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Consent for Treatment:Consent for Treatment:Consent for Treatment:Consent for Treatment: 
I do hereby express my understanding that ____________________________ is to receive psychological services provided by-

_____________________________. I understand the purpose of the service to be one or a combination of individual therapy, 

group therapy, and family therapy.  

I acknowledge that my therapist is not available 24 hours a day via any communications method (phone, texts, email, 

and website). I understand for emergencies, I should contact both therapiI understand for emergencies, I should contact both therapiI understand for emergencies, I should contact both therapiI understand for emergencies, I should contact both therapist and contact emergency services by calling st and contact emergency services by calling st and contact emergency services by calling st and contact emergency services by calling 

911. 911. 911. 911.  

 

I have read this Consent for Treatment and I understand it fully, and voluntarily sign:  

 

__________________________________________________  

Client, Parent, or Managing Conservator Date  

    

Limits of Limits of Limits of Limits of Confidentiality:Confidentiality:Confidentiality:Confidentiality: 
I further understand that my privilege of confidential communication will be maintained by the therapist with the 

following exceptions:  

  Should there be an allegation of child or elder abuse or neglect, the treating clinician has an obligation to report any 

pertinent information to the proper authorities, and may be asked to testify in court regarding that information, and will, 

if subpoenaed to do so.  

  Should there be any expressed intention to harm another or oneself, the treating clinician has an obligation to report 

this information to the appropriate authorities and to make a reasonable effort to prevent such action and will do so.  

 

I have read this Confidentiality Agreement and I understand it fully, and voluntarily sign:  

 

__________________________________________________  

Client, Parent, or Managing Conservator Date  

    

Financial Agreement:Financial Agreement:Financial Agreement:Financial Agreement: 
I understand that I am fully responsible for payment at time of service of entire fee or insurance copay/coinsurance for 

services. I acknowledge it is my responsibility to determine whether treatment services are covered by my insurance 

company and if needed, to obtain pre-authorization of services. If pre-authorization is not obtained, or there is a 

deductible which has not yet been satisfied, I understand I am responsible for the entire bill. I understand that there is a I understand that there is a I understand that there is a I understand that there is a 

$$$$75757575.00 charge for no shows, and $75.00 charge for no shows, and $75.00 charge for no shows, and $75.00 charge for no shows, and $75    charge for cancelling without 24 hourscharge for cancelling without 24 hourscharge for cancelling without 24 hourscharge for cancelling without 24 hours’ ’ ’ ’ notice, not reimbursable by insurance. notice, not reimbursable by insurance. notice, not reimbursable by insurance. notice, not reimbursable by insurance. I I I I 

understand that phone and web sessions may not be covered by insurance and I am fully responsible for payment. understand that phone and web sessions may not be covered by insurance and I am fully responsible for payment. understand that phone and web sessions may not be covered by insurance and I am fully responsible for payment. understand that phone and web sessions may not be covered by insurance and I am fully responsible for payment.  

 

I have read this Financial Agreement and I understand it fully, and voluntarily sign:  

 

__________________________________________________  

Client, Parent, or Managing Conservator Date 


