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Relational and Personal Growth Counseling Services
Under the direction of Dr. Jason Patton, LPC-S (TX)
relationalandpersonalgrowth.com
relationalandpersonalgrowth@gmail.com
(512) 496-7562
P.O. Box 600843
Dallas, TX 75360
Informed Consent and Professional Disclosure Statement
Thank you for considering Relational and Personal Growth Counseling Services. This practice serves clients with diverse needs and identities primarily utilizing an approach known as Relational Cultural Therapy (RCT). This orientation focuses on relationships as the measure of, and approach to, healing mental health and advancing wellness. Other approaches best suited to a couple’s or client’s needs may also be employed, including Cognitive Behavioral Therapy (CBT), Rational Emotive Behavioral Therapy (REBT), other Feminist, Gestalt Therapy, Jungian Therapy, and strategically integrative therapies. If you prefer, or your insurer requires, a particular approach, please share that information forward as it becomes available; your insurer’s requirements will be carefully reviewed. 
All of the above information applies to both virtual, online and in-person counseling services. 
About Dr. Jason Patton, LPC-S (TX), BC-TMH
Dr. Patton graduated in 2006 with an MA in Community Counseling from Texas State University in San Marcos, Texas. He then graduated in 2009 with a PhD in Counselor Education and Supervision from St. Mary’s University in San Antonio, Texas. 
Dr. Patton has been a Licensed Professional Counselor for well over a decade; he is also a licensed supervisor of counseling associates. Additionally, he has served as an administrator and faculty for both doctoral and master’s-level counselor education programs. In this process, he has trained hundreds of students to be both counselors and educators/supervisors themselves. Dr. Patton is a multicultural counselor who serves diverse clients and diagnoses, including relationship/couples counseling, LGBTQIA+, personal growth/wellness, grief/loss/isolation, anxiety, depression, difficult life circumstances, coming out, same-sex parenting, and others. Dr. Patton encourages integrated mental health care social support and readily collaborates and consults with psychiatrists, social workers supporting housing and finances, and others. Currently, Dr. Patton is unable to accept new clients who are actively suicidal or in crisis; an appropriate referral is available as needed. Dr. Patton is a member of the American Counseling Association (ACA) and is bound by the ACA’s Code of Ethics (available at counseling.org). 
Dr. Patton offers supervision opportunities for Licensed Professional Counselor Associates (Texas only). Masters or doctoral-level counseling or counselor education and supervision students may also be considered for training opportunities pending programmatic requirements and availability. 
The Counseling Relationship
Counseling is a supportive, psychotherapeutic relationship to advance a couple’s or client’s relationships, goals, wellness, and optimal functioning given any mental health diagnoses. Clients who have previously engaged in counseling services may find a relational approach to be a more personalized and, perhaps, caring experience. RCT counselors believe that relationships are important for advancing all counseling goals. Thus, the counseling relationship serves as an opportunity to engage in new, healthy, more fulfilling ways. 
It is important to keep in mind that, despite Dr. Patton’s more professionally and emotionally intimate approach, the counseling relationship remains focused solely on clients’ needs. Also, the counseling relationship does not extend beyond counseling sessions, appointment setting, and related discussions during business hours. Thus, if we were to see each other in a social setting, such as running into each other at a store, we should not engage or acknowledge that we know each other in any way—this is to respect both the clients’ and the counselor’s privacy and personal lives. 
Counseling Benefits
Counseling is intended to support relationships and advance goals, and clients regularly experience these benefits. However, results cannot be guaranteed in any way. Clients are encouraged to consider the first few counseling sessions as an “interview” to determine fitness and compatibility with the counselor and their approach. If, after this period, it seems that the counseling relationship is not a good fit, referrals will be provided as needed. The counselor will receive no benefit or remuneration from providing referrals. 
Virtual/Online Counseling Services
Virtual, online counseling services are available for residents of Texas. Services will be provided via a HIPAA secure platform. Telephone counseling services are only available on an individual session basis as agreed upon between the counselor and clients. Telephone counseling services are generally discouraged.
Not all mental health diagnoses and circumstances are appropriate for virtual, online counseling. Examples of these issues include suicidality, psychosis, and some other serious mental illnesses. Upon determination of this concern, appropriate referrals will be provided. 
Though confidentiality on behalf of the counselor is ensured, clients must agree to receive counseling services in a private, confidential environment. The presence of persons not covered by informed consent or a release of information invalidates confidentiality and is in no way the responsibility of the counselor. Counseling sessions cannot be recorded in any way other than the notes taken by the counselor or client as discussed in the counseling relationship. 
Limits to Confidentiality
The counselor will maintain confidentiality of all clients’ information. Client records are maintained in a HIPAA compliant manner. The following represent limits to confidentiality, in which the counselor may disclose pertinent, limited information as necessary:
· Court or subpoena required disclosure
· Indications that the client has intention to harm themselves (including suicidality)
· Indications that the client has intention to harm someone else
· Indications of child/elderly/vulnerable persons’ harm or abuse by the client/others or to the client themself
· Disclosure due to clients’ signed release of information
Concerns and Licensing Board Contact Information
If a couple or client is dissatisfied with counseling services, they should discuss the concern with their counselor. In the event of a professional concern and complaint related to adherence to state laws and regulations clients should contact:
Texas: Texas State Board of Examiners of Professional Counselors. 333 Guadalupe St, Tower 3, Room 900. Austin, Texas 78701 (800) 821-3205 24-hour, toll-free complaint system. https://www.bhec.texas.gov/texas-state-board-of-examiners-of-professional-counselors/index.html 

Counseling Services Provided
Photo identification is required prior to receiving any counseling services. 

