

[image: ]
Psychotherapist–Client Services Agreement & HIPAA Notice
1. Purpose and services
This Agreement describes professional counseling services, business policies, privacy protections, and patient rights. Psychotherapy may involve uncomfortable feelings as well as benefits such as improved relationships, problem-solving, and reduced distress. No particular outcome is guaranteed.
2. Professional fees and billing
Session fees vary from approximately $150 to $200 per hour. Additional professional services may include report writing, telephone conversations longer than 10 minutes, consultation with other professionals with permission, preparation of records/treatment summaries, and other services requested by the client. These services may not be covered by insurance and are the client’s responsibility. Legal proceedings requiring clinician participation are billed at $200 per hour for preparation, travel, and attendance.
Payment is expected at the time of service unless another arrangement is agreed upon. A $40 fee will be charged for any check returned by the bank as non-collectable. A $40 fee will also be charged for a denied or declined credit card payment.
3. Cancellation / missed appointment policy
Appointments are reserved exclusively for the client. At least 24 hours’ advance notice is expected for cancellations. There is no penalty for cancellations made with more than 24 hours’ notice. The fee for a late cancellation or missed session is $120, except when an unforeseen and unpredictable circumstance prevented attendance. Insurance companies do not generally reimburse cancelled or missed sessions. When possible, the practice may attempt to reschedule and, when sufficient notice and availability permit, may waive the fee.
4. Insurance
Clients are responsible for co-pays, deductibles, and amounts not paid by insurance, except for provider-contracted reductions. Insurance contracts may require the practice to provide information relevant to services, including a clinical diagnosis and, in some circumstances, additional clinical information or records. The practice will seek to disclose the minimum information necessary. The client remains responsible for full payment of fees regardless of insurer reimbursement.
5. Confidentiality and HIPAA
Communications and protected health information are confidential subject to applicable law. Written authorization is generally required for disclosures, but the supplied agreement describes legal and safety-related exceptions, including certain required reports, situations involving serious threats of harm, and disclosures needed for treatment, payment, health care operations, or other purposes permitted or required by law. The practice may consult with professionals and administrative staff as needed for clinical and administrative purposes, subject to confidentiality requirements.
Patients have HIPAA-related rights regarding access and amendment of records, restrictions on certain disclosures, accounting of certain disclosures, and receiving privacy information. The supplied agreement also describes special rules concerning psychotherapy notes and communications with health plans.
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The practice maintains clinical records as required by professional standards and law. Subject to applicable exceptions, clients may request to examine or receive copies of their clinical record in writing. Psychotherapy notes and certain information prepared for legal proceedings are subject to different access rules.
7. Minors
For clients under 18 who are not emancipated, the supplied agreement describes circumstances in which parents may have access to records and circumstances in which the practice may seek a parent’s agreement to limit access, consistent with applicable law and the client’s safety.
8. Acknowledgment and signatures	
By signing below, I acknowledge that I have read this agreement and the HIPAA/privacy information provided with it, had an opportunity to ask questions, and agree to abide by its terms during the professional relationship.
Client/Authorized Person: ______________________________________________
Electronic Signature: _________________________________________________
Date: __________________________
Guardian Signature (if client is under 18): ______________________________
Guardian Printed Name: ________________________________________________
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