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WELCOME FROM THE EXECUTIVE DIRECTOR 

 

 

Welcome to For All Seasons, Inc.! 

 

For All Seasons is a person-centered facility, where clients find supportive, individualized treatment.  

The staff at For All Seasons is comprised of a team of professionals who meet the highest standards. 

This handbook includes important and helpful information that will maximize the success of your 

treatment experience.  You are encouraged to read through this handbook to familiarize yourself with For 

All Seasons - - - and its policies and operational procedures. 

During your first session your clinician will review this handbook with you and begin your initial 

assessment.  This process will consist of reviewing various aspects of your life and functioning.  Your 

active involvement and input are critical in developing a “person centered” plan.   This plan will allow 

you to identify specific concerns that you wish to address during your treatment and to set individual 

goals. Your “person centered” plan may include, but is not limited to, psychotherapy, medication 

management, group programs, advocacy and crisis support. Early in your treatment your clinician will 

discuss discharge criteria with you so that you and your clinician will remain focused on problem 

resolution. 

We look forward to working with you.   

All my best,  

 

 

Beth Anne Langrell 

Executive Director 
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FOR ALL SEASONS LOCATIONS AND SERVICES 

 

 

For All Seasons operates five clinical offices in addition to a 24 Hour Sexual Assault and Client Crisis 

Hotline.  Contact information for the offices and support services are listed below. 

 

Talbot County & Administrative Office 
300 Talbot Street 

 Easton, MD 21601 

 Phone: 410-822-1018 

 Fax: 410-820-5884 

 

 

Dorchester County Office 
 208 Cedar Street 

 Cambridge, MD 21613 

 Phone: 410-822-1018 

 

 

Kent County Office  
 516 Washington Avenue 

 Chestertown, MD 21620 

 Phone: 410-822-1018 

 

 

Caroline County Office 
 114 Market Street 

 Suites 205 & 207 

 Denton, MD 21629 

 Phone: 410-822-1018 

 

 

Queen Anne’s County Office 
 206 Del Rhodes Street 

Suite 203 

 Queenstown, MD 21658 

 Phone: 410-822-1018 

 

 

 

24-Hour Sexual Assault and Client Crisis Hotline 
800-310-7273 or 410-820-5600 

Línea de Ayuda en Español 410-829-6143 (llame o envíe un texto) 
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CODE OF ETHICS 

For All Seasons, Inc. is committed to providing quality services rendered by qualified staff while 

promoting the following ethical principles: 

1. Competence: Maintain a qualified staff that meets education, training and experience 

requirements; stay current with developments in individual practice area; and continue ongoing 

professional education. 

2. Integrity: Promote honesty, fairness, and respect among staff members, individuals, and the public. 

3. Professional Responsibility: Promote professional standards of conduct; including personal 

conduct to the extent it affects the professional activities of a staff member or the reputation of the 

organization. 

4. Respect for the Rights, Dignity and Welfare of Others: Respect the privacy and autonomy of 

individuals; eliminate or prevent bias or discriminatory practices. 

5. Social Responsibility: Comply with the law and encourage the development of social policies that 

best serve the interest of individuals and the public. 

6. Legal Responsibility: Comply with all applicable regulations, statutes, and standards imposed by 

Grantor or Funder requirements. 

7. Scope of Practice: Promote quality care by accepting referrals only within individual scope of 

competence and making referrals based on individual need; FAS will not abandon individuals and 

will make appropriate referrals for individuals whose needs cannot be reasonably met. 

 

STATEMENT OF CLIENT RIGHTS AND RESPONSIBILITIES 

Clients will receive, and acknowledge receipt of, the Statement of Client Rights and Responsibilities 

annually. 

Clients of For All Seasons have the RIGHT to: 

1. Review your or your child’s record with your treatment provider.  You may request a written 

summary of your treatment or copies of your records through the Client Services Supervisor, which 

should include discharge and transition plans, if applicable.  FAS reserves the right to charge fees 

for reproduction of clinical records and requires a minimum of a two week lead time for such 

summary. 

2. Be an active participant in your or your child’s treatment (planning, evaluation, and goal 

completion). 

3. Be treated with dignity, respect, and individuality, with consideration for your privacy. 

4. Freedom from abuse, retaliation, humiliation, neglect, and financial or other exploitation. 

5. Be informed of all available treatment options.  Participate in formulating, evaluating, and 

periodically reviewing your individualized written treatment plan, including requesting specific 
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forms of treatment, being informed why requested forms of treatment are not made available, and 

being informed of treatment prognosis. 

6. Provide informed consent or refusal with respect to service delivery, release of information, 

concurrent services, or service delivery personnel.  

7. Be informed by the prescribing provider of the name, purpose, and possible side effects of 

medication prescribed as part of your treatment plan. 

