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Informed Consent for Therapy Services – Adult

CLIENT SERVICE AGREEMENT

Welcome to Reflections Counseling Services. This document contains important information about my 
professional services and business policies. It also contains summary information about the Health 
Insurance Portability and Accountability Act (HIPAA), a federal law that provides privacy protections and 
patient rights about the use and disclosure of your Protected Health Information (PHI) for the purposes of 
treatment, payment, and health care operations. Although these documents are long and sometimes 
complex, it is very important that you understand them. When you sign this document, it will also represent
an agreement between us. We can discuss any questions you have when you sign them or at any time in the 
future.

PSYCHOLOGICAL SERVICES
Therapy is a relationship between people that works in part because of clearly defined rights and 
responsibilities held by each person. As a client in psychotherapy, you have certain rights and 
responsibilities that are important for you to understand. There are also legal limitations to those rights that 
you should be aware of. I, as your therapist, have corresponding responsibilities to you. These rights and 
responsibilities are described in the following sections.

Psychotherapy has both benefits and risks. Risks may include experiencing uncomfortable feelings, such as
sadness, guilt, anxiety, anger, frustration, loneliness and helplessness, because the process of psychotherapy
often requires discussing the unpleasant aspects of your life.  However, psychotherapy has been shown to 
have benefits for individuals who undertake it.  Therapy often leads to a significant reduction in feelings of 
distress, increased satisfaction in interpersonal relationships, greater personal awareness and insight, 
increased skills for managing stress and resolutions to specific problems.  But, there are no guarantees 
about what will happen.  Psychotherapy requires a very active effort on your part. In order to be most 
successful, you will have to work on things we discuss outside of sessions.

The first 2-4 sessions will involve a comprehensive evaluation of your needs. By the end of the evaluation, 
I will be able to offer you some initial impressions of what our work might include. At that point, we will 
discuss your treatment goals and create an initial treatment plan. You should evaluate this information and 
make your own assessment about whether you feel comfortable working with me. If you have questions 
about my procedures, we should discuss them whenever they arise. If your doubts persist, I will be happy to
help you set up a meeting with another mental health professional for a second opinion.

APPOINTMENTS
Appointments will ordinarily be 45-50 minutes in duration, once per week at a time we agree on, although 
some sessions may be more or less frequent as needed. The time scheduled for your appointment is 
assigned to you and you alone. If you need to cancel or reschedule a session, I ask that you provide me with
24 hours notice. If you miss a session without canceling, or cancel with less than 24 hours, you will be 
charged $50.00. In addition, you are responsible for coming to your session on time; if you are late, your 
appointment will still need to end on time.

PROFESSIONAL FEES
The standard fee for the initial intake is $150.00 and each subsequent session is $125.00.  You are 
responsible for paying at the time of your session unless prior arrangements have been made. Payment can 
be made by check, cash, credit or debit card. Any checks returned to my office are subject to an additional 
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fee of up to $25.00 to cover the bank fee that I incur. If you refuse to pay your debt, I reserve the right to 
use an attorney or collection agency to secure payment.

In addition to weekly appointments, it is my practice to charge this amount on a prorated basis (I will break 
down the hourly cost) for other professional services that you may require such as report writing, telephone
conversations that last longer than 15 minutes, attendance at meetings or consultations which you have 
requested, or the time required to perform any other service which you may request of me. If you anticipate
becoming involved in a court case, I recommend that we discuss this fully before you waive your right to 
confidentiality. If your case requires my participation, you will be expected to pay for the professional time 
required even if another party compels me to testify.

INSURANCE
If I am not paneled with your insurance company I will supply you with a receipt of payment for services, 
which you can submit to your insurance company for reimbursement. Please note that not all insurance 
companies reimburse for out-of-network providers.  If you prefer to use a participating provider, I will refer
you to a colleague.

PROFESSIONAL RECORDS
I am required to keep appropriate records of the services that I provide. Your records are maintained in a 
secure location in the office. I keep brief records noting that you were here, your reasons for seeking 
therapy, the goals and progress we set for treatment, your diagnosis, topics we discussed, your medical, 
social, and treatment history, records I receive from other providers, copies of records I send to others, and 
your billing records. Except in unusual circumstances that involve danger to yourself, you have the right to 
a copy of your file. Because these are professional records, they may be misinterpreted and upsetting to 
untrained readers.  For this reason, I recommend that you initially review them with me, or have them 
forwarded to another mental health professional to discuss the contents. If I refuse your request for access 
to your records, you have a right to have my decision reviewed by another mental health professional, 
which I will discuss with you upon your request. You also have the right to request that a copy of your file 
be made available to any other health care provider at your written request.

CONFIDENTIALITY
My policies about confidentiality, as well as other information about your privacy rights, are fully described
in a separate document entitled Notice of Privacy Practices. You have been provided with a copy of that 
document and we have discussed those issues. Please remember that you may reopen the conversation at 
any time during our work together.

