Client Name: _______________________________


FOCUS COUNSELING SERVICES LLC
1689 Crown Ave, Ste.9 Lancaster, PA 17601
(717) 690-1092
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ATTENDANCE POLICY
I, __________________________________________, have read the following attendance policy and understand the reasons why Focus Counseling Services LLC may discharge a client from services. These include:

1. Successful completion of treatment goals

2. Acts or threats of violence directed at any Focus Counseling Services, Inc. staff members or any consumers receiving services at Focus Counseling Services LLC.
3. Failure to follow Focus Counseling Services LLC policies.
4. Failure to attend two scheduled treatment activities consecutively without notifying the therapist 24 hours in advance.

5. Failure to attend a total of three treatment activities without notifying the therapist 24 hours in advance.
6. Failure to attend at least one treatment activity within a consecutive 30-day period.

7. Failure to actively follow your treatment plan.

8. Continued use of mood altering substances and/or the refusal to seek a higher level of care. 

9. Failure to keep your account balance current.
10. Persistent tardiness.

11. Persistent erratic non-attendance to the point of negatively impacting the therapeutic value of treatment.

12. Referral to a different level of care.
I also understand that if I am discharged for non-compliance (# 4 - 11), I may not be permitted to return to this type of service for three months. If I am readmitted after one discharge, and am discharged again for non-compliance, I may not be permitted to return to this service for six months. Any future discharges for non-compliance may result in my inability to return to services through Focus Counseling Services LLC in the future. All returns to our agency after a discharge are at the discretion of Yvette Maldonado, M.Ed.,NCC,LPC of Focus Counseling Services LLC.
_______________________________________________       ______________
Signature of Client (if 14-years-old or older)/Guardian/Caregiver                               Date

_______________________________________________       ______________
Signature of Witness







   Date
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