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Confidentiality

The information discussed during your therapy session is confidential. Exceptions to this rule include:

· In consultation, your therapist may discuss your counseling sessions in order to evaluate and improve the quality of counseling. Your full name and any other identifying information will be omitted from these discussions.

· If your therapist learns that a serious threat exists to any person, he/she is required to divulge this information.

· If there is evidence or reasonable suspicion of child or elder abuse or neglect, your therapist is required to divulge this information. .

· If there is a court order for your therapist to appear or produce client records, he/she must comply.

· If you are trying to get insurance reimbursement, your therapist may provide some information to your insurance company.

Fee

The fee for service is $___________ per session.  Sessions are approximately 50 minutes in length.
Payment Policy
Clients are expected to pay at the beginning of each session. Payment may be made by check or in cash. There is a $15 fee for returned checks. 

Checks should be made payable to Relationship  Counseling  Center .          Initial_______

Insurance Reimbursements

A growing number of insurance companies reimburse for psychotherapy. If you have “out of network coverage,” your therapist will provide an invoice with the required information so that you can submit a claim to your insurance company. Your insurance company will then reimburse you directly. 

Mental Health Services

Your therapist is solely responsible for providing your mental health services. You may direct all concerns about the therapeutic process, insurance billing, medical records, and scheduling to your assigned therapist. You further agree to indemnify and hold harmless the Relationship Counseling Center from any and all claims, suits, or actions resulting from your work with your therapist.

As a client, you have the right and responsibility to participate in deciding the appropriateness of any particular way of working with your therapist, in order that you may further your own goals of growth and well-being.

I understand that my therapist will enter progress notes into confidential files and all electronic communication should not be considered secure.  By signing this, I am agreeing to all of the above.

Please fill out all contact data & print clearly.

Client’s signature_______________________________ Date ____________________

Client’ name (please print)_________________________________________________

Home address___________________________________________________________

Phone:_________________________________________________________________

Email address:___________________________________________________________ 

Client’s signature_______________________________ Date ____________________

Client’ name (please print) _________________________________________________

Home address___________________________________________________________

Phone: _________________________________________________________________

Email address: ___________________________________________________________