8. Be informed of community self-help resources that can assist you in reaching your goals. 

9. Access emergency services from FAS for behavioral health emergencies 24 hours a day, seven (7) 

days a week.  (800) 310-7273 

10. Provide input as to the satisfaction and benefit of the services received through client satisfaction 

surveys, focus groups, grievance forms, etc.   

11. File a complaint if dissatisfied with the services received or if you believe your legal rights have 

been infringed upon.   

12. Refuse services. 

 

CLIENT RESPONSIBILITIES 

Clients of For All Seasons have the RESPONSIBILITY to: 

1. Actively participate in all areas of your treatment or your child’s treatment (i.e., planning, 

evaluation, and goal completion). 

2. Arrive on time for appointments or inform FAS at least 24 hours in advance of your appointment 

if you are unable to attend a scheduled appointment or group session, according to the No Show 

Policy. 

3. Check in prior to each appointment with a photo ID and your insurance card.  Notify FAS promptly 

about any changes of information including: address, phone number, employment, insurance 

coverage, or income. 

4. Pay for each appointment at the time services are rendered, in accordance with your payment 

arrangement.  

5. Make payment arrangements prior to appointments, if you are unable to provide payment for 

services. 

6. Comply with the policy that payment arrangements are to be made to handle unpaid, delinquent 

charges.  (See Client Payment Policy). 

7. Request prescription refills at least 3 full business days prior to need.  

8. Notify For All Seasons if you will not be receiving services for three (3) or more months, but 

expect to resume services after that time. 



 

 

11 

9. Notify your provider(s) if you wish to stop receiving services or to make a change in services 

received. 

 

CLIENT PAYMENT POLICY 

Unless other payment arrangements have been made, payment for services (or copayment as applicable) 

is to be made at the time of each appointment.  Clients will be invoiced for any outstanding balances 

existing on an account.  Individuals with outstanding balances on their accounts will be sent two 

reminder letters.   Persons whose accounts have outstanding balances, which are not reconciled within 

60 days after receiving the second reminder letter, will be referred to a collection agency.   

 

 

CLIENT EXPECTATIONS WHEN CHECKING IN FOR APPOINTMENTS 

 

As a client of For All Seasons, you will be expected to show a photo ID and your insurance information 

at the time that you appear for each appointment.   If you do not have this information, you will not be 

able to seen for your appointment. 

 

 

NO SHOW/CANCELLATION POLICY 
For All Seasons, Inc. provides a critical service to the community and the list of people seeking treatment 

continues to grow.  In order to remain a client at this agency, it is your responsibility to be on time and 

show up for all scheduled appointments.  In the event that you need to cancel an appointment, it is your 

responsibility to do so with a minimum of 24 hours’ notice.  Should cancellations or No Shows become 

an issue, lack of follow through may result in discontinuation of services.   

 

DISCHARGE CRITERIA AND PROCEDURES 

Discharge planning begins at intake.  Working together, the client and the clinician will develop a person-

centered plan to determine when discharge is appropriate.  On occasion, a discharge will occur for a reason 

other than completion of the treatment plan. Clients may be discharged due to non-compliance with 

treatment recommendations, violation of For All Seasons, Inc. policies, or aggressive / assaultive 

behavior. Discharge will not take place as punishment or retaliation for displaying symptoms of a disorder. 

 

CLIENT COMPLAINT POLICY 

For All Seasons, Inc. understands that differences or disagreements may arise between the client and 

clinical provider(s) or that a client may have a concern regarding the overall operation of the agency. It is 

the goal of FAS to handle all complaints professionally and work with the client for a timely resolution.   

There are two ways that a client may express a complaint or concern: 1. By contacting the Clinical 

Director, or 2. By completing a Client Complaint Form.  The forms are readily available in each For All 

Seasons locations.   The client completes this form and returns it to the receptionist at the front desk at the 

Easton office.  Every effort will be made to resolve the complaint or concern through discussion with the 

Clinical Director as soon as the complaint is made.    
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If the complaint cannot be resolved through a discussion with the Clinical Director, the client must then 

complete the Client Formal Complaint Form and forward it to the Executive Director.  This action will 

initiate a formal complaint.  The Executive Director will acknowledge receipt of the formal complaint in 

writing within three (3) working days of the receipt of the completed Client Formal Complaint Form.   A 

conference will be scheduled for the client to meet with the Executive Director.   The Executive Director 

shall investigate the complaint and provide a written notification of findings to the client within twenty-

one (21) days. 

 

If the proposed resolution is not satisfactory to the complainant, they, accompanied by the Executive 

Director, will meet with the Board President of For All Seasons to promote resolution of the complaint.  

