
 

 

  

 

4570 Churchill Street STE 140 
Shoreview, MN 55106. 

www.pathwayvirtuhealth.com. 
Phone: 612-517-1293             

Fax: 612-349-2790 

 
 

Important Policies 

IMPORTANT INFORMATION 

Following is some important information about your care at Pathway Virtu-Health 

Your Insurance Company: 

When insurance is filed, please remember that your insurance company has access to all your records. Also be advised that, even 
if your insurance policy includes mental health benefits, most insurance companies do not provide reimbursement for mental health 
services rendered to persons who are not diagnosed as having a mental disorder. Thus, if insurance is to be filed, the report must 
contain a diagnosis of a mental disorder. Although most insurance companies do not pay for marriage and family therapy, they may 
pay if a mental disorder is significantly contributing to the dysfunction in the marriage. 

Confidentiality: 

Most of the information a provider collects about you will be classified as confidential. However, when insurance is involved 
Pathway Virtu-Health does not have control over and cannot assure its clients of confidentiality. That means employees of Pathway 
Virtu-Health, employees of the insurer and employees of contracted organizations of the insurer all have access to your chart. This 
is provided for in the insurance policy between you and your insurance company. 

The client record is legally the property of Pathway Virtu-Health. However, clients may have access to information contained in the 
file, except in those cases where the release of such information may be deemed harmful to the client’s well-being. Information can 
be released to others only upon written informed consent of the client. 

In a few cases, information is unavailable to a client. Certain confidential data may be available only to the provider and particular 
government agencies. Classified material falling into this category might deal with adoption, civil or criminal investigations, some 
medical data and the names of persons who report suspected abuse of children or vulnerable adults. 

Exceptions to Privacy: 

All members of the staff of the Clinic will hold information confidential except under the following circumstances: 

• If a client threatens to harm someone (including self), a staff person must, by law, take appropriate action to ensure safety. 

• If a client engages in irresponsible sexual activity while HIV positive. 

• If a client uses recreational drugs or alcohol irresponsibly while pregnant. 

• If a therapist suspects that a client is physically or sexually abusing a child or vulnerable adult, the therapist is required by law to 
report concern to the proper authorities. 

• If a client is under age 18 and the provider t judges it is in the best interest of the client to share information. 

• Requests from your insurance company. 

Pathway Virtu-Health Professionals meet in consultation with other mental health professionals within this clinic. During those 
meetings, your situation may be reviewed. Mental health professionals seeing members of the same family or significant others 
may discuss your situation. If you have questions or concerns about this, please speak to your clinician. 

Children Visiting our Facility: 

If children accompany a client, either because the child(ren) is/are going to be seen by one of the clinicians, or simply because they 
are with the parent, please be advised that our staff cannot assume responsibility for caring for them in the reception area. Children 
under age 10 cannot be left in the reception area unless accompanied by a person specifically responsible for their care. 

Emergencies: 

If you have a mental health crisis during business hours, try to contact your clinician at the number they provide to you. Listed 
below are some phone numbers you may want to keep with you in case of emergency and your clinician is not immediately 
available. 

24 Hour Emergency Mental Health Response 

• If you live in Anoka County for adults and children call: 763-755-3801 

• If you live in Carver or Scott County for adults and children call: 952-442-7601 

• If you live in Dakota County for adults and children call: 952-891-7171 

• If you live in Hennepin County for children call: 612-348-2233 
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• If you live in Hennepin County for adults call: 612-596-1223 

• If you live in Ramsey County for children call: 651-774-7000 

• If you live in Ramsey County for adults call 651-266-7900 

• If you live in Washington County for adults and children call: 651-777-5222 

• National Suicide Prevention Lifeline: 800-273-8255 

• Behavioral Emergency Center, University of Minnesota Medical Center: 612-672-6600 
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CLIENT RIGHTS 

Bill of Rights: 

Consumers of professional mental health services have the right: 

(a) to expect that the professional consulted has met minimal qualifications of training and experience commensurate with service 
requirements and in accordance with professional and/or disciplinary standards. 

(b) to be informed of the credentials of those by whom they are served; 

(c) to be informed of the cost of professional services prior to receiving those services; 

(d) to privacy as defined by rule and law; 

(e) to be free from being the subject of discrimination on the basis of race, religion, gender, or other unlawful category while 
receiving services; 

(f) to have access to their records as a provided in Minnesota Statutes, section 144.335 subdivision 2; and 

(g) to be free from exploitation for the benefit or advantage of a clinician. 

Professional Boundaries: 

Clinicians must not, under any circumstances, be involved with their clients in a sexual way. They may not "date" or behave with 
their clients in a "dating" manner. They are not to be involved in social relationships/functions with their clients. This prohibits going 
to lunch/dinner with clients. 

