist and for that Therapist to have possession of your treatment records.  With your signature on this form, you consent to another licensed mental health professional I have carefully selected, to take possession of your records and provide you with copies at your request, and/or to deliver those records to another therapist of your choosing.

Consent to Treatment:  By signing this Client Information and Consent Form as the Client or Guardian of said Client, I acknowledge that I have read, understand, and agree to the terms and conditions contained in this form.  I have been given appropriate opportunity to address any questions or request clarification for anything that is unclear to me.  I am voluntarily agreeing to receiving mental health assessment, treatment and services for me (or my child if said child is the client), and I understand that I may stop such treatment or services at any time.  NOTE:  If you are consenting to treatment of a minor child, if a court order has been entered with respect to the conservatorship of said child, or impacting your rights with respect to consent to the child’s mental health care and treatment, the Therapist will not render services to your child until the Therapist has received and reviewed a copy of the most recent applicable court order.

I appreciate the time you’ve taken to read this. I very much look forward to working with you.

	PLEASE READ THE FOLLOWING CAREFULLY

	

	 I acknowledge that I have read, understand, and agree to the terms and conditions contained in this form.  I have been given appropriate opportunity to address any questions or request clarification for anything that is unclear to me.  I am voluntarily consenting to receiving mental health assessment, treatment and services for me (or my child if said child is the client).  Although the chances for obtaining my goals for therapy will best be met by adhering to therapeutic suggestions, I understand that I have a right to discontinue or refuse treatment at any time.  I understand that I am responsible, however, for any balance due prior to a decision to stop.


	X
	
	

	
	CLIENT/GUARDIAN SIGNATURE
	DATE

	

	

	I understand that I am responsible for my fee payment at the beginning of each appointment.  I agree to be responsible for the full payment of fees for services rendered regardless of whether insurance reimbursement will be sought.  Margaret Schilling, LPC will honor contractual agreements made with those managed health care companies which stipulate specific reimbursement restrictions.



	X
	
	

	
	CLIENT/GUARDIAN SIGNATURE
	DATE

	

	

	I hereby authorize the release of necessary medical information for insurance reimbursement purposes. I have been offered a copy of HIPPA privacy practices.


	X
	
	

	
	CLIENT/GUARDIAN SIGNATURE
	DATE

	

	

	I authorize the payment of medical benefits to the provider of services.


	X
	
	

	
	CLIENT/GUARDIAN SIGNATURE
	DATE


Margaret Schilling, MA, LPC
2306 NE Glisan St Portland, OR 97232 Tel  503-758-0456      
Client Information Form

Client’s name:   _____________________________________________________________DOB:___________

Client’s age:________________________________________________________________________________
Address:___________________________________________________________________________________
___________________________________________________________________________________________
Phone:_____________________________________________________________________________________
E-mail:_____________________________________________________________________________________
Emergency Contact:_________________________________________________________________________
Family Members                                         Age                              Date of Birth

	Parent


	
	

	Parent


	
	

	Children: 1


	
	

	             2


	
	

	             3


	
	

	             4


	
	


Source of Referral:______________________________________________________________
Primary Care Physician:____________________________________Phone:_______________
_______________________________________________________________________________
Insurance Company:_________________________________Co-pay______________________
_______________________________________________________________________________
Subscriber’s Name: ________________________________________DOB:_________________
ID#:__________________________Group:____________________Auth#:_________________
Margaret Schilling, MA, LPC
2306 NE Glisan St Portland, OR 97232 Tel : 503-758-0456      
HIPAA NOTICE OF PRIVACY PRACTICES

I. THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

II. IT IS MY LEGAL DUTY TO SAFEGUARD YOUR PROTECTED HEALTH INFORMATION (PHI).

By law I am required to insure that your PHI is kept private. The PHI constitutes information created or noted by me that can be used to identify you. It contains data about your past, present, or future health or condition, the provision of health care services to you, or the payment for such health care. I am required to provide you with this Notice about my privacy procedures. This Notice must explain when, why, and how I would use and/or disclose your PHI. Use of PHI means when I share, apply, utilize, examine, or analyze information within my practice; PHI is disclosed when I release, transfer, give, or otherwise reveal it to a third party outside my practice. With some exceptions, I may not use or disclose more of your PHI than is necessary to accomplish the purpose for which the use or disclosure is made; however, I am always legally required to follow the privacy practices described in this Notice.

