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Family Guidance Center 
Attendance/Discharge Policy 

 
 
The Staff at Family Guidance Center is dedicated to providing the highest quality service to our 
clients and their family. Consistent attendance and active participation in treatment is required to 
obtain the optimal treatment outcome. To adhere to this policy we ask that you acknowledge the 
following guidelines: 
 
1. If you must cancel a session, please give Family Guidance Center at least 24 hours 

notice. Please call your therapist to make them aware of your circumstances. 
2. If you do not call to cancel a session or call less than 24 hours before your scheduled 

session, it is considered a NO SHOW. Two consecutive NO SHOWS or three 
nonconsecutive NO SHOWS may result in your case being closed. 

3. If you have excessive cancellations (3 or more within a 2 month period) it may result in 
your case being closed unless there are extraordinary circumstances. 

4. For Clients who are in need of psychiatric medication, the client must first enroll in our 
therapy program, and remain actively engaged in on-going therapy in order to receive a 
psychiatric evaluation and medication management.   

5. If you miss an appointment with the Doctor, prescription renewal cannot be guaranteed. 
Medications can be an important part of treatment. The Doctor needs to see you to 
evaluate the medications and ensure optimal results. Phone in prescriptions will only be 
considered one time in a 12 month period. 

 
Discharge may also be the result of, but not limited to, the following: 
 
1. Goals are achieved or goals are not achieved but client is satisfied with the progress. 
2. Client is no longer eligible for services through their insurance plan and is ineligible, 

unable or unwilling to participate in Family Guidance Center’s sliding fee scale. 
3. Client becomes physically, emotionally, or verbally abusive to self or others resulting in 

removal from Family Guidance Center’s premise. 
4. Client needs a higher level of care or a service that is not provided by Family Guidance 

Center. 
5. Client is not maintaining confidentiality of others. 
6. No contact for 3 months or more with no future appointments. 
7. A Director has the right to review all cases for attendance and progress and make 

recommendations for discharge. 
 
I acknowledge the above and agree to adhere to the Attendance/Discharge policy to the best 
of my ability by signing the Consent Agreement Form 111-MH. 
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Notice of Privacy Practices  
Family Guidance Center     Phone: 610-374-4963 

1235 Penn Ave.      Fax: 610-374-2151 

Suites 200, 205, 206, & 306 

Wyomissing, PA 19610 

Effective Date: April 14, 2003    Revised Date: July 25, 2017 

Your Information. Your Rights. Our Responsibilities. 

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. 

Your Rights 

When it comes to your health information, you have certain rights. This section 
explains your rights and some of our responsibilities to help you. 

1. Get an electronic or paper copy of your medical record  

 You can ask to see or get an electronic or paper copy of your medical record 
and other health information we have about you. Ask us how to do this.  

 We will provide a copy or a summary of your health information, usually within 
30 days of your request. We may charge a reasonable, cost-based fee. 

2. Ask us to correct your medical record 

 You can ask us to correct health information about you that you think is 
incorrect or incomplete. Ask us how to do this. 

 We may say “no” to your request, but we’ll tell you why in writing within 60 
days. 

3. Request confidential communications 

 You can ask us to contact you in a specific way (for example, home or office 
phone) or to send mail to a different address.  

 We will say “yes” to all reasonable requests. 

4. Ask us to limit what we use or share 

 You can ask us not to use or share certain health information for treatment, 
payment, or our operations. We are not required to agree to your request, and 
we may say “no” if it would affect your care. 
 

 If you pay for a service or health care item out-of-pocket in full, you can ask 
us not to share that information for the purpose of payment or our operations 
with your health insurer. We will say “yes” unless a law requires us to share 
that information. 
 

