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Informed Consent for Psychotherapy 

New Client  

Welcome! Thank you for choosing me as your therapist. This is an opportunity to acquaint you with information 

relevant to therapy, confidentiality and office policies. I will be glad to answer any questions you have regarding 

any of these policies.  

About Therapy  

The major goal is to help you identify and cope more effectively with problems in daily living and to deal with 
internal conflicts in order to achieve more satisfying personal and interpersonal relationships. This purpose is 
accomplished by:  

1. Increasing personal awareness of obstacles and strengths.  
2. Taking personal responsibility to make the changes necessary to attain your goals.  
3. Identifying specific therapy goals.  
4. Utilizing all available community, medical and self-help resources.  

 
Appointments  
 

Appointments are usually scheduled for 45-50 minutes. Reflections Counseling Group hours are by appointment 

only. Therapists are available for counseling appointments at scheduled times throughout the week at varies 

hours which will be discussed at intake. Each client will be provided with a phone number and email to use for 

contact between sessions. If a client is unable to reach their therapist and they are in crisis, feeling suicidal, 

overwhelmed, or unsafe, they should contact the Crisis Help Line at 615-244-7444, Mobile Crisis Line at 615-726-

0125, the YWCA Domestic Violence Center at 615-242-1199, or go to their nearest emergency room.    

Confidentiality  

Issues discussed in therapy are important and are generally legally protected as both confidential and 

“privileged.” However, there are limits to the privilege of confidentiality. These situations include:  

1. Suspected abuse or neglect of a child, elderly person or a disabled person.  

2. When I believe you are in danger of harming yourself or another person or you are unable to care for 

yourself.  

3. If you report that you intend to physically injure someone, the law requires me to inform that person 

as well as the legal authorities.  

4. If I am ordered by a court to release information as part of a legal involvement.  

5. When your insurance company is involved, e.g. in filing a claim, insurance audits, case review or 

appeals, etc.  

6. In natural disasters whereby protected records may become exposed.  
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7. When otherwise required by law. You may be asked to sign a Release of Information so that I may 

speak with other healthcare professionals or to family members.  

Due to Tennessee State Law, a release form from a minor client age 16 and up will be required prior to 

disclosure to a parent /guardian.    

Record Keeping  

A clinical chart is maintained describing your counseling goals and progress, dates of and fees for sessions, and 

notes describing each therapy session. Your records will not be released without your written consent, unless in 

those situations as outlined in the Confidentiality section above.  

Fees  

Clinical Intake Session (50-60 minutes) $120 

Individual Session (45-50 minutes) $100 

Family Session (45-50 minutes) $110 

Couple Session (45-50 minutes) $110 

Group Therapy (60 minutes) varies per group 

Should financial assistance be requested, it will be discussed prior to the intake session and the adjusted amount 

will be written below. There will be a $30.00 fee for all returned checks. Reflections Counseling Group does not 

bill for sessions and payments are due at the beginning of the session. Clients will be charged $25 for 

appointments not cancelled 24 hours prior to their appointment.   Should your therapist be needed for legal 

proceedings on your behalf, an adjusted rate of $200 per hour, with a minimal of 3 hours will be required for any 

preparation and attendance. Initials ______ 

ADJUSTED FEE FOR SERVICE: $________________   Client Initials: __________ 

Credit Card Policy 

Reflections Counseling Group keeps a credit card on file for each client in order to ensure on-time payment and 

payments for late cancels or missed sessions.  

Email Confidentiality Agreement  

When communication via email, it is important to remember that confidentiality is limited. By signing below, the 

client is saying that they have considered and understand the limitation of confidentiality and agree that the 

client is responsible for keeping their email account private to the extent that they desire for it to be private.    
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Text Messaging Confidentiality Agreement  

Therapists are discouraged from texting clients outside of normal business hours (9 am – 5 pm), and text 

messages are only to be used for scheduling reminders and questions. Any therapeutic processing should be 

reserved for sessions and/or phone consultation. By signing below, the client is agreeing that they have 

considered and understand the limits of confidentiality and agree that the client is responsible for keeping their 

text messages private to the extent that they desire them to be private.   

Phone Sessions  

In some circumstances, phone counseling sessions are scheduled. All phone time (scheduled or unscheduled) is 

billed at $30 per quarter hour, starting after 5 minutes. Please note some insurance companies do not pay for 

phone sessions. If your insurance carrier does not pay for phone sessions, the client will be responsible for 

covering the incurred fees. 

Professional Boundaries 

Therapists avoid any other relationships with clients outside of the therapeutic relationship, such as personal 

relationship, business relationship, or similar. Beyond confidentiality requirements, professional boundaries also 

play a role in respecting the privacy of Reflections Counseling Group clients outside of therapy. For example, if a 

client sees their therapist in a public setting, the therapist will not initiate communication with their client.    

