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GUIDELINES FOR THERAPY

I am pleased we have chosen to work together and I welcome you to the process of psychotherapy. Thank you for the confidence you have placed in me.  I value our relationship and intend to proceed with the greatest degree of honesty, integrity and respect.  The guidelines below are intended to clarify and maximize the productivity of our professional relationship.  PLEASE READ THEM CAREFULLY, RETAIN ONE COPY AND RETURN ONE SIGNED COPY.  Feel free to ask questions and thank you in advance for your cooperation.

LENGTH OF SESSIONS

Individual session time together is usually set for 50-60 minutes.   Overtime is billable on a per minute basis.  Barring an emergency, our meetings will begin at our scheduled time.

PAYMENT

Sessions longer than 50 minutes are charged for the additional time pro rata.  Therapist reserves the right to periodically adjust this fee.  Patient will be notified of any fee adjustment in advance.  In addition, this fee may be adjusted by contract with insurance companies, managed care organizations, or other third-party payors, or by agreement with Therapist.  The agreed upon fee between Therapist and Patient is _________.  Therapist reserves the right to periodically adjust fee.  Patient will be notified of any fee adjustment in advance.  

From time-to-time, Therapist may engage in telephone contact with Patient for purposes other than scheduling sessions.  Patient is responsible for payment of the agreed upon fee (on a pro rata basis) for any telephone calls longer than ten minutes.  In addition, from time-to-time, Therapist may engage in telephone contact with third parties at Patient’s request and with Patient’s advance written authorization.  Patient is responsible for payment of the agreed upon fee (on a pro rata basis (for any telephone calls longer than ten minutes. 

Fees are payable at the end of each therapy session.  Please have your check written to Bonnie Katz.

INSURANCE 

Patient is responsible for any and all fees not reimbursed by his/her insurance company, managed care organization, or any other third-party payor.  Patient is responsible for verifying and understanding the limits of his/her coverage, as well as his/her co-payments and deductibles.

CANCELLATION POLICY
Patient is responsible for payment of the agreed upon fee for any missed session(s).  Patient is also responsible for payment of the agreed upon fee for any session (s) for which Patient failed to give Therapist at least 24 hours notice of cancellation.  Cancellation notice should be left on Therapist’s voice mail 818/343-7714.

THERAPISTS AVAILABILITY
Therapist’s office is equipped with a confidential voice mail system that allows Patient to leave a message at any time.  Therapist will make every effort to return calls within 24 hours (or by the next business day), but cannot guarantee the calls will be returned immediately.  Therapist is unable to provide 24 hour crisis service.  In the event that Patient is feeling unsafe or requires immediate medical or psychiatric assistance, he/she should call 911, or go to the nearest emergency room.

TERMINATION OF THERAPY

Therapist reserves the right to terminate therapy at his/her discretion.  Reasons for termination include, but are not limited to, untimely payment of fees, failure to comply with treatment recommendations, conflicts of interest, failure to participate in therapy, Patient needs are outside of Therapist’s scope of competence or practice, or Patient is not making adequate progress in therapy.  Patient has the right to terminate therapy at his/her discretion.  Upon either party’s decision to terminate therapy, Therapist will generally recommend that Patient participate in at least one, or possibly more, termination sessions.  These sessions are intended to facilitate a positive termination experience and give both parties an opportunity to reflect on the work that has been done.  Therapist will also attempt to ensure a smooth transition to another therapist by offering referrals to Patient.
CONFIDENTIALITY

The information disclosed by Patient is generally confidential and will not be released to any third party without written authorization from Patient, except where required or permitted by law.  Exceptions to confidentiality, include, but are not limited to, reporting child, elder and dependent adult abuse,  when a patient makes a serious threat of violence towards a reasonably identifiable victim, or when a patient is dangerous to him/herself or the person or property of another. 

ACKNOWLEDGEMENT

By signing below, Patient acknowledges that he/she has reviewed and fully understands the terms and conditions of this Agreement.  Patient has discussed such terms and conditions with Therapist, and has had any questions with regard to its terms and conditions answered to Patient’s satisfaction.  Patient agrees to abide by the terms and conditions of this Agreement and consents to participate in psychotherapy with Therapist.  Moreover, Patient agrees to hold Therapist free and harmless from any claims, demands, or suits for damages from any injury or complications whatsoever, save negligence, that may result from treatment.  
I understand that I am financially responsible to Therapist for all charges, including unpaid charges by my insurance company or any other third-party payor.

_____________________________________                               _______________

Client signature                                                                                    date

_____________________________________                                 _________________

Therapist signature                                                                               date

