Claudia B. Rutherford Ph.D.

Licensed Psychologist HSP

PO Box 714, Conway MA 01341 (mail)

235 Greenfield Road, South Deerfield MA 01373 (office)

413-475-0086 (phone)

909-752-4363 (fax)

claudia.rutherford@gmail.com
Child’s Name:

Date of Birth:

CONSENT TO CHILD’S EVALUATION

Client Using Health Insurance
I agree to have my child evaluated by psychologist Claudia B. Rutherford, Ph.D. I understand that the psychologist is agreeing to share her knowledge and skills in good faith. No promises have been made to me or my child regarding the results of this evaluation. I will make every effort to discuss any concerns or questions that arise at any time. I am aware that I may stop the evaluation at any time. 
I understand that I am entitled to a copy of my child’s evaluation report and to give copies of it to other professionals. I understand that I must give written permission for the report, or any other information about my family, to be shared by the psychologist, except as described in the form called “What You and Your Child Should Know about Privacy and Confidentiality,” which I have read, discussed with Dr. Rutherford, and signed.

The evaluation process varies in length, depending on the individual and the issues addressed. I will be charged a co-payment/co-insurance of _____ for each visit, in addition to a co-payment/co-insurance of _____ for today’s initial consultation, after a deductible of _____ is met. The evaluation will consist of testing, scoring, interpretation and analysis of results, review of medical records, review of prior testing, discussions with other professionals, report writing, and feedback.
Unfortunately, insurance companies do not always cover the tests or time recommended to address psychological or neuropsychological concerns clinically and thoroughly. Dr. Rutherford, after talking with me today, will determine approximately how much testing my child will need, and will attempt to have that amount authorized by my insurance company. After speaking with the insurance company, if the proposed tests and time are authorized, she will contact me to start the testing. If, however, the insurance company does not agree to Dr. Rutherford’s request, she will call me to discuss my child’s testing options with me further, at no cost to me. Dr. Rutherford will tell me whether the insurance company’s authorization allows for the testing question to be addressed satisfactorily. If it does not, she will give me the following options:

1) Doing less comprehensive testing, although I understand that this may limit her ability to draw certain conclusions from the evaluation.

2) Appealing the insurance company’s decision.

3) Paying out-of-pocket for the additional time and/or tests Dr. Rutherford feels are clinically necessary. If I opt to pay out-of-pocket in this way, I will sign an additional consent form (addendum) in which we will stipulate what services I agree to pay for. If my child has MassHealth for insurance, this third option will not be available to me, due to the terms of the insurance policy.
Because I am choosing to use my child’s health insurance, I understand that Dr. Rutherford will need to put down a working diagnosis on his or her insurance forms, in order to have services covered. I understand that this does not mean the diagnosis indicated on the insurance forms has been confirmed.

I agree that I am responsible for any co-payments, co-insurance, and/or deductible stipulated by my insurance company at each time of service. I can pay by cash, check, or credit/debit card. I understand that if I fail to meet this financial commitment, subsequent testing sessions and/or report writing will be put on hold until I have paid my balance.
I agree to call to cancel an appointment at least 24 hours in advance except in extreme situations. If I do not cancel, I understand I will be charged $120 for the missed appointment, and that insurance will not cover this fee. (MassHealth clients are not allowed to be charged in this situation but are still expected to take the cancellation policy seriously, out of courtesy).  I understand that by cancelling with notice, I am being respectful and responsible to both Dr. Rutherford and to other families who can use the time if reasonable notice is provided. I also understand that it is my responsibility to reschedule a follow-up appointment. Finally, I understand that at Dr. Rutherford’s discretion, repeated no-shows for scheduled appointments may be grounds for termination of services.
My signature below shows that I understand and agree with all of these statements and that I have had any questions answered fully.

_____________________________________

_________________
Signature of custodial parent or legal guardian

Date

_____________________________________

_________________

Printed name






Relationship to client

I, the psychologist, have discussed the issues above with the custodial parent or child’s legal guardian. My observations of this person’s behavior and responses give me no reason to believe that this person is not fully competent to give informed and willing consent.

_____________________________________

_________________

Claudia B. Rutherford Ph.D.



Date
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