Complaints: 

 If you are dissatisfied with the services you are receiving, please immediately discuss your concerns with your clinicians. A clinician 
needs honest feedback to be most effective. However, if you feel uncomfortable confronting your clinicians with your concerns or if 
you are not satisfied with the result when you express your concerns, please contact another clinicians on the staff. In case you feel 
it is necessary to contact a professional group outside the clinic, it is your right to do so. Professional associations interested in 
promoting high quality services and professional ethics are: 

Minnesota Psychological Association 

Minnesota Board of Psychology 

Minnesota Psychiatric Society 

Minnesota Board of Medical Examiners 

Minnesota Board of Marriage and Family Therapy 

Minnesota Board of Social Workers 

National Association of Social Workers 

Minnesota Nurses Association 

Minnesota Board of Nursing 

American Association of Marriage and Family Therapists 

Department of Human Services 

Other Rights: 

(a) A client has the right to refuse to give any information (however, by not providing necessary information the client will probably 
not fully benefit from the assistance being sought). 

(b) A client has the right to challenge the accuracy of any of the information contained in the records; if a client wants to challenge 
any information, write to the Clinic Director, or talk with the responsible clinician. A challenge must be answered within 30 days. 

(c) A client has the right to insert his/her own explanation of anything she/he objects to in his/her records. 

Client Services Committee 

Clients are invited to contact us with comments, questions, or concerns. Charges for emergency cancellations may be appealed to 
our Client Services Committee for consideration. Please send an e-mail via info@pathwayvirtuhealth.com or a letter attention: 
Client Services Committee, to the above address above. 
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OUR FINANCIAL POLICY 

 

Thank you for choosing us as your health care provider. Please understand that payment of your bill is considered a part of your 

treatment. The following is a statement of our Financial Policy, which we require you read and sign prior to any treatment. All clients 

must complete our registration forms before seeing of our providers.  

ALL CO-PAYS ARE DUE AT THE TIME OF YOUR SESSION UNLESS OTHERWISE AGREED UPON BY YOUR CLINICIAN. 

WE ACCEPT CASH, CHECKS OR CREDIT CARDS. 

Regarding Insurance: 

We may accept assignment of insurance benefits. We cannot bill your insurance company unless you give us your insurance 

information. Your insurance policy is a contract between you and your insurance company. We are not a 3rd party to that contract. 
In the event we do accept assignment of benefits and your insurance has not paid your account in full within 60 days, the balance 
will be automatically transferred to your responsibility. Please be aware that some, and perhaps all, of the services provided may be 
noncovered services and not considered reasonable and necessary under your medical insurance. Contact your employer or 
insurer if you have questions. 

All co-pays are due at the time of your session when you use an insurance plan for which your clinician is a provider. In the event 
that your insurance coverage changes, it is your responsibility to notify us. If your new plan is one for which we are not participating 

providers, you are responsible for your account. Any follow up or reporting to 3rd parties that become necessary due to unpaid 
balances on your account, shall not be considered breach of confidentiality. You must notify us in advance of your first appointment 
if you intend to use an Employee Assistance Program (EAP). Once services have been provided under insurance, we will not bill 
your EAP. 

Adult Patients: Adult patients are responsible for full payment of any co-pays at time of service. 

Minor Patients: Parents or guardians accompanying minors are responsible for payment of co-pays at the time of service. If a 
minor is accompanied by an adult other than a parent or guardian, payment is still expected at the time of service. For 
unaccompanied minors, your clinician may be willing to make arrangements for you to be billed and pay for co-pays by mail. 

Missed Appointments: For ALL appointments, unless canceled with at least 24 hours’ notice, a charge of $75.00 will be applied to 
your account. Charges for "emergency" cancellations will be considered. This charge is normally not payable by your insurance and 
will be billed as your responsibility. Please help us serve you better by keeping scheduled appointments. Clients with two or more 
unpaid missed appointment fees are subject to termination of care. 

Fee Schedule: Fees are based on length and type of psychotherapeutic session provided. Additional fees for reports/letters, 
psychological testing, phone consultations and therapy groups may apply. Some or all additional services may not be covered by 
your insurance and will be billed at an hourly rate. Please consult your clinician with questions. 

Service/Finance Charges: 

• A monthly finance charge of 1.5 % is charged for balances exceeding 30 days. 

• Accounts exceeding 90 days may be reported to a collection agency. 

• There is a $25.00 service charge for returned checks. 

Thank you for understanding our Financial Policy. Please let us know if you have questions or concerns. 
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NOTICE OF PRIVACY PRACTICES 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND 

HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. 

