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CLIENT NAME: 

CLIENT RIGHTS AND RESPONSIBILITIES 

Welcome to Jewish Family Service of Greater Harrisburg, Inc. Our goal is to make your experience at JFS as 
produc�ve and beneficial as possible. As a client of JFS, you have rights and responsibili�es as you par�cipate in 
our programs and/or receive services. 

Statement of Client’s Rights: 

JFS serves anyone in need within its service area, and will not discriminate on the basis of race, ethnicity, color, 
gender, sexual orienta�on, disability, age, country of origin or religion. You have the right to be treated with 
courtesy and respect. 

You have the right to fair and equable treatment without discrimina�on on the basis of race, ethnicity, color, 
gender, sexual orienta�on, disabili�es, age, country of origin or religion. 

You have the right to receive informa�on communicated in a manner appropriate to your age, cogni�ve, 
and/or linguis�c ability. 

You have the right to receive services appropriate for your needs. 

You have the right to be referred to another program or service if your needs exceed the services available 
through JFS. 

You have the right to par�cipate in the treatment planning process and decisions regarding services. 

If you are over the age of 14, you have the right to consent or refuse treatment or involvement in our 
programs or services, unless such authority has legally been given to someone else. Should you choose to 
refuse services, JFS staff will advise you of the poten�al consequences or effects of discon�nuing services. JFS 
reserves the right to determine guardianship status for minor children and dependent adults. 

You have the right to privacy. Your rela�onship and communica�on with JFS staff and any personal informa�on 
and/or records are kept confiden�al. JFS will only release informa�on with appropriate writen authoriza�on, 
except as required by law or professional ethics. Confiden�ality will not be maintained in the case of suspected 
child abuse or neglect or if the client poses a threat to themselves and/or others. 

You have the right to express concerns or complaints about the services provided through JFS in accordance 
with the Grievance Policy without fear of recrimina�on, and for such concerns or complaints to be addressed 
and, whenever possible, sa�sfactorily resolved. 
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Statement of Client Responsibili�es: 

You are responsible for par�cipa�ng in the treatment service or program. 

You are responsible for behaving appropriately within the treatment service area. 

You are responsible for atending all scheduled appointments. Your appointment �me is reserved exclusively 
for you. If you must cancel an appointment, do so at least 24 hours in advance or you may be charged a fee for 
the appointment. 

You are responsible for payment of any fee-based services at the �me of your appointment. It is your 
responsibility to contact your insurance regarding coverage informa�on and fee reimbursement. JFS will provide 
you with any invoices or receipts for your insurance company, should you have coverage that may reimburse 
you. 

You may apply to have your fee adjusted based upon a sliding scale. You will be expected to pay your fee at the 
�me of your appointment even if you have sliding scale fee.  

JFS makes every effort to inform clients of the basic expecta�ons it has for individuals using its services and any 
ac�vity which could result in discon�nua�on of service. JFS reserves the right to terminate services if a client 
becomes abusive, violent, or in any way threatens a staff member; or if JFS believes con�nua�on may create 
risk to the client, staff or other clients. JFS may also refuse to serve a client who does not wish to par�cipate in 
the treatment planning or comply with a specific program requirement; if client is an ac�ve substance abuser; 
if the client misses the initial intake appointment or if the client has 3 unexcused or 2 consecu�ve unexcused 
no shows/late cancella�ons for appointments within a 6 month period,. If JFS terminates service, the client 
will be given the names of three referral sources. 

□ I understand these rights and responsibili�es.
□ By checking this box, I am consenting to treatment. 
□ By checking this box AND typing my name, I am verifying that this is my electronic signature

Signature of Client or Responsible Party Date Rela�onship to Client 
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AUTHORIZATION TO CONFIRM OR CORRESPOND 

I hereby authorize Jewish Family Service of Greater Harrisburg, Inc., to contact me at my home or work to 
confirm my appointments (or my child’s appointments), and to send periodic correspondence to my home. I am 
responsible for providing the method of contact I prefer. 

□ By checking this box AND typing my name, I am verifying that this is my electronic signature

Signature of Client or Responsible Party Date Rela�onship to Client 

NOTICE OF PRIVACY PRACTICES 

I have read the no�ce of privacy prac�ces of Jewish Family Service of Greater Harrisburg, Inc., in regard to 
protected health informa�on. A copy is available upon request. 

