
CONSENT TO TREAT

Welcome to my practice. This document contains important information about my professional services and business policies.

THERAPUETIC SERVICES
I offer therapeutic services for individuals, couples, children, and families. I use a multimodal therapeutic approach in working with my clients.  Therapy includes an assessment, treatment and discharge plan.  Discharge may occur when the therapist assesses that the client has fully met their treatment goals and/or other resources are needed.  The client may also decide to end treatment due to feelings of lack of connection or progress with therapist, etc.  Please inform your therapist about your reasons for deciding to end therapy.

One potential benefit of therapy is the ability to detect, challenge, and change those beliefs and attitudes that create, maintain, and worsen feelings such as depression, anxiety, panic, anger, frustration, etc. Therapy can also help us gain new understanding about our problems and learn new ways of coping and solving problems. Unfortunately, there are no guarantees, and there are potential risks. Risks may include experiencing uncomfortable levels of feelings like sadness, anxiety, anger, frustration, etc., and people may recall unpleasant aspects of their personal history. People also sometimes report feeling worse before feeling better. 

I do not provide crisis services outside of the therapy session.  If you experience a life threatening emergency outside of your session (ie: danger to self and/or others) please call 911.  For any other crisis that is not life-threatening, you may contact your insurance carrier for emergency services or the nearest hospital emergency room.  The emergency room closest to my office is the Sutter General Hospital, 2801 L Street, Sacramento, Ca 95816, 916-454-2222. 

INFORMED CONSENT

Interactions between the client and therapist are confidential.  Unless I have specific permission from you, I will not discuss the content of our sessions with any outside parties.  There are four exceptions to confidentiality that California state law requires mental health professionals to report.

1.	Incidences of child, elder or dependent abuse.
2.	Threats to do harm to self or another person.  This also includes the duty to warn.
3.	Court Order.
4.	USA Patriot Act – if FBI believes that a client is involved in terrorist acts

Additionally, in the event of a billing dispute, names, dates and lengths of treatment will be disclosed to a collection agency and/or attorney.  
As a LCSW / LMFT, I am upheld to my governing boards National Code of Law and Ethics.  Therapy never involves sex.  I also consult on client cases with colleagues in order to provide best practice.  I uphold clients privacy in public situations.  In the event that I am unable to provide services, an identified licensed therapist will assume responsibility of my therapy charts and you will be notified by that person.

MINORS & PARENTS
Patients under 18 years of age who are not emancipated and their parents should be aware that the law may allow parents to examine their child’s treatment records. They should also be aware that patients over 14 can consent to (and control access to information about) their own treatment, although that treatment cannot extend beyond 12 sessions or 4 months. While privacy in psychotherapy is very important, particularly with teenagers, parental involvement is also essential to successful treatment. Therefore, it is usually our policy to request an agreement from any patient between 12 and 18 and his/her parents allowing the therapist to share general information with parents about the progress of treatment and the child’s attendance at scheduled sessions.

INSURANCE RELEASE
If you choose to bill you insurance company for services provided by me, your insurance company will often contact me for verification or needed information.  

_______ int.     Client consents to the release of information necessary to process any insurance                                                                                         claims if electing to pay for services through client’s insurance.

SERVICES AND FEES
If I am not able to make an appointment, I will cancel the appointment by telephone with at least a 24-hour notice.  If I miss a scheduled appointment without giving 24-hour notice, I agree to pay the full session fee.  Fees are: $100.00 per 50 minute session, whether for individual, couples, or family therapy sessions.  **All Fees are due at the time of service and can be paid by check or cash.  

If a client is late to a scheduled therapy session, that therapy session will end at the regularly scheduled time.  If the client is more than 15 minutes late to their scheduled therapy session, the therapist has the right to terminate the appointment and the client will be responsible to pay the session fee.  Any client initiated contact made outside of the therapy session lasting longer than 10 minutes will be billed per quarter hour at the rate of $100 per hour.  Non-payment will be referred to a Collection Agency after 2 failed attempts by the therapist were made to the client.

As an ‘out-out-of-network’ provider, insurance companies may or may not cover therapy.  Clients are required to pay directly at time of services and then apply for insurance reimbursement through their provider.  If additional information is needed for you to file this claim, I will be happy to supply that information in a timely manner.

____int.	I acknowledge receipt of HIPAA & Privacy notices.









I have read and understand all aspects of this form and agree to the terms and conditions.  By signing below, I am consenting to therapy and releasing therapist from all liability resulting from therapy.  I am the party responsible for payment of services.


_____________________________________________________	   ________________________
Client Signature							    Date

______________________________________________________	   ________________________
Client Signature							    Date

______________________________________________________	   _______________________
Parent/Guardian Signature (if applicable)				    Date

______________________________________________________	   _______________________
Parent/Guardian Signature (if applicable)				    Date


In the event of an emergency who should I contact?

Name____________________________  Relationship __________________  Phone # _______ 
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