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Outpatient Service Agreement 
 

 Welcome!  Counseling or psychotherapy is not easily described in 

general terms.  It is often undertaken when a person is having trouble with unpleasant symptoms or experiences, trying to 

make important decisions, having difficulty with a major life function and/or is looking to improve their relationships or 

life in general.  It is a collaborative process in which both the therapist and the client agree to work toward established 

goals.  It often leads to a significant reduction in feelings of distress, to better relationships, and the resolution of specific 

issues.  However, there is no guarantee of success.  In order to maximize the success of you and/or your family’s 

psychotherapy experience, as well as reduce the possibility of any misunderstanding, there are a few policies and 

procedures, which are best considered before beginning treatment.  Please take the time to read and understand the 

following.  If questions occur please don’t hesitate to ask.  

 Generally, my practice spans across all age ranges yet is primarily concentrated in the area of behavioral, 

attentional, learning, educational and emotional aspects of children.   

 

 Collaboration: In the course of psychotherapy, I often collaborate with schools, other providers and the family to 

establish the most beneficial and effective change.  This may be in the form of phone calls, meetings, written 

recommendations, behavioral plan development and refinements.  It is my experience that this collaboration gives both 

the school and the family a better view of the difficulties and serves to accelerate treatment, reduces misdirection and 

alleviates educational frustration.  Please be aware that if collaborative contact is needed or requested I will discuss this 

with you, obtain a release (discuss any limitations to disclosure) and charge for my time on a pro rated basis.   It is my 

hope that the development of this collaborative approach will provide a positive effect on the many and complex 

situations in a person’s life.   

 

 Confidentiality:      One of your most important rights involves confidentiality.  Within certain limits, 

information revealed by you during therapy will be kept strictly confidential and will not be revealed to any other person 

or agency without your written permission.  Recognizing the benefits of case consultation, I may occasionally share 

general information with a colleague for purposes of consultation, always preserving your privacy and shielding your 

identity.  You should also know that there are certain situations in which, as a state mandatory reporter, I am legally 

required to reveal information obtained during therapy to other persons and/or agencies, without your permission.  So that 

you are fully informed, these situations are as follows:   

1) If you threaten grave bodily harm or death to another person, I am required to inform the intended victim(s) 

and appropriate law enforcement agencies.   

2) If you indicate a clear and present danger to hurt yourself and refuse to accept further appropriate treatment, I 

am required to inform your family, agencies or other individual who, in my opinion, would assist in 

protecting your safety.   

3) If a court of law issues a subpoena, I am required to provide the information specifically requested in that 

subpoena.   

4) Any form of abuse of children or the elderly must be reported to the proper authorities.   

Due to the nature of the therapeutic process and the fact that it often involves making a full disclosure with regard 

to many matters of a personal and confidential nature, it is preferable that should there be legal proceedings (such as, but 

not limited to divorce, a custody disputes, injuries, lawsuits, etc.), neither you (client/s) nor your attorney/s, nor anyone 

acting on your behalf call on the clinician to testify in court or at any other proceedings, or request a disclosure of the 

psychotherapy records.  Please be aware that on October 18, 2005 the NH Supreme Court concluded that in a case where 

parents legal custodial rights were at issue 1) children have the right to privacy for their medical records and 

communications, 2) the court have the authority to seal the therapy records of the parties minor children when one parent 

demands access to the records for purposes of litigation, 3) the court have the authority to seal the therapy records of 

minor children when the parents are in conflict about the release and access to such records.  Considering the above 

concerns, my preference is to release a summary of your treatment to any agency/person you specify, unless releasing the 

information might be harmful in any way.  
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Please be aware that when in couples treatment each party has to sign a release of information form in order for 

any release of records.   

 

Contacting Me:  Routine voice mail - I have voice mail for routine messages, rescheduling or questions that 

come up between sessions.  Voice mail is checked daily except for weekends and vacations.  I will make every effort to 

return calls within a 48-hour period; additionally my outgoing message contains times when I will be available to take 

calls.  When I am out of the office my assistant may be asked to check my voice mail and forward messages to me. 