Such a meeting must be requested within five (5) working days of the notification of findings and will be 

scheduled within five (5) working days of the request for a meeting. Following this meeting, the Board 

President will investigate the complaint and will render a decision within five (5) working days from the 

time of the meeting.  If the proposed resolution remains unresolved to the satisfaction of the complainant, 

the complainant may contact in writing the Executive Director of Mid-Shore Behavioral Health, Inc., 

28578 Mary’s Court, Easton, MD 21601.  This agency has oversight responsibilities for the public mental 

health services in the Mid-Shore Region.   

NON-RETALIATION 

 

In the event that a complaint is filed either internally with FAS or with an outside organization, it is the 

strict policy of For All Seasons that the complaint will not result in retaliation toward the complainant, 

create a barrier to the provision of services, or the refusal on the part of For All Seasons employees to 

provide the availability or assistant of the complainant seeking an advocate.   

 

 

CLIENT NOTICE OF HEALTH INFORMATION PRACTICES (HIPAA) and 42 CFR 

THIS NOTICE DESCRIBES HOW MEDICAL AND DRUG AND ALCOHOL RELATED 

INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET 

ACCESS TO THIS INFORMATION. THIS NOTICE IS AVAILABLE UPON REQUEST FROM 

CLIENT SERVICES.  PLEASE READ IT CAREFULLY.  

Two federal laws protect information regarding your health care, including payment for health care: 

¶ The Health Insurance Portability and Accountability Act of 1996 (“HIPAA”) 42, U.S.C., 

§1320d et. seq., 45 C.F.R. Parts 160 & 164, and the 

¶ Confidentiality Law 42 U.S.C. § 290dd-2, 42 C.F.R. Part 2. 

Under these laws, For All Seasons, Inc. may not disclose to any other person outside of the agency that 

you receive services at For All Seasons, nor may For All Seasons disclose any information identifying 

you in any way or disclose any other protected information except as permitted by federal law. 

FAS must obtain your written consent before it can disclose information about you for payment purposes. 

For example, FAS must obtain your written consent before it can disclose information to your payer source 

in order to be paid for services. Generally, you also sign a written consent before FAS can share 

information for treatment purposes or health care operations. However, federal law permits FAS to 

disclose information without your written permission in the following instances: 

1. Pursuant to an agreement with a qualified service organization/business associate; 
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2. For research, audit or evaluation; 

3. To report a crime committed on FAS’s premises or against FAS personnel; 

4. To medical personnel in a medical emergency; including suicidal and homicidal ideation 

5. To appropriate authorities to report suspected child abuse or neglect; 

6. As allowed by a court order.  

For example, FAS can disclose information without your consent to obtain legal and financial services, 

or to a medical facility to provide health care to you, as long as there is a qualified service 

organization/business associate agreement in place. 

Before FAS can use or disclose any information about your health in a manner which is not described 

above, it must first obtain your specific written consent allowing it to make the disclosure. Any such 

written consent may be revoked by you in writing at any time. 

FAS makes automated reminder calls as a courtesy to clients.  Should you not want a reminder call, please 

inform client services or your assigned clinician.   

 

CLIENT RIGHTS REGARDING HEALTH INFORMATION 

Under HIPAA, you have the right to request restrictions on certain uses and disclosures of your health 

information. FAS is not required to agree to any restrictions you request, but if it does agree, it is bound 

by that agreement and may not use or disclose any information which you have restricted, except as 

necessary in a medical emergency. 

You have the right to request that we communicate with you by alternative means or at an alternative 

location. FAS will accommodate such requests that are reasonable and will not request an explanation 

from you. Under HIPAA you also have the right to inspect and copy your own health care information 

maintained by FAS, except to the extent that the information contains counseling notes or information 

compiled for use in a civil, criminal or administrative hearing or in other limited circumstances. 

Under HIPAA you also have the right, with some exceptions, to amend health care information maintained 

in FAS records, and to request and receive an accounting of disclosures of your health related information 

made by FAS during the six years prior to your request. You also have the right to receive a paper copy 

of this notice. 

 

DUTIES OF THE ORGANIZATION 

FAS is required by law to maintain the privacy of your health information and to provide you with notice 

of its legal duties and privacy practices with respect to your health information. FAS is required by law to 

abide by the terms of this notice. FAS reserves the right to change the terms of this notice and to make 

new notice provisions effective for all protected health information it maintains. Such changes will be 

communicated to present clients through provision of a copy of the revised notice. Former clients making 

appropriate requests will be provided a copy of the updated notice at the time of request. 



 

 

14 

REPORTING VIOLATIONS OF PRIVACY RIGHTS 

You may file a complaint with For All Seasons, Inc., Mid-Shore Behavioral Health, Inc. and the Secretary 

of the United States Department of Health and Human Services if you believe that your privacy rights 

have been violated under HIPAA. Such complaints should be pursued initially through the established For 

All Seasons Client Complaint Policy. You will not be retaliated against for filing such a complaint.  Please 

refer to previous sections for additional information on complaint procedures. 

