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POLICIES, PROCEDURES AND CONSENT FORM

WELCOME! THIS DOCUMENT CONTAINS IMPORTANT INFORMATION. IT IS INTENDED TO
INFORM YOU OF MY PROFESSIONAL SERVICES, YOUR RIGHTS, POLICIES, AND STATE
AND FEDERAL LAWS.

THERAPY

THE GOAL OF THERAPY IS TO HELP YOU IDENTIFY AND LEARN WAYS TO COPE MORE
EFFECTIVELY WITH PROBLEMS IN DAILY LIVING AND TO DEAL WITH INNER CONFLICTS
WHICH MAY DISRUPT YOUR ABILITY TO FUNCTION EFFECTIVELY. BOTH THE CLIENT
AND THE THERAPIST MAKE A COMMITMENT TO WORKING TOGETHER TO ESTABLISH
GOALS THAT REFLECTS THE DESIRES AND NEEDS OF THE CLIENT(S).

I UNDERSTAND THAT THE BENEFITS OF THERAPY MAY INCLUDE A BETTER
UNDERSTANDING OF MYSELF AND MAY ENHANCE MY ABILITY TO HANDLE AND COPE
WITH ISSUES AND RELATIONSHIPS. | HAVE BEEN GIVEN THE OPPORTUNITY TO ASK
QUESTIONS AND RECEIVE SATISFACTORY ANSWERS AND TO PARTICIPATE IN MY
TREATMENT PLAN. | UNDERSTAND THERE IS NO GUARANTEE TO POSITIVE RESULTS OR
LENGTH OF TREATMENT PLAN AND THAT | MAY DISCONTINUE TREATMENT AT ANY TIME.
IF | FEEL YOUR NEEDS ARE BEYOND WHAT MY SERVICES CAN PROVIDE FOR YOU | WILL
BE HAPPY TO REFER YOU TO ANOTHER MENTAL HEALTH PROFESSIONAL. YOUR
PROGRESS IN THERAPY OFTEN DEPENDS MUCH MORE ON WHAT YOU DO BETWEEN
SESSIONS THAN ON WHAT HAPPENS IN SESSION.

INITIAL HERE:

APPOINTMENTS

APPOINTMENTS ARE USUALLY SCHEDULED FOR 50 MINUTES. SESSIONS MAY BE
SCHEDULED FOR 25 OR 75 MINUTES. TELEPHONE COUNSELING SESSIONS MAY BE
SCHEDULED. CLIENTS ARE USUALLY SEEN WEEKLY OR MORE/LESS FREQUENTLY AS
APPROPRIATE. YOU MAY DISCONTINUE TREATMENT AT ANY TIME, BUT PLEASE DISCUSS
THIS IMPORTANT DECISION WITH ME.

INITIAL HERE:

CANCELLATIONS AND MISSED APPOINTMENTS

You WILL BE BILLED $75.00 FOR A SESSION THAT YOU CANCEL (OR DO NOT SHOW
FOR) WITH LESS THAN 24 HOURS NOTICE. YOU MAY LEAVE MESSAGES 24 HOURS PER
DAY. PLEASE NOTE THAT INSURANCE COMPANIES GENERALLY DO NOT REIMBURSE FOR
FAILED APPOINTMENTS SO YOU WILL BE RESPONSIBLE FOR THIS EXPENSE
PERSONALLY.

INITIAL HERE:
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EMERGENCIES

IN BETWEEN SESSIONS, IN THE EVENT OF AN EMERGENCY PLEASE CHOOSE ONE OF THE
FOLLOWING:

1. CALL 911, 211, OR VISIT YOUR LOCAL EMERGENCY ROOM.

2. CONTACT THE MOBILE CRISIS UNIT AT 383-5777 (NORTH OF SOUTHERN BLVD.) OR
637-2102 (SOUTH OF SOUTHERN BLVD.).

3. CONTACT YOUR PSYCHIATRIST OR GENERAL PRACTITIONER.

INITIAL HERE:

RECORD KEEPING

A CLINICAL CHART IS MAINTAINED DESCRIBING YOUR CONDITION, TREATMENT,
PROGRESS, DATES AND FEES FOR SESSIONS, AND NOTES ABOUT EACH THERAPY
SESSION. YOUR RECORDS WILL NOT BE RELEASED WITHOUT YOUR WRITTEN CONSENT,
EXCEPT AS OUTLINED IN THE CONFIDENTIALITY SECTION BELOW.

