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CLIENT INFORMATION AND CONSENT FOR TREATMENT
Welcome! This document contains important information about my professional services and 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 with regard to the use and disclosure of your Protected Health Information (PHI). When you sign this document, it will represent an agreement between us. We can discuss any questions you have before you sign or at any time in the future.
THERAPY SERVICES
As a client in psychotherapy, you have certain rights and responsibilities. There are also legal limitations to those rights that you should be aware of. As your therapist, I have corresponding responsibilities. These rights and responsibilities are described in the following sections.
Psychotherapy holds both benefits and risks. Participating in therapy may result in such benefits as greater balance and fulfillment in life, a reduction in feelings of distress, increased satisfaction with interpersonal relationships, greater personal awareness and insight, more effective skills for managing stress, and the resolution of specific problems.  Risks may include experiencing uncomfortable emotions which can sometimes precede growth and change. Psychotherapy, at times, involves discussing difficult or challenging feelings and situations. We will work together to establish specific, individualized objectives for therapy and will continue to discuss your goals throughout our work together. We will assess, and when helpful, modify the focus of therapy to best meet your needs. That being said, the results of therapy cannot be guaranteed. 

Our initial discussions will involve a comprehensive evaluation of your needs and goals. By the end of this evaluation, I will be able to offer you some preliminary impressions of what our work might include. At that point, we will create an initial treatment plan to help you achieve the agreed upon goals. Therapy works best when you are an active partner in the process and I welcome your questions and feedback about our work at any time.
CONFIDENTIALITY
Your discussions with a licensed clinical social worker are confidential and protected by law. I may not disclose confidential information about you without your consent except under the following circumstances: if you are in danger of harming yourself or another person; if you are unable to care for yourself; if there is suspected abuse or neglect of a child, older adult (65 or older), or dependent adult; if I am court ordered to release information as part of a legal proceeding; or as otherwise required by law. 

My policies about confidentiality, as well as other information about your privacy rights, are more fully described in the separate document titled Notice of Privacy Practices that I have provided you with. And please know that you may reopen this conversation at any time during our work together.
PARENTS AND MINORS
While privacy in therapy is crucial to successful progress, parental involvement can also be essential. For adolescents 14 and older, I request an agreement between the adolescent client and the parents allowing me to share general information about treatment progress, as well as a treatment summary upon completion of therapy. All other communication will also require the adolescent’s agreement unless I feel that there is a safety concern (see also the above section on Confidentiality for exceptions), in which case I will make every effort to notify the adolescent of my intention to disclose information ahead of time and to handle any objections that may be raised.
PROFESSIONAL FEES 
The fee for a 50-minute session of individual therapy is $120. Please note that from time to time, clients may request a phone session in addition to a face-to-face session. Phone sessions under 10 minutes are not billed. You will be charged the typical session fee (prorated according to length) for phone calls longer than 10 minutes. Other services include telephone consultations, report writing, or other services you may request of me. If you become involved in legal proceedings that require my participation, you will be expected to pay for the professional time I spend preparing records or treatment summaries. You will also be expected to pay for my time spent testifying in court. 

BILLING AND PAYMENTS 
Payment for each therapy session is due at the beginning of each meeting. I accept payment by check, cash, or credit card. Payment for additional professional services will be agreed upon to when they are requested. There is a $20 fee for returned checks. If your account has not been paid for more than 60 days and arrangements for payment have not been mutually agreed upon, I have the option of using legal means to secure the payment.  

INSURANCE REIMBURSEMENT 
If you wish to receive insurance reimbursement for your sessions, it will be your responsibility to complete insurance forms and obtain reimbursement. I will provide you with receipts that contain the information that your insurance company may require. It is important that you find out exactly what mental health services your insurance policy covers. 

You should also be aware that most insurance requires that you authorize me to provide a clinical diagnosis.  The clinical diagnosis is something that we will discuss before I submit anything to your insurance company.  Please be aware that many insurance companies (HMO & PPO) only cover a certain number of sessions per year.  Some individuals may choose to: 1) pay out of pocket for treatment (this allows you to be “in control” of your treatment and does not require that I submit a clinical diagnosis nor does it require a session limit), 2) use the insurance coverage and subsequently  pay out of pocket for treatment, 3) only use the insurance coverage.  We can discuss which option is best for you based on your therapeutic and financial needs.

CANCELLATIONS OR MISSED SESSIONS
Once an appointment is scheduled, you will be expected to pay for the appointment unless you provide 24 hours notice of cancellation or unless we both agree that you were unable to attend due to circumstances beyond your control. 

CONTACTING ME
You may contact me at (415) 516-2063. Please note that I do not answer my phone when I am with clients or otherwise unavailable. At these times, you may leave a message on my confidential voice mail and your call will be returned as soon as possible, but it may take a day or two for non-urgent matters. With respect to electronic mail (e-mail), I may provide you with an e-mail address to contact me but please note that e-mail is not a confidential means of communication. If you feel that you cannot wait for a return call or if you feel unable to keep yourself safe, go to the nearest hospital emergency room or call 911. I will make every attempt to inform you in advance of planned absences, and provide you with the name and phone number of the mental health professional covering my practice.
OTHER RIGHTS
If you are dissatisfied with what is happening in therapy, I hope that you will talk with me so that we can together address your concerns. You may also request that I refer you to another therapist and are free to end therapy at any time. You have the right to considerate, safe and respectful care, without discrimination as to race, ethnicity, gender identity, sexual orientation, age, religion, national origin, or source of payment. You have the right to ask questions about any aspects of therapy and about my specific training and experience. 
CONSENT TO PSYCHOTHERAPY
Your signature below indicates that you have read this Client Information and Consent for Treatment document and the Notice of Privacy Practices and agree to their terms.
I have read and understand this document and I have had my questions answered to my satisfaction. I accept, understand, and agree to abide by the contents and terms of this agreement. I consent to participate in evaluation and/or treatment. 
Client’s Signature: _____________________________________
 Date: _________________

Client’s Name (please print): _____________________________________________________

PARENT/LEGAL GUARDIAN CONSENT FOR MINOR

I give consent for (please print) ___________________________________ to receive counseling services from Dina Redman, MPH, PhD, LCSW.
Parent/Legal Guardian’s Signature: _____________________________________________
Date: _________________
Parent/Legal Guardian’s Name (please print): _____________________________________
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