Violation of the Confidentiality Law by a program is a crime. Suspected violations of the Confidentiality 

Law may be reported to the United States District Attorney in the district where the violation occurs. For 

further information, you may contact the FAS Executive Director at (410) 822-1018. 

 

CONFIDENTIALITY OF CLIENT RECORDS 

Federal Law and Regulations and State statutes protect the confidentiality of client records. If you have 

questions about how these exclusions to confidentiality may affect you, please discuss this with any FAS 

staff.  Information and/or copies of records concerning past or present treatment or services provided by 

FAS to the above referenced client will not be disclosed to third parties unless: 

1. The client, or those authorized by Federal or State law, consents by written authorization to FAS 

for the release of such information to a third party. 

2. A court of competent jurisdiction orders the disclosure, and a copy of said order is provided to 

FAS in advance of the request disclosure. 

3. The clinician has a “duty to warn” in the event there is a dangerous situation.  In crisis situations 

when a client is at imminent risk of harming self or others, and the development of a Personal 

Safety plan is not feasible, local law enforcement and/or an emergency medical team may be 

contacted without prior authorization from the client. 

4. Federal & State laws and regulations do not protect any information concerning suspected child 

and/or vulnerable adult neglect, physical abuse, or sexual abuse. 

a. Child & Vulnerable Adult Abuse 

Staff, suspecting child and vulnerable adult neglect, physical abuse, or sexual 

abuse, must report suspected occurrences to the Department of Social Services in 

the jurisdiction where the abuse or neglect occurred or is currently occurring.   

 

b. Adult Survivors of Child Abuse 

Staff is required to report past child sexual abuse to the Department of Social 

Services, which includes information about the abuser (name, address, where 

abuse occurred, etc.), even if the abuser is deceased. 

Violation of the Federal Law and Regulations and/or State Statutes is a crime. Suspected violations may 

be reported to appropriate officials. (See 42 U.S.C. 290 dd-3 and 42 U.S.C. 290 ee-3 for Federal Laws and 

42 CFR Part 2 for Federal Regulations.) 

FAS adheres to all governmental requirements. You have the right to privacy and FAS will safeguard your 

privacy.  FAS has developed a client privacy process that will guard your personal information. If, for any 

reason, you believe that FAS has violated your right to privacy as a client, you can file a formal complaint 
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to the following: 

 

Office for Civil Rights 

U.S. Department of Health and Human Services 

150 S. Independence Mall West  

Suite 372 Public Ledger Building 

Philadelphia, PA  19106-9111 

800-368-1019, 800-537-7697 (TDD) 

202-619-3818 (Fax) ocrmail@hhs.gov 

 

ADDITIONAL CLIENT INFORMATION 

USE OF TOBACCO 

For All Seasons (FAS) is committed to providing a safe and healthy environment for our clients and 

visitors. Smoking, smokeless tobacco products and tobacco use, a recognized health and safety hazard, is 

not permitted throughout the For All Seasons facilities or within 20 feet of any building, these items 

include, but are not limited to cigarettes or tobacco products, smoking, nicotine or vaping devices, 

smokeless tobacco, and all other tobacco products.  The agency’s interest in establishing these policies 

are not based on moral judgments, or with the specific intent to deny one group of individuals’ rights over 

others, but to establish such controls and safeguards to be in the best interest of the public.  FAS will 

provide, upon request, information regarding the effects of smoking, smokeless tobacco products, tobacco 

use and the availability of smoking cessation programs.   

SECLUSION AND RESTRAINT 

For All Seasons does not use any methods of seclusion, restraint, restriction of rights or special treatment 

interventions. 

WEAPONS POLICY 

Weapons of any sort are prohibited inside any building or on any property owned, leased or rented by For 

All Seasons. This policy applies to all personnel, clients and visitors, and will be strictly enforced.  

EMERGENCY PROCEDURES 

All staff members have been trained to respond to fire, natural disasters, severe weather, and other 

emergencies and are knowledgeable of evacuation plans.  For your safety, in the event of an emergency, 

please follow their directives.  See the evacuation routes and “shelter in place” areas for FAS locations 

(pages 5-7 of this document).   In the event of a disruptive visitor, safely remove yourself from the area 

and avoid contact with the person.  In this situation, it’s advisable to turn off your cell phone.   

