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INFORMED	
  CONSENT	
  TO	
  PSYCHOTHERAPY

I,	
  _______________________________________,	
  have	
  fully	
  discussed	
  with	
  my	
  provider	
  the	
  
various	
  aspects	
  of	
  the	
  psychotherapy	
  contract.	
  This	
  has	
  included	
  a	
  discussion	
  of	
  my	
  providers	
  
evaluaMon	
  and	
  diagnosMc	
  formulaMon,	
  as	
  well	
  as	
  the	
  method	
  of	
  treatment.	
  The	
  nature	
  of	
  the	
  
therapy	
  has	
  been	
  described,	
  including	
  the	
  extent,	
  its	
  possible	
  side	
  effects	
  and	
  possible	
  
alternaMve	
  forms	
  of	
  treatment.	
  I	
  understand	
  I	
  may	
  withdraw	
  from	
  treatment	
  at	
  any	
  Mme	
  and	
  if	
  
I	
  decide	
  to	
  do	
  this	
  I	
  will	
  discuss	
  my	
  plan	
  with	
  my	
  provider	
  before	
  acMng	
  on	
  it.

My	
  provider	
  has	
  further	
  discussed	
  with	
  me	
  scheduling	
  policies,	
  fees	
  to	
  be	
  charged,	
  policies	
  
regarding	
  missed	
  appointments	
  and	
  maPers	
  relaMng	
  to	
  insurance	
  including	
  informaMon	
  
disclosed	
  for	
  insurance	
  pre-­‐authorizaMon	
  of	
  services	
  (and	
  uMlizaMon	
  review	
  issues)
	
  

Confiden:ality

Some	
  important	
  issues	
  regarding	
  confidenMality	
  need	
  to	
  be	
  understood	
  as	
  we	
  begin	
  our	
  work	
  
together.	
  Please	
  review	
  this	
  material	
  carefully	
  so	
  that	
  we	
  may	
  discuss	
  any	
  quesMons	
  or	
  
concerns	
  of	
  yours	
  the	
  next	
  Mme	
  we	
  meet.

In	
  general,	
  law	
  protects	
  the	
  confidenMality	
  of	
  all	
  communicaMons	
  between	
  a	
  person	
  and	
  their	
  
psychologist/pracMMoners,	
  and	
  I	
  can	
  only	
  release	
  informaMon	
  about	
  our	
  work	
  to	
  others	
  with	
  
your	
  wriPen	
  permission.	
  There	
  are	
  a	
  few	
  excepMons,	
  however.

In	
  most	
  legal	
  proceedings,	
  you	
  have	
  the	
  right	
  to	
  prevent	
  me	
  from	
  tesMfying.	
  However,	
  in	
  child	
  
custody	
  proceedings,	
  adopMon	
  proceedings	
  and	
  proceedings	
  in	
  which	
  your	
  emoMonal	
  condiMon	
  
is	
  an	
  important	
  element,	
  a	
  judge	
  may	
  require	
  my	
  tesMmony.	
  If	
  you	
  are	
  involved	
  in	
  a	
  legal	
  
maPer,	
  or	
  are	
  anMcipaMng	
  a	
  lawsuit,	
  I	
  may	
  have	
  to	
  reveal,	
  as	
  court	
  order,	
  part	
  or	
  all	
  of	
  your	
  
treatment	
  or	
  evaluaMon	
  records.

