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	TREATMENT AGREEMENT AND INFORMED CONSENT


WELCOME!
As we begin working together, it is important that you understand certain matters of policy, so I have set forth information that will enable you to make an informed consent for counseling. My prayer is that you find comfort and resolution through this process of self-discovery. 
MY QUALIFICATIONS
I am an unlicensed Marriage and Family Therapist practicum student providing counseling services as an independent contractor/provider for Christian Counseling Associates. I have completed all the course work and have been awarded a clinical Master degree in Education Counseling. I have completed all the course work for a Masters program in Marriage and Family Therapy, and I am preparing for licensing through weekly supervision by a licensed MFT clinician. My Licensed Supervisor’s name is Jack David Dickerson, M.A., LMFTS whose license number is 621.  

CONFIDENTIALITY
TRAINING AND SUPERVISION: I am under the supervision of Jack David Dickerson, M.A., LMFTS, and may discuss your treatment plan and progress with him on a regular basis. This is to provide you with the best clinical care possible.
CONFIDENTIALITY OF E-MAIL, TEXTS, AND FAXES: It is very important to be aware that written communications such as e-mail, texts, and fax can be relatively easy to access by unauthorized people and thus, compromise your confidentiality. My policy is to reduce this risk by only communicating with clients by phone (cell or landline) regarding clinical issues. If you communicate confidential or private information via SMS (text) or e-mail, I will assume that you have made an informed decision, will view it as your agreement to take the risk that such communication may be intercepted, and I will honor your desire to communicate on such matters via e-mail.
ADULTS: Everything that we talk about in our sessions will be confidential and privileged. No one will know the content of our counseling sessions or other related discussions unless you tell them, or give me specific permission to discuss particular details to another person or persons.

EXCEPTION: When your thinking may lead you to harm yourself or another person, I may need to intervene. To protect you (suicide) and assure the safety of others (homicide, child, dependent adult and elder abuse), I am required by law to contact public authorities, professionals, or other affected persons. These people may include your family or friends if your life is threatened, or others whose life is being threatened. I will act discreetly and wisely on your behalf, should any of these circumstances arise. The intent of my actions will be to serve your best interests. 
CHILDREN AND TEENAGERS: My first responsibility to you is to honor our confidential relationship; we need to trust each other. Therefore, specific information will not be shared with your parents or others, unless you give permission to do so. I may share generalities with your parents, and may offer helpful guidance to your parents or other support persons.
EXCEPTION: To protect you, and help both you and your family to address and change destructive behavior, I am responsible for reporting to appropriate agencies: sexual activities if you are under 15 years of age, as well as any physical, sexual, emotional, and psychological abuse. Also, if I become concerned that you may hurt yourself or another person, I will need to take appropriate action.  The intent of my actions will be to serve your best interests. 

CONFIDENTIALITY IN COUPLE AND FAMILY THERAPY: If you participate in marital or family therapy, I will not disclose confidential information about your treatment unless all person(s) who participated in treatment with you provide their written authorization to release. SECRETS POLICY FOR COUPLE AND FAMILY THERAPY: It is important that you understand that I utilize an “NO SECRETS POLICY” when conducting family or marital/couples therapy. I ask that out of respect for the clinical work and the purpose of resolving relational issues, we work together on the appropriateness of content and delivery of sensitive information. Please feel free to ask me about my “no secrets policy” and how it might apply to you.
TELEPHONE SERVICE
To reach me you can leave me a message at CCA, 972-422-8383, or my office at 469-712-6090. I pick up my messages at CCA daily except on weekends and daily at my office including weekends. I make every effort to return calls promptly; however, errors may occur. If you have not received a call back within 24 hours, please call again. If your call is urgent, please state so at the beginning of your message and follow the guidelines for cases of urgent need below.
APPOINTMENTS, FEES, AND PAYMENT

