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Informed Consent for Mental Health Assessment & Treatment

BENEFITS OF THERAPY
Therapy can help a person to gain new understanding about their challenges and to learn new ways of
coping with and solving those problems such as anxiety, anger, depression, parenting or relationship
concerns. Therapy can help a person to develop new skills and to change behavior patterns. Therapy can
contribute to improved ability to cope with stress and difficult situations and can increase understanding
of self and others.

Therapy, whether individual, couple, family, or group, focuses on resources, solutions and strategies to
deal with your presenting problem. While your therapist will ask about many areas of your life, the focus
of therapy will be on working toward your specific goals. In order for therapy to be effective, it is
necessary for you to take an active role. Participation involves discussing your concerns openly,
completing assignments, and providing feedback to your therapist about the progress of therapy.

RISKS OF THERAPY
I acknowledge that I have been advised that while there are potential benefits to therapy there is no
guarantee of success and that potential risks also exist. I have been advised that during therapy emotions
and memories may be stimulated which can evoke strong feelings and that changes in awareness may
alter my self-perceptions, ways of relating to others, and/or commitment to relationships. I have been
advised that the process of personal change can be quite varied and individual.

BENEFITS & RISKS SPECIFIC TO TELETHERAPY
Teletherapy allows for access to mental health services in any location within the state of California,
USA. This allows for flexibility and increased comfort throughout the therapeutic process. Teletherapy
may be provided via telephone or video conference. However, due to the addition of technology in the
therapy process some risks become important to note:

1. Details of my treatment plan, goals, and mental health information will be shared via audio,
video, or other telecommunication technology.

2. Miscommunication is possible due to connection problems causing image or audio delays and
less than optimal image or sound quality. Additional clarification may be necessary in these
circumstances.

3. The transmission and electronic storage of medical information could be interrupted or accessed
by unauthorized persons.

4. I understand that some Telehealth platforms allow for video or audio recordings and that neither I
nor my therapist may record the sessions without the other party’s written permission.

5. I understand that my therapist will make reasonable efforts to ascertain and provide me with
emergency resources in my geographic area. I further understand that my therapist may not be
able to assist me in an emergency situation. In case of an emergency, the following crisis number
can be utilized 1-800-273-8255, or I may call 9-1-1 or proceed to the nearest hospital emergency
room for immediate assistance.

Client #1 Initials:__________

Client #2 Initials:__________
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CONFIDENTIALITY
I understand that all information shared with a clinician is confidential and that no information will be
released without my written authorization. Verbal consent for limited release of information may be
necessary in special circumstances. In all other circumstances, consent to release information is given
through written authorization. Reasonable and appropriate efforts have been made by the therapist to
eliminate any confidentiality risks associated with the teletherapy consultation. However, in a teletherapy
setting I am also responsible for providing:

● Confirmation of being physically within the boundaries of the state of California, USA at the time
of session.

● Confirmation of being in a safe & confidential space to conduct teletherapy sessions.
● Confirmation of a reliable phone connection and/or internet connection.

I further understand that there are specific and limited exceptions to this confidentiality which include the
following:

A. When there is risk of imminent danger to myself or to another person, the therapist is legally and
ethically bound to take necessary steps to prevent such danger.

B. When there is suspicion that a child (<18 years old) or elder (>65 years old) is being abused in
any fashion (i.e. physical, verbal, emotional, sexual, financial or neglectful) or is at risk of such
abuse, the therapist is legally required to take steps to protect the child/elder and to inform the
proper authorities.

C. When a valid court order is issued for medical records, the therapist is bound by law to comply
with such requests.

“NO SECRETS” POLICY
When partaking in couples or family therapy, all participating parties will be viewed as a part of the
treatment unit. At times a singular person from the treatment unit may be seen in an individual session.
Information shared in this setting may be shared with the treatment unit if deemed appropriate or essential
by the therapist. If the therapist is unable to freely exercise their clinical judgment by sharing information
to the entire treatment unit, the therapist may terminate treatment. The therapist will act in the best interest
of the entire treatment unit. Please keep this in mind when choosing to participate in couples or family
therapy services.

SOCIAL MEDIA POLICY
In order to prevent breaches in my confidentiality and the creation of any dual relationships, the therapist
will not accept any “friend requests” or “follows” on any social media platform by any current or former
client. If I engage in following a business account associated with the therapist, the therapist highly
recommends I do not engage in comments or direct messaging through these social media platforms as
these are not regularly monitored and may put my confidentiality at risk of being breached. The therapist
may not reply to any contacts made through various social media platforms. Do not use these platforms to
request emergency resources.

Client #1 Initials:__________

Client #2 Initials:__________
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PROFESSIONAL FEES AND PAYMENT
The fee per session varies depending upon the type of service/ length of time of service being provided.
The rate for Individual therapy is $145 per 45-50 minute session. The rate for Couples therapy is $165
per 45-50 minute session. The rate for Family therapy is $185 per 45-50 minute session. 60-80 minute
sessions will incur an additional $40 charge on top of the regular session fee. Depending on my current
financial situation, alternative arrangements and fees can be discussed and arranged. Please discuss this
possibility with the therapist. In addition, a rate of $200 per hour applies for associated services including
report writing, attendance at meetings with other health professionals that have been authorized by you,
and preparation of records or treatment summaries. If I become involved in a legal proceeding that
requires the therapist’s participation, I will be expected to pay for this time. Due to the difficulties
associated with legal involvement, the rate for preparation and attendance at any legal proceeding is $200
per hour.