Social Media 

Therapists are prohibited from engaging in a personal virtual relationship with individuals with whom they have 

a current counseling relationship (e.g., through social and other media) – ACA Code of Ethics A.5.e.      

Cancellations and Missed Appointments  

You will be billed for any sessions that you cancel with less than 24 hours notice. You may leave messages 24 

hours a day. You will be charged $25 (plus convenience fee) for any missed appointments. You will only have 15 

minutes past our start time if you are late before being considered a missed appointment.       Initials ________ 

Complaints  

You have a right to have your complaints heard and resolved in a timely manner. If you have a complaint about 

your treatment, please inform the therapist immediately and discuss the situation. If you do not feel the 

complaint has been resolved, we will assist with finding another provider who can provide adequate services.  

Treatment Agreement  

It’s important that we develop a treatment plan so that both parties know what we are working on and with 

whom we are working. Usually the first three sessions are understood as assessment sessions during which time 

we mutually decide on how we are going to work together. We need to decide what is the issue or diagnosis we 

are working with and what kind of interventions or treatment modalities will be best for you. A referral to an  
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outside support group or treatment program may be suggested or required. For example, a referral to a 

substance abuse recovery group, a grieving support group or a parenting group may be a necessary part of your 

treatment plan. At times you will be asked to complete assignments outside of the therapy hour. These might 

include journaling, thought and behavior tracking logs, practicing stress reduction techniques, practicing 

assertive communication skills or attending various support groups. The outside assignments are essential 

aspects of your treatment and failure to follow through may seriously impair my ability to be helpful to you. We 

will then have to reassess our treatment plan and decide if I can still be helpful to you. You are expected to take 

an active role in therapy, which includes regular feedback to your therapist as to your progress. Treatment 

surveys will be provided for feedback.  

Consent to Bill Insurance 

By signing below, you are stating that you consent to the therapist billing your insurance company below for 

services rendered.  

Insurance Carrier:  __________________________________________________________________________ 
Primary Policyholder: _________________________________  Primary Policyholder DOB: ________________  
Client Name on Policy: ________________________________   Client DOB: ____________________________ 
Member ID Number: ____________________________  Group Number: ______________________________ 

  
Consent for Counseling 

By signing below, you are stating that you have read and understood this policy statement and you have had 

your questions answered to your satisfaction.  

I accept, understand and agree to abide by the contents and terms of this agreement and further, consent to 

participate in evaluation and/or counseling. I understand that I may withdraw from counseling at any time. I 

have also received a copy of the Privacy Practices which describes how medical information about me may be 

used and disclosed and how I can get access to this information.  

I give permission for the therapist to correspond with me via text messaging and/or email.     Yes ____ No____    

Phone Number: ___________________________   Email: ____________________________________________ 

 

Name (please print) _____________________________________________________________ 

Client Signature: ____________________________________________ Date: _______________ 

Therapist Signature: _________________________________________ Date: _______________  
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Credit Card Information 

Cancellation Policy  

 Clients will be charged for appointments not cancelled 24 hours prior to their appointment time.  

 If you are choosing to turn in receipts for insurance reimbursement, the missed/cancelled sessions will 
not be counted as a treatment session.  

 All clients are required to keep a credit card on file to pay for cancelled/missed sessions without proper 
notice. 

 Late cancellations, no shows, and/or no calls will be charged $25 (plus 3.5% convenience fee) for the 
treatment sessions missed. 

 These sessions will be charged the day of the session using the credit card number provided below 
(unless otherwise indicated).   

 

Credit Card Policy 

 In addition to payment in cash or check, clients may choose to keep a credit card on file to pay for sessions.   
 A 3.5% convenience fee will be added to the session fee for all credit card transactions.   

 

 

Would you like to use this credit card to pay for all sessions?    YES    NO 

 

I authorize Reflections Counseling Group to make charges to my credit card for payment of counseling services 
when I do not provide cash or check for those sessions. I understand the cancellation policy and give Reflections 

Counseling Group permission to charge any missed or cancelled sessions on the credit card listed above. 
 
 

______________________________________         ________________________________ 
     Signature                                                                                                     Date 

Type of Credit Card:    Name on Card: _____________________________________ 

    ☐ Visa     Billing Zip Code: ___________________________________________ 

    ☐ MasterCard   Email for Receipts: _________________________________________ 

    ☐ AMEX  

 

Card Number: ☐☐☐☐  ☐☐☐☐ ☐☐☐☐ ☐☐☐☐   

Expiration Date: ☐☐/☐☐       CVV code: _________________ 

 