Session appointments may be scheduled once a week, every other week, or as needed. The initial appointment will be for assessment and last approximately 90 minutes while regular sessions last 50 minutes. My fee is based on sliding scale ranging from $20-$60 per session. Fees will be charged for the full session amount, even if you are late. Appointments are often scheduled back-to-back, and there will usually not be an opportunity to make up lost time. Should you be late, and I have enough extra time to provide you with a full appointment, there will be an additional charge of $10 for that extra time. Occasionally, I may be late or run over from a previous session. Should that happen, you will have your full session unless other arrangements are made. If I am unable to make that time up, your session will be prorated accordingly. If I engage in phone contact with you or third parties at your request and authorizations for longer than ten (10) minutes, you are responsible for payment of the agreed upon fee (on a pro-rata basis). You are expected to pay for services at the time the services are rendered. 
I do not accept insurance due to my student practicum status as my fees are adjusted to compensate. You will be responsible for all charges including non-sufficient fund (NSF) bank charges. I reserve the right to terminate therapy with you and provide you with other options that may be available to you due to excessive non-payment of services. Our agreed upon fee is: _________.
APPOINTMENT CANCELLATION OR “NO SHOWS”
If you wish to cancel or change an appointment, you will need to make these arrangements 24 hours before your scheduled appointment; otherwise, you could be charged. IF YOU ARE CANCELING OR CHANGING AN APPOINTMENT, CALL MY OFFICE AT 469-712-6090 or email me at sbryant@counselgodsword.com.  Please leave your name, telephone number, currently scheduled appointment and that you need to change or cancel your appointment. Please do not leave detailed messages about your situation or reasons for the need of appointment changes. 
CASES OF URGENT NEED AND EMERGENCIES
In the event you feel unsafe or require immediate medical or psychiatric assistance, call 911 immediately and/or go to the closest hospital emergency room.

I do not provide around-the-clock 24-hour crisis/emergency service, and I am not available to reached 24-hours-a-day, 7-days-a-week. However, during times of urgent need, your contact with me by telephone is very important, and I encourage you to make phone contact with me. Please do so by leaving a voice message on my office phone at 469-712-6090, your message should state that your call is urgent and ONLY include your name, time of the call, and the number at where you can be reached. I will return your call as soon as possible. 
Again, in the event you feel unsafe or require immediate medical or psychiatric assistance, call 911 and/or go to the closest hospital emergency room.

CHILDREN AND YOUR COUNSELING SESSION
Your counseling session is your own special time – a time when you can concentrate on personal issues without interruption. I ask that you plan on turning your cell phones and any other devices (i.e., iPod, ebooks) that may take away from your special time. 

CLIENT LITIGATION AND/OR EVALUATION NEEDS

Due to my status as a practicum student preparing for licensing, I will not voluntarily participate in any litigation (such as, but not limited to divorce, custody disputes, injuries, lawsuits, etc.) between you and another individual or entities. I will not provide records or testimony unless compelled by a court judge to do so. Should I be subpoenaed or ordered by a court of law to appear as a witness in an action involving you as my client(s), client(s) agree to reimburse for any time spent in preparation, travel or other time which is made available for such an appearance at a rate of double the therapy fee per hour. Also, there will be a $35 documentation fee. Should you have a need for these services at this time, I can provide names of licensed clinicians in the community who can better meet your legal and/or evaluation needs.
YOUR PERSONAL FILE
To make our work together more efficient, I keep a secure electronic file containing notes on each session. I will not alter my normal record keeping process at the request of any client(s). These secure files are closed once the therapy relationship ends. Records for adult clients will be destroyed seven years after the file is closed. Records for minor clients will be destroyed seven years after the client turns 18 years of age. 
If I become incapacitated or die, another therapist and/or my supervisor Jack David Dickerson, M.A.,  LMFTS will take possession of my files and records.

STATEMENT OF INTENT

It is my intent that I facilitate the growth and development of you and your family (if any) to the best of my ability. Further, I want you to feel completely satisfied with the services that I offer. If, at any time, you feel that I am not fulfilling this intent in some way, please contact me so we can discuss your concerns. Therapy is a joint effort between therapist and client(s) where we work together to resolve the issues that brought you to therapy in the first place. Participation in therapy can result in some benefits, but it can also result in changes that were not originally intended. There is o guarantee that therapy will yield positive or intended results. Therapy can involve discomfort and difficult emotions. There may be a time where I challenge your perceptions and assumptions and offer an alternative perspective. You may find that you feel worse before you feel better. I encourage you to address any concerns with me that you may have regarding your progress in therapy.
My walk with Christ is mature and personal; His Word shapes my morals, values, and truths of which I view the world and the foundation from where I work with client(s). My intent is not to meet clients where I am at spiritually, but to meet the client where they are at emotionally and spiritually regardless of religious affiliations or convictions. I do not discriminate based on race, religion, or sexual orientation.
TERMINATION OF THERAPY

Termination of treatment should occur when client(s) and therapists have come to an agreement that client(s) have reached set goals and/or are no longer benefiting from therapy. 