□ By checking this box AND typing my name, I am verifying that this is my electronic signature

Signature of Client or Responsible Party Date Rela�onship to Client 

EMERGENCY SERVICES 

A�er office hours, if your call is of an emergent nature, please go to the closest emergency room to be seen by 
Crisis Interven�on Services or call Crisis Interven�on at one of the following numbers: 

Cumberland County: 717-243-6005 or 717-763-2222 
Dauphin County: 717-232-7511 
Franklin County: 717-264-2555 

Perry County: 717-834-3326 
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Mynd Works No Show/Late/Cancella�on Policy 
Please read and sign the following No Show/Late/Cancella�on policy 

Please no�fy your therapist as soon as you know you are unable atend your scheduled session or are running 
late. This can be done by emailing your therapist directly when possible or calling the front office at JFS. The 
no�ce will allow us to offer your spot to another client in need. Please see the following policy for details and 
talk with your therapist if you have ques�ons. 

Any fees accrued will need to be paid before your next scheduled session. 

1. No Show and Late Cancella�on (less than 48hrs. before your scheduled session) If you do not show
up for a scheduled appointment or make a late cancella�on, there will be a $25 fee (Not applicable to
Medicaid only clients). If we can schedule you for a different �me that same week (dependent solely on
your therapists availability) we will waive the fee. If there are 3 unexcused or 2 consecu�ve unexcused
no shows/late cancella�ons for appointments within a 6 month period, you will be removed from your
therapist’s schedule and returned to our wai�ng list to allow other clients access to services.

2. Late arrival to appointment (more than 10 minutes past the scheduled �me) If you arrive 10
minutes or more a�er your scheduled appointment �me, your therapist may cancel the session which
will be considered a Late Cancella�on resul�ng in a $25 fee (Not applicable to Medicaid only clients). If
we can schedule you for a different �me that same week (dependent solely on your therapist’s
availability) we will waive the fee. If there are 3 unexcused or 2 consecu�ve unexcused late arrivals for
appointments within a 6 months period, you will be removed from your therapist’s schedule and
returned to our wai�ng list to allow other clients access to services.

Again, the purpose of our policy is to make sure we are establishing strong mutually respec�ul therapeu�c 
rela�onships with our clients and to allow our therapists to serve as many clients in need as possible. Please talk 
with your therapist if you have any addi�onal ques�ons or concerns and thank you for allowing us to serve you. 
Please sign below to indicate that you have read and understand our No Show/Late/Cancella�on policy. 

□ By checking this box AND typing my name, I am verifying that this is my electronic signature

Signature of Client or Responsible Party Date Rela�onship to Client 
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The staff of Mynd Works is deeply commited to providing you with professional and compassionate quality 
mental health services. Your therapy appointment should be viewed as any other important medical 
appointment and atended on �me as scheduled. Missing or arriving late to your session can not only make it 
impossible to give your �me slot to another client in need, but it can also nega�vely impact your therapeu�c 
journey. Mynd Works is unable to bill insurance for a scheduled appointment that is missed or cancelled.  

We understand that there are excep�ons that make it impossible to atend your scheduled appointment. 
Excused absences are as follows: you are too ill to atend your appointment or are contagious with any medical 
condi�on or environmental hazard (lice, bedbugs, scabies etc); or you are having an issue with transporta�on 
such as last minute car problems or a traffic obstruc�on. Both the therapist and the client have the right to 
discon�nue the rela�onship at any �me. 

Again, our staff is here to support you through your healing journey and our policies exist to protect and 
support all par�es involved. We commit to you that we will give you 48 hours no�ce if we need to cancel or 
change your scheduled appointment and that we will be available for your appointment no later than 10 
minutes a�er your scheduled �me. 

Here are some �ps that other clients have found helpful in managing appointments: 

• Use the calendar on your phone to enter your appointments at the end of each session.
• Have a planner or calendar available to record your appointment at the end of each session.
• Use an alarm on your device or clock to remind you when it’s �me to log on to or leave for your 

session.
• Have other important appointments and work schedules available when you schedule with your 

therapist to avoid any �me conflicts.
• If you forget when your scheduled session is, please don’t hesitate to email your therapist or call the 

front office.



JEWISH FAMILY SERVICE OF GREATER HARRISBURG, INC MYND 
WORKS COUNSELING SERVICES 

JEWISH FAMILY SERVICE OF GREATER HARRISBURG, INC. 
3333 North Front Street, Harrisburg, PA 17110 · 717.233.1681 · 717.234.8258 fax · www.jfsofhbg.org 

Jewish Family Service of Greater Harrisburg, Inc. 

NOTICE OF PRIVACY PRACTICE 

THIS NOTICE DESCRIBES HOW INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET 
ACCESS TO THIS INFORMATION, PLEASE REVIEW IT CAREFULLY. 

