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OFFICE POLICIES AND CONSENT TO TREATMENT 
 

The Process of Psychotherapy: Psychotherapy can be helpful in relieving distress, 
understanding patterns and motivations, and improving the quality of life. It is a collaborative 
process and requires a significant commitment of effort, time, and resources. Progress depends 
on many factors, including the nature and severity of problems being addressed, life 
circumstances, and motivation. Treatment is designed to be helpful, but it can also feel difficult 
and uncomfortable at times. It is natural to experience a variety of thoughts and feelings during 
the course of treatment. I normally conduct an evaluation that will last from two to four sessions. 
During this time, we can both decide if continued work together can help you to meet your 
treatment goals. 
 
Confidentiality: All records concerning your treatment are confidential. Your written consent is 
required in order for me to release information about your treatment. Under certain 
circumstances, however, the law requires or permits me to disclose information about you and 
your treatment: 

1. When there is reasonable suspicion of child abuse or neglect or evidence of elder abuse 
2. When a person presents an imminent and/or potentially serious danger to self or others 
3. In the event of certain court orders to subpoena information or records 

 
Cancellations: Once we decide on a regular time for our meetings, I will reserve that hour for 
you. You may cancel your appointment at any time. If I am able to fill your appointment time or 
can reschedule you at another time during the same week, you will not be charged. If I cannot fill 
your appointment slot or reschedule you for another time, you will be charged the regular fee. 
Please note that Medicare will not pay for missed sessions and you will be responsible for 
payment of the full fee. If you have an emergency and cannot keep your appointment, please call 
me to discuss. 
 
Your participation in therapy is voluntary, and you may discontinue at any time. However, 
difficult feelings often arise in therapy and sometimes contribute to the consideration to end 
treatment. In such cases, I encourage you to discuss this with me. It is typically very useful to 
discuss these feelings, regardless of the decision to continue or not. 
 
Payment for Services: I accept Medicare Part B and private payment. Payment is made at each 
50-55 minute session. I accept checks, cash, and most credit cards. My fees are as follows: 



1. Initial evaluation: $180.00 
2. Psychotherapy session (50-55 minutes): $150.00 

 
For private pay patients, at your request, I will provide you with a “superbill” that contains 
information your insurance company will need to reimburse you for our meetings. It is your 
responsibility to verify coverage. You will be responsible for obtaining any necessary referrals 
and completing most insurance-related phone calls and paperwork. You should know, however, 
that submitting mental health claims may limit your confidentiality, privacy, or future ability to 
obtain health, life, or other insurance. I am happy to discuss these risks with you. 
 
For Medicare patients, I will photocopy your proof of insurance and any secondary insurance 
you may have. I will bill Medicare on your behalf. However, if you do not have secondary 
coverage, you may be responsible for a co-pay of approximately 20% of Medicare’s contracted 
rate for mental health services. We can discuss this. 
 
Sometimes crises arise between sessions, and I am glad to speak with you. Phone conversations 
up to 10 minutes in length will not incur a fee. I will bill for any phone conversation over 10 
minutes long at a rate equivalent to the hourly fee.  
 
Emergencies: Although I am not always available by telephone, in an emergency please call and 
leave a message for me. Please state clearly that you are experiencing an emergency. I will 
contact you as soon possible and do what I can to help. I do not take calls late at night and check 
for messages less frequently on weekends and holidays. If you need immediate help, call 9-1-1 
or go to your nearest emergency room. 
 
By signing this form, I acknowledge that (please initial below): 

1. I understand the information explained above ____ 
2. I consent to treatment and the office policies outlined above ____ 
3. I have received a copy of the Client Bill of Rights, including information about what to 

do if I have a complaint and confidentiality rights and limitations ____ 
4. I have received a copy of the Technology and Social Media policy ____ 

 
 
_________________________ _________________________ _______________ 
Printed Name    Signature    Date 
 
___________________________________________________________________________ 
Address 