Emergency Coverage Policy - I have a separate cell phone for emergencies (603-312-2050).  When a message is 

left on the system, I will return your call as soon as possible.  This number is strictly for life threatening emergencies only.  

If for some reason I am unable to get back to you, please call your local emergency room for instructions.  

 

Cancellations and missed appointments:  One important element for an effective therapeutic outcome is for us 

both to set our appointment times as a priority.  Cancellations are discouraged for both therapeutic and scheduling 

reasons.  Furthermore, considering the value of continuity, multiple or frequent cancellations will impede progress.  Since 

the scheduling of an appointment involves the reservation of time specifically for you, at least a 24-hour notice is 

required for a canceled session.  Otherwise you, not your insurance carrier (insurance companies do not reimburse for 

missed appointments), will be charged for the unused appointment times.   

 

Fees:  We will bill your insurance company for you.  If we have contracted with your insurance carrier, you will 

be responsible for payment of your co-pay and deductible (if applicable) at the time of the visit.  For non-contracted 

policies, you will be responsible for payment (see below) in full at the time of visit, unless otherwise arranged with your 

therapist or doctor.   

 It is your responsibility to contact your insurance company in order to verify outpatient mental health coverage 

and benefits prior to your first appointment.  Failure to do this will result in your having to pay in full for the session at the 

time of your first appointment.  If you change your insurance company and fail to give us sufficient warning, or fail to get 

pre-approval for continued care, you will be expected to pay for any treatment not covered by your new insurer.   

 In the unfortunate event that accounts become over due, I will attempt to contact you by letter and establish a 

payment plan, if requested.  If all attempts fail and your account continues to be in arrears for more than 90 days I may 

refer your account to either a collections agency or small claims.  If there is a collection fee it will be added to your bill.   

 

 The fees for various types of psychotherapeutic services are listed below.  My billing rate is as follows:  

 Individual and family therapy    $120 (45-50 minutes) 

 Group therapy      $40 per person (1 - 1.5 hours) 

 School meetings/consultation    $120/hour pro-rated 

 Travel       $70/hour pro-rated  

 Court appearances/court elated activities   $250/hour pro-rated   

 Clinical collaboration (telephone) with school personal $120/hour pro-rated   

 Letters, reports, email and treatment summaries  $120/hour pro-rated  

 Clinical telephone conversations 15 minutes or more  $120/hour pro-rated   

 No-show       $70 

 Late cancellations (less than 24 hours)   $50   

 

General:   Patient bill of rights and professional code of ethics are available upon request.  Electronic 

communication: Some insurance companies and effective collegial communication require that I send billing and other 

information electronically (e.g., by facsimile, electronic billing or e-mail).  I cannot guarantee the confidentiality of such 

communications.  If you do not consent to electronic communications, please inform me immediately.   

 

Patient Agreement:  I (we) have received the above Outpatient Service Agreement and authorize the Center for 

Collaborative Change to release information needed to process my insurance claim, authorize payment of insurance to be 

made directly to Center for Collaborative Change, and acknowledge that I am responsible for any balance not covered by 

insurance.   I (we) have read and understand the above policies and procedures and consent to treatment for myself and/or 

my minor child/children. 

 

 

Signature (Client/Parent/guardian): ______________________________________________ Date: ________________ 



Directions 

Our office is located in the Exeter Professional Park at 21 Hampton Road, 

Exeter, NH.  Building 1 

Traveling South on 101:  Take exit 12, at the bottom of the off ramp take a 

Right. In less than 1/4 mile take a right on to Hampton Road (route 111/Route 

27 East).  21 Hampton Road will be on your left. 

Traveling North on 101:  Take exit 12, at the bottom of the off ramp take a 

left. In less than 1/4 mile take a right on to Hampton Road (route 111/Route 27 

East).   21 Hampton Road will be on your left. 