During the first one to three sessions of therapy, I will assess your status, diagnosis, and we will assess needs and goals and define initial treatment options, and I will make recommendations. Occasionally, I feel that I am not the “best fit” for a client’s needs and will refer the client to other qualified clinicians. I reserve the right to terminate therapy at my discretion. In such a case, I will give you some referrals you can contact. Some reasons where I might terminate therapy could include, but are not limited to; conflict of interest, failure to participate in therapy, your needs are outside of my scope of competency of practice, or you are making adequate progress in therapy. Should any of the above occur, we will have a termination session to review miss opportunities, and I will give you some referrals that will be appropriate for you.
You have the right to terminate therapy at any time and contact my supervisor at ddickerson@counselgodsword.com with any concerns. However, I will recommend that you participate in at least one termination session to review progress and to cover recommendation for another therapist who might assist you. 
SOCIAL NETWORK/MEDIA POLICY
This social network policy serves as your notification that being linked as friends or contacts on these sites can compromise your confidentiality and our respective privacy. As in any other public context, you have control over your description of the nature of our acquaintance, if you choose to disclose a professional relationship, ignored me, or introduce me as your friend, I would follow your lead and do the same. If you introduce me to your friend(s) I would agree with your description of how you know me. I will not confirm nor deny any professional relationship between myself and client(s) on any social network sites. I reserve the right to discontinue any social network connection without prior notification, and I encourage you to do the same. I discourage the use of social network sites for any communication about our relationship and our therapeutic relationship, including scheduling issues, in particular. 
I periodically publish information such as upcoming workshops, presentations, articles of interest, or discussions of topics on my professional website, Twitter, and/or Facebook page. The general public does send in questions for public display and response, please do not use this as a therapy forum as an active client, I will be more that accommodating to help address any issues you have in our private sessions that will be therapeutic for your specific needs. If you do choose to follow any of my social media, general issues may resemble topics we discuss in therapy, there should never be a correlation to your situations or topics of discussed in the session. Any topics or issues that seem similar or familiar are coincidental at best; client confidentiality is my highest priority, and general issues and topics are just that, general. Additionally, I have no expectation that you as a client(s) will want to follow my website, Facebook or Twitter stream.  Please use your discretion in choosing whether to follow me.
I only follow other professionals on social media such as Twitter and Facebook, I do not follow current or former clients. 
CONSENT TO TREATMENT
You voluntary agree to receive Mental Health assessment, care, treatment or services and authorize me to provide such care, treatment or services, as are considered necessary and advisable. Also, you understand and agree that you will participate in the planning of your care, treatment or services and that you may stop such care, treatment or services that you receive from me at any time.
By signing this Treatment Agreement and Informed Consent form, you acknowledge that you have both read and understood all the terms and information contained herein. Also, an opportunity has been offered to you to ask questions and seek clarification of anything unclear to you. All members of the family who are involved in the therapy need to sign below, indicating an understanding of the policies and procedures.  If client is under 18, I, ______________________ (please print), have legal custody and give my consent for counseling of the below named minor.
Client or Guardian(s) (Print): ____________________________________________ Date: _________________

Client or Guardian(s) (Signature): ________________________________________ Date: _________________

Client or Minor (Print): ________________________________________________ Date: _________________

Client or Minor (Signature): ____________________________________________  Date: _________________

You may contact me at the following:

Address: 3120 Hudson Crossing Bldg A-Suite 3, McKinney, Texas 75070 
Telephone Numbers(s) 469-712-6090_/ 972-422-8383
E-mail Address_sbryant@counselgodsword.com____
Counselor Name:     Sandra Bryant, M.Ed., MFT Practicum Student Date: ________________

Counselor Signature: _____________________________________ Date: ________________
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