If	
  you	
  are	
  called	
  as	
  a	
  witness	
  in	
  criminal	
  proceedings,	
  opposing	
  counsel	
  may	
  have	
  some	
  limited	
  
access	
  to	
  your	
  treatment	
  records.	
  TesMmony	
  may	
  also	
  be	
  ordered	
  in	
  the	
  following	
  situaMons:

legal	
  proceeding	
  relaMng	
  to	
  psychiatric	
  hospitalizaMon
In	
  malpracMce	
  and	
  disciplinary	
  proceedings	
  brought	
  against	
  a	
  psychologist
A	
  court-­‐ordered	
  psychological	
  evaluaMon
Certain	
  legal	
  cases	
  where	
  the	
  client	
  has	
  died



In	
  addiMon,	
  there	
  are	
  some	
  circumstances	
  when	
  I	
  am	
  required	
  to	
  breach	
  confidenMality	
  and	
  
provide	
  informaMon	
  without	
  a	
  client’s	
  permission.	
  This	
  only	
  can	
  occur	
  under	
  the	
  following	
  
circumstances:

If	
  there	
  is	
  reason	
  to	
  suspect	
  the	
  neglect	
  or	
  abuse	
  of	
  a	
  minor	
  (a	
  child	
  under	
  18	
  years	
  of	
  age)	
  or	
  a	
  
vulnerable	
  adult,	
  I	
  must	
  file	
  a	
  report	
  with	
  the	
  appropriate	
  State	
  agency.

I	
  am	
  required	
  to	
  take	
  protecMve	
  acMon	
  if,	
  in	
  my	
  professional	
  judgment,	
  I	
  believe	
  that	
  a	
  client	
  is	
  
threatening	
  serious	
  harm	
  to	
  himself/herself	
  or	
  to	
  another	
  person.	
  This	
  may	
  include	
  warning	
  
the	
  intended	
  vicMm,	
  seeking	
  the	
  client's	
  hospitalizaMon,	
  or	
  noMfying	
  the	
  police.

The	
  clear	
  intent	
  of	
  these	
  requirements	
  is	
  that	
  a	
  psychologist/provider	
  has	
  both	
  a	
  legal	
  and	
  
ethical	
  responsibility	
  to	
  take	
  acMon	
  to	
  protect	
  endangered	
  individuals	
  from	
  harm	
  when	
  
professional	
  judgment	
  indicates	
  that	
  such	
  danger	
  exits.	
  Fortunately,	
  these	
  situaMons	
  rarely	
  
arise	
  in	
  my	
  pracMce.

There	
  are	
  several	
  other	
  maPers	
  concerning	
  confidenMality:	
  

I	
  may	
  occasionally	
  find	
  it	
  helpful	
  or	
  necessary	
  to	
  consult	
  about	
  a	
  case	
  with	
  another	
  
professional.	
  In	
  these	
  consultaMons,	
  I	
  make	
  every	
  effort	
  to	
  avoid	
  revealing	
  the	
  idenMty	
  of	
  
the	
  client.	
  The	
  consultant	
  is,	
  of	
  course,	
  also	
  legally	
  bound	
  to	
  maintain	
  confidenMality.	
  

If	
  I	
  feel	
  that	
  it	
  would	
  be	
  helpful	
  to	
  refer	
  you	
  to	
  another	
  professional	
  for	
  consultaMon,	
  then	
  with	
  
your	
  authorizaMon,	
  I	
  will	
  discuss	
  your	
  case	
  with	
  him/her.

I	
  am	
  required	
  to	
  maintain	
  complete	
  treatment	
  records.	
  Clients	
  are	
  enMtled	
  to	
  review	
  a	
  copy	
  of	
  
these	
  records	
  with	
  their	
  psychologist/provider.	
  In	
  the	
  case	
  of	
  referral,	
  or	
  if	
  I	
  believe	
  the	
  
informaMon	
  will	
  be	
  emoMonally	
  damaging,	
  records	
  will	
  be	
  made	
  available	
  to	
  the	
  
appropriate	
  professional	
  or	
  designee.	
  Clients	
  will	
  be	
  charged	
  an	
  appropriate	
  fee	
  for	
  
preparaMon	
  of	
  materials	
  and	
  reports.