· Couple’s Counseling

· 45-50 minute session:








200.00
· 90 minute session: 








275.00
· 5 session pre-purchase (90 min):




1200.00 (175.00 savings)
· Individual Counseling

· 45-50 minute session: 







150.00
· 5 session pre-purchase: 





650.00 (100.00 savings)
· Cancellation

· 24 or more hour notice:







0.00
· Less than 24 hour notice:







100.00
· Paperwork/Consultation With Other Health/Social Services Professionals

· 10 page paperwork increments (other than court-related documents):

20.00
· 15 minute consultation increments:






25.00
· Expert testimony/court documents (1 hour or less):




275.00
· Expert testimony (>1 hour in 1 hour increments): 




275.00
· Insurance/Third Party Payers

· Copay/Coinsurance + Negotiated/Out of Network Reimbursement 

(No Filing Fee)

All fees are due at time of service or as agreed in writing between the counselor and clients. If the clients wish to submit for reimbursement of out of network benefits, the counselor will complete the necessary paperwork free of charge, though clients must submit that paperwork themselves. For any insurance non-payment for services, clients are responsible for the costs of counseling services as listed above. 

Client Information and Completed Informed Consent Documents
Full name (client 1):__________________________________________________________________

Full name (client 2):__________________________________________________________________

Legal guardian (clients under 18 years of age):_____________________________________________

Client primary contact phone number:____________________________________________________

Client secondary contact phone number:__________________________________________________

May the counselor leave a message with limited counseling information:     YES     /      NO

Client mailing address:________________________________________________________________

Client email address (optional):_________________________________________________________

Emergency contact name and phone number:______________________________________________

“I understand and agree to the above terms and will discuss any emergent questions or issues with my counselor immediately.”

Signature (client 1):___________________________________________________________________

Signature (client 2):___________________________________________________________________

Signature (legal guardian):_____________________________________________________________

Counselor signature:__________________________________________________________________

HIPAA ACKNOWLEDGEMENT/CONSENT FORM
I understand that I have certain rights to privacy regarding my protected health information. These rights are given to me under the Health Insurance Portability and Accountability Act of 1996 (HIPAA). 
I understand that by signing this consent I authorize you to use and disclose my protected health information to carry out:
Treatment (including direct or indirect treatment by other healthcare providers involved in my treatment) according to a signed HIPAA release of information form; Obtaining payment from third party payers (e.g. my insurance company); The day-to-day healthcare operations of your practice.
I understand that you reserve the right to change the terms of this notice from time to time and that I may contact you at any time to obtain the most current copy of this notice.
I understand that I have the right to request restrictions on how my protected health information is used and disclosed to carry out treatment, payment and health care operations, but that you are not required to agree to these requested restrictions. However, if you do agree, you are then bound to comply with this restriction. I understand that I may revoke this consent, in writing, at any time. However, any use or disclosure that occurred prior to the date I revoke this consent is not affected.
Print Client Name ______________________________________________
Signature ______________________________________________________
Signature Date __________________________________________________
Relationship to Client (if patient unable to sign) ________________________ 
HIPAA Release of Information Form
Please complete all sections of this HIPAA release of information form. If any sections are left blank, this form will be invalid and it will not be possible for your health information to be shared as requested. 
Section I
I,_____________________________________________, give my permission for ______________________________________________ to share the information listed in Section II of this document with the person(s)or organization(s)I have specified in Section IV of this document. 
Section II–Health Information
I would like to give the above healthcare organization permission to:
Tick as appropriate
_ Disclose my complete health record including, but not limited to, diagnoses, lab test results, treatment,and billing records for all conditions.
_ Disclose my complete health record except for the following information

___________________________________________________________________________
_ Mental health records
_ Communicable diseases including, but not limited to, HIV and AIDSAlcohol/drug abuse treatment records
_ Genetic information
_ Other (Specify)________________________________________________________________________________________________________________________________________________________________________________________________________________________
Section III–Reason for Disclosure
Please detail the reasons why information is being shared. If you are initiating the request for sharing information and do not wish to list the reasons for sharing, write ‘at my request’.______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Section IV –Who Can Receive My Health InformationI give authorization for the health information detailed in section II of this document to be shared with the following individual(s) or organization: Relational and Personal Growth Counseling Services, PLLC
PO BOX 600843
Dallas, TX 75360
I understand that the organization listed above may not be covered by state/federal rules governing privacy and security of data and may be permitted to further share the information that is provided to them. 
Section V–Duration of Authorization
This authorization to share my health information is valid:Tick as appropriate
_ From ___________________ to ___________________
_ All past, present, and future periods 
_ The date of the signature in section VI until the following event:____________________________________________________________________________
I understand that I am permitted to revokethis authorization to share my health data at any time and can do so by submitting a request in writing to 
Relational and Personal Growth Counseling Services, PLLC
PO BOX 600843
Dallas, TX 75360 
I understand that: In the event that my information has already been shared by the time my authorization is revoked, it may be too late to cancel permission to share my health data. I understand that I do not need to give any further permission for the information detailed in Section II to be shared with the person(s) or organization(s) listed in section IV.
Signature: ____________________________________________
Date:_________________________________________________