 

HEALTH, SAFETY AND THE USE OF ALCOHOL AND ILLEGAL DRUGS 

The health and safety of the staff, clients and visitors of For All Seasons (FAS) is an issue of ongoing 

concern for the management.  It is important that you are aware of certain precautions. 

mailto:ocrmail@hhs.gov
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1. A site map is posted at each entrance that shows the closest exit, the evacuation route, the location 

of fire extinguishers and first aid kits. These maps also show the area to go to in the event of severe 

weather, if there is no time to evacuate to a shelter. You should be aware familiar with the 

information contained in these maps (which are also included in this handbook on pages 5-7). 

2. The staff of FAS has a primary responsibility for the safety and well-being of all clients, co-

workers and the public and works toward maintaining a safe and healthy environment. If at any 

time you feel that there is something that may be potentially unsafe, please inform someone and it 

will be taken care of as soon as possible. 

3. Staff has been trained to respond to fire, natural disasters, severe weather, and other emergencies.  

For your safety, in the event of an emergency, please follow their directives.  See the evacuation 

routes and “shelter in place” areas designated for each office (pages 5-7 of this document). 

4. It is the intent of FAS to address the needs and protect the rights of the clients, staff and visitors 

with regard to infectious disease. In order to control the spread of infectious disease, we ask that 

all clients, staff and visitors wash their hands; after eating, using the bathroom, or smoking; and as 

often as necessary to keep hands clean.  To further control the spread of infectious disease, please 

refrain from coming to the agency if you are sick; on these occasions it is requested that you call 

to cancel and reschedule your appointment.  

5. If a client appears at an agency location under the influence of alcohol or drugs, the client shall be 

retained at the FAS premises until the client initiates a contact to a person who can immediately 

transport the client home or to an otherwise safe place. If the client refuses to make this contact, 

staff will call 911 and request help.   

 

If you have any questions, concerns or comments regarding any information contained in this 

handbook, please contact the Executive Director at 410-822-1018. 

 

 

 

 

 

THE FOLLOWING FORMS ARE TO BE SIGNED BY THE CLIENT AND 

RETAINED IN THE CLIENT RECORD. 
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CONSENT FOR TREATMENT 

 
1. I, the undersigned, hereby give my permission to undergo any assessments, treatment or other procedure 

deemed reasonable and necessary by FAS staff for my diagnosis, treatment, follow-up or referral at For 
All Seasons, Inc.  This may include, but is not limited to emergency care, psychosocial assessment, 
psychiatric assessment, counseling, medication administration and any other behavioral health services 
provided as part of my treatment. My consent shall also include a personal history, which will assist the 
staff in developing a treatment plan and in providing treatment. If appropriate, I further give my consent to 
undergo random urine screening to determine if alcohol or drugs have been used by me. I give my consent 
for individual, couple, family and/or group therapy as deemed necessary by the FAS staff. I give my 
consent for the staff of For All Seasons, Inc., including, but not limited to my psychiatrist, nurses, 
clinicians, interns or staff, to share information within the agency about my treatment. 

2. I hereby acknowledge that mental health and substance abuse treatment may have limitations, which the 
client can discuss any concerns with clinician.   

3. I hereby authorize payment directly to For All Seasons, Inc. of benefits due to me for reason of treatments, 
procedures and medicine afforded to me and further assign any major benefits due, all of which payment 
shall not exceed the regular services of the For All Seasons, Inc. or the staff thereof for the treatment 
afforded to me. I agree that a photocopy of this authorization is as valid as the original. 

4. MEDICARE PATIENTS ONLY 
I authorize any holder of medical or other information about me to release to the Social Security 
Administration or its intermediaries or carriers, any information needed for this or any subsequent Medicare 
claim. I permit a copy of this authorization to be used in place of the original, and request payment of medical 
insurance benefits either to myself or to the party who accepts assignment of such claim. 
 

5. PATIENTS/CLIENTS UNDER THE AGE OF 18 (Minor children 16 & over may consent for psychotherapy, 
however may not consent for psychiatric services without parental consent until the age of 18).   
I attest that I am the custodial parent.        (Initial)  

  yes  no  n/a  There are no legal/custody issues preventing my child from receiving services. 
  yes  no  n/a   I have provided a copy of custody agreement to For All Seasons, Inc.   

 

CONSENT FOR TREATMENT:  I hereby           GIVE           DO NOT GIVE             

CONSENT FOR FOLLOW-UP 

Upon termination of services, FAS may want to contact you regarding your status and for you to answer some 

questions concerning satisfaction of the services you received.  The purpose of this information is to ensure the 

continuity of care and to provide FAS with pertinent statistical information.  You may revoke permission for follow-

up at any time by giving a written notice or by refusing to participate in any follow-up questionnaires.  Follow-up 

will be the same for all clients served regardless of referral status. 

CONSENT FOR FOLLOW-UP:  I hereby           GIVE           DO NOT GIVE             

FAS has permission to contact me by telephone, letter or email for follow-up information and to answer questions 

concerning my satisfaction with services and my current status. 