You	
  may	
  use	
  your	
  insurance	
  benefits	
  or	
  pay	
  for	
  therapy	
  out	
  of	
  your	
  own	
  means.	
  If	
  you	
  decide	
  to	
  
use	
  your	
  insurance	
  (third-­‐party	
  reimbursement),	
  I	
  am	
  required	
  to	
  provide	
  the	
  insurer	
  with	
  a	
  
clinical	
  diagnosis	
  and	
  someMmes	
  a	
  treatment	
  plan	
  or	
  summary.	
  There	
  is	
  a	
  form	
  you	
  will	
  be	
  
given	
  to	
  fill	
  out	
  and	
  sign	
  that	
  provides	
  wriPen	
  permission	
  for	
  me	
  to	
  disclose	
  informaMon	
  
necessary	
  to	
  process	
  your	
  claim.	
  If	
  you	
  request	
  it,	
  I	
  will	
  provide	
  you	
  with	
  a	
  copy	
  of	
  any	
  bill	
  or	
  
report	
  I	
  submit.	
  

If	
  you	
  are	
  under	
  eighteen	
  years	
  of	
  age,	
  please	
  be	
  aware	
  that	
  while	
  the	
  specific	
  content	
  of	
  our	
  
communicaMons	
  is	
  confidenMal,	
  your	
  parents	
  have	
  a	
  right	
  to	
  receive	
  general	
  informaMon	
  on	
  
the	
  progress	
  of	
  the	
  treatment.

In	
  family	
  therapy,	
  marital	
  therapy,	
  or	
  in	
  a	
  group	
  situaMon,	
  for	
  informaMon	
  to	
  be	
  released	
  all	
  
parMcipants	
  have	
  to	
  consent.	
  One	
  marital	
  partner	
  or	
  person	
  may	
  not	
  wave	
  privilege	
  for	
  
another.	
  Therefore,	
  in	
  cases	
  of	
  marital	
  therapy,	
  the	
  record	
  may	
  be	
  released	
  only	
  if	
  both	
  
parMes	
  wave	
  privilege	
  or	
  if	
  the	
  release	
  is	
  court	
  ordered.



While	
  this	
  summary	
  of	
  excepMons	
  to	
  confidenMality	
  should	
  prove	
  helpful	
  in	
  informing	
  you	
  about	
  
potenMal	
  problems,	
  you	
  should	
  be	
  aware	
  that	
  the	
  1aw	
  governing	
  these	
  issues	
  is	
  oaen	
  complex	
  
and	
  I	
  am	
  not	
  an	
  aPorney.	
  I	
  encourage	
  our	
  acMve	
  discussion	
  of	
  these	
  issues.	
  However,	
  If	
  you	
  
need	
  more	
  specific	
  advice,	
  formal	
  legal	
  consultaMon	
  may	
  be	
  desirable.	
  If	
  you	
  request,	
  I	
  will	
  
provide	
  you	
  with	
  relevant	
  porMons	
  or	
  summaries	
  of	
  the	
  applicable	
  State	
  law	
  governing	
  these	
  
issues.

I	
  have	
  read	
  the	
  above,	
  fully	
  understand	
  the	
  diagnosis,	
  the	
  nature	
  of	
  treatment,	
  the	
  alternaMves	
  
to	
  this	
  treatment,	
  the	
  limitaMons	
  of	
  confidenMality	
  in	
  this	
  relaMonship,	
  and	
  the	
  circumstances	
  
in	
  which	
  confidenMal	
  communicaMons	
  may	
  need	
  to	
  be	
  breached.	
  I	
  have	
  received	
  a	
  copy	
  of	
  this	
  
document	
  for	
  my	
  personal	
  files.

______________________________________________________________	
  	
  	
  	
  	
  _____________
Client	
  Signature 	
  	
  	
  	
  	
  	
  	
  	
  	
  Date

______________________________________________________________	
  	
  	
  	
  	
  _____________
Therapist	
  Signature:	
   	
  	
  	
  	
  	
  	
  	
  	
  	
  Date	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  

______________________________________________________________	
  	
  	
  	
  	
  _____________
Witness/Parent/Guardian 	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  Date


