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Linda M. Parkhill MA, LPC, NCGC 

5086 Hammonds Mill Rd., Falling Waters, WV 25419 

 

 

 
 

Cancellation and Payment Policies 
 

Your insurance company or other third party payer may require and be given information about the type, cost, date, 

treatment plan, diagnosis and medical conditions. By signing this form you are agreeing and authorizing me to 

release information requested to a third party and to allow the third party payments to be made directly to Linda 

Parkhill. You are also agreeing to terms set forth for cancellation of appointments. 

__________________________________________________________________ 

 

 

I, ________________________________________________, (print name), do hereby agree that I am responsible for 

the payment or reimbursement of all services rendered including co-pays and deductibles. It is my responsibility to 

inquire with my insurance company concerning my policy coverage.  

 

I am aware that Linda Parkhill’s fees are as follows: $200 for initial intake session and $180 per session thereafter.  

 

I am aware that therapy appointments typically last 45 minutes and will be scheduled at a time that is convenient for 

all. If I am late more than 10 minutes we may need to reschedule our appointment because it is likely that Linda 

Parkhill will have another appointment after mine. I realize that, for unavoidable reasons, Linda Parkhill may be late 

for an appointment and will agree to wait at least 10 minutes before leaving or thinking the appointment is not 

scheduled.  

 

I am aware that I must call to cancel an appointment at least 24 hours before the time of the appointment. If I do 

not give the 24 hr. notice or do not show for an appointment, I will be charged up to the full amount for that 

appointment. I do not bill the insurance company for missed appointments, these are billed directly to you as the client 

and must be paid on or before your next appointment. Please do not appear at the office during an unscheduled time. 

 

All copays or fees are due at the time of service and may be paid by cash or check or credit card (except 

American Express). Any returned checks will be subjected to a $45 service charge. Any open fees exceeding 90 days 

will be subject to collections or legal assistance for collection unless a written agreement between us has been made. 

There will be a 33% fee added to the balance if your account goes into collection or small claims court. 

 

I am aware that legal action or collection services may be obtained to collect any outstanding fees. In the event of an 

outstanding balance, I am aware that copies of my records cannot be forwarded or received until any balance is paid in 

full.  

 

My signature below shows that I understand and agree with all the above statements. 
 

________________________________________                                ______________ 

Signature(s) of client(s)                                                                           Date 

 

My observation of this person(s) behavior and response give me no reason, in my professional judgment, to believe 

that this person is not fully competent to give informed and willing consent to treatment. 
 

________________________________________                               _______________ 

Signature of Therapist                                                                            Date 
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431 Consent to use and disclose your health information 

 

Linda M. Parkhill, MA, LPC 

5086 Hammonds Mill Rd., Falling Waters, Wv 25419 

Phone: 304-754-7723    Fax: 888-701-4217 

Email: dancemam@frontier.com 

 

This form is an agreement between you, ___________________________________, and Linda Parkhill, LPC. When we use the 

word “you” below, it will mean your child, relative, or other person if you have written his or her name here 

________________________________________. 

 

When we examine, diagnose, treat, or refer you we will be collecting what the law call Protected Health Information (PHI) about 

you. We need this information here to decide on what treatment is best for you and to provide treatment to you. We may also share 

this information with others who provide treatment to you or need it to arrange payment for your treatment or for other business or 

government functions. By signing form below, you are agreeing that information may be released to all who sign this 

agreement/and or Informed Consent.  

 

By signing this form, you are agreeing to let us use your information here and send it to others. The Informed Consent explains in 

more detail your rights and how we can use and share your information. 

 

If you do not sign this consent form agreeing to what is in our Informed Consent we cannot treat you/your child. 
 

In the future we may change how we use and share your information, you have the right to ask us to not use or share some of your 

information and so may change our Informed Consent Practices. If we do change it, you can get a copy by calling us and speaking 

with our privacy Officer. 

 

If you are concerned about some of the information, you have the right to ask us not to use or share some of your information for 

treatment, payment or administrative purposes. You will have to tell us what you want in writing. Although we will try to respect 

your wishes, we are not required to agree with these limitations. However, if we do agree, we promise to comply with your wish. 

 

After you have signed this consent, you have the right to revoke it (by writing a letter telling us you no longer consent) and we will 

comply with your wishes about using or sharing your information from that time on, but we may have already used or shared some 

of your information and cannot change that. 