I will be expected to pay for each session at the time it is held unless other arrangements are made.
Payment options include credit/debit card, and I am responsible for all fees incurred if a credit/debit card
is declined for any reason. An invoice may be sent to me via email for collection of payment if a card is
declined. Within 60 days if my account is not paid or arrangements for payment have not been made,
there is a possibility that legal means will be used to secure such payment. This may involve hiring a
collection agency or going through legal proceedings which would require information from my record to
be released without my consent. If such action is necessary, any costs incurred will be included in the
claim.

If I wish to cancel an appointment, I must do so at least 24 hours in advance of the scheduled
appointment.  Otherwise, a $75 cancellation fee will be charged for any missed appointment/late
cancellation. Arriving to the session more than 15 minutes late will be considered a missed appointment
and I will be charged the full cancellation fee. If there are circumstances beyond my control, I may
discuss this with the therapist on a case by case basis.

CREDIT CARD AUTHORIZATION
I, _______________________________________, (credit card holder’s full name) authorize the credit
card below to be charged for services rendered and/or any late cancellation fees in the event of a missed
session or late cancellation of a scheduled session. Further, all charges are expected to be paid at the-time
services are rendered. I also understand and waive my right to confidentiality if a collection service or
court action is needed to collect on a delinquent account.

NAME (as shown on card)

__________________________________________________________________________________________________________________
CARD  NUMBER EXP DATE CVV* ZIP CODE

_____________________________________________________________ ___ ___ /___ ___      ___________        __________________

*This information will be securely stored and only used for payment of services rendered.

I certify that I am an authorized user of this credit card and will not dispute these scheduled transactions
with my credit card company; so long as the transactions correspond to the terms indicated in this
authorization form.

Signature of Responsible Party: __________________________________ Date:________________
Client #1 Initials:__________

Client #2 Initials:__________
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INSURANCE
All efforts will be made to assist in using the health insurance benefits to which I am entitled upon my
request; however, I (not my insurance company) are responsible for the full payment of all fees.
Therefore, if my insurance company refuses to pay for any sessions or treatment, these fees become my
responsibility. I should be aware that most insurance companies require that a clinical diagnosis be
provided and that at times, additional clinical information such as treatment plans or summaries are
requested. This information will become part of the files of my insurance company, and thus, my therapist
has no control over how this information is managed or used.

PROFESSIONAL RECORDS
The laws and standards of this profession require that records concerning treatment and progress are kept.
I am entitled to receive a copy of these records at any time unless doing so could be potentially dangerous
or have possible negative consequences. All clients involved in couples/family therapy must give
permission for release of records to any one participant in the treatment unit. The therapist will utilize
their discretion when choosing to relinquish copies of records. Records can be provided to health care
providers at my request. Records are kept following HIPAA compliant standards.

TERMINATION OF SERVICES
There are many different levels of care that can be provided by various mental health professionals and
medical personnel. Outpatient mental health services are considered the lowest level of care. If it is
determined by the therapist that a higher level of care may assist with my mental health needs, the
therapist may terminate services and provide referrals to local professionals who may meet those needs.

Also, if it is deemed that the current therapeutic relationship is not a good match, the therapist may
terminate services. The therapist may terminate services due to a conflict of interest, inability to meet
certain client needs due to being outside the therapist’s scope of practice, or any other reason. In these
instances, the therapist will provide multiple referrals to services that may be a better match for my
therapeutic needs. I also have the right to terminate services at any time for any reason.

EMERGENCIES
I understand that if I were to have a mental health emergency before/after a scheduled appointment, I
must utilize the following resources: National Suicide Prevention Hotline 1-800-273-8255, Crisis Text
Line by texting “HOME” to 741741, emergency services by dialing 9-1-1, or proceed to the closest local
emergency room. The therapist DOES NOT provide 24/7 mental health services and may not respond to
crisis calls/texts. If the therapist believes I am in danger of harming myself or others while in session or
outside of session, my emergency contact on file may be called and when reasonable the appropriate
authorities may be called to assess the situation further.

Client #1 Initials:__________

Client #2 Initials:__________
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NOTICE TO CLIENTS
The Board of Behavioral Sciences receives and responds to complaints regarding services
provided within the scope of practice of marriage & family therapists, licensed educational
psychologists, clinical social workers, and professional clinical counselors. You may contact the
board online at www.bbs.ca.gov, or by calling (916)574-7830.

ACKNOWLEDGEMENT AND CONSENT
If I have any questions regarding this consent form or about the services offered, I may discuss
them with the therapist, Analee Phang, Licensed Marriage & Family Therapist #120842. I have
read and understand the information contained in this agreement. I consent to participate in the
treatment offered to me. I understand that all treatment is voluntary and that I may stop treatment
at any time for any reason.

Client #1 Name (Printed): ___________________________________________ DOB: ______________

Client #1 Signature: _________________________________________________ Date: _____________

Client #2 Name (Printed): ___________________________________________ DOB: ______________

Client #2 Signature: _________________________________________________ Date: _____________

Therapist Name (Printed): _________________________________________ License: ______________

Therapist Signature:______________________________________________ Date: ________________

Please save a copy of this consent for your own reference.
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