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INFORMED CONSENT FOR COUNSELING

Welcome to my practice. This document contains important information about my professional
services and business policies. It also contains summary information about the Health Insurance
Portability and Accountability Act (HIPAA), a federal law that provides privacy protections and
patient rights about the use and disclosure of your Protected Health Information (PHI) for the
purposes of treatment, payment, and health care operations. .

COUNSELING SERVICES

Therapy is a relationship between people that works in part because of clearly defined rights and
responsibilities held by each person. As a client in psychotherapy, you have certain rights and
responsibilities that are important for you to understand. There are also legal limitations to those
rights that you should be aware of. I, as your therapist, have corresponding responsibilities to
you. These rights and responsibilities are described in the following sections.

APPOINTMENTS

Appointments will ordinarily be 50-60 minutes in duration, once per week at a time we agree on,
although some sessions may be more or less frequent as needed. The time scheduled for your
appointment is assigned to you and you alone. If you need to cancel or reschedule a session, I ask
that you provide me with 24 hours notice.

PROFESSIONAL FEES

The standard fee for each session is $140. You are responsible for paying at the time of your
session unless prior arrangements have been made. Payment must be made by check or cash or
credit card

PROFESSIONAL RECORDS

I am required to keep appropriate records of the psychological services that I provide. Your
records are maintained in a secure location in the office. I keep brief records noting that you were
here, your reasons for seeking therapy, the goals and progress we set for treatment, your
diagnosis, topics we discussed, your medical, social, and treatment history, records I receive
from other providers, copies of records I send to others, and your billing records. We take
seriously your personal confidentiality, both with your records and with personal information.
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CONSENT TO PSYCHOTHERAPY

Your signature below indicates that you have read this Agreement and the Notice of Privacy
Practices and agree to their terms.

Signature of Patient or Personal Representative

Address:

Phone #

Email

Printed Name of Patient or Personal Representative