 

 

___________________________________________                                       _________________ 

Signature of client or minor child                                                                                           Date 

 

 

_____________________________________                                                    _______________________ 

Signature of Custodial Parent or personal representative                                             Relationship to client 

 

 

_________________________________________________                           ________________________ 

Signature of other personal representative                                                                    Relationship to client  

 

 

 

______Copy given to client/parent/personal representative. 
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LINDA PARKHILL, MA, LPC, NCGC 

304-754-7723 

 
LAST NAME _______________________________________ ADDRESS ____________________________________ 

FIRST NAME ________________________M.I. __________     CITY__________________ZIP____________________ 

SSN _______________________________________________ HOME PHONE (       ) - ____- __________ok to call?______ 

DATE OF BIRTH ____________________ AGE _________ MARITAL STATUS ____________________________ 

NAME OF EMPLOYER _____________________________ WORK PHONE (       ) - ____ - __________ok to call?____ 

INSURANCE COMPANY ____________________________ CELL PHONE   (       ) -  ____ - __________ok to call?____ 

INSURANCE ADDRESS_________________________________________________________________________________ 

INSURANCE PHONE _______________________________ INSURANCE ID__________________________________ 

INSURANCE POLICY/GROUP#______________________ YOUR EMAIL ADDRESS:_________________________ 

Please provide the following information if someone other than yourself is the person carrying the insurance: 

INSURED’S NAME _________________________________ INSURED’S DATE OF BIRTH_____________________ 

INSURED’S SSN ____________________________________     INSURED’S RELATIONSHIP TO PATIENT_________ 

INSURED’S EMPLOYER ___________________________________________________________________  

INSURED’S ADDRESS IF DIFFERENT________________________________________________________________ 

CREDIT CARD, if used for copay or paymt) # (_______________________________________EXP. DATE______________3 digit___________ 

If client is a minor, who is the primary custodian_______________________________________________ 

Do you have secondary insurance? _________ If so, please write in information ____________________________________________ 

HAVE YOU SEEN ANOTHER THERAPIST, PSYCHOLOGIST OR PSYCHIATRIST RECENTLY? Please name and 

indicate approx. # of sessions____________________________________________________________________________ 

BRIEFLY DESCRIBE YOUR REASON(S) FOR SEEKING THERAPY:______________________________________ 

PLEASE LIST ANY MEDICATIONS YOU ARE TAKING_________________________________________________ 

WHO REFERRED YOU TO THIS PRACTICE?__________________________________________________________ 

WHO IS YOUR FAMILY PHYSICIAN?_________________________________________________________________ 

PLEASE LIST ANY MEDICAL CONDITIONS YOU HAVE 

______________________________________________________ 

PAYMENT AGREEMENT 

I, ________________________________________, agree to receive professional services from above listed 

counselor.  

If I am using a third party payer (insurance, EAP) to provide payment for services I agree to allow the above 

named professional to release any information obtained during session that is necessary to support any 

insurance claims on this account and to secure timely payments.  I understand that I am financially responsible 

for all charges whether or not paid by insurance and will make the copay payment (if applicable) at time of 

visit. I authorize the use of this signature on all insurance submissions. I understand that statements will not be 

sent unless there is a balance or I request one. I am aware that legal action may be taken to collect any 

outstanding fees. Outstanding balances and “no shows” may be charged to the credit card on file. 
 

PATIENT SIGNATURE ____________________________________DATE ________________________ 

I hereby consent to treatment of my minor child or ward (Name of Child) _______________________________ by Linda M. Parkhill 

SIGNATURE OF PARENT OR GUARDIAN _______________________________  DATE ___________________ 
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LINDA PARKHILL, MA, LPC 
LPC license #1544 

Ofc. 304-754-7723    cell phone 301-988-7723  

 

Informed Consent for Counseling/Read and Keep  

 
It will be my pleasure to work with you as your counselor. The appointment time you have with me is a commitment. 

If you are unable to make your appointment, kindly let me know by calling one of the above numbers as soon as 

possible. If there is any reason why I won’t be able to make an appointment, I will make every effort to contact you. 

 

This document is designed to inform you of my background, my counseling practice, my theoretical orientation, the 

projected course of therapy, rules and regulation of this practice and your responsibilities as part of the counseling 

process.  This document is yours to keep but please sign the signature page at the back and give to me. I’ll be glad to 

answer any questions you might have about what is contained in this document. 

 

My Background 
So you may know me better, I received a Master of Arts in Counseling from West Virginia University, with academic 

internship completed at Shepherd College. For three years I worked with the college population at Shepherd College. 

