Client Name: _____________________________________


Cheryll Putt, LMFT

MFC 39494

Office Agreement and Consent For Treatment

Therapy is a choice.  It is also work, sometimes hard work, but can lead to great results.  As your (your child’s) therapist, my job is not to give advice or tell you what to do.  My job is to serve as your guide, to work collaboratively with you, to help you achieve your goals so that you can become the person you want to be.

Therapy has both benefits and risks.  The risks can include experiencing uncomfortable feelings such as sadness, anxiety, confusion, anger, or frustration.  These feelings typically occur as you are working through the difficult aspects of your life and are often a normal response to the therapeutic process.  However, you benefit from these experiences is often a decrease in feelings of distress, increased confidence, improved relationships with others, improved motivation, and improved ability to deal with life’s day to day stresses.

In order to achieve these benefits and meet your therapeutic goals, consistent effort and a desire to change is imperative.  In sessions, you will be able to talk about your thoughts, feelings, and symptoms that cause distress.  As your guide, I will assist you with supportive listening, open ended questions to elicit further exploration, and offer differing ways to look at or think about your experiences.  Sometimes, I make referrals for additional services outside of this office.  These additional services vary but may include setting up appointments with a primary care physician, a psychiatrist for a medication evaluation, a psychologist for a developmental assessment (child) or psychological testing, or a support group/other therapy modalities.

The First Session and Beyond

The first few sessions consist of an evaluation of your needs through verbal discussion and possible written assessment forms.  It will be important for me to have your detailed history and demographic information, as well as the history of your presenting concerns.  During this time, I will be able to give you my initial impressions and thoughts on the course of treatment.  It will be important for you to also evaluate your level of comfort and ability to work with me.  Because therapy requires a time, monetary, and energy commitment from you, it is imperative that you choose the right therapist.  Feel free to ask me questions and state your concerns.  If we determine that we are not the best match, or that a different type of service would be more appropriate for you, I can help you with referrals.

One of the first questions people often ask is, “how long do I have to come to therapy?”  The answer to this question depends on several factors.  It is based on the concerns being addressed, the ability of the person to process these concerns in session, individual preference, sometimes even financial constraints.  But the most important thing to remember is that you do not “have to” come to treatment.  Therapy as I said earlier is a choice.  Even those who are mandated can choose to come or not.  You also can choose how best to use your sessions.  For those people who are committed to change and use their sessions to work on their issues, therapy can be shorter than those who do not.  I offer 45-minute sessions that can occur either twice-a-week, once-a-week, or every-other-week.  If you are late to session, we will end on time.  If I am late, you will still receive your 45-minute session time.  Frequency and length of treatment can be evaluated on an ongoing basis as needed.  ____ client/guardian initial _____therapist initial
Confidentiality

All information shared within our sessions, phone contacts, and the corresponding written records or documentation is confidential and will not be revealed to anyone without your written permission, except when disclosure is required by law.

Regarding the Treatment of Minors

The above statement is also true in the case of minors (those under the age of 18 years).  However, as parents and other guardians provide consent for the minor’s treatment and are often involved in the therapeutic process, I will discuss the progress of the minor’s treatment with that consenting adult.  Clients who are minors and their caregivers are urged to discuss any questions or concerns regarding this matter with myself at any time.

Exceptions to Confidentiality

There are some exceptions to which I am legally required to disclose confidential information.  These exceptions are as follows:

· If it is indicated that you seriously intend or plan to hurt yourself or someone else

· If your condition is such that you are gravely disabled

· If there is reasonable suspicion of child, elder, or dependant adult abuse or neglect

Although I am legally mandated to report the aforementioned events, I will support you throughout the process of resolving these difficult issues.

Other Exceptions to Confidentiality

Some exceptions to confidentiality include billing account management, managed care, worker’s compensation claims, and disclosure to insurance and collection agencies.  If you plan to bill your health insurance to reimburse for your therapy, please be aware that many companies require private information about you such as presenting symptoms, diagnosis, treatment, and response to treatment.  This carries a certain amount of risk to privacy and to future capacity to obtain health or life insurance.  Please refer to the Federal Health Insurance Portability and Accountability Act (HIPPA) form regarding the use and disclosure of your Protected Health Information (PHI).

Another potential exception to confidentiality is if you are involved in a litigation process.  These situations are rare in my practice, but I want you to be aware that if the court ever requests your records, you will be notified, and I will claim privilege on your behalf.  Only the essential information will be disclosed.  It is important to know that if you place your mental status at issue in litigation initiated by you, the defendant may have the right to obtain your therapy records as well, and/or my testimony.  *Due to the nature of the therapeutic process and the fact that it often involves making a full disclosure with regard to many matters which may be confidential, it is agreed that should there be legal proceedings (for example: divorce, custody disputes, lawsuits, injuries, etc.) neither you (the client) nor your attorney, nor anyone else acting upon your behalf will call on me to testify in court or at any other proceeding, nor will a disclosure of the psychotherapy records be requested.

Emergency situations may also constitute an exception to confidentiality.  If there is an emergency during our work together, where I become concerned about your personal safety, the possibility of you injuring someone else, or about you receiving proper psychiatric care, I will do whatever I can within the limits of the law to prevent you from injuring yourself or others, and to ensure that you receive proper medical care. For this purpose, I may also contact the person whose name you have provided as an Emergency Contact on the biographical sheet.

In couples or family therapy, or when different family members are seen individually, confidentiality and privilege do not apply between the parties.  Another limitation to confidentiality is clinical consultation with colleagues to better plan your treatment.  However, with consultation, any identifying information will not be disclosed.