PARENTS & MINORS
While privacy in therapy is crucial to successful progress, parental involvement can also be essential. It is 
my policy not to provide treatment to a child under age 13 unless s/he agrees that I can share whatever 
information I consider necessary with a parent. For children 14 and older, I request an agreement between 
the client and the parents allowing me to share general information about treatment progress and 
attendance, as well as a treatment summary upon completion of therapy. All other communication will 
require the child’s agreement, unless I feel there is a safety concern (see also above section on 
Confidentiality for exceptions), in which case I will make every effort to notify the child of my intention to 
disclose information ahead of time and make every effort to handle any objections that are raised.  
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CONTACTING ME
I am often not immediately available by telephone. I do not answer my phone when I am with clients or 
otherwise unavailable. At these times, you may leave a message on my confidential voice mail and your 
call will be returned as soon as possible, but it may take a day or two for non-urgent matters. If, for any 
number of unseen reasons, you do not hear from me or I am unable to reach you, and you feel you cannot 
wait for a return call or if you feel unable to keep yourself safe, 1) contact NAMI Emergency/Services 757-
385-0888, 2) go to your Local Hospital Emergency Room, or 3) call 911 and ask to speak to the mental 
health worker on call. I will make every attempt to inform you in advance of planned absences, and provide
you with the name and phone number of the mental health professional covering my practice.

OTHER RIGHTS
If you are unhappy with what is happening in therapy, I hope you will talk with me so that I can respond to 
your concerns. Such comments will be taken seriously and handled with care and respect. You may also 
request that I refer you to another therapist and are free to end therapy at any time. You have the right to 
considerate, safe and respectful care, without discrimination as to race, ethnicity, color, gender, sexual 
orientation, age, religion, national origin, or source of payment. You have the right to ask questions about 
any aspects of therapy and about my specific training and experience. You have the right to expect that I 
will not have social or sexual relationships with clients or with former clients.

CONSENT TO PSYCHOTHERAPY
Your signature below indicates that you have read this Agreement and the Notice of Privacy Practices and 
agree to their terms.

_____________________________________________________________________________________
Signature of Patient or Personal Representative

_____________________________________________________________________________________
Printed Name of Patient or Personal Representative 

_____________________________________________________________________________________
Description of Personal Representative’s Authority

_____________________________________________________________________________________
Date

Notice of Privacy Practices
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Health Insurance Portability Accountability Act (HIPAA)

This document contains important information about federal law, the Health Insurance Portability and 
Accountability Act (HIPAA), that provides privacy protections and patient rights with regard to the use and 
disclosure of your Protected Health Information (PHI) used for the purpose of treatment, payment, and 
health care operations.  HIPAA requires that I provide you with a Notice of Privacy Practices (the Notice) 
for use and disclosure of PHI for treatment, payment and health care operations.  The Notice, which is 
attached to this Agreement, explains HIPAA and its application to your PHI in greater detail.  The law 
requires that I obtain your signature acknowledging that I have provided you with this.  If you have any 
questions, it is your right and obligation to ask so we can have a further discussion prior to signing this 
document.  When you sign this document, it will also represent an agreement between us.  You may revoke 
this Agreement in writing at any time.

LIMITS ON CONFIDENTIALITY

The law protects the privacy of all communication between a patient and a therapist.  In most situations, I 
can only release information about your treatment to others if you sign a written authorization form that 
meets certain legal requirements imposed by HIPAA.  There are some situations where I am permitted or 
required to disclose information without either your consent or authorization. If such a situation arises, I 
will limit my disclosure to what is necessary.  Reasons I may have to release your information without 
authorization:

1.     If you are involved in a court proceeding and a request is made for information concerning your 
diagnosis and treatment, such information is protected by the psychologist-patient privilege law.  I cannot 
provide any information without your (or your legal representative’s) written authorization, or a court order,
or if I receive a subpoena of which you have been properly notified and you have failed to inform me that 
you oppose the subpoena.  If you are involved in or contemplating litigation, you should consult with an 
attorney to determine whether a court would be likely to order me to disclose information.

2.     If a government agency is requesting the information for health oversight activities, within its 
appropriate legal authority, I may be required to provide it for them.

3.     If a patient files a complaint or lawsuit against me, I may disclose relevant information regarding that 
patient in order to defend myself.

4.     If a patient files a worker’s compensation claim, and I am providing necessary treatment related to that
claim, I must, upon appropriate request, submit treatment reports to the appropriate parties, including the 
patient’s employer, the insurance carrier or an authorized qualified rehabilitation provider.

5.     I may disclose the minimum necessary health information to my business associates that perform 
functions on our behalf or provide us with services if the information is necessary for such functions or 
services.  My business associates sign agreements to protect the privacy of your information and are not 
allowed to use or disclose any information other than as specified in our contract.