This comes after a 33-year career as a co-owner of a prominent information bureau in the DC area. I am a member of 

the American Psychological Association, the American Counseling Association and the West Virginia Counselor’s 

Association. I have achieved a Licensed Professional Counselor’s designation, which is two-year certification with 

supervision process and allows me to practice mental health counseling in the state of WV. I am also National 

Certified Problem Gambler Counselor. 

 

My approach toward counseling is somewhat holistic and eclectic. I believe a supportive counseling environment 

works to help a client toward awareness, thus leading to healing and personal growth. My role is to help you explore 

your emotional needs and provide feedback. Hopefully, the value will be realized in both behavioral and emotional 

changes. Just how long you wish to receive counseling is a decision we can make together. You are in control and may 

end the process at anytime. Also, you must assume responsibility for pre-authorization for any insurance you have.  

 

The Counseling Process 
Information discussed in sessions will remain confidential with very few exceptions. Please read HIPAA forms 

displayed in the front office to find out how your information might be disclosed through the billing process.  I am 

legally required to report information revealed if there is an indication of possible danger to oneself or others or I 

receive information about child abuse, elderly abuse, or disabled abuse. I may consult with a clinical psychologist 

about your case. And, although your information may be discussed with this entity, your identity will not be revealed.  

 

If, at any time during counseling, you are not happy with the way counseling is going, please let me know. We can 

discuss your expectations and redefine goals. It is also important to understand that however close our professional 

relationship, for ethical reasons it cannot become a personal relationship outside of our sessions. I will always work 

with you, your spouse or family to the best of my training, knowledge and abilities. If I, at any time, feel I can no 

longer be of professional assistance to you and your situation, I will suggest a referral to another professional for the 

benefit of your emotional and physical health. 

 

I do not make any guarantees to certain outcomes in counseling. Hopefully, you will realize benefits in increased 

happiness, productivity and enhanced relationships. We will be dealing with extreme emotions at times and you must 

realize that feeling these emotions sometimes have to come before any true healing can be done. It is important to 

remember that although we will cover personal topics in session, my role will remain as a professional to you and not 

as a personal friend. 

 

If you elect to communicate with me by email, please be aware that email is not completely confidential. All emails are 

retained in the logs of your or my internet service provider. Any email I receive from you, and any responses that I 

send to you will be printed out and kept in your treatment record. 
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The Counseling Service 
I am a private practice mental health practitioner. That means, my business only includes myself and I do not have any 

affiliation with other counselors, psychiatrists, psychologists even though there may be other mental health 

professionals located at The Parkhill Center. 

 

Ethical Considerations 

I keep some notes during sessions. These are kept under lock and key. You have a right to a copy of anything in your 

file, but you must sign a release for me to discuss or share any information from your files to any outside source. If you 

wish to review my notes we can do so in session. Request for copies of notes from third parties usually can be best 

handled by my writing a summary of the notes. Other’s interpretation of my notes may cause you more harm than 

good. 

 

I comply with the professional counseling ethics as set forth by the American Counseling Association (ACA). The 

ACA ethics may be found at their website, www.counseling.org, or I can provide you with a copy at your request. If at 

any time you feel during our counseling process you feel you have not been treated ethically, you may file a complaint 

with my licensing board which is the West Virginia Board of Examiners in Counseling, PO Box 241, Ona, WV 25545. 

 

Fees for Counseling Services 

My fees are $200 for the initial session, $180 for each subsequent session. Sessions are about 45- 50 minutes in 

duration which is called a clinical hour. The fee for each session is due and payable at the conclusion of each session. I 

do accept check, cash, and credit cards.  If there happens to be a balance on your account for some reason, I will mail 

you a statement and will expect prompt payment. We will make every effort to contact your insurance company before 

your appointment to discover any items such as copay or deductible amounts that you will be responsible for when you 

come to your first session. I encourage you to call your insurance company too as they may not give us correct 

information over the phone and you can double check this too. 

 

If you have health insurance that will reimburse my fee I am glad to complete any necessary forms related to your 

reimbursement from your insurance company. Please note that you are responsible for any amounts that the insurance 

company does not cover (please see attached form). 

 

It may be necessary to render a diagnosis in order for your insurance company to reimburse for my services in which 

case you should be aware that this diagnosis will become part of your permanent insurance records. I will inform you 

of any diagnosis that is rendered. 