This no�ce will tell you how we handle informa�on about you. It tells how we use this informa�on in the office, how we 
share it with other professionals and organiza�ons, and how you can see it. We are required to tell you about this because 
of the privacy regula�on of a federal law, the Health Insurance Portability and Accountability Act (HIPAA). Your contract 
for services provides a signed statement acknowledging this no�ce. 

Uses and Disclosures 

There are situa�ons where JFS may use or disclose to another person or en��es your confiden�al informa�on. Certain 
uses and disclosures will require you to sign an Acknowledgement that you received our No�ce of Privacy Prac�ces, 
including treatment, payment and health care opera�ons. Any use or disclosure of your protected health informa�on 
(PHI) for anything other than treatment, payment or health care opera�ons requires you to sign an Authoriza�on. Certain 
disclosures required by law or under emergency circumstances, may be made without your Acknowledgement or 
Authoriza�on. Under any circumstance, we will use or disclose only the minimum amount of informa�on necessary from 
your records to accomplish the intended purpose of the disclosure. 

Treatment: We will use your informa�on to make decisions about the provision, coordina�on or management of your 
care, including diagnosing your condi�on and determining the appropriate treatment for that condi�on. It may also be 
necessary to share your medical informa�on with another care provider whom we need to consult with respect to your 
care. We may also disclose certain informa�on to a facility or other providers should you require hospital care. These are 
only examples of uses and disclosures of informa�on for treatment purposes that may or may not be necessary in your 
case. 

Payment: We may need to use or disclose informa�on in your record to obtain reimbursement from you or your health 
insurance plan, or another insurer for our services rendered to you. This may also include determina�ons of eligibility or 
coverage under the appropriate health plan, pre-cer�fica�on and preauthoriza�on of services or review of services for 
purposes of reimbursement. This informa�on may also be used for billings, claims management and collec�on purposes 
together with related health care data processing through our system. 

Use and Disclosure Without Acknowledgement or Authoriza�on 

There are certain circumstances under which we may not use or disclose your informa�on without first obtaining your 
Acknowledgement or Authoriza�on. Those circumstances generally involve public health and oversight ac�vi�es, law 
enforcement ac�vi�es, judicial and administra�ve proceedings and in the event of death. We are required to disclose your 
protected health informa�on if we believe that its use or disclosure is necessary to prevent or lessen a serious and 
imminent threat to the health or safety of a person or the public. We are also required to report instance of suspected or 
documented abuse, neglect or domes�c violence. We are required to report to appropriate agencies and law enforcement 
official’s informa�on that you or another person are in immediate threat of danger to your health or safety as a result of 
a violent ac�vity. We must also provide medical record informa�on when ordered by a court of law to do so. 

Page 1 of 3 



JEWISH FAMILY SERVICE OF GREATER HARRISBURG, INC MYND 
WORKS COUNSELING SERVICES 

JEWISH FAMILY SERVICE OF GREATER HARRISBURG, INC. 
3333 North Front Street, Harrisburg, PA 17110 · 717.233.1681 · 717.234.8258 fax · www.jfsofhbg.org 

Authoriza�on for Use or Disclosure 

Except as outlined in the above sec�ons, your informa�on will not be used or disclosed to any other person or en�ty 
without your specific authoriza�on, which may be revoked at any �me. In par�cular, except to the extent disclosure has 
been made to governmental en��es required by law to maintain the confiden�ality of the informa�on, informa�on will 
not be further disclosed to any other person or en�ty with respect to informa�on concerning mental health treatment, 
drug and alcohol abuse, HIV/AIDS, or sexually transmited diseases with may be contained in your records. We likewise 
will not disclose your informa�on to an employer for purposes of making employment decisions, to a liability insurer or 
atorney as a result of injuries sustained in an automobile accident, or to educa�on authori�es without your writen 
authoriza�on. 

Access to PHI by Parents, Guardians, or Other Legally Authorized Personal Representa�ves 

Commonwealth of Pennsylvania law permits or requires disclosure of protected health informa�on under most 
circumstances to parents of minor children, guardians of children or adults, and to other persons ac�ng in a similar legal 
capacity on behalf of an individual. We will act consistently with state law with respect to treatment and disclosure. 

Addi�onal Uses and Disclosures 

We may contact you from �me to �me to provide appointment reminders or informa�on about your care and/or other 
benefits or services that may be of interest to you. 