Minnesota Patient Consent for Disclosures 

 

For most disclosures of your health information, we are required by State of Minnesota Laws to obtain a written consent from you, 

unless the disclosure is authorized by Law, court ordered or subpoena, or for public health purposes through the Minnesota 
Department of Health Activities. This consent may be obtained at the beginning of your treatment, during the first delivery of health 
care service, or at a later point in your care, when the need arises to disclose your health information to others outside of our 
organization. 

Our Clinic's Responsibilities: 

• We are required by law to maintain the privacy and security of your protected health information. 

• We will let you know promptly if a breach occurs that may have compromised the privacy or security of your information. 

• We will not use or share your information other than as described here unless you tell us we can in writing. If you tell us we can, 
you may change your mind at any time. Let us know in writing if you change your mind. 

Our Clinic’s Uses and Disclosures: 

We typically use or share your health information in the following ways: 

• Treat you: We can use your health information and share it with other professionals who are treating you. Example: A doctor 
treating you for an injury asks another doctor about your overall health condition. 

• Run our organization: We can use and share your health information to run our practice, improve your care, and contact you 
when necessary. Example: We use health information about you to manage your treatment and services. 

• Bill for your services: We can use and share your health information to bill and get payment from health plans or other entities. 

Example: We give information about you to your health insurance plan so it will pay for your services. 

We are allowed or required to share your information in some ways – usually in ways that contribute to the public good, such as 
public health and research. We have to meet many conditions in the law before we can share your information for these purposes. 

• Help with public health and safety issues: We can share health information about you for certain situations such as: 

• Preventing disease 

• Helping with product recalls 

• Reporting adverse reactions to medications 

• Reporting suspected abuse, neglect, or domestic violence 

• Preventing or reducing a serious threat to anyone’s health or safety 

• Do research: We can use or share your information for health research. 

• Comply with the law: We will share information about you if state or federal laws require it, including with the Department of 

Health and Human Services if it wants to see that we’re complying with federal privacy law. 

• Respond to organ and tissue donation requests: We can share health information about you with organ procurement 
organizations. 

• Work with a medical examiner or funeral director: We can share health information with a coroner, medical examiner, or 
funeral director when an individual dies. 

• Address workers’ compensation, law enforcement, and other government requests: We can use or share health information 

about you: 

• For workers’ compensation claims 

• For law enforcement purposes or with a law enforcement official 

• With health oversight agencies for activities authorized by law 

• For special government functions such as military, national security, and presidential protective services 

• Respond to lawsuits and legal actions: We can share health information about you in response to a court or administrative 
order, or in response to a subpoena. 
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Your Rights Name: 
 
When it comes to your health information, you have certain rights. This section explains your rights and some of our responsibilities 
to help you. 
• Get an electronic or paper copy of your medical record: You can ask to see or get an electronic or paper copy of your medical 
record and other health information we have about you. Ask us how to do this. We will provide a copy or a summary of your health 
information, usually within 30 days of your request. We may charge a reasonable, cost-based fee. 
• Ask us to correct your medical record: You can ask us to correct health information about you that you think is incorrect or 
incomplete. Ask us how to do this. We may say “no” to your request, but we’ll tell you why in writing within 60 days. 
• Request confidential communications: You can ask us to contact you in a specific way (for example, home or office phone) or 
to send mail to a different address. We will say “yes” to all reasonable requests. 
• Ask us to limit what we use or share: You can ask us not to use or share certain health information for treatment, payment, or 
our operations. We are not required to agree to your request, and we may say “no” if it would affect your care. If you pay for a 
service or health care item out-of-pocket in full, you can ask us not to share that information for the purpose of payment or our 
operations with your health insurer. We will say “yes” unless a law requires us to share that information. 
• Get a list of those with whom we’ve shared information: You can ask for a list (accounting) of the times we’ve shared your 
health information for six years prior to the date you ask, who we shared it with, and why. We will include all the disclosures except 
for those about treatment, payment, and health care operations, and certain other disclosures (such as any you asked us to make). 
We’ll provide one accounting a year for free but will charge a reasonable, cost-based fee if you ask for another one within 12 
months. 
• Get a copy of this privacy notice: You can ask for a paper copy of this notice at any time, even if you have agreed to receive the 
notice electronically. We will provide you with a paper copy promptly. 
• Choose someone to act for you: If you have given someone medical power of attorney or if someone is your legal guardian, that 
person can exercise your rights and make choices about your health information. We will make sure the person has this authority 
and can act for you before we take any action. 
• File a complaint if you feel your rights are violated: You can complain if you feel we have violated your rights by contacting us 
using the information on page 1. You can file a complaint with the U.S. Department of Health and Human Services Office for Civil 
Rights by sending a letter to 200 Independence Avenue, S.W., Washington, D.C. 20201, calling 1-877-696-6775, or visiting 
www.hhs.gov/ocr/privacy/hipaa/complaints/. We will not retaliate against you for filing a complaint.  
 

