Christian Counseling Centers of Indiana, LLC
Four Factor Treatment Model

The Four Factor Treatment Model is my model for patient treatment. As a Christian counselor I want to base my treatment both on Christian principles and sound psychological practices. Therefore, we will examine the following four factors and their interrelationships in our treatment process together. 
Issues and Concerns is the first factor we examine together. Why you are here and how you want me to help you is very important to me. I want to consider your current issues and concerns as well as the crisis that brought you to me in the first place. As we work together we also want to consider if this is a present crisis that has recently developed due to the circumstances of your current life that we all find ourselves in from time to time or whether it has also some roots in the past that might be playing a part in your present. We will use the Identifying Information to obtain a brief history and Personal Inventory to look for current issues that need to be addressed. In addition, if there was abuse or neglect in the past we will use a Memory List to help identify any issues or concerns in this area.

Personality is the second factor we consider. I know that everyone is unique and sees the world differently. While those differences make us interesting people and who we are, they also sometimes make it difficult for us to deal with people who are different from us and may contribute to whatever else you are dealing with. Understanding your personality from a normal perspective allows you to both accept yourself and helps you to better relate to others who are different from you. I use the Discipleship Inventory to develop a normal understanding and acceptance of who you are. 

Symptoms are the third factor we consider. My concern for you is multifaceted. Are there symptoms that you have acquired or are demonstrating that could be affecting your ability to function or live a satisfying life? I use the Symptom Checklist or Marital Satisfaction Inventory to help determine this. If you indicate a number of symptoms or specific severity of symptoms I may ask you to consider taking additional tests or assessments to help better determine symptom severity and type of symptoms that may need to be treated. If I find certain symptoms present I may recommend either further evaluation or a referral to another treatment provider such as your physician for further consideration and treatment. 

Spirituality is the fourth factor we look at. I believe we were created beings that are both physical and spiritual. In examining your spirituality we can have a better understanding of who you are as an individual and who you are in your relationship to God. As you understand and develop your spirituality you are better able to deal with life and its issues. I use the God Image Inventory to assess your spirituality. From this we determine both who you see yourself to be and what your God Image is or your spirituality. 

Treatment Planning combines the information from each of these four factors to help determine what you need and want to work on in counseling. In addition, it contributes to determining the length of treatment. Which, generally can be ascertained after the second session. 
Payment Agreement & Cancellation Policy
Please read the following agreement. It explains your financial obligations while under my care and my policies regarding cancellations.

· Payment is always due at the time of service.

· I accept the following forms of payment:

· Cash

· Check

· Visa

· Master Card

If I need to send out an invoice for payment, a $10 fee will be added.

There will be a $20.00 charge for checks returned for insufficient funds.

Insurance

I do not accept insurance, however: the receipt that you are given will have the insurance code numbers that you will need to file for your insurance.

Appointments

The standard practice is for your next appointment to be set up at the close of your session.  If you are going to be continuing, it is best to set up a regular and ongoing appointment time.  
Appointment Cancellations

It is your responsibility to remember and make appropriate arrangements to keep your appointment.  If for any reason you cannot keep your appointment please contact me by e-mail at cms1060@frontier.com, or call or text me @ 260-442-7747 at least by 9:00 a.m. on the day of your appointment.  A 24 hour cancellation would be very helpful.

Although I recognize that there are sometimes valid reasons for no shows and late cancellations, these actions place a scheduling, staffing and financial burden on me and prevent other patients from getting appointments they request.
My goal is not to penalize, but rather to allocate my time efficiently and according to patient needs. 
Cancellations received after 9 a.m. and no shows will be charged at the full fee assigned to your appointment, except for personal emergencies or dangerous travel conditions due to the weather.

If a church or someone else is helping you to pay, you will be responsible for the total charge.  
(Example: If your fee is $80 and the church or someone else is paying $25.00 of your fee, and you pay
$55.00, you will be billed for the entire $80.00 in case of a no show or no cancellation prior to 9am)

Phone Consultations
I bill for consultations. They require the same time and expertise as office visits.  Billing for phone consultations, e-mails or long texts requiring several exchanges is, however, at my discretion. I may choose not to bill you if the nature of the consultation is uncomplicated, such as taking a minute to answer a question about your treatment or to answer a quick question. If any type of extended discussion ensues or if a number of questions need to be addressed, it is likely I will bill for the consultation.
CONFIDENTIALITY
Law protects what you say in a counseling relationship. I will work hard to protect your confidentiality and your legal rights to privacy under the law. Disclosure may be required in the following circumstances:
1. Where there is information of child abuse or abuse to a dependent or elder adult.
2. When the patient communicates a threat of bodily injury to others.
3. When the patient is suicidal.
4. Physical injury due to violence.
5. When disclosure is required pursuant to a legal proceeding.
EMERGENGY PROCEDURES

If you need to contact me between sessions, please text or call me(if necessary, please leave a message) at 1-260-442-7747 or send me an e-mail at cms1060@frontier.com. l will contact you as soon as possible. If your call is an emergency please call 911 or go to the nearest hospital emergency room. 