Client Printed Name:  ______________________________________________________________________ 

Client/Legal Guardian Signature: ______________________________________    Date: _______________ 

Clinician Signature: __________________________________________________   Date: _______________ 
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ADVANCED DIRECTIVE FOR MENTAL HEALTH SERVICES 

Maryland law gives the right to anyone 16 years of age and over to be involved in decisions about their mental 

health treatment. However, a parent or guardian of a person under the age of 18 years may authorize treatment, 

even over the objection of the minor. The law also notes that at times, some persons are unable to make treatment 

decisions. Maryland law states that you have the right to make decisions in advance, including mental health 

treatment decisions, through a process called advance directive. An advance directive can be used to state your 

treatment choice or can be used to name a health care agent, which is someone that will make health care 

decisions for you. 

A. If you are a person with a mental illness, this document provides you the chance to take part in a major 

way in your mental health care decisions when you are not able to. This document allows you to express 

your consent or refusal to medications for your mental illness and other health care decisions, including 

use of seclusion and restraints. Please know that Maryland law allows a health care provider to override 

your refusal for medication for a mental disorder in limited situations if you are involuntarily committed 

to a psychiatric hospital. 

B. This document may be completed by any individual 18 years of age and has not been determined to be 

not capable of making an informed decision. An advance directive may be oral or written. If written, it 

must be signed and dated. Two witnesses must also sign the document. The health care agent may not be 

a witness. And, at least one witness may not be a person who is knowingly entitled to benefit by your 

death, for example inherit money, insurance benefits. The witnesses must sign the document stating that 

the person making the directive is personally known them and appears to be of sound mind. 

C. If you wish to guide your health care providers on what treatment you wish to have if you should 

become unable to give consent, and you DO NOT WANT A HEALTH AGENT, fill out the form titled 

“Advance Directive for Mental Health Agent. It is important that your health care agent be informed 

about your mental illness and the decisions you have made in this form. It is highly recommended that 

you discuss the contents of this form with your family and close friends and your mental health providers. 

E. The Office of the Attorney General has issued an opinion that a healthcare agent may sign an 

individual into a facility, including a psychiatric hospital. If you wish your healthcare agent to be able to 

make this choice, you should so specify. 

F. Maryland law allows giving a medication for the treatment of a mental disorder over the person’s 

expressed wishes, or placing a person in seclusion or restraints against the person’s the person’s expressed 

wishes, under certain conditions. 

I have received, read and understand the above Introduction to the Advanced Directive for Mental Health 

Treatment and decided as follows: 

____ I currently have an Advanced Directive for Mental Health Services. (see attached copy) 

____ I currently do not have an Advanced Directive for Mental Health Services and request assistance with an 

appointed staff to make one at this time.  (see attached copy) 

____ I currently do not have an Advanced Directive for Mental Health Services and do not wish to have one at 

this time. 

Client Printed Name:  ______________________________________________________________________ 

Client/Legal Guardian Signature: ______________________________________    Date: _______________ 
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FINANCIAL POLICY DISCLOSURE AND CLIENT PAYMENT AGREEMENT 

 

 

1. AUTHORIZATION TO RELEASE INFORMATION: 

I hereby authorize For All Seasons, Inc. to release medical information pertaining to my medical treatment 

as requested by Third Parties in order to secure payment of services rendered by For All Seasons, Inc. 
 
2. AUTHORIZATION TO PAY INSURANCE BENEFITS: 

I hereby authorize any insurance or third party benefits, related to this mental health treatment, to be paid 

directly to For All Seasons, Inc.   
 
3. CHANGES IN COVERAGE: 

I will notify For All Seasons, Inc. immediately if I have any changes or lapse in insurance coverage.   

 

6.   4. PAYMENT GUARANTEE: 

In consideration of the acceptance of the above named client by For All Seasons, Inc., and for the services 

rendered to said client, the undersigned hereby guarantees payment of any and all charges made by For All 

Seasons, Inc.  

 

5.   PAYMENT ARRANGEMENTS ANY PAYMENT POLICY: 

I understand that, unless payment arrangements are made with the FAS Billing Coordinator, payment for 

services or copayment is to be made at the time of each individual treatment session.  If I need to make 

payment arrangements or to be placed on a sliding fee scale, I will make application for payment 

arrangements and provide accurate and updated financial information every 6 months.   
 
6. NON-PAYMENT POLICY 

In an effort to adopt a policy that will be applied equitably to all agency clients, the following    guidelines 

will be followed: 

A.  Clients who have an outstanding balance of $100.00 or more will be notified that they must pay 

at least $10.00 of this balance in addition to their co-pay/fee at each appointment. 

