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CONSENT FOR TREATMENT AND OFFICE POLICIES

Welcome to my practice. This document contains important information about my professional services and business policies. 
THE PROCESS OF PSYCHOTHERAPY

Psychotherapy provides you with an opportunity to examine thoroughly the problems with which you are struggling, and it may lead to important changes. Although most people who engage in psychotherapy benefit from the process, there are no guarantees. Psychotherapy often leads to improved relationships, solutions to specific problems, significant reductions in feelings of distress, and an improved ability to enjoy life. Progress in psychotherapy may vary depending on the particular problems being addressed, and can depend on such factors as your motivation and effort, as well as life circumstances. To be successful, psychotherapy requires a joint effort between the patient and the therapist.

During the course of psychotherapy and as part of the process of change, you may also experience uncomfortable feelings. These feelings are an important part of the psychotherapy process and often serve as a catalyst for further understanding and growth. It is important for you to bring up with me any concerns you have about the process as it unfolds. If at any time you would like to have the opinion of another professional or seek treatment elsewhere, I will refer you to another qualified mental health professional. You may discontinue psychotherapy at any time.

I normally conduct an initial evaluation that may last one to three sessions. During this time, we can both decide if I am the best person to provide the services that you need in order to meet your treatment goals. During this period, you should evaluate whether you feel comfortable working with me. Therapy involves a large commitment of time, emotional energy, and money, so you should be careful about the therapist you select. If psychotherapy is begun, I will schedule one or more 50-minute sessions per week at a time we agree.

CONFIDENTIALITY AND ITS LIMITS

Meetings between a patient and his/her psychotherapist are confidential and legally privileged, and the psychotherapist will not release information discussed to anyone without the patient’s written permission. However, in the following important situations a therapist is legally and ethically required to go outside the context of the therapeutic relationship and release necessary information about the patient in order to preserve his/her safety or that of another: 

(1) If there is an emergency situation in which the psychotherapist believes that the patient may be a danger to her/himself or that s/he is gravely disabled; 

(2) If the patient communicates a serious threat of violence against someone to the psychotherapist;

(3)  If the psychotherapist has reasonable suspicion that a child or an elder/dependent adult is being abused; or 

(4) If the patient’s records are subpoenaed as evidence during a legal proceeding.

If any such situation arises, I will attempt to fully discuss it with you before taking any action and I will limit my disclosure to what is necessary. Additionally, disclosure of confidential information may be required by your insurance carrier in order to process a claim. In this circumstance, only the minimum amount of information will be communicated to the carrier. Please also note that if there is a breach or refusal to pay a balance, information can be given to a collection agency or small claims court.

PAYMENT FOR SERVICES

My fee is $______. Patients are expected to pay for services by check or cash at the time that services are rendered, except when other arrangements have been made. Checks are payable to Claudia Diez, Ph.D. I reevaluate my fees yearly and will bring up any increases with you for discussion.

If we decide that you will pay monthly, payment will be due on the last session of the month. 
In addition to psychotherapy appointments, I charge this amount for other professional services you may need on a prorated basis for time periods of less than one hour, such as telephone conversations lasting longer than 10 minutes, consulting with other professionals with your permission, and the time spent performing any other service you may request of me. 

Please notify me as soon as possible if any problems arise during the course of therapy regarding your ability to make timely payments.
CANCELLATION POLICY

Once a regular appointment time is reserved for you on mutual agreement, you are responsible for payment of all reserved sessions. Upon availability of the therapist, cancellations made with at least 24-hour notice may be rescheduled within two weeks of the cancelled session in order to avoid being billed for that session. Although reasonable efforts will be made to reschedule a cancelled appointment, if no other time can be arranged within two weeks, then you will be required to pay for the cancelled session. Please note that you are allotted one (1) appointment every 4 months that you may cancel for any reason with at least 24-hour notice, and these reserved times will be held at no charge. You may choose to use one or more of these sessions at any time during the calendar year, but keep in mind that you may also need to reserve the use of these sessions to accommodate your vacation.
CONTACTING ME

My telephone is answered by a confidential voicemail at (212) 744-8073. I monitor my voice mail regularly and will make every effort to return your call within 24 hours, with the exception of weekends and holidays. When I am unavailable for an extended period of time, the name of a colleague to contact in my absence will be on my voice mail greeting. If at any time you feel that you need immediate assistance or are experiencing a psychiatric emergency, contact your physician or the nearest emergency room and ask for the mental health professional on call.

By signing below you certify that you have read and fully understood this consent for treatment and office policies, and voluntarily agree to undergo psychotherapy treatment with Claudia Diez, Ph.D. Your signature also indicates that you agree to abide by the terms of this agreement during our professional relationship; you acknowledge that it is your responsibility to pay for services rendered to you by Claudia Diez, Ph.D., and you understand the limits of confidentiality and the office policies regarding fee payment and cancellations. By signing you certify that you have been given copies of this document and the HIPAA Notice of Privacy Practices.

Notes: ___________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________


_________________________________________________________________________________________

The patient has understood and freely agreed to the terms listed above.

_______________________________________________________________
Patient’s signature 





Date 
________________________________________________________________
Name (printed)
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