INITIAL HERE:

LIMITS OF CONFIDENTIALITY/LEGAL

ISSUES DISCUSSED IN THERAPY ARE IMPORTANT AND ARE GENERALLY LEGALLY
PROTECTED AS BOTH CONFIDENTIAL AND “PRIVILEGED.” HOWEVER, THERE ARE LIMITS
TO THE PRIVILEGE OF CONFIDENTIALITY. THESE SITUATIONS INCLUDE BUT ARE NOT
LIMITED TO:

1. THE CLIENT AUTHORIZES A RELEASE OF INFORMATION WITH A SIGNATURE.

2. SUSPECTED ABUSE OR NEGLECT OF A CHILD, ELDERLY PERSON, OR A DISABLED
PERSON.

3. THE CLIENT PRESENTS AS A PHYSICAL DANGER TO SELF OR TO OTHERS.

4. IF YOU REPORT THAT YOU INTEND TO PHYSICALLY INJURE SOMEONE THE LAW
REQUIRES ME TO INFORM THAT PERSON AS WELL AS LEGAL AUTHORITIES.

5. IF | AM ORDERED BY A JUDGE/ COURT TO RELEASE INFORMATION.

6. YOUR INSURANCE COMPANY IS INVOLVED, E.G. IN FILING A CLAIM, INSURANCE
AUDITS, CASE REVIEW OR APPEALS, ETC.

7. IN NATURAL DISASTERS WHEREBY PROTECTED RECORDS MAY BECOME EXPOSED.

8. WHEN OTHERWISE REQUIRED BY LAW.

IF YOU ARE UNDER 18 YEARS OF AGE PLEASE BE AWARE THAT THE LAW PROVIDES
BOTH PARENTS AND OR GUARDIANS THE RIGHT TO INFORMATION REGARDING YOUR
TREATMENT. IT IS MY POLICY TO REQUEST AN AGREEMENT FROM PARENTS /GUARDIANS
THAT THEY ALLOW OUR SESSIONS TO REMAIN CONFIDENTIAL. ABSENT SUCH A
GUARANTEE OF CONFIDENTIALITY, YOUR CHILD OR ADOLESCENT MAY NOT TRUST ME
ENOUGH TO ESTABLISH A THERAPEUTIC RELATIONSHIP AND TREATMENT WILL BE LESS
EFFECTIVE. IF THE PARENTS/GUARDIAN AGREES | WILL PROVIDE THEM ONLY WITH
GENERAL INFORMATION ABOUT OUR WORK TOGETHER UNLESS | FEEL THERE IS A HIGH
RISK THAT YOU WILL HARM YOURSELF OR SOMEONE ELSE. IN THIS CASE | WILL NOTIFY
THEM OF MY CONCERN. | WILL ALSO PROVIDE THEM A SUMMARY OF YOUR TREATMENT
WHEN IT IS COMPLETE. BEFORE | GIVE THEM ANY INFORMATION | WILL DISCUSS THE
MATTER WITH YOU, IF POSSIBLE, AND DO MY BEST TO HANDLE ANY OBJECTIONS YOU
MAY HAVE ABOUT WHAT | AM PREPARED TO DISCUSS.

9. | MAY FIND IT HELPFUL TO CONSULT OTHER PROFESSIONALS ABOUT A CASE.
DURING A CONSULTATION YOUR IDENTITY WILL NOT BE REVEALED AND MY
PROFESSIONAL PEERS ARE LIKEWISE BOUND BY CONFIDENTIALITY.
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10. IF YOUR ACCOUNT BECOMES OVERDUE AND YOU DO NOT PAY THE AMOUNT DUE OR
WORK OUT A PAYMENT PLAN, | WILL REVEAL A LIMITED AMOUNT OF INFORMATION
ABOUT YOUR TREATMENT IN TAKING LEGAL MEASURES TO BE PAID. THIS INFORMATION
WILL INCLUDE YOUR NAME, SOCIAL SECURITY NUMBER, ADDRESS, DATES AND TYPE OF
TREATMENT AND THE AMOUNT DUE. IF ANY ACCOUNTS ARE MORE THAN 90 DAYS PAST
DUE, | WILL ADD A 10% INTEREST CHARGE EACH MONTH THEREAFTER.

11. PLEASE BE ADVISED THAT CONFIDENTIALITY CANNOT BE GUARANTEED WHEN
COMMUNICATION UTILIZES TECHNOLOGY. |l.E., TELEPHONE, INTERNET.

