Margaret J. Bullock, MA, MFT

MFC 43315

7305 Morro Road, Suite 204

Atascadero, CA 93422

(805) 462-9907 ● Cell (805) 674-4162 ● Fax (805) 462-8037
Psychotherapy Consent Form

Name: ____________________________
Date: ___________________

Address: __________________________
Phone: __________________

City/State: _________________________  ZIP: ______  DOB: ____________

Social Security No.: _______________________________________________

Referred by: ____________________________________________________
About Confidentiality

I will treat with great care all the information that is shared with me.  It is your legal right that our sessions and my records about you are kept private.  I will ask you to sign a “release of information” form before I can talk about you or send my records about you to anyone else.  In general, I will tell no one what you tell me.  I will not even reveal that you are receiving treatment from me.

In all but a few rare situations, your confidentiality (that is, your privacy) is protected by state law and the rules of my profession.  Here are the most common cases in which confidentiality is not protected:

1. If you were sent to me by a court or an employer for evaluation or treatment, the court or employer expects a report from me.  If this is your situation, please talk with me before you tell me anything you do not want the court or your employer to know.  You have a right to tell me only what you are comfortable with telling.
2. Are you suing someone or being sued?  Are you being charged with a crime?  If so, and you tell the court that you are seeing me, I may then be ordered to show the court my records.  Please consult your lawyer about these issues.

3. If you make a serious threat to harm yourself or another person, the law requires me to try to protect you or that other person.  This usually means telling others about the threat.  I cannot promise never to tell others about threats you make.

4. If I believe a child, an elder, or a disabled adult has been or will be abused or neglected, I am legally required to report this to the authorities.

Except for the situations I have described above, I will always maintain your privacy.  I also ask you not to disclose the name or identity of any other client being seen in this office.

Fees, Payments, and Cancellations
My current regular fees are as follows.  You will be given advance notice if my fees should change.

Regular therapy services:  For a session of 50 minutes, the fee is $100.00.  Please pay for each session at its end.  I have found that this arrangement helps us stay focused on our goals.  It also helps me to keep my fees as low as possible, because it cuts down on my bookkeeping costs.

Extended sessions:  At this time, I do not charge for sessions that go beyond our fifty minutes.

Reports:  I will have to bill you for any extra-long or complex reports that the court or an employer may require.  This fee will be our regular fee prorated over the time needed.

Our Agreement

I, the client (or his/her parent/guardian), understand I have the right not to sign this form.  My signature below indicates that I have read and discussed this agreement; it does not indicate that I am waiving my rights.  I understand I can choose to discuss my concerns with you, the therapist, before I start (or the client starts) formal therapy.  I also understand that any of the points mentioned above can be discussed in this form, I can talk with you about them, and you will do your best to answer them.

I understand that after therapy begins I have the right to withdraw my consent to therapy at any time, for any reason.  However, I will make every effort to discuss my concerns about my progress with you before ending therapy with you.

I understand that no specific promises have been made to me by this therapist about the results of treatment, the effectiveness of the procedures used by this therapist, or the number of sessions necessary for therapy to be effective.

I hereby agree to act according to the points covered in this form.  I agree to enter into therapy with this therapist (or to have the client enter therapy), and to cooperate fully and to the best of my ability, as shown by my signature here.
____________________________________


_________________

Signature of client (or person acting for client


Date

Relationship to client:

___ Self
___ Parent
___ Legal Guardian

___ Health care custodial parent of a minor (less than 14 years of age)

___ Other person authorized to act on behalf of the client
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