B.  Non-payment of accounts with outstanding balances of $100.00 or more may result in 

suspension of services until the client makes a payment.  Scheduling of appointments will be 

resumed after receipt of the unpaid balance. 

C.  Should 60 days lapse without full payment, the client will be notified of pending discharge, 30 

days from the date of the notification letter unless the unpaid balance is received. 

D. Clients with unpaid balances of $100.00 or more will be sent three letters over a three month 

period requesting payment. 

E. Accounts with unpaid balances that are not paid within 60 days will be referred to a collection 

agency.    

 

If the undersigned fail(s) to make any payments due hereunder, For All Seasons, Inc. may at any time 

thereafter, without notice or demand, declare the entire unpaid balance of the account to be immediately 

due and payable.  The undersigned promise(s) to pay all cost of collection, including, but not limited to, 

court costs, attorney’s fees and any other collection fees which are incurred by or on behalf of the agency 

in enforcing payment after default. 
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7.         MEDICARE ASSIGNMENT: 

I certify that the information given by me in applying for payment under TITLE XVIII of the Social Security 

Act is correct.  I authorize any holder of medical or other information about me to release to the Social 

Security Administration or its’ intermediary or carriers any information needed for this or a related 

Medicare claim.  I understand I am responsible for any deductible or co-insurance. 
 
8. If more than one person signs this Disclosure/ Agreement, their liability shall be joint and several. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
I have read and understand the Financial Policy Disclosure and Client Payment Agreement of For All 

Seasons. By signing this document there is the understanding that all medical, diagnostic, and treatment 

information will only be released to the appropriate insurance carriers as designated by the signer. I 

understand that I am required to pay for services provided to me by For All Seasons, Inc. based on the 

written financial agreement.  

 

 

 

  

Client Printed Name:  ______________________________________________________________________ 

 

Client/Legal Guardian Signature: ______________________________________    Date: _______________ 

 

 
 

 

 

 Additional Signatory Printed Name:  _________________________________________________________ 

 

Signature: __________________________________________________________    Date: _______________ 
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ACKNOWLEDGEMENT OF CLIENT RIGHTS AND RESPONSIBILITIES  

 

DATE______________ 
 

Clients of For All Seasons have the RIGHT to: 

1. Review your or your child’s record with your treatment provider.  You may request a written 

summary of your treatment or copies of your records through the Client Services Supervisor, which 

should include discharge and transition plans, if applicable.  FAS reserves the right to charge fees 

for reproduction of clinical records and requires a minimum of a two week lead time for such 

summary. 

2. Be an active participant in your or your child’s treatment (planning, evaluation, and goal 

completion). 

3. Be treated with dignity, respect, and individuality, with consideration for your privacy. 

4. Freedom from abuse, retaliation, humiliation, neglect, and financial or other exploitation. 

5. Be informed of all available treatment options.  Participate in formulating, evaluating, and 

periodically reviewing your individualized written treatment plan, including requesting specific 

forms of treatment, being informed why requested forms of treatment are not made available, and 

being informed of treatment prognosis. 

6. Provide informed consent or refusal with respect to service delivery, release of information, 

concurrent services, or service delivery personnel.  

7. Be informed by the prescribing provider of the name, purpose, and possible side effects of 

medication prescribed as part of your treatment plan. 

8. Be informed of community self-help resources that can assist you in reaching your goals. 

9. Access emergency services from FAS for behavioral health emergencies 24 hours a day, seven (7) 

days a week.  (800) 310-7273 

10. Provide input as to the satisfaction and benefit of the services received through client satisfaction 

surveys, focus groups, grievance forms, etc.   

11. File a grievance if dissatisfied with the services received or if you believe your legal rights have 

been infringed upon.   

12. Refuse services. 
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CLIENT RESPONSIBILITIES 

Clients of For All Seasons have the RESPONSIBILITY to: 

1. Actively participate in all areas of your treatment or your child’s treatment (i.e., planning, 

evaluation, and goal completion). 

2. Arrive on time for appointments or inform FAS at least 24 hours in advance of your appointment 

if you are unable to attend a scheduled appointment or group session, according to the No Show 

Policy. 

3. Check in prior to each appointment with a photo ID and your insurance card.  Notify FAS promptly 

about any changes of information including: address, phone number, employment, insurance 

coverage, or income. 

4. Pay for each appointment at the time services are rendered, in accordance with your payment 

arrangement.  

5. Make payment arrangements prior to appointments, if you are unable to provide payment for 

services. 

6. Comply with the policy that payment arrangements are to be made to handle unpaid, delinquent 

charges.  (See Client Payment Policy). 

7. Request prescription refills at least 3 full business days prior to need.  

8. Notify For All Seasons if you will not be receiving services for three (3) or more months, but 

expect to resume services after that time. 

