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Lifestyle Center for Counseling & Nutrition would like to welcome you!
“Treatment” means that you voluntarily agree to attend regularly scheduled treatment sessions at the Center living at your home and continuing with regular activities such as work or school. Our goal is to assist you in addressing your concerns in a professional and caring manner by offering a safe therapeutic environment. It is also our objective to provide a positive counseling experience to facilitate the change your need for achieving a higher level of functioning.

Types of Treatment

At the initial intake session and at different points in treatment, you and your therapist may discuss potential benefits of increasing or changing the type(s) of treatment you receive. The types of treatment offered at the Center include the following:
Individual Psychotherapy: EMDR/IFS and regularly scheduled therapy sessions grounded in psychological theory to address your current distress or concerns, related mood and behaviors.

Family Psychotherapy: regularly scheduled sessions for you and your partner or family members to facilitate positive changes in how you and your family cope, communicate and relate with each other.

Group Psychotherapy:  weekly therapy groups for and Adolescents and Adults designed to lessen your sense of isolation and gain support to make positive changes.

Referrals for Dietitian/Nutrition Therapy: regularly scheduled sessions to develop skills for healthy eating and to improve your relationship with food.
Referrals for Psychiatric Consultation: regularly scheduled sessions for medication evaluation and medication treatment plans if appropriate.
Referrals for Medical Examination, Care and Testing: Lifestyle Center for Counseling & Nutrition believes in the importance of physical health as well as emotional health. It is our policy that all clients are followed by a medical doctor as part of their treatment.

If my therapist recommends a physical evaluation or ongoing physical exams/lab work by my physician to rule out possible medical problems and to ensure that I am in good physical health, I agree to comply with this recommendation. I also understand that non-compliance of the above recommendations may result in discontinuation of services or referral to a higher level of care outside of this outpatient setting.
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Your Bill of Rights as a Client

1. You have the right to be treated with dignity and respect.

2. You have the right to make complaints and to have complaints heard and adjudicated promptly.

3. You have the right to practice the religion of your choice or to abstain from religious practices.

4. You have the right to participate in the development and review of your treatment plan. 

5. You have the right to receive treatment in the least restrictive setting within the clinic or facility necessary to accomplish the treatment goals.

6. You have the right to be discharged from treatment as soon as you no longer need care or treatment.

7. You have the right not to be subjected to any harsh or unusual treatment.

8. You have the right to refuse medication.

9. You have the right to know about the training, education, and qualifications of your treatment Provider(s).
Confidentiality/HIPPA Rights (please read carefully)
All information provided by you is considered privileged unless you specifically sign a Release of Information Form. Information shared with your therapist will not be disclosed to anyone outside the Center’s professional staff without your written permission, except when: 1) doing so might result in physical harm to yourself or others, 2) case records are subpoenaed by a judge in a court of law, or 3) child or elder abuse is suspected which must be reported as required by Florida law. In the event my therapist considers my behavior to be harmful, I understand the necessary steps for informing included telling the appropriate people involved (e.g. guardians for minors or potential victims) about my plans to assure that no one comes to harm. If I am under the age of 18 years, my parents may be informed about my treatment; which would involve communication about general information related to my progress in treatment.

Treatment Planning  I give my consent to treatment at Lifestyle Center for Counseling & Nutrition.  I agree to participate in creating and maintaining my treatment goals and plan for care, and understand my treatment plan may be modified as my treatment progresses. I understand that it is difficult to predict the duration of therapy, and that treatment length for different issues and goals will become a part of my course for therapy, and may be adjusted depending on my current circumstances.
Lifestyle Center for Counseling & Nutrition
Billing Procedures

2380 Third Street South, Suite 2, Jacksonville Beach, FL 32250

Phone (904) 614-5521 Fax (904) 833-3373

mitzygator@icloud.com
Forms of Payment

Lifestyle Center for Counseling and Nutrition accepts the following forms of payment: Cash, Check, Electronic Check, FSA card, HSA card, Visa, MasterCard, and Discover. Please indicate your preferred form of payment on the Electronic Payment Authorization form. The Electronic Payment form will be securely stored in your clinical file and may be updated upon request at anytime. Your provider will deduct your session fees from the account designated on this form. If you choose to pay by Credit Card option, please be aware that all transactions will read ‘Therapy Partner Corporation’ on your bank or credit card statement. Therapy Partner is the merchant who processes our credit card transactions.

Monthly Statements

Clients will receive monthly statements via email around the 7th of the following month for all sessions attended the previous calendar month. Clients can also request that Therapist generate and email a statement at any other time for any reason during business hours.

Please feel free to discuss any billing information or financial issues with your provider.

Sign Below to acknowledge receipt of the above policies and procedures. 

Name: _____________________________________

Date: ______________________________________

Signature: ___________________________________

