PROFESSIONAL SERVICES AGREEMENT
OUR OFFICE IS HIPPA COMPLIANT. This information sheet has been prepared to acquaint you with policies affecting issues that
frequently arise over the course of treatment. The ethical canons of our profession demand that we respect the dignity and integrity
of those who seek our help regardless of race, gender, ethnicity, age disability or source of payment. Your signature on this document
will indicate you have read and understood it and agree to its provisions. WE ARE ALWAYS WILLING TO DISCUSS OUR OFFICE

POLICIES WITH YOU.
______________ I understand that the effectiveness of mental health services depends on efforts of the patient as well as those of the
Clinician and I promise to make my best effort to comply with these procedures. The best efforts will include open and honest discussion of
my thoughts and feelings, as well as an effort to perform any exercises or homework assignments that may be recommended. I also agree
to return, undamaged, any materials that have been loaned to me as part of the procedures and understand that I am liable for the cost of
these materials. I understand that the effectiveness of the procedures cannot be guaranteed and that the Clinician has sole professional
responsibility for all services provided.
______________ I understand that regular attendance will produce the maximum benefits but that I am free to discontinue treatment
at any time. If I decide to do so, I will notify the Clinician at least two weeks in advance so that effective planning for continued care can
be implemented. I ALSO AGREE TO NOTIFY THE CLINICIAN AT LEAST 24 BUSINESS HOURS IN ADVANCE IF I WILL BE

UNABLE TO ATTEND ANY SESSION. I UNDERSTAND THAT IF I FAIL TO MAKE SUCH NOTIFICATION, I MAY BE CHARGED
FOR THE FULL COST OF THE SESSION, WHICH WILL NOT BE REIMBURSABLE BY MY INSURANCE COMPANY. I AGREE
TO BE RESPONSIBLE FOR THESE CHARGES.
______________ I understand that conversations with the Clinician will be of a confidential nature. I authorize my Clinician to discuss
my treatment with other treatment providers to coordinate my care. As an adult, anything said in the context of psychotherapy is
privileged, with these limitations:
1. If I am behaving in a way that poses a threat to the physical well being of another person, or myself, privilege is waived.
I understand that this office is bound by law to contact the person(s) involved, and warn them of possible danger.
2. If a parent or guardian is suspected of child or elder abuse, it is the Clinician’s professional responsibility to report
their concern to the appropriate authorities.
3. If I am using confidentiality as a means of avoiding legal punishment, privilege is waived.
4. Of course all actions taken under these provisions will be discussed with me fully and in advance whenever possible.
I understand that the Clinician will make reasonable efforts to resolve these situations before breaking confidentiality. I also understand
that in order to ensure patient confidentiality and privacy, electronic recording is strictly prohibited within our offices.
As a general rule, email cannot be considered a secure way to transmit your personal health information. Therefore, the clinicians and
staff of this office will not correspond with you by email unless other means of contacting you have failed. This office will not use email
to send your personal health information to anyone in a form that allows you to be identified by name or by other unique information.
We also discourage all clients from sending email to this office if the email is going to include a client’s personal health information.
Additionally, our therapists do not use email, texting or tweeting as a means of responding to emergency situations.