9. Notify your provider(s) if you wish to stop receiving services or to make a change in services 

received. 

  

 

 

 

I understand my rights and responsibilities as a client of For All Seasons.   I have been given a copy of this signed 

document.  I understand that, if I have questions regarding my rights and responsibilities, I may contact the 

Executive Director. 

 

 

Client/Legal Guardian Name:  _________________________________________________________________ 

 

Signature: ___________________________________________   Date: _________________________________ 
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AUTHORIZATION TO OBTAIN/PROVIDE CONFIDENTIAL HEALTH INFORMATION 

 

 

Client Name:  _______________________________________     Date of Birth: ________________ 

 

I,   ___________________________________________, give consent to For All Seasons, Inc. to  

        (Name of person consenting to release) 

 

obtain and/or provide information regarding _____________________________________________  

                                                                                                  (Name of client) 

 

from and/or to __________________________________________________________regarding  

                                              (Name of person and Organization/Agency)         

 

  ______________________________________________________________   for the purpose of  

                                 (Specify information to be released) 

 

therapeutic treatment.   

 

 

I understand that the information in my health record may include information relating to sexually transmitted 

diseases, acquired immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV).  It may also 

include information about behavioral or mental health services, and treatment for alcohol and drug abuse. 

 

I understand that I have a right to revoke this authorization at any time. I understand that if I revoke this 

authorization I must do so in writing and present my written revocation to the health information management 

department. I understand that the revocation will not apply to information that has already been released in 

response to this authorization. I understand that the revocation will not apply to my insurance company when the 

law provides my insurer with the right to contest a claim under my policy. Unless otherwise revoked, this 

authorization will expire on the following date, event, or condition: _____________. If I fail to specify an 

expiration date, event or condition, this authorization will expire in one year. 

 

I understand that authorizing the disclosure of this health information is voluntary. I can refuse to sign this 

authorization. I need not sign this form in order to assure treatment. I understand that I may inspect or copy the 

information to be used or disclosed, as provided in CFR 164.524. I understand that any disclosure of information 

carries with it the potential for an authorized re-disclosure and the information may not be protected by federal 

confidentiality rules. If I have questions about disclosure of my health information, I can contact the Executive 

Director. 

 

Client/Legal Guardian Signature: ______________________________________    Date: _______________ 
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CLIENT ORIENTATION CHECKLIST 

By my signature below, I certify that the statements listed below are true. 

 
I have been offered a copy of For All Seasons, Inc.’s Client Handbook and Program Rules and have 

reviewed it with staff. 

 
I have been informed about the initial assessment, how my Treatment Plan will be developed, how I am 

expected to participate in the development of the plan and the achievement of my goals, and the expected 

course of my treatment. 

 I understand For All Seasons, Inc.’s hours of operation and how to access after-hour-services. (Cover) 

 I have been given a site map of the facility including: emergency exits, fire extinguishers, first aid kits, 

emergency shelters, and bathrooms. (p. 5) 

 I understand the information about For All Seasons, Inc.’s Code of Ethics. (p. 8) 

 I understand the Client’s Rights section of the Handbook. (p. 8) 

 I understand the different ways I can provide input into my services and provide feedback. (p. 9) 

 I understand the No Show/Cancellation Policy. (p. 9) 

 I understand information about discharge planning. (p. 10) 

 I understand the complaint/grievance/appeal procedure. (p. 10) 

 I understand For All Seasons, Inc.’s Notice of Privacy Practices.  (p. 10) 

 I understand the client HIPAA agreement. (p. 10) 

 I understand the For All Seasons, Inc.’s confidentiality policies. (p. 12) 

 I have been informed about For All Seasons, Inc. staff response if they identify a potential risk to my well-

being. (p. 12) 

 I understand For All Seasons, Inc.’s health and safety policies regarding: use of tobacco products, 

restraint/seclusion, weapons, legal and illegal drugs, and prescription medications brought into any For All 

Seasons, Inc. facility. (p. 13) 

 I understand and have signed the Consent for Treatment. (p. 15) 

 I have been asked if I have an advance directive, and have been offered education about this, if I desire. (p. 

16) 

  I have been asked if I give permission to obtain or provide my confidential health information to any other 

individual or provider and have signed this form if applicable. (p. 17) 

 I understand and have signed forms with description and explanation of financial obligations, fees, and any 

financial arrangements for services performed by For All Seasons, Inc. (p. 18) 

 I understand and have signed the Acknowledgment of Client Rights and Responsibilities. (p. 22-23)   

 I have met with the person responsible for my service coordination. 

 

Client Printed Name:  ______________________________________________________________________ 

 

Client/Legal Guardian Signature: ______________________________________    Date: _______________ 

 

Clinician Signature: ___________________________________________________  Date:_______________ 

 


