Debra L. Benfield, M.Ed., R.D., LDN
STATEMENT OF UNDERSTANDING / CONSENT FOR TREATMENT 

Welcome and thank you for allowing me the opportunity to help you meet your nutritional goals.  The following information is provided so that you may fully understand my payment, phone, confidentiality, and cancellation policies.  Please keep these available for your reference and feel free to ask me any questions you may have.

PAYMENT

The fee for my services is $95 per 50 minute session paid by cash, check or may be paid by PayPal via my website.  Payment is expected at the time of service.  

If you are using insurance to assist you with payment, you are responsible for this process.  I can provide a statement describing the service rendered as well as the receipt of your payment which you may choose to submit to your insurance company.

You are responsible for payment of the full fee if you miss an appointment or cancel an appointment with less than 24 hours notice.

PHONE

I use a confidential voice mail system where messages may be left for me at any time.  I regularly check for messages, with the exception of weekends, holidays, and vacations. Occasionally, messages are lost or misplaced in this system.  If you have not received an expected return call by the next business day, please call again.  PLEASE LEAVE YOUR TELEPHONE NUMBER WITH YOUR MESSAGE.
CONFIDENTIALITY

I regard the information you share with me with the greatest respect, so I want us to be as clear as possible about how this information will be handled.  Generally, I will tell no one what you tell me.  The privacy and confidentiality of what is said within our sessions, and my records, is a privilege of yours and is protected by state law and my professional ethics, in all but a few circumstances.  There are circumstances in which I cannot guarantee confidentiality, legally and/or ethically: specifically when I believe you intend to harm yourself or another person.  Otherwise, I will not tell anyone about your treatment, diagnosis, history, or even that you are a client without your full knowledge and permission.

I am committed to providing the best possible care and will be happy to discuss with you any questions or concern you may have about this information or any other aspect of your care.  

BY MY SIGNATURE:  I acknowledge that I have read the above Statement of Understanding and give my consent for treatment.  I also acknowledge responsibility for this account and assume and guarantee payments of all charges against this account as they accrue.
_______________________________________________________________

(Client or parent/guardian if client is under age 18)

Signature







Date