Your Choices 
For certain health information, you can tell us your choices about what we share. If you have a clear preference for how we share 
your information in the situations described below, talk to us. Tell us what you want us to do, and we will follow your instructions. 
 
In these cases, you have both the right and choice to tell us to: 
• Share information with your family, close friends, or others involved in your care 
• Share information in a disaster relief situation 
• Include your information in a hospital directory 
 
If you are not able to tell us your preference, for example if you are unconscious, we may go ahead and share your information if 
we believe it is in your best interest. We may also share your information when needed to lessen a serious and imminent threat to 
health or safety. 
 
In these cases we never share your information unless you give us written permission: 
 
• Marketing purposes 
• Sale of your information 
• Most sharing of psychotherapy notes 
 
In the case of fundraising: 
• We may contact you for fundraising efforts, but you can tell us not to contact you again. 
 
Changes to the Terms of this Notice: We can change the terms of this notice, and the changes will apply to all information we 
have about you. The new notice will be available upon request, in our office, and on our web site. 
 
If you have questions or concerns regarding your privacy rights or the information in this notice, please contact Pathway Virtu-
Health 
Address: 4570 Churchill Street., Suite 140 
Shoreview, MN 55106 
Phone Number: 612-517-1293 
For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html Saint Paul, MN 55114 
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Authorization and Release 

FINANCIAL POLICY / MISSED APPOINTMENT POLICY 

My signature below indicates that I have been provided with a copy of the Financial Policy and Missed Appointment Policy. I 
understand that I am financially responsible for all appointments, unless cancelled with at least 24 hours’ notice; a charge of $75 
per scheduled hour will be applied to my account.  

 

IMPORTANT INFORMATION AND CLIENT RIGHTS 

My signature below indicates that I have been provided with a copy of the Important Information and Clients Rights form.  

ASSIGNMENT OF BENEFITS 

I hereby certify that I (or my dependent) have insurance coverage as noted and authorize direct payment to Pathway Virtu-
Health of any medical benefits otherwise payable to me for services provided by a clinician affiliated with Pathway Virtu-Health. I 
understand that I am financially responsible for all charges whether or not paid by insurance.  

RECORDS RELEASE 

I hereby authorize Pathway Virtu-Health to release all information necessary to my insurance company for the purpose of 
processing my insurance claims and to mail patient statements. This authorization shall remain in effect as long as charges are 
being submitted for insurance claim processing or as long as dictated by payer. 

NOTICE OF PRIVACY PRACTICES 

My signature below indicates that I have been provided with a copy of the Notice of Privacy Practices. 

CONTACT INFORMATION 

Pathway Virtu-Health considers your e-mail address and other contact information to be confidential and will not disclose it to 
outside entities. If indicated on the Client Registration form, I agree to receive appointment reminders via text or email. 

CONSENT FOR THERAPY/CERTIFICATE OF CUSTODY 

 Parents are married to each other and are both legal parents of the child/children 

 I am a single or remarried parent and have full legal custody of the child/children. 

 The child/children's other parent and I share legal custody (Legal documentation may be requested.) 

 The child is in the custody of the State of Minnesota. 

County: ____________________________________________________________________________ 

Name of person authorized to consent for services: ___________________________________________ 

 I am an adult seeking assessment and therapy for myself. 

 

By signing this form, I state the above is true, and I authorize Pathway Virtu-Health to carry out mental health assessment and 
treatment. I understand the purpose of these procedures will be explained to me upon my request, and that they are subject to 
my agreement. I also understand that while the course of my assessment and treatment is designed to be helpful, my 
practitioner can make no guarantees about the outcome of my treatment. 

If I am a parent or guardian of a client, I understand that I have a right to information concerning my minor child in therapy, 
except where otherwise stated by state and federal law and rule. I also understand that this clinician believes in providing a 
minor child with a private environment in which to disclose himself/herself to facilitate therapy. I therefore give permission to the 
clinician to use his/her discretion, in accordance with professional ethics and state and federal laws/rules, in deciding what 
information revealed by my child is to be shared with me. I understand that the clinician will inform me of any risk to my child with 
which I can help. 

I give consent to receive services at Pathway Virtu-Health and have been provided a copy of the Important 
Policies. (Please sign and date)  

CLIENT SIGNATURE: _________________________________   DATE: ____________________________  

(Signature of Parent, Guardian, or Authorized Representative if a Minor) 
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