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OFFICE POLICIES AND CONSENT TO TREATMENT

Welcome to my practice.  I am pleased to have the opportunity to meet you, and hope that I can 
provide the care you were looking for.  Our initial visit is a consultation, and does not indicate an 
intent to treat, unless medication prescription is provided on our first meeting.  Please feel free 
to keep and copy and review before signing.

Risks and Benefits:  Psychotherapy and Psychopharmacology have both risks and benefits.  
Risks for medications and herbs can include side effects, drug interactions, exacerbation of 
conditions, inefficacy, and in rare cases death.  Benefits of medications include an increased 
toleration of negative feelings, improved functioning in life, and a more stable manner of relating 
to your environment.  Risks regarding specific medications will be discussed in detail on an 
individual basis, and together we will formulate a plan that best suits your needs.  Risks of 
psychotherapy can include experiencing uncomfortable levels of emotions including sadness, 
guilt, anxiety, anger loneliness, and helplessness. Treatment often requires recalling painful 
memories and examining how they effect our current functioning in the world.   Benefits of 
therapy have been validated in various literature and include resolution of specific problems, 
improved relationship dynamics, and an overall ability to tolerate difficult feelings without 
negative coping mechanisms. There is an expectation, but not a guarantee, the therapy will be 
beneficial and transformative to you should we choose to pursue this together

Confidentiality: Ask per HIPPA law, what we discussed in session is confidential and will never 
be revealed without your permission, except where disclosure is required by law including 1) 
current or ongoing abuse or neglect of a child, dependent, or elder 2) danger of future harm to 
yourself or others 3) grave disability 4) pursuant to legal proceedings. Your records (including 
times we meet, medications provided and rationale, and scant details about session content) 
will be protected in the locked box to protect your privacy.  If we encounter each other outside of  
the office I will not approach or greet you. I will not discuss details of information to your health 
insurance carrier which could result in denial of payment from them for services rendered to 
you. I may ask you to sign a release allowing me to communicate with your other providers and 
acquaintances, however you may cancel this allowance in writing at any time. Should you 
choose to communicate with me via email, text, or Skype, you accept the possibility that security 
measures, although followed as carefully as possible, maybe violated and you are consenting to 
take this risk. You are responsible for providing the most accurate information about your current 
and past treatment, and for asking questions when you do not understand what is expected of 
you or are concerned about the effects of treatment.

Financial agreement: Payment is expected the time of service unless other arrangements are 
made between us. I accept all credit cards, checks, and cash for your convenience.  Because I 
am not paneled with any insurance companies (except Medicare) you are responsible for 
payment of services directly to me. I am happy to provide a super-bill to submit to your plan for 
out-of-network reimbursement. Renegotiation of my fees may occur no more than every 12 
months and will be case specific. Occasionally excessive paperwork, letter writing , and phone 
calls will be billed on the quarter hour. Should you fail to maintain payments for my service, legal 



means including the use of a collection agency or small claims court maybe used to collect 
unpaid dues in which case costs will be included in the claim

Cancellation: Due to my commitment to you to each if my patients I try to begin and end on 
time to the most of my ability. My vacation schedules will be available to you in advance as best 
I am able.  You are responsible for keeping your appointments and will be charged for missed 
sessions or cancellations made less than 24 business hours in advance.   If, due to unforeseen 
circumstances you must cancel, I will try to reschedule your appointment within a week of your 
missed appointment. However that may not always be possible you will still be responsible for 
payment. On rare occasions I allow telephone or Skype sessions, however this is limited, as I 
cannot adequately treat you without your physical attendance.  You understand if you fail to 
appear for scheduled appointments three consecutive times you may be administratively 
discharge my care. You are also expected to be considerate of my property, and destruction of 
items will not be tolerated.

Reaching me: In order to treat all of my clients with respect I will not answer my phone when 
I'm seeing a patient. You are welcome to leave me a message and I will do my best to return it 
that day or within 24 business hours.  Some patients also choose texting with me, however the 
most efficient way to contact me is through leaving a voice message.  In the case of 
emergencies which require more immediate response such a suicide or severe medication side 
effects the first thing you should do is call 911 or go to the nearest emergency room. If it is after 
business hours on a weekend or when I'm on vacation, and you cannot wait 24 hours to speak 
with me, you can call my call network at 310-765-4164 and you will be directed to a trusted 
colleague. There will be no charge for phone calls unless they become excessive in frequency 
or content, in which fees will apply and be charged on the quarter hour of my set rate. As per my 
confidentiality disclosure above, email is not recommended with contacting me

Ending treatment: Usually we will work together on determining when your treatment is going 
to terminate. If you decide to cease treatment independently, it is customary to schedule a 
session to discuss this with me. If I am ending treatment with you do to failure to comply with the 
above policy, a certified letter will be sent to your residence informing you of discharge and 
providing you with some referrals, and I will continue to follow you for 30 days from that date, 
after which I would no longer be your provider.

By signing the above I had knowledge that my decision to undergo treatment is voluntary. I have 
thoroughly read and excepted the information, have received a copy of his contract, and will 
comply with the above policies. If I failed to do so, I understand I need to be discharged from the 
treatment with this provider. We may revise his contract is needed to support our work together 
in the future.

Printed Name _____________________________________________
Signature_________________________________________________
Date _____________________________________________________

Medical Doctors are licensed and regulated by the Medical Board of California (800) 633-2322 or 
www.mbc.ca.gov
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