Individual Rights 

You have certain rights with respect to your medical record informa�on, as follows: 

1. You may request that we restrict the uses and disclosures of your records informa�on for treatment, payment
and opera�ons, or restric�ons involving your care or payment related to that care. We are not required to
agree to the restric�on; however, if we agree, we will comply with it, except with respect to emergencies,
disclosure of the informa�on to you, or if we are otherwise required by law to make a full disclosure without
restric�on

2. You have the right to request receipt of confiden�al communica�ons of your informa�on by an alterna�ve
means or at an alterna�ve loca�on.

3. You have the right to inspect copy and request amendment to your records. Access to your records will not
include psychotherapy notes contained in them, or informa�on compiled in an�cipa�on of or for use in a civil,
criminal or administra�ve ac�on or proceeding or for which your access is otherwise restricted by law.

4. All request for inspec�on, copying and/or amending informa�on in your records must be made in wri�ng and
be address to “Privacy Officer” at our address. We will respond to your request in a �mely fashion.

5. You have a limited right to receive an accoun�ng of all disclosures we make to other persons or en��es of
your medical records informa�on except for disclosures required for treatment, payment and health care
opera�ons, disclosures that require an Authoriza�on, disclosures incidental to other permissible use or
disclosure, and otherwise as allowed by law.

6. You have the right to obtain a paper copy of this no�ce if the no�ce was ini�ally provided to you electronically,
and to take one home with you if you wish.

7. All requests related to your rights herein must be made in wri�ng and addressed to “Privacy Officer” at the
address noted below.
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Our Du�es 

We have the following du�es with respect to the maintenance, use and disclosure of your medical records: 

1. We are required by law to maintain the privacy of the protected health informa�on in your records and to provide 
you with this no�ce of its legal du�es and privacy prac�ces with respect to that informa�on.

2. We are required to abide by the terms of this no�ce currently in effect.
3. We reserve the right to change the terms of this no�ce at any �me, making the new provisions effec�ve for all 

health informa�on and records we have and con�nue to maintain. All changes in this no�ce will be prominently 
displayed and available at our office.

Complaints 

You may file a writen complain to us or to the Secretary of Health and Human Services if you believe your privacy rights 
with respect to confiden�al informa�on in your records has been violated. All complaints must be in wri�ng and must be 
address to the Privacy officer (in the case of a complaint to us) or to the person designated by the U.S. Department of 
Health and Human Services if we cannot resolve your concerns. You will not be retaliated against for filing such a 
complaint. More informa�on is available about complaints online at the government’s website: 
htp://www.hhs.gov/ocr/hipaa 

Contact Person 

All ques�ons concerning this no�ce or requests made pursuant to it should be addressed to: 

Business Office Manager 
Jewish Family Service of Greater Harrisburg, Inc. 

3333 N. Front Street, Harrisburg, PA 17110 
Or call 717-233-1681 

Effec�ve Date 

This no�ce is effec�ve December 15, 2017 and applies to all protected health informa�on contained in your records 
maintained by us. 

Page 3 of 3 



JEWISH FAMILY SERVICE OF GREATER HARRISBURG, INC MYND 
WORKS COUNSELING SERVICES 

JEWISH FAMILY SERVICE OF GREATER HARRISBURG, INC. 
3333 North Front Street, Harrisburg, PA 17110 · 717.233.1681 · 717.234.8258 fax · www.jfsofhbg.org 

CLIENT NAME: 

Financial Responsibility  

Fees for outpatient mental health services at Jewish Family Service of Greater Harrisburg, Inc., are: 

Intake/Diagnostic Session  $140.00 
Individual therapy session - 30 minutes  $ 45.00 
Individual therapy session - 45-60 minutes   $125.00 
Family or Couples Session   $125.00 per hour 
Group Therapy Session   $ 45.00 per hour  
Preparation for Court  $100.00 per hour 
Appearing in Court   $250.00 per hour 
Form Completion   $25.00  

• I assign directly to Jewish Family Service of Greater Harrisburg, Inc., all insurance
benefits, if any, otherwise payable to me for services rendered. 

• I understand that I am financially responsible for all charges whether or not paid by
insurance. 

• I hereby authorize Jewish Family Service of Greater Harrisburg, Inc. to release all
information necessary to secure the payment of benefits.  

• I authorize the use of this signature (as “Signature on File”) on all insurance submissions.
• Missed appointments or late cancellations represent a cost to us, and time to other

patients who could have been seen in the time set aside for you. Cancellations are 
requested 24 hours prior to the appointment. Depending on my insurance plans 
policies, I understand that I may be charged a $25.00 fee for missed or late-canceled 
appointments.  

□ By checking this box AND typing my name, I am verifying that this is my electronic signature

Signature of Client or Responsible Party Date Rela�onship to Client 
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