Traveling West on Portsmouth Ave/Route 108:  Take 108 

toward Exeter, go past Exeter Hospital Main entrance and at 

“T” take a left on to High Street (which turns into Hampton 

Road). 

From downtown Exeter take High Street (route 27/111) 

toward Hampton.  High Street turns into Hampton Road.  When 

you pass Churchills Gardens (on the left) we are the second 

driveway on the right. 
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Insurance Company Questionnaire 
 

Because all insurance companies have different Mental Health Benefits 

please be sure that you call your insurance company and obtain the following information.  

Failure to do so may result in fees being billed to you directly. 

 

1. Name of Insurance Customer Service Rep.                                  _______________________________ 

 

2. Does my insurance require pre-authorization.                              Yes    No   (circle one) 

 

3. Effective Date of Coverage:                                                          _______________________________ 

 

4. If so, what is the AUTHORIZATION NUMBER:                       _______________________________ 

 

5. Number of sessions authorized:                                                    _______________________________ 

 

6. Start Date of Authorization:                                                          _______________________________ 

 

7. End Date of Authorization:                                                            _______________________________ 

 

8. Maximum Sessions/total amount of sessions allowed per year:    _______________________________ 

 

9. Deductable:                                                                                     _______________________________ 

 

10. Co-Pay:                                                                                            _______________________________ 

 

11. Insurance phone number (on back of card):                                    _______________________________ 

 

12. Type of “CPT” Codes authorized:                                                   _______________________________ 

 

13. Address for MENTAL HEALTH CLAIMS:                                    _______________________________ 

 

                                  _______________________________ 

 

                                                                                                                      _______________________________ 

 

If not completed we will bill the subscriber or responsible party full fee.  The subscriber or responsible party is 

responsible to get any required Initial Authorizations prior to your first appointment. 

 

 

 

Thank you, the information above can be crucial in minimizing your out of pocket expenses. 
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Center for Collaborative Change 
REGISTRATION FORM 

(Please Print) 

Today’s Date:       PCP:       

PATIENT INFORMATION 

Patient’s last name:  First:  Middle:  
 

Marital status or parents marital status: 

                                                                                             Single    Mar    Div    Sep    Wid  

Is this your legal name? If not, what is your legal name? (Former name): Birth date: Age: Gender: 

 Yes  No                          M  F 

Street address: Social Security no.: Employer: 

                  

P.O. box: City: State: ZIP Code: 

                        

Cell Phone Number: Home phone  Number: Email: 

(     )       (     )             

Name of referring source:       

 

INSURANCE INFORMATION 

(Please provide copy of your insurance card to the receptionist.) 

Person responsible for bill: Birth date: Address (if different): Home phone no.: 

                  (     )       

Occupation: Employer: Employer address: Employer phone no.: 

                  (     )       

Please indicate primary 

insurance 
 Anthem BC/BS  Aetna  UBH 

 Harvard 

Pilgrim 
 Cigna 

 Healthy Kids 

Silver 

 Healthy Kids 

Gold 
 United Health  Tricare  Other       

Subscriber’s name: Subscriber’s S.S. no.: Birth date: Group no.: Policy no.: 
Co-

payment: 

                              $       

Patient’s relationship to subscriber:  Self  Spouse  Child  Other       

Name of secondary insurance (if 

applicable): 
Subscriber’s name: Group no.: Policy no.: 

                        

Patient’s relationship to subscriber:  Self  Spouse  Child  Other       

 

IN CASE OF EMERGENCY 

Name of local friend or relative (not living at same address): 
Relationship to 

patient: 
Home phone no.: Work phone no.: 

            (     )       (     )       

The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I 

understand that I am financially responsible for any balance. I also authorize Center for Collaborative Change or insurance company 

to release any information required to process my claims.   