 

I am not a testifying counselor. If you anticipate needing a counselor who will testify in court on your behalf perhaps 

you need to consider another choice in counselors. On occasion you may ask me to fill out forms or write a letter on 

your behalf which might mean a charge outside of what your insurance might pay. 

 

Appointments 

Currently, I am scheduling clients on Tuesdays Wednesdays, Thursdays, usually starting at 1pm and Fridays between 

9-12. The frequency of sessions is something that you and I can discuss together. If you are experiencing some 

intensity in your situation or in the beginning of counseling, we may schedule each week. Later on, every other week 

may work well. Please let me know what you feel your need is. 

 

Counseling is done one-on-one. Phone counseling is an exception to the rule and is only done if the client can not, for 

some reason, drive to my office. If you are experiencing a crisis you are to dial 911 and go to the nearest hospital. I 

don’t do crisis management over the phone. 

 

If you are not able to keep an appointment, you must notify me 24 hrs. in advance.  You are considered a “no show” if 

you fail to appear for an appointment and neglect to call in advance.  Also, if you call to cancel with less than 24 hours 

notice, it may be considered a “no show”. You may be required to pay the full amount for a counseling session in this 

case. Balances left on account for more than 3 months may be billed to the credit card listed on your account.   

 

http://www.counseling.org/
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Counseling Theories 

I use multiple theories in my approach to counseling. I do not presume to know what your best solutions are but 

together we can explore options. My non-directive approach allows you to come up with any behavioral changes that 

you desire to implement. During counseling you may experience some uncomfortable thoughts or feelings and may 

become distressed. Some people may feel worse after the counseling experience. This may not be unusual, but if you 

may be that will not benefit from counseling and I respect that sometimes that is the case. 

 

I use Adlerian Theory most often. This concept employs the history of the client to help understand what one, as an 

adult, might need to deal with. Although I do not dwell on the past, I find it helpful toward understanding one’s core 

issues. Under this theory, a client may come to understand the “role” that he/she assumes as an adult, which may be 

similar to one assumed in the family constellation. Social interest is the basis of this theory. 

 

Sometimes, I will rely on Gestalt theory which is a fairly confrontational counseling approach. This theory may drive 

the client to have an “aha” moment where transformation easily happens. Dream analysis may reveal fears and 

unfinished business in one’s live. The main emphasis in this theory is to live in the “now”. 

 

Solution Focused Treatment can be used for quick answers and results. Often this is used if clients’ have an immediate 

situation and is unsure how to proceed.  

 

I may use some relaxation techniques with guided imagery during session.  

 

Almost exclusively, my practice is limited to adults. There may be occasion when children of the family are brought 

into session to help work with the client’s presenting problems. I may use play therapy to make children more 

comfortable and allow them to talk freely. 

 

Getting the Most from Your Counseling Experience 

Please take an active role in your counseling. You do not have to protect me from your feelings. If you have questions, 

please ask. Let me know when something in counseling does not feel right to you. Please feel free to fully express your 

thoughts and feelings. Be truthful in session—I don’t read minds and often times what isn’t said is very meaningful to 

the counseling process. Let me know what your counseling objectives are and also if you feel we need to re-evaluate 

those at any time. Make this experience yours and get what you need from it. 

 

Custodian of Records, Transfer Plan 

In keeping with the ACA Code of Ethics on safeguarding the confidentiality of any notes or records maintained in 

sessions, the following is the policy that will be enacted upon my termination of practice, my death or incapacitation. 

My appointed custodian of records will be named on the occasion of my death and will be someone with a similar 

designation as mine and able to fill in for me in that instance. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

ACKNOWLEDGEMENT 
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I have read the Informed Consent for Treatment for Linda M. Parkhill, LPC, NCGC-I. I understand that a copy of this 

Informed Consent is available to me at any time during the course of my treatment. 

 

I have addressed, to my satisfaction any points contained in the document that I did not understand or had concerns 

about with Linda Parkhill. 

 

I understand the potential risks and benefits to counseling and hereby agree to enter into counseling with Linda 

Parkhill. 

 

 

 

___________________________________               __________________ 

Client  Signature                                                                             Date 

 

 

___________________________________              ___________________ 

Spouse/Significant other                                                                 Date 

 

 

Thank you for your confidence you have placed in me to be of professional service to you and look forward to a 

successful working relationship with you. 

 

 

I, the counselor, believe this person fully understands the issues presented in this document and I find no reason to 

believe this person is not fully competent to give informed consent for treatment. 

 

_____________________________________             _________________ 

Linda M. Parkhill                                                                           Date 

 

 

 


