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Consent for Treatment 

 

Welcome to Flourish with Hope. This document/agreement contains important information about: My 

professional services, summary information about Health Insurance Portability Accountability Act 

(HIPAA) and confidentiality, and my business practices.  

 

When you sign this document, it will represent an agreement between us. You may revoke this 

agreement in writing at any time. That revocation will be binding unless I have already taken action in 

reliance on it, legal obligations have been imposed on it by a court of jurisdiction, or if you have not 

satisfied financial obligations incurred. 

 

 

Mission 

 

At Flourish with Hope we strive to provide a safe and nurturing environment that will help build the 

trusting relationship needed to better serve you. We will join you in your journey of becoming your 

best self. Throughout your journey, we will guide, educate and empower you as you work towards your 

treatment goals.   

 

Psychotherapy 

 

Effective treatment depends upon establishing a good clinician-client alliance.  For therapy to be most 

successful, I recommend you work on the things we talk about both during the sessions and at home.  

Psychotherapy treatment includes potential for some risk, as well as benefits.  I encourage you to let 

me know anytime you are feeling uncomfortable or have questions.  It is very important to your 

treatment that you feel we have an open, trusting, nonjudgmental relationship.  

 

Since therapy can involve discussing unpleasant aspects of your life, you may experience feelings, 

which may be temporarily uncomfortable.  Please let me know if you are feeling distress and we can 

adjust your treatment plan accordingly.  On the other hand, psychotherapy treatment has been known 

to produce many benefits such as a reduction in distress, solutions to specific problems, and better 

relationships.   

 

Initial sessions are 75 minutes long and follow up sessions are 50 minutes long.  The first session or 

two will involve an evaluation of your needs.  By the end of this evaluation period, I will be able to offer 

you an initial impression of your needs and a plan for what treatment might include; if you decide to 
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continue with therapy.  If you have questions about treatment, you are encouraged to discuss them 

whenever they arise.   

 

I currently work Tuesday and Thursday evenings.  I provide full time voicemail, but you may not be 

able to reach me immediately.  Every effort will be made to return your call as soon as possible.  I do 

not provide emergency services, but will be happy to help you create a crisis plan if necessary (see 

Emergency Care and Crisis Situation).  

 

Confidentiality 

 

Texas law protects the privacy of communications between a client and clinician.  Every effort will be 

made to keep your evaluation and treatment strictly confidential.  In most situations, we will only 

release information about your treatment to others, if you sign a written authorization form that meets 

certain legal requirements.  

 

Limits to Confidentiality 

 

The limits to confidentiality in the state of Texas are:  

 

1. Threatening to take one’s life/suicide  

2. Threatening to take someone else’s life/homicide  

3. Records/notes being subpoenaed by an attorney/court  

4. Abuse to a minor, disabled or elderly person, or animals 

5. If the therapist receives supervision and/or consultation (collaborative approach to meeting clinical 

needs) in order to provide you with the best quality care.  In this situation, your identity will remain 

confidential unless you sign the Consent to Release Information for specific communication with 

others who can support or enlighten your treatment 

6. If the therapy and/or evaluation is court ordered 

 

If any of these situations arise, I will make every effort to fully discuss it with you before taking action, 

and will limit disclosure to what is necessary. 

 

While this written summary of exceptions to confidentiality should prove helpful in informing you 

about potential problems, it is important that you discuss any questions you have with us now or in the 

future.  The laws governing confidentiality can be quite complex.  In situations where specific advice is 

required, formal legal advice may be needed. 

 

Emergency Care and Crisis Situations 

 

I am not able to provide emergency services or psychiatric medications.  

 

Clients who are experiencing a crisis are encouraged to discuss this with me as soon as possible so a 

crisis plan can be developed.  A crisis may be generally defined as a situation or period in which the 

person’s usual coping resources fail, and they experience a state of psychological distress in which 

they may be at risk for impulsive or harmful behavior.   

 

Examples of crisis situations include: a client who is struggling with suicidal urges, a teenager who 

under distress runs away from home, a psychotic client who experiences severe symptoms such as 

hallucinations or paranoia because they have discontinued medications, and a client who relapses to 

uncontrolled drug/alcohol use with danger of overdose or serious harm.  Such clients may or may not 
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constitute an imminent danger to themselves or others; nevertheless, sometimes a judgment must be 

made to protect the client.  

 

It is my policy, to which you consent as a client, to provide conservative treatment during a crisis 

situation.  I will work with you to establish a plan to restore normal functioning as soon as possible.  In 

addition to coping skills and possible environmental changes, this may include consultation with your 

physician, or if necessary, a family member or significant others. The need for such action will be 

discussed with you beforehand if at all possible.  This exception to normal confidentiality would remain 

in effect until the crisis is over or your care has been successfully transferred to another mental health 

provider or treatment program.   