By signing this payment agreement & cancellation policy, you are indicating that you understand and agree to the terms of service explained above. 

____________________________________________________________________________________
Name of Patient (Legal Guardian if patient under age 18) 
_______________________________________________________ Date: _______________________

Patient’s Signature
_______________________________________________________Date: _______________________
Signature of Parent/ Legal Guardian (if patient under age 18)

 ________________________________________________ Date: ________________________
Colleen Sanderson, MS, LMHC

CHRISTIAN COUNSELING CENTERS OF INDIANA
If you attend Avalon Missionary Church, Emmanuel Community Church, or if your church or anyone else will be assisting in your payments, please let me know so I can adjust your part of the fee accordingly.
My usual and customary session fee is $110 for a 50 minute session.  

In addition to weekly appointments, I charge $110 for other professional services you may need. I will pro rate the cost if I work for periods less than 1 hour. Other services may include, but are not limited to: report writing, consulting with other professionals with your permission, legal proceedings, etc.  See our complete Psychotherapist/Counselor-Patient/Client Services Agreement on our website at CCCOI.org.  

However, if you feel you cannot afford $110, I can offer a hardship scale for counseling only, based on your families yearly gross income. Please review the following chart carefully and select the fee that coordinates with your family’s gross income. Fill that amount in the appropriate blank. 
Hardship Scale Fees
1. Your fee is $110 if your combined family income is between $90,001 and $100,000.

2. Your fee is $100 if your combined family income is between $80,001 and $90,000.
3. Your fee is $90 if your combined family income is between $70,001 and $80,000.

4. Your fee is $80 if your combined family income is between $60,001 and $70,000.

5. Your fee is $70 if your combined family income is between $50,001 and $60,000. 

6. Your fee is $60 if your combined family income is below $50,000 
Based on the hardship scale my fee is _____________.  I understand that this may be reviewed in February of each year.

Name: (Print)    ________________________________________________________
Patient/guardian Signature:  _____________________________ Date​​​​​​​​​​​​​​​​​​​​​​​​​​__________
Colleen’s Signature ______________________________ Date _________________

                                       Colleen Sanderson, MS, LMHC
CHRISTIAN COUNSELING CENTERS OF INDIANA
CONSENT FOR MENTAL HEALTH SERVICES

The State of Indiana requires all individuals sign a consent form before beginning services. Please complete the following information, read the statement below with the fee, and sign at the bottom if you consent to services. You and your spouse (if applicable) need to complete separate forms.

CONFIDENTIAL INFORMATION

First Name_____________________________ MI_____ Last Name_____________________________

Address_____________________________________ City_______________ State____ Zip__________

E-mail _____________________________________________Cell Phone ________________________ 

Date of Birth _____________________
Identification # _______________________________






                      SS # or Driver’s license # or other.


INFORMED CONSENT

I, the undersigned, agree and consent to participate in the mental health services offered and provided by Colleen Sanderson, MS, LMHC., a licensed mental health counselor as defined by Indiana law. I understand that I am consenting and agreeing only to those mental health services that Colleen Sanderson, MS, LMHC is qualified to provide within the scope of her license, training, and supervision. I understand that my fee is $       per 25 minutes per session and is payable at the time of each session unless prior arrangements have been made. I understand that if at the end of the month it is necessary to send an invoice for the amount I owe, a $10.00 Billing fee will be added. I understand that I will be given a receipt at time of service for each session in the form of a super bill that contains all the information insurance companies normally need for reimbursement. It is my responsibility to pay my fee at time of service, submit my own claims to any third party payers such as insurance companies, and have any reimbursement due be sent directly to me should any reimbursement be owed. Colleen Sanderson, MS, LMHC is not in any way responsible for any reimbursement I may seek from third party payers.

I understand the policy for canceling scheduled appointments before 9:00 am of the day of my appointment and agree to adhere to the policy.  All information shared with Colleen Sanderson, MS, LMHC is confidential except as allowed or called for under the laws of the State of Indiana or in the case where a couple or family is being counseled individually and information needs to be exchanged for therapeutic purposes or in the case where a church is paying or co-paying and information needs to be exchanged for billing or treatment purposes, except where the client notifies otherwise in writing.  

I acknowledge I have read and understand the above information and a copy of the HIPPA notice is available to me on the CCCOI.org website.

Patient’s Name ______________________________________________________________________
Patient’s or Parent’s Signature ___________________________________Date __________________
 (A parent or guardian’s signature is required by state law if the patient is under the age of 18)

Colleen’s Signature ___________________________________________ Date _________________
                                             Colleen Sanderson, MS, LMHC
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