Please note that I reserve the right to change the terms of this Notice and my privacy policies at any time as permitted by law. Any changes will apply to PHI already on file with me. Before I make any important changes to my policies, I will immediately change this Notice and post a new copy of it in my office and on my website. You may also request a copy of this Notice from me, or you can view a copy of it in my office or on my website.
III. HOW I WILL USE AND DISCLOSE YOUR PHI.

I will use and disclose your PHI for many different reasons. Some of the uses or disclosures will require your prior written authorization; others, however, will not. Below you will find the different categories of my uses and disclosures, with some examples.

A. Uses and Disclosures Related to Treatment, Payment, or Health Care Operations Do Not Require Your Prior Written Consent. I may use and disclose your PHI without your consent for the following reasons:

1. For treatment. I can use your PHIwithin my practice to provide you with mental health treatment, including discussing or sharing your PHI with my trainees and interns. I may disclose your PHI to physicians, psychiatrists, psychologists, and other licensed health care providers who provide you with health care services or are otherwise involved in your care. Example: If a psychiatrist is treating you, I may disclose your PHI to her/him in order to coordinate your care. 2. For health care operations. I may disclose your PHI to facilitate the efficient and correct operation of my practice. Examples: Quality control - I might use your PHI in the evaluation of the quality of health care services that you have received or to evaluate the performance of the health care professionals who provided you with these services. I may also provide your PHI to my attorneys, accountants, consultants, and others to make sure that I am in compliance with applicable laws.

3. To obtain payment for treatment. I may use and disclose your PHI to bill and collect payment for the treatment and services I provided you. Example: I might send your PHI to your insurance company or health plan in order to get payment for the health care services that I have provided to you. I could also provide your PHI to business associates, such as billing companies, claims processing companies, and others that process health care claims for my office. I use MHP Billing Services for all bookkeeping records and that organization is HIPAA compliant.

4. Other disclosures. Examples: Your consent isn't required if you need emergency treatment provided that I attempt to get your consent after treatment is rendered. In the event that I try to get your

consent but you are unable to communicate with me (for example, if you are unconscious or in severe pain) but I think that you would consent to such treatment if you could, I may disclose your PHI.

B. Certain Other Uses and Disclosures Do Not Require Your Consent.

I may use and/or disclose your PHI without your consent or authorization for the following

reasons:

1. When disclosure is required by federal, state, or local law; judicial, board, or administrative proceedings; or, law enforcement. Example: I may make a disclosure to the appropriate officials when a law requires me to report information to government agencies, law enforcement personnel and/or in an administrative proceeding.

2. If disclosure is compelled by a party to a proceeding before a court of an administrative agency pursuant to its lawful authority.

3. If disclosure is required by a search warrant lawfully issued to a governmental law enforcement agency.

4. If disclosure is compelled by the patient or the patientʼs representative pursuant to Oregon Health and Safety Codes or to corresponding federal statutes of regulations, such as the Privacy Rule that requires this Notice.

5. To avoid harm. I may provide PHI to law enforcement personnel or persons able to prevent or mitigate a serious threat to the health or safety of a person or the public (i.e adverse reaction to meds).

6. If disclosure is compelled or permitted by the fact that you are in such mental or emotional condition as to be dangerous to yourself or the person or property of others, and if I determine that disclosure is necessary to prevent the threatened danger.

7. If disclosure is mandated by the Oregon Child Abuse and Neglect Reporting law. For example, if I have a reasonable suspicion of child abuse or neglect.

8. If disclosure is mandated by the Oregon Elder/Dependent Adult Abuse Reporting law.

For example, if I have a reasonable suspicion of elder abuse or dependent adult abuse.

9. If disclosure is compelled or permitted by the fact that you tell me of a serious/imminent threat of physical violence by you against a reasonably identifiable victim or victims.

10. For public health activities. Example: In the event of your death, if a disclosure is permitted or compelled, I may need to give the county coroner information about you.

11. For health oversight activities. Example: I may be required to provide information to assist the government in the course of an investigation or inspection of a health care organization or provider.