 

Please note, due to safety concerns I will explore treatment options that I feel will better assist you 

during your time of crisis at the appropriate level of care. This can include hospitalization, partial 

hospitalization, intensive outpatient, adding additional weekly sessions in an outpatient setting, etc.  

 

In times that I am unreachable, the client who is in an emergency is instructed to contact their 

physician or other community resources directly such as 911 or MHMR Crisis Line (817-335-3022 or 

800-866-2465). 

 

Professional Records and Client Rights 

 

The laws and standards of the counseling profession require that I keep Protected Health Information 

(PHI) about you in your clinical record.  Generally, you may examine and/or receive a copy of your 

clinical record if you request it in writing. There are a few exceptions to this access: 1) some of the 

unusual circumstances described above, 2) when the record makes reference to another person 

(other than a health care provider) and I believe that access is reasonably likely to cause substantial 

harm to that other person, or 3) where information has been supplied confidentially by others.  I keep 

no additional notes beyond the clinical record.  In most circumstances, I am allowed to charge a 

copying fee for re-producing your records.  If I refuse your request for access to your records, you 

have the right of a review of this decision (except for information supplied confidentially by others), 

which I will discuss with you upon request.  

 

HIPAA provides you with several expanded rights with regard to your clinical records and disclosures 

of protected health information.  These rights include requesting  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 were 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 and the privacy policies and procedures included herein.  I will be happy 

to discuss any of these rights with you. Please see attached the HIPAA form for more information at 

length and for signature.  

 

Minors and Parents 

 

Please be informed that according to Texas law, any person with legal rights pertaining to a child (e.g., 

legal guardian or non-custodial parent) may have the legal right to terminate the child’s therapy unless 

that person has given his/her signed informed consent.  As stated earlier, I will honor requests for 

information by a legal guardian of a minor child. 
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Clients under 18 years of age who are not emancipated from their parents should be aware that the 

law allows parents to examine their clinical records.  Because privacy in psychotherapy is often crucial 

to successful progress, particularly with teenagers, it is my policy to request an agreement from 

parents that they consent to give up their access to their child’s records.  If parents agree, I will 

provide them only with general information about the progress of the child’s treatment and his/her 

attendance at scheduled sessions.  Parents may be provided a summary of their child’s treatment 

when it is complete.  Other communications will require child assent, unless I feel it is a crisis situation 

including personal risk or physical danger to the minor.  If possible, such disclosures will be discussed 

beforehand with the child to minimize his/her objections and concerns. 

 

Please note in cases involving divorce/adoption or foster parent arrangement, papers must be 

presented prior to consent for assessment. If this situation applies to you, please provide a copy of 

required papers. If you are consenting treatment for a minor, mark which title best describes you. 

 

____ Biological parent with authorize to consent for treatment 

 ____ Adoptive Parent                                 ____ Foster Parent                              ____ Legal Guardian  

 

Fees, Billing and Payment Policy 

 

Clients are asked to pay at the time services are delivered.  I accept cash and credit cards as methods 

of payment. Additionally, clients will be charged the full session amount for missed appointments to 

the credit card on file, unless there is a cancellation 24 hours in advance of the appointment.  I charge 

$150 for the initial session at 75 minutes and $125 per 50 minute session. If time allows, and you go 

over the session time listed above, you will be charged half the rate for the additional 30 minutes and 

full rate for 50 minutes.  If any changes are to be made, I will provide you a two-week notice with 

updates regarding fees, billing and payment.  

 

Cancellation Policy and Account Balance: 

 

It is my policy to charge a normal session fee for appointments that are not cancelled at least 24 hours 

in advance.  It is the client’s responsibility to leave notice of cancellation on my voicemail, or to email 

me. Your communication with me about appointment cancellations allows me to offer that time to 

other clients who need to be seen. 

 

Cardholder Name:  

 

Type of Card: 

  

Account Number:                                                                                          3 Digit Code:  

 

Expiration Date:  

 

Zip Code:  

 

Signature:       Date:  

 

I authorize Claudia Stanley of Flourish with Hope to keep my signature on file and charge my credit 

card account listed below for the following: 
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1. Balances of charges not paid within 30 days, but not to exceed $200.00. 

2. Cancellation fee if an appointment is not cancelled within 24 hours. Charge will be made on the day 

of the missed appointment. 

 

Legal Proceedings 

 

If you are involved in or anticipate being involved in legal or court proceedings, please notify me as 

soon as possible.  It is important for me to understand how, if at all, your involvement in legal 

proceedings might affect our work together.  In the event you are seeing me because you have been 

asked to obtain an evaluation for a legal proceeding, it is important for you to know the difference 

between treatment and an evaluation, and that treatment is not a substitute for an evaluation.  

