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INFORMED CONSENT TO TREATMENT

Psychologist-Client Agreement
Welcome! This document contains important information about my professional services and business policies. These policies are specific to the practice of Dr. Norah Chapman, Ph.D., HSP, PMH-C. It also contains summary information about the Health Insurance Portability and Accountability Act (HIPAA), which is described in greater detail in a separate packet entitled “Notice of Privacy Practices.” Although these documents are long and sometimes complex, it is very important that you understand them. When you sign this document, it will also represent an agreement between us. We can discuss any questions you have when you sign them or at any time in the future.

Confidentiality
The law protects the privacy of all communications between a client and a psychologist. In most situations, I can only release information about your treatment to others if you sign a written Authorization form that meets certain legal requirements imposed by HIPAA. There are other situations that require only that you provide written, advanced consent. Your signature on this Agreement provides consent for those activities listed below.  Please be aware that you are permitted to revoke your consent at any time, provided that this revocation is made in writing ahead of time. 
	
There are some situations where I am permitted or required to disclose information without either your consent or Authorization.  These circumstances are discussed fully in the Privacy Notice and are listed in the summary below:
	
· If my records are subpoenaed to court and a judge orders me to release information regarding your treatment.  
· If I know or have reasonable cause to believe that a child or vulnerable adult is neglected abused, or exploited the law requires that I file a report with the appropriate governmental agency, usually the Cabinet for Families and Children. Once such a report is filed, I may be required to provide additional information.
· If a client communicates an actual threat of physical violence against a clearly identified or reasonably identifiable victim or a threat of a specific violent act, I am required by law to take protective actions. These actions include notifying the potential victim, contacting the police, and possibly seeking hospitalization for the patient.  
· I also have an ethical duty to attempt to make arrangements in the event you disclose that you intend to end your life or become de-stabilized and we cannot create a safety plan together.	
If situations involving disclosures described above occur, I will make every effort to discuss this with you before taking any action and I will limit my disclosure to what is necessary.  It is important that we discuss questions or concerns that you have at any time regarding these limits of confidentiality. 

In order to promote the highest degree of confidentiality as possible and set boundaries in our professional relationship, I want to let you know in advance that I do not accept friend requests from clients on Facebook or social or professional networking sites and will not acknowledge you in public if you do not acknowledge me first. 

The Process of Psychotherapy
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.

Psychotherapy has both benefits and risks. Risks may include experiencing uncomfortable feelings, such as sadness, guilt, anxiety, anger, frustration, loneliness and helplessness, because the process of psychotherapy often requires discussing the unpleasant aspects of your life.  However, psychotherapy has been shown to have benefits for individuals who undertake it.  Therapy often leads to a significant reduction in feelings of distress, increased satisfaction in interpersonal relationships, greater personal awareness and insight, increased skills for managing stress and resolutions to specific problems. Working towards these benefits requires effort on your part. Psychotherapy requires your very active involvement, honesty and openness in order to change your thoughts, feelings, and/or behavior. Change often takes time. Psychotherapy often requires a considerable investment of time, effort, and finances. Change may often be slow and frustrating, and I welcome your feedback about the process. 

The first 2-4 sessions will involve a comprehensive evaluation of your needs. During this process, I evaluate the nature of your concerns, including contributing factors and consequences, life history, the quality of our therapeutic match, and potential treatment plans. During this process, I invite you to evaluate me for goodness of fit for your concerns as well as general comfort. I will also assess to ensure that my approach and level of care are best for your needs. By the end of the evaluation, I will be able to offer you some initial impressions of what our work might include. At that point, we will discuss your treatment goals and create an initial treatment plan. You should evaluate this information and make your own assessment about whether you feel comfortable working with me. I will be honest with you if my practice may not be the best fit for your needs also. If you have questions about my procedures, we should discuss them whenever they arise. At the end of the evaluation phase, one or both of us may decide that another professional may be better equipped to help you. When this occurs, I will provide you with referrals for other professionals.

I work from an intentional integrated approach that combines interpersonal psychotherapy and cognitive behavioral therapies (i.e., CBT, DBT, and Mindfulness Based Cognitive Therapy approaches). I believe much of the change that results from therapy comes both a strong therapeutic relationship first and foremost. Within that, I believe all clients can benefit from skills and tools that help promote change to meet their goals. Because of this orientation, I will encourage you to start sessions and bring in the topics for us to discuss that are most relevant for you. I believe that discussing what feels most salient for you can make the session feel most useful. I will also ask you for your feedback and views on your therapy and this relationship. Please answer as honestly and openly as you are able. More than one approach may be helpful in dealing with different concerns, and I will encourage us to work together to find the approach most helpful to you.  During therapy, remembering or talking about unpleasant events, feelings, or thoughts can result in your experiencing discomfort or strong emotions for at time. Therapy is expected to be a safe place where you can discuss your discomfort as openly as you are able. I may challenge some of your assumptions or propose different perspectives at times. You are not expected to believe everything I say. You have the right to request different treatment plans and the right to terminate treatment at any time. 