     

 Patient/Guardian signature  Date  



Benjamin C. Hillyard, M.Ed. LCMHC 
21 Hampton Road, Building 1 

Exeter, NH 03833 

603-686-5169, 603-686-5008 (F) 

www.CenterForCollaborativeChange.com 

 

Notice of Privacy Practices 
 

This Notice describes how medical information about you may be used and disclosed and how you can get access to this 

information.   

 

Please review this notice carefully 

 

Your client file may contain personal information about your health and/or the health of your children.  This information 

is referred to as Protected Health Information (PHI).  This notice of Privacy Practices describes how we may use and 

disclose your PHI in accordance with applicable law.  It also describes your rights regarding how you may gain access to 

and control your PHI. 

 

We are required by law to maintain the privacy of PHI and to provide you with notice of our legal duties and privacy 

practices.  We reserve the right to charge the terms of our Privacy Practices and will inform you if we do so. 

 

How we may use and disclose health information 

 

Service Related: Your PHI may be used and disclosed by those who are involved in your care for the purpose of 

providing, coordinating or managing your services.  This includes consultation with clinical supervisors or other care team 

members. 

 

Business Related: We may use or disclose, as needed, your PHI in order to support our business activities such as 

confirming appointment, billing, accounting, collections, quality assurance and utilization review.  We do require outside 

consultants sign a privacy contract to help insure confidentiality.  

 

All other uses and disclosures of PHI will be made only with your written authorization with the following exceptions: 

 

 When required by law, such as the mandatory reporting of child abuse or neglect, imminent danger or mandatory 

audits from government agencies or boards. 

 Required by Court Order 

 

Your Rights Regarding Your PHI 

 

 The right to request restrictions on certain uses and disclosures, including to family members, other relatives, 

close friends or others identified by you.  We are, however, not required to agree to a requested restriction. If we 

do agree to a restriction, we must abide by it unless you agree in writing to remove it. 

 The right to reasonable requests to receive confidential communications of PHI. 

 The right to inspect and copy your PHI. 

 The right to request an amendment of your PHI. 

 The right to receive and accounting of disclosures of PHI. 

 The right to obtain a paper copy of this notice from us upon request. 

 

Complaints If you believe we have violated your privacy rights, you have the right to file a complaint in writing with our 

Privacy Officer or the Secretary of Health and Human Services at 200 Independence Avenue, S.W. Washington, DC. 

 

 
Signature (Client/Parent/guardian): ______________________________________________ Date: ________________ 
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Communication and Additional Services/Fees 

 

Communication 
 Email communication available upon the completion of appropriate release (non-emergency).  

 Web site: www.centerforcollaborativechange.com  

Academic Support 
 Coaching – Bridging the gap between motivation and follow-through 

 Home work Club – Unique Therapeutic and Academic solution for frustrated parents and 

students.  

 Tutoring – Integrated with mental health assessment, Teacher to Teacher collaboration. 

 

Office Manager – Tiffany Sailor 
 Billing and Support 

 Scheduling appointments 

 The Collaborative – newsletter  author  

 Direct Contact Hours are subject to change but email and phone communication is checked on 

a daily basis. Non-emergency calls returned within 24 hours (603-686-5169) 

 

 

Educational Consultation 
 One Page – a unique communication and collaboration tool for your child’s support system. 

 Bullying Prevention 

 Systemic parent/teacher enhancements, special education conflict prevention/resolution 

 Student specific consultation 

 Team support/effective home-to-school communication/consultation. 

 

Collaborative Fees 
 Due to the extensive collaboration required for effective treatment, I reserve the right to charge 

for all clinical activities such as phone discussions, record reviews, email communication, off-

site meetings and letter writing. 

 This may result in bills that are beyond the typical medical/mental health co-pay and/or 

deductable.   

   

 

The best way to help children is to connect all stakeholders…THUS 

Collaboration… 

http://www.centerforcollaborativechange.com/
http://www.centerforcollaborativechange.com/