12. For specific government functions. Examples: I may disclose PHI of military personnel and veterans under certain circumstances. Also, I may disclose PHI in the interests of national security, such as protecting the President of the United States or assisting with intelligence operations.

13. For research purposes. In certain circumstances, I may provide PHI in order to conduct medical research though I am not involved in any research projects.

14. For Workers' Compensation purposes. I may provide PHI in order to comply with Workers' Compensation laws.

15. Appointment reminders and health related benefits or services. Examples: I may use PHI to provide appointment reminders. I may use PHI to give you information about alternative treatment options, or other health care services or benefits I offer.

16. If an arbitrator or arbitration panel compels disclosure, when arbitration is lawfully requested by either party, pursuant to subpoena duces tectum (e.g., a subpoena for mental health records) or any other provision authorizing disclosure in a proceeding before an arbitrator or arbitration panel.

17. If disclosure is required or permitted to a health oversight agency for oversight activities authorized by law. Example: When compelled by U.S. Secretary of Health and Human Services to investigate or assess my compliance with HIPAA regulations.

18. If disclosure is otherwise specifically required by law.

C. Certain Uses and Disclosures Require You to Have the Opportunity to Object. 1. Disclosures to family, friends, or others. I may provide your PHI to a family member, friend, or other individual who you indicate is involved in your care or responsible for the payment for your health care, unless you object in whole or in part. Retroactive consent may be obtained in emergency situations.

D. Other Uses and Disclosures Require Your Prior Written Authorization. In any other situation not described in Sections IIIA, IIIB, and IIIC above, I will request your written authorization before using or disclosing any of your PHI. Even if you have signed an authorization to disclose your PHI, you

may later revoke that authorization, in writing, to stop any future uses and disclosures (assuming that I haven't taken any action subsequent to the original authorization) of your PHI by me.
IV. WHAT RIGHTS YOU HAVE REGARDING YOUR PHI

These are your rights with respect to your PHI:

A. The Right to See and Get Copies of Your PHI. In general, you have the right to see your PHI that is in my possession, or to get copies of it; however, you must request it in writing. If I do not have your PHI, but I know who does, I will advise you how you can get it. You will receive a response from me within 30 days of my receiving your written request. Under certain circumstances, I may feel I must deny your request, but if I do, I will give you, in writing, the reasons for the denial. I will also explain your right to have my denial reviewed.

If you ask for copies of your PHI, I will charge you not more than $.25 per page. I may see fit to provide you with a summary or explanation of the PHI, but only if you agree to it, as well as to the cost, in advance.

B. The Right to Request Limits on Uses and Disclosures of Your PHI. You have the right to ask that I limit how I use and disclose your PHI. While I will consider your request, I am not legally bound to agree. If I do agree to your request, I will put those limits in writing and abide by them except in emergency situations. You do not have the right to limit the uses and disclosures that I am legally required or permitted to make.

C. The Right to Choose How I Send Your PHI to You. It is your right to ask that your PHI be sent to you at an alternate address (for example, sending information to your work address rather than your home address) or by an alternate method (for example, via email instead of by regular mail). I am obliged to agree to your request providing that I can give you the PHI, in the format you requested, without undue inconvenience. I may not require an explanation from you as to the basis of your request as a condition of providing communications on a confidential basis.

D. The Right to Get a List of the Disclosures I Have Made. You are entitled to a list of disclosures of your PHI that I have made. The list will not include uses or disclosures to which

you have already consented, i.e., those for treatment, payment, or health care operations, sent directly to you, or to your family; neither will the list include disclosures made for national security purposes, to corrections or law enforcement personnel, or disclosures made before April 15, 2003. After April 15, 2003, disclosure records will be held for six years.

I will respond to your request for an accounting of disclosures within 60 days of receiving your request. The list I give you will include disclosures made in the previous six years unless you indicate a shorter period. The list will include the date of the disclosure, to whom PHI was disclosed (including their address, if known), a description of the information disclosed, and the reason for the disclosure. I will provide the list to you at no cost, unless you make more than one request in the same year, in which case I will charge you a reasonable sum based on a set fee for each additional request.