Treatment is also not an appropriate way to obtain evaluation results.  If you need an evaluation I will 

assist you to find a provider who offers this service. 

 

It is also important for you to know I will not be a party to any legal proceedings against current or 

former clients.  I will work with you to support treatment goals, not to address legal issues that require 

an adversarial approach.   

 

Clients entering treatment are agreeing to not involve me in legal or court proceedings or attempt to 

obtain treatment records for legal or court proceedings when marital or family counseling has not 

been successful at resolving disputes.  This prevents misuse of your treatment for legal objectives. 

 

In the event you do require my testimony or involvement in non-adversarial aspects for legal or court 

proceedings I will do so only with your consent.  I will be unable to disclose any information pertaining 

to other family members or parties in counseling without their specific consent.  Court appearances, 

either requested or subpoenaed, depositions, settlement conferences and Family Interventions 

outside of the office are billed at $500.00 per hour (any appearance between 8:00 A.M. & 12:00 P.M. 

or between 12:00 P.M. and 5:00 P.M.) or $3250.00 for a full day (any appearance that crosses the 

noon hour).   

 

Payment is due three business days in advance of the appearance. 

 

Fees ($150) will be billed for making calls, providing letters or emails to facilitate communication with 

attorneys or other third parties outside of session times. This fee will be added to client’s account and 

charged to client’s on file credit card. 

 

Summary of Client Responsibilities 

 

As a client, you agree: 

 

1)  To keep regular appointments and actively participate in your treatment. If client has not cancelled 

at least 24 hours in advance, client authorizes credit card on file to be charged the normal session fee. 

Client will pay agreed upon fees upon evaluation and treatment at the time services are rendered or 

make arrangements to do so. 

 

2)  To attempt any therapeutic assignments we agree on in session. 

 

3)  To make a commitment to living and using counseling services and community resources to solve 

difficulties.  You agree to disclose to me whenever you feel in crisis and/or suicidal/homicidal and/or 
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have self harm thoughts/attempts, to work with me to come up with a crisis plan, and to give me 

discretion regarding needed disclosures in a crisis situation.   

      

4)  To not come to counseling under the influence of alcohol or other drugs.  If you appear intoxicated, 

at my request, you agree to refrain from driving yourself. Failure to do so would require a DUI report. 

 

5)  To never bring a weapon of any sort to our sessions. 

 

6)  To ask me questions right away if you are uncertain about your evaluation, therapeutic process or 

any policy. 

 

 

Counselor/Client Communication 

 

All communication between the counselor and client and/or legal guardians of a minor shall be 

conducted in the following ways: 

1) In person during session time 

2) In writing via Email Only 

3) On the phone or by leaving a voice mail. 

PLEASE NOTE: I DO NOT COMMUNICATE VIA TEXT MESSAGING REGARDING 

CANCELLATION OF APPOINTMENTS. ANY TEXT MESSAGE RECEIVED TO CANCEL AN 

APPOINTMENT WILL BE INVALID EVEN IF PRIOR TO 24 HOUR NOTICE AND THE SESSION 

WILL BE SUBJECT TO LATE CANCELLATION FEE.  

 

Informed Consent 

 

Your signature below indicates that you have read this agreement and agree to its terms. 

 

These matters have been explained to you and you fully and freely give consent to receive counseling, 

evaluation and/or treatment services. 

 

          

Name of Client(s) Please Print 

 

              

Signature of Client(s) and/or Minor Child     Date 

 

 

              

Signature of Legal Representative of Minor Child    Date 

 

 

              

Clinician                               Date 
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ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY NOTICE 

 

By signing this form, you acknowledge that you have received a copy of the Privacy Notice, which 

explains how your health information will be handled in various situations.   

 

Check all that are true: 

 

 I have received the Privacy Notice/consent for counseling. 

 

 My clinician has given me the chance to discuss my concerns and questions about the privacy 

of my health information or the practice. 

 

 

Name – Please Print 

 

 

Client’s Signature 

 

For Office Use Only 

 

I have made a good faith effort in attempting to obtain written acknowledgement of receipt of the 

Notice of Privacy Practices. Acknowledgement could not be obtained for the following reason(s): 

 Patient/Individual refused to sign (Date of refusal) 

 

 Communications barriers prohibited obtaining an acknowledgement 

 

 An emergency situation prevented us from obtaining an acknowledgement 

 

 Other 

Attempt was made by:             Date:  

Explain:  

 

 

 

 

 

 

 

 

 

 

 

 

 