5. Get a list of those with whom we’ve shared information 

 You can ask for a list (accounting) of the times we’ve shared your health 
information for six years prior to the date you ask, who we shared it with, and 
why. 
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 We will include all the disclosures except for those about treatment, payment, 
and health care operations, and certain other disclosures (such as any you 
asked us to make). We’ll provide one accounting a year for free but will 
charge a reasonable, cost-based fee if you ask for another one within 12 
months. 

6. Get a copy of this Privacy Notice 

 You can ask for a paper copy of this Notice at any time, even if you have 
agreed to receive the Notice electronically. We will provide you with a paper 
copy promptly. 

7. Choose someone to act for you 

 If you have given someone medical power of attorney or if someone is your 
legal guardian, that person can exercise your rights and make choices about 
your health information. 

 We will make sure the person has this authority and can act for you before we 
take any action. 

8. File a complaint if you feel your rights are violated 

 You can complain if you feel we have violated your rights by contacting us 
using the information at the end of this document. 

 You can file a complaint with the U.S. Department of Health and Human 
Services Office for Civil Rights by sending a letter to 200 Independence 
Avenue, S.W., Washington, D.C. 20201, calling 1-877-696-6775.Avenue, 
S.W., Washington, D.C. 20201, calling 1-877-696-6775, or visiting: 
www.hhs.gov/ocr/privacy/hippa/complaints/.  

 We will not retaliate against you for filing a complaint. 

Your Choices 

For certain health information, you can tell us your choices about what we share.  

If you have a clear preference for how we share your information in the situations 
described below, talk to us. Tell us what you want us to do, and we will follow your 
instructions. 

1. In the situations below, you have both the right and choice to tell us to: 

 Share information with your family, close friends, or others involved in your 
care 

 Share information in a disaster relief situation 
 Include your information in a hospital directory 
If you are not able to tell us your preference, for example if you are unconscious, 
we may go ahead and share your information if we believe it is in your best 
interest. We may also share your information when needed to lessen a serious 
and imminent threat to health or safety. 

2. In the situations below, we never share your information unless you give 
us written permission: 

 Marketing purposes 
 Sale of your information 
 Most sharing of psychotherapy notes 

3. In the case of fundraising: 
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 We may contact you for fundraising efforts, but you can tell us not to contact 
you again. 

Our Uses and Disclosures 

How do we typically use or share your health information?  

We typically use or share your health information in the following ways: 

1. Treat you 

 We can use your health information and share it with other professionals who 
are treating you. 
Example: A doctor treating you for an injury asks another doctor about your 
overall health condition. 

2. Run our organization 

 We can use and share your health information to run our practice, improve 
your care, and contact you when necessary. 
Example: We use health information about you to manage your treatment and 
services.  

3. Bill for your services 

 We can use and share your health information to bill and get payment from 
health plans or other entities.  
Example: We give information about you to your health insurance plan so it 
will pay for your services.  

How Else Can We Use or Share Your Health Information?  

We are allowed or required to share your information in other ways – usually in ways 
that contribute to the public good, such as public health and research. We have to meet 
many conditions in the law before we can share your information for these purposes. 
For more information, see:  
www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html. 

1. Help with public health and safety issues 

We can share health information about you for certain situations such as:  

 Preventing disease 

 Helping with product recalls 

 Reporting adverse reactions to medications 

 Reporting suspected abuse, neglect, or domestic violence 

 Preventing or reducing a serious threat to anyone’s health or safety 

2. Do research 

We can use or share your information for health research. 

3. Comply with the law 

We will share information about you if state or federal laws require it, including 
with the Department of Health and Human Services if it wants to see that we’re 
complying with federal privacy law. 

4. Respond to organ and tissue donation requests 
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We can share health information about you with organ procurement 
organizations. 

5. Work with a medical examiner or funeral director 

We can share health information with a coroner, medical examiner, or funeral 
director when an individual dies. 

