
 

 
 

 
CONSENT AND INFORMATION FORM FOR COUNSELING SERVICES 

 
CONFIDENTIALITY 
The information that is shared by you with your counselor is kept private. However, please understand that in certain specific instances, there 
are limits to this confidentiality agreement. (1) In cases where a counselor has reason to believe that a person may be in imminent danger of 
harming him/herself or others, the counselor may notify the proper authorities. (2) Any person who knows or suspects that a child, an elderly 
person, or a disabled person is in danger of being physically, emotionally, or sexually abused must report such abuse or suspected abuse to 
the proper authorities. (3) A client’s right to confidentiality may be waived by a judge in a court proceeding. 
 
Family/Couples/Child Counseling: If you participate in counseling with another person, understand that sharing of information about you, 
your conversations with the therapist or each other may not necessarily be entirely protected as other counseling participants are not bound by 
privacy law. Other participants may disclose information shared outside therapy, but typically do not. While it is discouraged, it cannot be 
prevented if parties will not agree to respect privacy. Please discuss any concerns with your therapist. I also consent for the therapist to have 
discussions about me with my participating family member as necessary. 
 
___________Initial for understanding of privacy limits and consent to exchange information in couples/family: 
BENEFITS/OUTCOMES 
Counseling is a complex process and results vary. I cannot guarantee any specific outcome in treatment, nor is treatment a guarantee that 
things in your life will improve. Often, feelings and relationships affected by therapy or outside life tend to become negative, more 
conflictual, or even just “worse”. Discuss your feelings about progress. 
 
RESPONSIBILITY REGARDING APPOINTMENTS AND CANCELLATIONS 
You are responsible for scheduling and cancelling appointments. All appointments begin at the appointment time and will be considered a 
no-show if you are more than 15 minutes late. Late cancellations (less than 24-hour notice) are considered a no show. Rescheduling fee for 
no shows and late cancellations is the full fee for the appointment time (Minimum $90). 2nd no show appointment is grounds for 
discontinuation of therapy. All cases are closed after more than 60 days of inactivity. 
 
SCHEDULING CALLS  
Appointments can be scheduled by phone or text. We use a system called Theranest, which is a secure online means of scheduling, which 
allows for text appointment confirmations.  
 
FEE SCHEDULE AND PAYMENT INFORMATION 
Payment for service is due at the time of service. Regardless of payment method, the client agrees to accept responsibility for all fees 
associated with therapy.  All unpaid balances, including those disputed by insurance companies as not covered services, will be 
charged to the client at full cost.  
If you are a Blue Cross/Blue Shield policy holder, it is your responsibility to understand your own coverage. You are responsible at the 
time of service for any applicable charges, including deductible, copayment, or other coinsurance cost. 
Payment Accepted: Cash (exact change only), check, Credit Card, HSA/FSA 
Annual or Initial assessment: $140 
Session fee up to 1.5 hour (incl. travel time): $130 
Session fee from 0-50 minutes: $90 
REPORT & DOCUMENT PREPARATION: $90/HOUR 
COURT DAILY FEE: $500 (1 day minimum for all required appearances). 
PAYMENT:  
COPAYS AND OTHER FEES ARE DUE AT EACH SESSION. Payment information is typically held on file. 
PHONE CONTACTS AND EMERGENCIES- Call 911 for an emergency. Phone/text contact is for scheduling only. 
RECORDS 
Requests for any records from counseling must be in writing and indicate the specific information requested. It is unlawful to covertly record 
a therapy session. 
 ---------------------------------------------------------------------------------------------------------------------------------------------------------- 
I have read and understand the information contained in this consent form. Participation in services is voluntary and, as such, implies an 
agreement to comply with business practices, policies and financial requirements herein. 
 
 
_______________________________________________   _____________________________________ 
Client’s Printed Name                                                                Guardian Printed name (if client is minor) 
 
_______________________________________________    _____________________________________ 
Client's Signature          Guardian Signature 
 
 
______________________                                                       ______________________ 
Date          Date 