E. The Right to Amend Your PHI. If you believe that there is some error in your PHI or that important information has been omitted, it is your right to request that I correct the existing information or add the missing information. Your request and the reason for the request must be made in writing. You will receive a response within 60 days of my receipt of your request. I may deny your request, in writing, if I find that: the PHI is (a) correct and complete, (b) forbidden to be disclosed, (c) not part of my records, or (d) written by someone other than me. My denial must be in writing and must state the reasons for the denial. It must also explain your right to file a written statement objecting to the denial. If you do not file a written objection, you still have the right to ask that your request and my denial be attached to any future disclosures of your PHI. If I approve your request, I will make the change(s) to your PHI. Additionally, I will tell you that the changes have been made, and I will advise all others who need to know about the change(s) to your PHI.

F. The Right to Get This Notice by Email You have the right to get this notice by email. You have the right to request a paper copy of it, as well.
V. HOW TO COMPLAIN ABOUT MY PRIVACY PRACTICES

If, in your opinion, I may have violated your privacy rights, or if you object to a decision I made about access to your PHI, you are entitled to file a complaint with the person listed in Section VI below. You may also send a written complaint to the Secretary of the Department of Health and Human Services at 200 Independence Avenue S.W. Washington, D.C. 20201. If you file a complaint about my privacy practices, I will take no retaliatory action against you.
VI. PERSON TO CONTACT FOR INFORMATION ABOUT THIS NOTICE OR TO COMPLAIN ABOUT MY PRIVACY PRACTICES
If you have any questions about this notice or any complaints about my privacy practices, or would like to know how to file a complaint with the Secretary of the Department of Health and Human Services, please contact me.
VII. NOTIFICATIONS OF BREACHES
In the case of a breach, I, Margaret Schilling, LPC, am required to notify each affected infdividual whose unsecured PHI has been compormised. Even if such a breach was caused by a business associate, I am ultimatelly responsible for providing the notification directly or via the business associate. If the breach involves more than 500 persons, OCR must be notified in accordance with instructions posted on its website. I, Margaret Schilling, bear the ultimate burden of proof to demonstrate that all notifications were given or that the impermissible use or disclosure of of PHI did not constitute a breach and must maintain supporting documentation, including documentation pertaining to the risk assessment.
VII. PHI AFTER DEATH

Generally, PHI excludes any health information of a person who has been deceased for more than 50 years after the date of death. I, Margaret Schilling, may disclose deceased individuals' PHI to non-family members, as well as family members who were involved in the care or payment for healthcare of the decedent prior to death; however, the disclosure must be limited to PHI relevant to such care or payment and cannon be inconsistent with any prior expressed preference of the deceased individual.
IX. INDIVIDUAL' RIGHT TO RESTRICT DICLOSURES; RIGHT OF ACCESS

To implement the 2013 HITECH Act, the Privacy Rule is amended, Margaret Schilling is required to restrict the disclosure of PHI about you, the patient, to a health plan, upon request, if the disclosure is for the purpose of carrying out payment or healthcare operations and is not otherwise required by law. The PHI must pertain solely to a healthcare item or service for which you have paid the covered entity in full. (OCR clarifies that the adopted provisions do not requre that covered helathcare providers create separate medical records or otherwise segregate PHI subject to a restrict healtcare item or service; rather, providers need to employ a method to flag or note restrictions of PHI to ensure that such PHI is not inadvertently sent or made accessible to a health plan.)

The 2013 Amendments also adopt the proposal in the interim rule requiring me, Margaret Schilling, to provide you, the patient, a copy of PHI to any individual patient requesting it in electronic form. The electronic format must be provided to you if it is readily producible. OCR clarifies that I, Margaret Schilling, must provide you only with an electronic copy of your PHI, not direct access to electronic health record systems. The 2013 Amendments also give you the right to direct me to transmit an electronic copy of PHI to an entity or person designated by you. Furthermore, the amendments restrict the fees that I may charge you for handling and reproduction of PHI, which must be reasonable, cost-based and identify separately the labor for copying PHI (if any). Fiinally, the 2013 Amendments modify the timeliness requirement for right of access from up to 90 days currently permitted to 30 days with a one-time extension of 30 days.
X. Notice of Privacy Policies

Most uses and disclosures of psychotherapy notes, marketing disclosures and sale of PHI do require prior authorization by you and you have the right to be notified in case of a breach of unsecured PHI.
EFFECTIVE DATE OF THIS NOTICE

This notice went into effect on January 30, 2013

