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Welcome to therapy! I would like to take this opportunity to acquaint you with 

information relevant to treatment, confidentiality, and office policies.  I will answer any 

questions you have regarding any of these policies.   

 
Goals: The major goal is to help you identify and cope more effectively with problems in 

daily living and to deal with inner conflicts which may disrupt your ability to function 

effectively.  This purpose is accomplished by: 

• Increase personal awareness. 

• Increase personal responsibility and acceptance to make changes necessary to 

attain your goals. 

• Identify personal treatment goals. 

• Prompting wholeness through psychological and spiritual healing growth. 

You are expected to play an active role in your treatment, including working with your 

therapist to outline your treatment goals and assess your progress.  You may be asked to 

complete questionnaires or to do homework assignments.  Your progress in therapy 

depends much more on what you do between sessions than on what happens in the 

session. 

 

Appointments: Appointments are usually for 45 to 50 minutes.  Clients are generally seen 

weekly or more/less frequently as acuity dictates and you and your therapist agree.  Pre-

authorization from most insurance companies may be required.  Cancellations and 

missed appointments: You will be billed for a session that you cancel with less than one 

week notice, except in case of emergency, or unless we are able to reschedule the 

appointment for the same week.   

_______(initials) I understand that I must give 7 days notice of cancellation.  

 

You may discontinue treatment at any time, but please discuss this decision with me.  

 

In the event of an emergency, if this is a life threatening emergency, please call 911 or 

go to the nearest clinic.  Otherwise please leave me a message at 310-339-7667.   

 

Confidentiality: Strict confidentiality is maintained except in the following instances 

1. Possible abuse or neglect of a child, elderly person or a disabled person; 

2. When I believe you are in danger of harming yourself or another person or 

you are unable to care for yourself; 

3. If you report that you intend to physically inure someone the law requires me 

to inform that person as well as the legal authorities; 

4. If I am ordered by a court to release information as part of a legal involvement; 



5. When your insurance company is involved, e.g. in filing a claim, insurance 

audits, case review or appeals, etc.; 

6. In natural disasters whereby protected records may become exposed; or  

7. When otherwise required by law. 

Your may be asked to sign a Release of Information so that I may speak with other 

professionals (teachers, other health care providers, legal representatives, other mental 

health professionals), or to family members.  This office is compliant with the HIPPA 

Privacy Act. 

  

Record Keeping:  a clinical chart is maintained describing your condition, your treatment, 

progress in treatment, date of and fees for sessions, and notes describing each therapy 

session.  All charts are locked and kept on site.   

 

Fees: the fee per session is $250.00. 

 

Consent for treatment: I have read and understood this policy statement and I have had 

my questions answered to my satisfaction.  I accept, understand and agree to abide by the 

content and terms of this agreement and further, consent to participate in evaluation or 

treatment.  I understand that I may withdraw fro treatment at any time. 

 

Complaints:  you have a right to have your complaints heard and resolved in a timely 

manner.  If you have a complaint about your treatment, or any office policy please inform 

me immediately and discuss the situation.  If you do not feel the complaint has been 

resolved, you may also inform your insurance carrier and file a complaint if you so 

choose.  And finally, you have the right to file a complaint with the California Board of 

Behavioral Sciences. 

 

Rights and Responsibilities; I also acknowledge I have received and read a copy of my 

patient rights and responsibilities. 

 

 

 

Name of Client (please print):_____________________________________________ 

 

 

Signature:__________________________________ Date: ________________ 

 

 

Name of Client (please print):_____________________________________________ 

 

 

Signature:__________________________________ Date: ________________ 

 

 

 