6. Address workers’ compensation, law enforcement, and other government 
requests 

We can use or share health information about you: 

 For workers’ compensation claims 

 For law enforcement purposes or with a law enforcement official 

 With health oversight agencies for activities authorized by law 

 For special government functions such as military, national security, and 
presidential protective services 

7. Respond to lawsuits and legal actions 

We can share health information about you in response to a court or 
administrative order, or in response to a subpoena. 

State-Specific Disclosure Restrictions 

Pennsylvania Health Privacy Law 

Except as required by law, we will not share any HIV-related information, mental 
health or substance abuse treatment records without your written permission. 

Our Responsibilities 

1. We are required by law to maintain the privacy and security of your protected 
health information.  

2. We will let you know promptly if a breach occurs that may have compromised the 
privacy or security of your information. 

3. We must follow the duties and privacy practices described in this Notice and give 
you a copy of it.  

4. We will not use or share your information other than as described here unless 
you tell us we can in writing. If you tell us we can, you may change your mind at 
any time. Let us know in writing if you change your mind.  

 
For more information, see:  
www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html 

Changes to the Terms of this Notice 

We can change the terms of this Notice, and the changes will apply to all information we 
have about you. The new Notice will be available upon request, in our office, and on our 
web site. 

Complaints 

If you believe your privacy rights have been violated, contact our Practice Privacy 
Officer at:     Telephone number: 610-374-4963 

I acknowledge the above and agree to adhere to the Notice of Privacy Practices to 
the best of my ability by signing the Consent Agreement Form 111-MH. 
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FAMILY GUIDANCE CENTER 
CLIENT’S CONSENT TO TREATMENT 

RIGHTS AND RESPONSIBILITIES POLICY 
 

   
The staff at Family Guidance Center is dedicated in providing the best quality services to our clients and their 
family.  In doing so, we want to educate you regarding your rights and responsibilities. 
 
YOUR RIGHTS AS A CLIENT 
 
1. To retain all civil rights and liberties as provided by law. 

 
2. To be treated with dignity regardless of race, color, creed, religion, national origin, ancestry, ethnicity, 

gender, sexual orientation, marital status, age or physical/cognitive challenge and shall not be excluded 
or denied services. 

 
3. To know your specific diagnosis, proposed treatment and any risks explained to you by your therapist 

and to actively participate in the development of your treatment plan. 
 

4. To be able to inspect your records with the therapist or other staff present, subject to the following 
limitations: 

 
A. A licensed healthcare professional may temporarily remove portions of the records prior to the 

inspection by you if he/she determines that the information may be detrimental if presented to 
you.  Reasons for removing sections, homicide, suicide or reasonable likelihood of physical 
endangerment to self or others, shall be documented and kept on file. 

 
B. By letter, you have the right to appeal a decision limiting access to your records to the 

Executive Director.  The Executive Director will get back to you via letter within 30 days of 
receipt of your letter. 

 
C. By letter to the Executive Director, you have the right to request the correction of inaccurate, 

irrelevant, outdated or incomplete information from your records.  The Executive Director will 
get back to you within 30 days of receipt of your letter. 

 
D. By letter to the Executive Director, you have the right to submit rebuttal data or memoranda to 

your own records.  The Executive Director will get back to you within 30 days of receipt of 
your letter. 

 
5. To be made aware of any service charges if there is a change in your payor source. 

 
6. To be able to terminate services unless so ordered by a court of law that attendance is mandatory. 

 
7. If at any time you have a complaint, please address your concern in the following sequence: 

 
A. Speak with your therapist.   
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B. You may initiate a complaint orally or in writing to the Clinical Director. The Clinical Director 
shall respond in writing within 48 hours of receipt of the complaint. You may choose to appeal 
this decision within 10 days of receipt. 

 
C. If you continue to be dissatisfied, you may present your concern in writing to the Executive 

Director of Family Guidance Center within two weeks. 
 