INITIAL HERE

LEGAL/COURT

IT IS THE OPINION OF THIS LICENSED PROFESSIONAL THAT THE RELATIONSHIP
BETWEEN THE THERAPIST AND HER CLIENT IS FOR THERAPEUTIC PURPOSES ONLY.
THEREFORE, IN THE EVENT YOU ARE INVOLVED IN DIVORCE, CHILD CUSTODY, OR
OTHER LEGAL MATTERS, YOU AGREE THAT YOU WILL NOT HAVE ME SUBPOENAED TO
PROVIDE TESTIMONY OR TO PROVIDE ANY WRITTEN DOCUMENTATION THAT WOULD
BREAK THIS CONFIDENTIALITY. HOWEVER, IF YOU CHOOSE TO WAIVE THIS
CONFIDENTIALITY AGREEMENT, YOU RECOGNIZE THAT ALL INFORMATION EXCHANGED
IN CONFIDENCE SHALL BE OPEN TO THE COURT FOR EXAMINATION AND THEREFORE,
YOU CANNOT HOLD THIS THERAPIST AT FAULT FOR ANY REASON, INCLUDING BUT NOT
LIMITED TO A JUDGMENT AGAINST THE UNDERSIGNED CLIENT. YOU ALSO UNDERSTAND
THAT ANY TIME SPENT ON GIVING DEPOSITIONS OR TESTIMONY, ANSWERING PHONE
CALLS FROM ATTORNEYS, AND ANY OTHER WORK RELATED TO THESE LEGAL
PROCEEDINGS, WILL BE BILLED TO THE CLIENT FOR COMPENSATION.

INITIAL HERE

OR

WAIVE CONFIDENTIALITY/AGREE TO COMPENSATION FOR LEGAL TIME
(COMPLETE WAIVER FORM)

FEES/PAYMENTS (SUBJECT TO CHANGE ANNUALLY)

MY FEE FOR A 45 MINUTE SESSION (90834) Is $125.00 AND $65.00 FOR A 25
MINUTE SESSION (90832). ANYTHING OVER 50 (NOT TO EXCEED 70 MINUTES) WILL BE
CHARGED AT $150.00 (90837).

THE STANDARD FEE FOR PHONE CONSULTS OVER 10 MINUTES: $2/MINUTE

PAYMENT IS DUE AT EACH SESSION, UNLESS PRIOR ARRANGEMENTS HAVE BEEN MADE.

INITIAL HERE

DISCHARGE

THERE IS AN OFFICE POLICY THAT IF THERE IS NO CONTACT WITHIN A 90 DAY PERIOD
OF TIME, YOUR CASE WILL BE CLOSED.

INITIAL HERE

NOTICE OF PRIVACY PRACTICES AND CLIENT RIGHTS

I HAVE READ AND RECEIVED A COPY OF THE NOTICE OF PRIVACY PRACTICES AND
CLIENT RIGHTS DOCUMENTATION.

INITIAL HERE:
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CONTACT

I AGREE TO BE CONTACTED ON PHONE NUMBERS ON FILE. INITIAL HERE_____
I AGREE TO BE CONTACTED BY EMAIL /TEXT. INITIAL HERE______
I AGREE MAIL MAY BE SENT TO THE ADDRESS ON INTAKE FORM. INITIAL HERE__

CONSENT FOR TREATMENT

BY SIGNING BELOW, YOU ARE STATING THAT YOU HAVE READ AND UNDERSTOOD THIS
POLICY STATEMENT AND HAVE HAD YOUR QUESTIONS ANSWERED TO YOUR
SATISFACTION. | ACCEPT, UNDERSTAND, AND AGREE TO ABIDE BY THE CONTENTS AND
TERMS OF THIS AGREEMENT AND FURTHER, CONSENT TO PARTICIPATE IN EVALUATION
AND/OR TREATMENT. | UNDERSTAND THAT WHILE THE COURSE OF MY TREATMENT IS
DESIGNED TO BE HELPFUL, MY PRACTITIONER CAN MAKE NO GUARANTEES ABOUT THE
OUTCOME OF MY TREATMENT. | UNDERSTAND THAT | MAY WITHDRAW FROM
TREATMENT AT ANY TIME.

SIGNATURE DATE
NAME PRINTED DATE
PARENT/GUARDIAN SIGNATURE DATE
NAME PRINTED RELATIONSHIP TO CLIENT

THERAPIST/PROVIDER DATE
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