Disclosure Form
Consultation Disclosure Form

Theus W Rogers, DC/Psy, LPC

The Wellness Group

1240 Wildwood Ave

Columbus, GA 31906



Telephone:  706-321-9800

Fax:
      706-321-8284


In order to obtain consultation over the telephone, please print, complete, sign and date in blue ink and mail this document to:


Theus W Rogers, PC

P.O. Box 9793

Columbus, GA  31908


I request that my consultation records contain only the following information:


My Name and Address

Fee Arrangement and Payment Record

Dates of Consultations

Disclosure Form signed and dated by counselor and client.

Problem check list.



NAME: _________________________________________________________

Home Telephone: _________________________________________________


Address: ________________________________________________________
_______________________________________________________________
Nature of your consultation request: _______________________________________________________________________________________________


_______________________________________________________________________________________________


My signature below indicates that I have a copy of the Disclosure Statement provided by Theus W Rogers, PC and understand the terms therein.


I understand the services offered and I authorized them, and that I may terminate services at any time.

I understand that Theus W Rogers, PC, may refuse services or may refer me to another therapist if he determines that my needs are beyond those suited for telephone consultation.


I agree to payment in advance of $95 per hour by credit card authorization, and that upon my being given a schedule appointment, I must call at the contracted time.  If I fail to call at the contracted time, then, it is understood that I have defaulted and that I am not entitled to a refund.   An appointment is a contract for Theus W Rogers’ time and cannot be cancelled unless by 24 hour notice.  It can be rescheduled, but payments are not refundable.


I agree to hold harmless, Theus W Rogers, PC, The Wellness Group, Inc. for any and all damages that result from my failure to fully disclose the nature of my consulting request to Theus W Rogers, PC.

HIPAA:  I attest by my signature below that I understand the restrictions of HIPAA regarding health information, and that my information will not be disclosed unless I sign a release regarding my communications with Theus W Rogers, PC.  I understand that I will not be given a mental health diagnosis in connection with my consultation with Theus W Rogers, PC.  
I understand that certain communications are not protected, such as, that I am being abused physically, emotionally or sexually, or that I am abusing a child or elderly person, or that I am threatening to do harm to someone, or that Theus W Rogers, PC has a reasonable cause to believe that abuse or threatened harm may be occurring.
  
Name on Credit Card_________________________________________Expiration Date ______________________


Credit Card Number__________________________________________Security Code_______________________

Name on Credit Card _____________________________________________________________________________


Client Signature (blue ink) _________________________________________________________________


Theus W Rogers, PC (blue ink)​​_____________________________________________________________



Telephone consultation is not suited for major depression with suicidal ideation or gestures, marital counseling, or alcohol and drug issues.  It is more suited for communication issues, parenting issues, moderate anxiety or panic issues, excessive worry, general relationship issues, anger management, and sports performance enhancement, 