Executive Director 
Family Guidance Center 

1235 Penn Avenue, Suite 206 
Wyomissing, PA.  19610 

 
8. To be assured of confidentiality of client identity and records. 

 
YOUR RESPONSIBILITY AS A CLIENT 
 
1. To actively work with the professional staff towards the completion of your psychosocial assessment.  

If deemed appropriate and necessary, further assessment(s) may be suggested through psychiatric 
and/or psychological evaluation/testing. 

 
2. To actively participate in the development and implementation of your treatment plan.  This includes 

continually reassessing your plan’s objectives and goals. 
 

3. To comply with Family Guidance Center’s policies and plans that include but are not limited to the 
client attendance policy, the client discharge policy and client treatment plan. 

 
4. To give your counselor 24 hours advance notice if you cannot keep your scheduled appointment. 

 
5. To inform the receptionist if there are any changes such as a telephone number, a new residence, a 

different employer or a change in insurance carrier. 
 

6. To meet your financial obligations for the services.  If your check is returned to Family Guidance 
Center for non-sufficient funds, we must now charge you $20 for the returned check. 

 
7. To maintain confidentiality of others. 

 
8. I have been informed of the criteria for admission, treatment, completion and discharge. 
 
 
I hereby consent to have treatment provided to me. 
 
I acknowledge the above and agree to adhere to the Client’s Rights and Responsibilities Policy to the 
best of my ability by signing the Consent Agreement Form 111-MH.   
 
 
 
 



EMPOWERING PEOPLE TO IMPROVE THE QUALITY OF THEIR PERSONAL AND PROFESSIONAL LIVES 

Family 
Guidance 
Center 

  

1235 Penn Avenue, Suites 205-206, Wyomissing, PA 19610  610.374.4963  610.378.5403 Fax 

 

Original 04/10; Revised 06/10, 01/17 ,8/17,7/18,10/19        98-S   

Boyertown, Hamburg, Kutztown, Wyomissing 
www.familyguidancecenter.com 

Community Supports 
 
Al-Anon        610-373-5237 
Alcoholics Anonymous      610-373-6500 
Area Agency on Aging     610-478-6500 
Co-County Wellness Center (Berks Aids Network)   610-375-6523 
BARTA        610-921-0601 
B-CAP (Berks community action program)    610-376-6571 
BCIU Child Care Line      610-987-8444/800-237-3038 
Berks County Housing Authority     610-370-0822 
Career Link        610-988-1300 
Caron Foundation       610-678-2332 
Central Park United Methodist Food Ministry  610-375-2662 
Children’s Alliance Center      610-898-0535 
Consumer Credit Counseling Services    610-478-0237 
Council on Chemical Abuse      610-376-8669 
County Assistance Office (Welfare)    610-736-4211 
Gamblers Anonymous      855-222-5542 
Greater Berks Food Bank      610-926-5802 
LIHEAP (heating and electric assistance)    610-736-4228/866-857-7095 
Hispanic Center       610-376-3748 
HNL Lab Medicine      610-927-5102 
Hope Rescue Mission      610-375-4224 
Literacy Council of Reading      610-670-9960 
Mental Health Association      610-775-3000 
Mid Penn Legal Services      610-376-8656 
NAMI         610-685-3000 
National Suicide Prevention Lifeline    800-273-8225 or text ‘PA’ to 741-741 
Office of the Governor      717-787-2500 
OVR         610-621-5800 
Public Utility Commission      800-692-7380 
RACC               610-372-4721 
Reading/Berks Bar Assoc.       610-375-4591   
SAFE Berks (BWIC)       844-789-7233/610-373-1206 
Salvation Army       610-373-5208 
Service Access Management (SAM)     610-236-0530 
Social Security       610-320-5235 
Suicide Prevention Lifelines Berks    610-236-0530 or text ‘ruok’ to 484-816-7865  
Treatment Access and Service Center (TASC)   610-375-4426  
         

I acknowledge that I received the Community Support Form  
by signing the Consent Agreement Form 111-MH.  