*Please note that I do engage in peer consultation at times, but will not disclose any identifying and confidential information.  Peer consultation consists of this therapist consulting with other licensed therapists in the field in order to receive feedback on treatment issues.  This benefits you tremendously.  Imagine your PCP diagnoses you with something, and needs further consultation on what the best course of action would be to help you resolve the issue and get better.  If there was no consultation with other physicians, you might miss out on the availability of new treatment techniques and take longer to heal.  This is how I would use consultation as well.  My utmost concern is helping you resolve your therapeutic issues.  That means at times, I may seek other’s assistance in attaining that goal.  As stated, your identifying information will not be compromised.  ____ client/guardian initial _____therapist initial
Phone Calls and Emergency Procedures

You may leave messages for me at any time at my office number (858) 451-9929.  I will return your message as soon as possible.  I check messages throughout the day during weekdays and return calls up to 6pm, unless I am out of town.  Messages left after 6pm, Monday through Thursday, will be returned the following day.  Messages left after 4pm on Friday, or any time on Saturday and Sunday, are returned the following weekday.  Occasionally I may be unable to return your call right away, but I will make every effort to reach you as soon as I am able.  If an emergency situation arises, please indicate it clearly in your message, and leave your phone number even if you think I have it.  If you need to speak with someone immediately, call the access and crisis line at (800) 479-3339.  You may also choose to call 911 or go to the nearest emergency room.  ____ client initial _____therapist initial
Fees and Payment Information

My standard fee for initial sessions is $150 and $110 per 45-minute session thereafter.  You are expected to pay any fees or co-pays as specified by your insurance requirements at the beginning of each session.  Payments from insurance will be paid directly to me.  Services provided outside of the session time (e.g., letter writing, progress reports), will be billed at a flat fee of $40 per hour and will be discussed with you ahead of time.  Services related to litigation (e.g., letters to the court or attorneys, research, phone calls, court appearances, stand by time) will be billed at a flat fee of $150 per hour, which will also be discussed with you ahead of time.  It is important to note that services other than the sessions themselves are often not reimbursed by insurance companies and must be paid out of pocket.

If you are utilizing insurance to pay for your treatment, you are responsible for any applicable deductibles and copayments at the time of service.  By signing this contract, you agree that if you have not obtained all necessary authorizations from your insurance, or are not eligible at the time services are rendered, you are responsible for payment even if the determination is made after the services are rendered.  If payments are not made, I reserve the right to utilize a collections agency for means of collecting payment.  In the event of a returned check for insufficient funds, you will be charged $20 in addition to the amount of the check to cover banking fees.  Please do not hesitate to notify me if any problem arises during the course of treatment regarding your ability to make timely payments.  It is essential that financial difficulties do not prevent you from obtaining the help you need.  Although I sometimes provide a portion of my work at a reduced fee, these arrangements are in high demand.  If I am unable to accommodate your financial limitations, I will assist you in finding alternatives.  
Acceptable payment methods include: cash, check, debit, and credit.  

____ client/guardian initial _____therapist initial
No Show and Cancellation Policy

Occasionally it may be necessary for you to miss a session.  If you need to cancel or reschedule a session, a minimum of 24 hours notice is required since your appointment times are reserved specifically for you.  I will do my best to reschedule your appointment.  If you do not show up to your appointment and do not call to cancel, you will be charged the full fee of $110.  Please be aware that most insurance companies do not reimburse for missed sessions, therefore you will not be provided with a billing statement for these sessions.  ____ client/guardian initial _____therapist initial
Mediation and Arbitration

By signing this office policy contract, you are agreeing that all disputes arising out or in relation to this agreement to provide therapy services shall first be referred to mediation, before, and as a precondition of the initiation of arbitration.  The mediator shall be a neutral third party chosen by our mutual agreement, and the costs of such mediation shall be split equally, unless otherwise agreed.  In the event that mediation is unsuccessful, any unresolved controversy related to this agreement should be submitted to and settled by binding arbitration in San Diego County, California in accordance with the rules of the 

American Arbitration Association, which are in effect at the time the demand for arbitration is filed.  Lawsuits are something that no one anticipates and everyone hopes to avoid.  This method of resolving disputes by arbitration is one of the fairest systems for both patients and therapists.  Arbitration agreements between health care providers and their patients have long been recognized and approved by the California courts.  You may still call witnesses and present evidence.  Each party selects one arbitrator, who then selects a third, neutral arbitrator.  These three arbitrators hear the case.  This agreement typically helps to limit the legal costs for both patients and therapists.  Further, both parties are spared some of the rigors of trial and the publicity that may accompany judicial proceedings.  My goal, of course, is to provide therapeutic care in such a way as to avoid any such dispute.  Most problems begin with poor communication.  Therefore if you have any questions about your care, please don’t hesitate to ask.  ____ client/guardian initial _____therapist initial
Child Custody
It is this therapist’s policy to not get involved in custody disputes or provide custody evaluations.  Due to the nature of the therapeutic relationship, I am not equipped to testify before the court or in writing the appropriateness of one parent over the other.  This in fact is not in my scope of competence or practice.  My role is solely to assist your child in managing behaviors and emotions that often are present when a family is in the process of, or has already divorced or separated.

Please feel free to discuss any questions or concerns you have before signing below.  Your signature indicates that you have read and understand the above information, agree to abide by its terms during our professional relationship, and are consenting to treatment for yourself or the minor whom you are legally representing.

__________________________________________________

______________________

Signature of Client/Legal Representative
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______________________
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