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INFORMED CONSENT

CONFIDENTIALITY STATEMENT:

All information shared in treatment is confidential except in circumstances when 1) the client is in danger to (a) him/herself or (b) others, or 2) a minor or a vulnerable adult has been physically or sexually abused or 3) a court orders information to be released.  If you would like your therapist to confer with another healthcare professional or anyone else, you may sign an Authorization to Release Information form.  This permission can be revoked by you at any time in writing. 

LENGTH OF SESSION:

Each session is 45-50 minutes long.  If you would like to schedule a double session, please feel free to ask about this.  Please keep in mind that insurance companies will not reimburse for more than one session per day.
FINANCIAL AGREEMENT: 

The fee per 45-50 minute visit is $150 payable at the time of treatment. We accept cash, check, Visa, Mastercard, Discover and AMEX.  Fees are subject to change.
FINANCIAL POLICY:

If you have insurance which provides mental health coverage, we are happy to confer with you in the submission of your claim forms.  You are responsible for mailing them to your insurance company and  tracking your reimbursement. We do not accept assignment of benefits, nor do we participate in managed care insurance plans.  If your insurance company requires authorization you must inform your therapist or you might not receive benefits.  Your therapist will discuss other fees for additional services with you when/if needed.

NO-SHOW AND CANCELLATION POLICY:

Your visit has been reserved for you. 24 hours notice is required for cancellation or you will be charged a late cancellation fee of  $75.  Please note that insurance does not cover cancellation fees.  

EMERGENCIES:

If you have an emergency, please go to your nearest emergency room or call 9-1-1.  You can also leave a message and ask to schedule an appointment and someone will call you as soon as we are able.

STATEMENT OF UNDERSTANDING:

I have read and understand this information sheet and informed consent.
____________________________________________________
 _______________

Client 









Date
_____________________________________________________
 _______________

Parent or Guardian (if minor) 





Date