FAMILY GUIDANCE CENTER 
Financial Obligation Policy/Agreement  
For all Insured and Uninsured Clients 
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We at Family Guidance Center would like to welcome you to our family and thank you for 
choosing us for your mental health needs.  We are committed to providing you with the highest 

quality of care. 

Please read the following to acknowledge your understanding and agreement to abide by our 
Financial Obligation Policy: 

I, as the client or guardian, will present any and ALL active insurance information to the staff at 
Family Guidance Center.  This would be in the form of insurance cards or electronic cards on the 
insurance website. 

I will be responsible for any insurance deductible, co-insurance and/or copay that my insurance 
designates as my responsibility.  I will also be responsible for any services provided that are not 
covered by my insurance and understand that it is my choice to obtain the said non-covered 
services.  Copays are required at the time of service, prior to these services being rendered.  
Payment will be accepted in the form of cash, check or major credit card.   

I understand that there is sliding fee that I may qualify for, if I DON’T have active insurance and 
I meet the income requirements.  I understand that it is my responsibility to provide the 
appropriate paperwork to prove income, in order to be considered for the sliding fee scale.  I 
agree to pay the amount designated by Family Guidance Staff, for each service rendered.  

I understand that it is my responsibility to be familiar with my specific insurance benefits prior to 
treatment beginning.  It is my responsibility to contact the insurance or the employer with any 
questions that I may have, specific to my policy/plan. 

I hereby authorize direct payment of behavioral health benefits to Family Guidance Center.  If 
my insurance reimburses me directly for services provided at FGC, I am aware that I must turn 
this payment over to FGC immediately.  I am also aware and in agreement for FGC to provide all 
necessary client health information, included HIPAA protected information to the insurance 
company for payment purposes.  This authorization will remain in effect until I provide written 
request to terminate the assignment to FGC. 

I understand that if I don’t have behavioral health coverage through my insurer, or LOSE my 
coverage, that I MUST apply for Sliding Fee or I will be financially responsible for all services 
rendered at full rate, until coverage is re-instated. 

I acknowledge the above and agree to adhere to the Financial Obligation Policy/Agreement  
For all Insured and Uninsured Clients to the best of my ability by signing the Consent Agreement Form 
111-MH.   
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Family Guidance Center Telehealth Program 

What is the Family Guidance Center Telehealth Program? 
 This program refers to providing behavioral health services remotely using telecommunication technologies 

such as video conferencing or telephone developed in response to the need to provide behavioral health 
interventions in times of an emergency declaration suspending in-person care.   

How is an appointment made? 
 This service will be offered to all current participants and potential referrals during the emergency response 

time.  A staff member from Family Guidance Center will notify you regarding the date and time for an 
appointment.   

How is telehealth connection made? 
 The telehealth platform and instructions to connect will be provided at time of appointment 

scheduling.  Additional education of process will be available on the Family Guidance Center website.   
What happens during the appointment? 

 You will sign into the telehealth platform.  Your therapist or prescriber will check you in and you will 
see them on your device enabling you to talk to and hear them.  You will have an opportunity to 
interact and develop a treatment plan.  Your session will finish like a regular in person session by 
scheduling follow up sessions as needed. 

Will my information continue to be confidential?  
 Yes, your information will remain confidential.  Electronic systems used will incorporate network and software 

security protocols to protect the confidentiality of client. 
Expected Benefits: 

 Telehealth allows for continuity of care.  
Expected Risks 

 Delays in treatment could occur due to deficiencies or failures of the communication devices. 
 Connections may not be sufficient (e.g. Poor images or Poor sound quality) to allow for effective 

communication. 
Who do I call if I have a crisis or any concerns.  

 You will call 610-374-4963 and press 6 for a true emergency.   
  
I have read and understand the information provided above regarding telehealth services. 

 
I acknowledge the above and agree to adhere to the Telehealth Program to the best of my ability by signing the 
Consent Agreement Form 111-MH.           
  
  