Appointments 
To be effective, psychotherapy must take place on a regular basis. The best results occur when appointments are scheduled and attended regularly. When an appointment is made for you, that time is yours. I plan to use that time to work with you. Appointments will ordinarily be 50 minutes in duration once per week. We may decide together if your concerns may be best supported by once a week, biweekly, or more spaced out depending on your goals. If you are someone who may benefit from care that is offered more than one time a week, I may need to refer you to colleagues whose practices are set up to be more available. 

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. If you miss a session without canceling, or cancel with less than 24 hour notice, my policy is to charge the full session fee for the missed appointment. If it is possible, I will try to find another time to reschedule the appointment as soon as possible. In addition, you are responsible for coming to your session on time; if you are late, your appointment will still need to end on time and you will be charged the full session fee. My no-call no-show policy is to offer three opportunities to attend sessions; after three no-calls or no-shows, I will not schedule you for 3 months, until you are able to arrange your schedule to attend appointments. I will provide you with other referrals in this period of time should you wish to continue your work with someone else. 


Professional Fees
The standard fee is $130.00 for 50-minute individual or $150 for couple therapy appointments unless other arrangements have been made.  You are responsible for paying at the end of your session unless prior arrangements have been made. Payment may be made by credit or debit card. If for some reason you begin to collect a balance on an account, I will only schedule one session after a non-paid session. If you refuse to pay your debt, I reserve the right to use an attorney or collection agency to secure payment. 

Other services include report writing, telephone conversations lasting longer than 10 minutes, consulting with other professionals with your permission, preparation of records or treatment summaries, and the time spent performing any other service you may request of me. If you become involved in legal proceedings that require my participation, you will be expected to pay for all of my professional time, including preparation and transportation costs, even if I am called to testify by another party. [Because of the difficulty of legal involvement, I charge $250 per hour for preparation and attendance at any legal proceeding.] 

Insurance
Please be aware that I do not process any insurance claims and I am not credentialed by any insurance panels. If you have a health insurance policy, it will often provide some coverage for mental health treatment with an out-of-network provider such as myself. I will supply you with a receipt of payment for services, which you can submit to your insurance company for reimbursement. Please note that not all insurance companies reimburse for out-of-network providers.  If you prefer to use a participating provider, I will refer you to a colleague. I encourage clients to call their insurance company prior to beginning work with me, to ensure they will reimburse you for Out of Network costs.

Professional Records
I am required to keep appropriate records of the psychological services that I provide. Your records are maintained on a HIPAA compliant Electronic Medical Record called Simple Practice. 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. Except in unusual circumstances that involve danger to yourself, you have the right to a copy of your file. Because these are professional records, they may be misinterpreted and / or upsetting to untrained readers.  For this reason, I recommend that you initially review them with me, or have them forwarded to another mental health professional to discuss the contents. You also have the right to request that a copy of your file be made available to any other health care provider at your written request. If you would like a paper copy of your records, I charge .50 per page. 



Client Rights
HIPAA provides you with several new or expanded rights with regard to your Clinical Records and disclosures of protected health information. These rights include requesting that I amend your record; requesting restrictions on what information from your Clinical Records is disclosed to others; requesting an accounting of most disclosures of protected health information that you have neither consented to nor authorized; determining the location to which protected information disclosures are sent; having any complaints you make about my policies and procedures recorded in your records; and the right to a paper copy of this Agreement, the attached Notice form, and my privacy policies and procedures. I am happy to discuss any of these rights with you.

Minors & Parents
Patients under 18 years of age who are not emancipated, and their parents should be aware that the law may allow parents to examine their child’s treatment records. Because privacy in psychotherapy is often crucial to successful progress, particularly with teenagers, it is sometimes my policy to request an agreement from parents that they consent to give up their access to their minor’s records. If they agree, during treatment, I will provide them only with general information about the progress of the minor’s treatment, and their attendance at scheduled sessions. I will also provide parents with a summary of their minor’s treatment when it is complete. I will always notify parents/guardians if a minor is in danger to themselves or others, if there is abuse or neglect reported, and any other boundaries discussed all together before treatment commences. Before giving parents any information, I will discuss the matter with the minor, if possible, and do my best to handle any objections they may have.  

Contacting Me/Emergency Procedures
It is a value of mine to be accessible and responsive in communication within certain parameters. Due to my work schedule, I am often not immediately available. I primarily communicate with clients through email (drnorahchapman@gmail.com) but may provide my number in case of emergencies or scheduling needs. I monitor my email and phone messages Monday through Friday (excluding holidays or vacations) from 9:00 – 4:00pm. I do not answer my phone when I am with clients, otherwise unavailable, or outside of the hours listed above. At these times, you may send me an email or leave a message on my confidential voicemail and your call or email will be returned as soon as possible. While it is my intention to return your call on the same day, it may take a day or two for non-urgent matters. If you do not hear from me or I am unable to reach you, and you feel you cannot wait for a return call or if you feel unable to keep yourself safe, please go to your Local Hospital Emergency Room, or call 911 and ask to speak to the mental health worker on call. I will make every attempt to inform you in advance of planned absences.



Other Rights
If you are unhappy with what is happening in therapy, I hope you will talk with me so that I can respond to your concerns. I take these comments seriously and try to handle them with care and respect. 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, color, gender, sexual orientation, age, ability, 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. You have the right to expect that I will uphold my professional ethical boundaries in all aspects of my work and will agree to work together if I believe I have the training and competency to do so. 

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