
CONSENT TO TREATMENT 
Paragon Health Services, LLC 

CONFIDENTIALITY: Paragon Health Services holds to the highest professional ethics to protect the confi-
dentiality of  clients. Our work and discussions with you are confidential. If  you choose to use insurance as part 
of  your payment for services, the insurance company requires us to send basic information about diagnosis 
and treatment. No other information will be released without your written consent unless mandated by law. 
Possible exceptions to confidentiality as required by law include: 

• If  there is the threat of  serious bodily harm to yourself  or others, we are required to take protec-
tive actions, which may include notifying the potential victim, notifying the police, or seeking ap-
propriate hospitalization.  

• If  there is any indication of  abuse to a child, an elderly person, or a disabled person, even if  it is 
about someone other than yourself, we must file a report with the appropriate state agency.  

• If  a judge issues a court order requiring testimony from our staff.  
• If, due to mental illness, you are unable to meet your basic needs, such as clothing, food, and shel-

ter, we may have to disclose information in order to work with agencies to provide for your basic 
needs. 

MEDICAL AND MENTAL HEALTH RECORDS: Both the law and the standards of  our profession 
require us to keep appropriate treatment records. We are able to prepare summaries upon request. 

MEDICATIONS: When using medication, we explain the risks, benefits, government warnings, common 
side effects, severe side effects, and alternatives (which always includes the use of  no medication). We are 
always happy to discuss any questions about medications that you may have. 

MEDICATION REFILLS: Please do not have your pharmacy call us for medication refills. We do not 
refill medications without evaluating our patients to check that the therapeutic goals are being met. We 
may ask that you come in for an appointment if  needed before any refill.   

FOLLOW-UP APPOINTMENT REQUIREMENTS: It is important for you to keep your scheduled 
follow-up appointments. Appointments are made for every three (3) months at a minimum but an ap-
pointment may be made sooner if  needed. If  there is more than three (3) months between appointments, 
you will no longer be considered an “active” patient and medication refills will no longer be provided.  

CANCELLATIONS AND NO-SHOW POLICY: Once your appointment is scheduled, you will be ex-
pected to pay for it unless you provide at least 24 business hours advance notice of  cancellation. Business 
hours are considered to be weekdays 8 AM-5 PM Pacific time. This means that if  you have an appoint-
ment on a Monday at 4 pm, you must cancel by Friday of  the previous week by 4 pm to avoid being 
charged. If  you do not provide at least 24 business-hours notice, or fail to show for a scheduled appoint-
ment, you will be responsible for the full cost of  the session.  The cost of  missed appointments and/or late 
cancellations is $495 for an initial appointment, $275 for an hour appointment, $195 for a half-hour ap-
pointment. Please be aware, if  you are using insurance to help cover your treatment costs, the cost of  
missed appointments and/or late cancellations is not covered by your insurance company so this would be 
an "out-of-pocket" expense. 

CONTACTING THE OFFICE: Emergency or acute care is not available through Paragon Health Ser-
vices, LLC. If  an emergency arises at any time, you should immediately contact the near-

Page 1 of  3



est emergency room or call 911 and describe your circumstances. You can also walk into the emergency 
room at any hospital and report your situation. 

For non-urgent issues, we leave choices on how to contact us via voicemail. While we make every attempt 
to return voicemails the same day they are received, response can take one to two business days.  We will 
leave contact information of  a trusted colleague who will cover our calls if  staff  are not available for an 
extended period of  time. Email is not the appropriate way to communicate confidential information and/
or urgent issues. 

ELECTRONIC MAIL: Email is not a confidential way to communicate. It should be used only for 
scheduling appointments or nonclinical messages. Emails are generally checked once during the weekday 
and should not be used for urgent questions or concerns. 

PROFESSIONAL FEES: Patient costs are difficult to estimate because the fees will depend your insur-
ance plan and whether you plan to use insurance to cover the costs of  treatment. 

Initial assessments are typically scheduled for 75 minutes. Follow-up appointments are typically scheduled 
for either 30 minutes or 60 minutes, including time for documentation. That means that face-to-face ses-
sions are either 20 to 25 minutes for the “clinical half  hour” appointment or 45 to 50 minutes for a “clini-
cal hour” appointment.  

For patients planning to pay out-of-pocket for services, the charges will be negotiated before time of  ser-
vice and will be due at time of  service.  An additional 10% fee will be charged for all fees not paid at time 
of  service.  

For services occurring outside of  scheduled clinic appointments, including but not limited, writing reports, 
preparing treatment summaries, participating in court proceedings (even if  your treating clinician is re-
quired to testify by a third party), or spending time performing other services you may request, the charge 
will be billed in blocks of  10 minutes at $50 per block. These services may or may not be covered by in-
surance; please refer to your individual policy for information regarding insurance coverage.  If  not cov-
ered by insurance, patients will be responsible for these bills. Payment is due at time of  service.  A 10% 
additional fee will be charged for all fees not paid at time of  service.  

Phone calls will be charged at a rate of  $50 for a 5 to 10 minute phone discussion, $100 for an 11 to 20 
minute phone discussion, $150 for a 21 minute to 30 minute phone discussion. Please take note, charges 
related to phone discussion may or may not be covered by your insurance; please review your individual 
insurance policy for information regarding insurance coverage. If  not covered by insurance, patients will 
be responsible for these bills. A 10% additional fee will be charged for all fees not paid at time of  service.  

INSURANCE/BILLING/PAYMENTS: At Paragon Health Services, LLC, we are on select insurance 
panels. We are considered an "out-of-network provider" for other plans. We do not take Medicare, Med-
icaid, and/or Oregon Health Plan; neither a patient nor our staff  is able to seek reimbursement from 
these sources.  If  you're planning to use insurance to help cover your treatment costs, please contact your 
insurance company to ensure that your treatment will be covered. 

If  you are using insurance coverage, you have the choice of  paying your co-pay (if  one is part of  your in-
surance coverage) by check, cash, or credit card at time of  service; otherwise, copayment and/or coinsur-
ance will be billed to you at a later date.  
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If  you are planning to pay out-of-pocket for your treatment costs, please be prepared to pay by check at 
the time of  service. If  your account has payment that is overdue for more than 60 days, we have the op-
tion of  using legal means to secure payment including collection agencies and/or Small Claims Court. 

LEGAL TESTIMONY: It is rare but legal matters requiring the testimony of  a mental health professional 
can and do arise. Legal testimony can often be damaging to the relationship between a patient and his/
her therapist or physician. As such, we require that you employ an independent forensic psychiatric ser-
vices should this type of  evaluation or testimony be required.  

Your signature below indicates that you have read and understand this treatment consent form, that you 
have asked any questions to help with your understanding, and that you agree to follow the terms during 
our professional relationship.  

___________________________________________________________ Patient Name (print)  

X_____________________________________________________________________ Signature of  pa-
tient or Responsible Party 
_________/_________/_______________ Date 

I agree to communication via email at jlloyd@paragonhelathservices.net for appointment scheduling and 
non-clinical content only. I understand that email is not a secure form form of  communication and I am 
willing to accept this risk. 
Initials ____________. 
Email address acceptable for the above type of  communication (not a work email which is not protected 
from discovery) _________________________________. 

I agree to communication via text at (971) 301-4779 for appointment scheduling and non-clinical content 
only. I understand that text is not a secure form of  communication and I am willing to accept this risk. 
Initials ____________. 
Phone number (not a work number) acceptable for the above type of  communication 
_________________________________. 

Updated 5/14/18.
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