________________________________
Patient Name

INFORMED CONSENT for NEW PATIENTS

Thank you for choosing me as your therapist. Therapy is a relationship that works in part because of clearly
defined rights and responsibilities held by each person. As a patient in psychotherapy, you have certain rights
but there are certain limitations to those rights that you should be aware of. As a therapist, I also have
corresponding responsibilities to you. Please initial after each section and by signing you have given consent
and agree to the parameters of therapy.
MY RESPONSIBILITY to YOU as YOUR THERAPIST
I. CONFIDENTIALITY & RELEASE OF INFORMATION

With the exception of certain specific exceptions described below, you have the absolute right to the
confidentiality of your therapy. Your therapist cannot and will not tell anyone what you have disclosed, or that
you are in therapy without your prior written permission. Under the provisions of the Health Care Information
Act of 1992, your therapist may legally speak to another health care provider or a member of your family
about you without your prior consent, but will not do so unless the situation is an emergency. As with any
professional, when necessary, your therapist may consult with other professionals about your case, but your
name and any identifying information will not be used. Requests for the release of information or written
communication to a third party require a 7- business day advance notice. You are also protected under
the provisions of the Federal Health Insurance Portability and Accountability Act (HIPAA). This law insures
the confidentiality of all electronic transmissions containing of information about you. Whenever transmitting
information about you electronically (for example, sending bills or faxing information), it will be done with
special safeguards to insure confidentiality. If you elect to communicate with your therapist by email or text at
some point in our work together, please be aware that they are not completely confidential. Keep in mind that
emails and texts can be seen by anyone at home or work when your device is exposed. Emails and texts
should not be about personal information but occasional appointments only. Your therapist will not be
keeping those electronic correspondences as treatment records but may make note of them when necessary.
Your therapist strongly recommends and prefers that you make telephone calls as the mode of
communication.
LEGAL EXCEPTIONS to YOUR RIGHT to CONFIDENTIALITY

There are several important instances when confidential information may have to be released to others.
1. If there is suspicion or evidence of child abuse or elder or dependant adult abuse.
2. If the therapist learns that there exists a serious threat to the client’s life or the life of another.
3. If you sign a release of information as part of your insurance form or you are referred by an
EAP or managed care company that requests to share information.
4. If you sign a release of information for the therapist to share information with specific others.
5. If there is a court order for the therapist to appear or to produce records.
! Initial ____
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II. THERAPY SERVICE FEE and OTHER FEES

You and your therapist, Mey Saephan, LMFT will meet _______ times per ________ (week/month) for a
session that will last between 50 and 55 minutes (Other ________________). The scheduled time is reserved
for you to use to your best advantage. At your discretion and with the agreement of your therapist, the
therapist will meet with you alone, or with you and your spouse or other party, together. Please note that
when the identified patient is the couple or the family, each member is important and all need to be
present in order to conduct therapy, otherwise, it is considered a cancellation.
Your therapist’s customary fee for counseling/psychotherapy is $125 per visit. Your fee $_______or co-pay
of $__________ is due at the time of your visit. That fee will be charged for each visit at the beginning of the
session. Whether you are seen individually, or with other family members, your fee will be the same for each
session. Be aware that if others are present, that may affect your rights to privacy. If you do not have payment
on hand, you may pay by credit card. If you chose not to pay with credit card, please make payment before the
next scheduled appointment. When paying with credit, debit, or HSA card, there is a convenience fee of
3% when swiping card and a 4% fee when charging remotely or having to enter the card number by
hand. Your	
  therapy	
  session	
  includes the time it takes to make payment and schedule the next appointment. If
you need receipts please inform your therapist. Please note: Your	
  session fee may be increased every six
months or annually. Please notify me when there is an increase or decrease in your income. In the event
of any fee changes, you will be notified	
  at	
  least	
  30	
  days	
  prior	
  to	
  such	
  changes.	
  
PHONE CALLS and WRITTEN or VERBAL RELEASE OF INFORMATION fees

There is no charge for a phone call with your therapist that is less than 10 minutes. When requesting a written
or verbal (consultations exchanging information to help with understanding you) release of information, there
is no fee if it takes less than 10 minutes. However, if it takes more than 10 minutes your therapist charges
$100 per hour pro rata. Please note that if a written report is needed, there is a flat fee of $10 for the hard copy
and the time spent drafting it is charged $100 per hour pro rata after the ten minutes. Your insurance does not
ordinarily cover these services; you will be responsible for them. All the aforementioned fees are due and
payable when they are incurred, but must be paid by the time of your next scheduled visit.
! Initial _____
III. IN or OUT OF NETWORK INSURANCE payments

Your therapist is happy to accept insurance assignment and to file insurance claims to receive payment if she
is contracted with your insurance or third party payer. In that case she will file claims according to the
contract terms with your insurance. By your signature below, you authorize your therapist to provide your
insurance and managed care providers with any information necessary to file and to process your claim for
payment and approval. If there is a problem collecting payment from your insurance or managed care
company for the balance, you remain responsible for payment of the full fee for each visit. If your therapist
does not receive payment from your insurance or other third party payer within six weeks of any counseling
session, you will be billed directly for past and for ongoing visits at therapist’s customary fee noted above. If
you fail to pay or you are unable to pay you may be referred to another provider.
! Initial _____
Please note your therapist’s couple or family therapy sessions are 80 minutes long. Your insurance
will not cover services beyond the 45-50 min weekly sessions. I understand this and agree to sign a “Self-Pay
Agreement” regarding this matter.
! Initial _____
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IV. MISSED APPOINTMENTS & 48 hr CANCELLATION POLICY

If you must miss a scheduled appointment and you are unable to cancel at least 48 hours ahead of time, you
will be charged your full fee for the missed appointment. Your insurance will not pay for missed sessions; you
must pay for those yourself. If you miss a scheduled visit, and you do not call our office within seven days
to reschedule, your therapist will accept that as your notice that you have terminated this agreement
and that you wish to discontinue counseling.
! Initial _____
V. EMERGENCIES

In the event of a mental health emergency please dial 911 or go to your local hospital. When you are able,
please leave your therapist a message with numbers where you may be reached. Your therapist’s outgoing
voicemail has a crisis number you may call, but here are additional numbers for your reference if you need to
speak to someone and you are unable to reach your therapist. Crisis Hotline (800) 309-2131,
Suicide Prevention Lifeline (800) 273-8255, National DV hotline (415) 864-4722
! Initial _____
VI. RISKS & BENEFITS of THERAPY, and ENDING THERAPY

Therapy often involves discussing unpleasant aspects of your life. You may experience uncomfortable
feelings like sadness, guilt, anger, frustration, anxiety, loneliness, helplessness, and embarrassment. Making
changes in your beliefs or behavior can be uncomfortable, and sometimes disruptive to the relationships you
already have. It is important that you consider carefully whether these risks are worth the benefits of you
changing. Your therapist will work with you to make changes, but cannot promise anything about the results
you will obtain. Your outcome will depend on how your efforts and many things.
_________________________________
Print name

____________________________________
Client Signature

__________________
Date

_________________________________
Print name

____________________________________
Client Signature

__________________
Date

_________________________________
Print name

____________________________________
Client Signature

__________________
Date

_________________________________
Print name

____________________________________
Client Signature

__________________
Date

__________________________________________________________________
Parent/Guardian Signature

__________________
Date
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