There are some situations in which I am legally obligated to take actions, which I believe are necessary to 
attempt to protect others from harm, and I may have to reveal some information about a patient’s treatment:

4



Reflections Counseling Services
Michelle Juarez, LPC, CSAC

317 Office Square Lane Suite 202B
Virginia Beach, VA 23462

757-932-0040
michelle@reflectionscounselingvb.com

1.     If I know, or have reason to suspect, that a child under 18 has been abused, abandoned, or neglected by
a parent, legal custodian, caregiver, or any other person responsible for the child’s welfare, the law requires 
that I file a report with the Florida Abuse Hotline.  Once such a report is filed, I may be required to provide 
additional information.

2.     If I know or have reasonable cause to suspect, that a vulnerable adult has been abused, neglected, or 
exploited, the law requires that I file a report with the Child Protective Services Hotline.  Once such a 
report is filed, I may be required to provide additional information.

3.  If I believe that there is a clear and immediate probability of physical harm to the patient, to other 
individuals, or to society, I may be required to disclose information to take protective action, including 
communicating the information to the potential victim, and/or appropriate family member, and/or the police
or to seek hospitalization of the patient.

CLIENT RIGHTS AND THERAPIST DUTIES

Use and Disclosure of Protected Health Information:

 For Treatment – We use and disclose your health information internally in the course of your treatment.  If
we wish to provide information outside of our practice for your treatment by another health care provider, 
we will have you sign an authorization for release of information.  Furthermore, an authorization is 
required for most uses and disclosures of psychotherapy notes.

·      ***For Payment ***– We may use and disclose your health information to obtain payment for services
we provide to you as delineated in the Therapy Agreement.

PATIENT’S RIGHTS:

Right to Confidentiality – You have the right to have your health care information protected.  If you pay for
a service or health care item out-of-pocket in full, you can ask us not to share that information for the 
purpose of payment or our operations with your health insurer.  We will agree to such unless a law requires 
us to share that information.

Right to Request Restrictions – You have the right to request restrictions on certain uses and disclosures of 
protected health information about you.  However, I am not required to agree to a restriction you request.

Right to Receive Confidential Communications by Alternative Means and at Alternative Locations – You 
have the right to request and receive confidential communications of PHI by alternative means and at 
alternative locations.

Right to Inspect and Copy – You have the right to inspect or obtain a copy (or both) of PHI.  Records must 
be requested in writing and release of information must be completed.  Furthermore, there is a copying fee 
charge of $1.00 per page.  Please make your request well in advanced and allow 2 weeks to receive the 
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copies.  If I refuse your request for access to your records, you have a right of review, which I will discuss 
with you upon request.

 Right to Amend – If you believe the information in your records is incorrect and/or missing important 
information, you can ask us to make certain changes, also known as amending, to your health information.  
You have to make this request in writing.  You must tell us the reasons you want to make these changes, 
and we will decide if it is and if we refuse to do so, we will tell you why within 60 days.

Right to a copy of this notice – If you received the paperwork electronically, you have a copy in your 
email.  If you completed this paperwork in the office at your first session a copy will be provided to you per
your request or at any time.

Right to an Accounting – You generally have the right to receive an accounting of disclosures of PHI 
regarding you.  On your request, I will discuss with you the details of the accounting process.

Right to choose someone to act for you – If someone is your legal guardian, that person can exercise your 
rights and make choices about your health information; we will make sure the person has this authority and 
can act for you before we take any action.

Right to Choose – You have the right to decide not to receive services with me.  If you wish, I will provide 
you with names of other qualified professionals.

Right to Terminate – You have the right to terminate therapeutic services with me at any time without any 
legal or financial obligations other than those already accrued.  I ask that you discuss your decision with me
in session before terminating or at least contact me by phone letting me know you are terminating services.

Right to Release Information with Written Consent – With your written consent, any part of your record 
can be released to any person or agency you designate.  We will discuss whether or not I think releasing the
information in question to that person or agency might be harmful to you.

THERAPIST DUTIES:
I am required by law to maintain the privacy of PHI and to provide you with a notice of my legal duties and
privacy practices with respect to PHI.  I reserve the right to change the privacy policies and practices 
described in this notice.  Unless I notify you of such changes, however, I am required to abide by the terms 
currently in effect.  If I revise my policies and procedures, I will provide you with a revised notice in office 
during our session.

COMPLAINTS:
If you are concerned that I have violated your privacy rights, or you disagree with a decision I made about 
access to your records, you may contact me, the State of Virginia Department of Health (1-800-955-1819, 
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TDD 1-800-828-1120) or the U.S. Department of Health and Human Services (1-800-368-1019, TDD 1-
800-735-2962).

Your signature below indicates that you have read the Privacy Policies Agreement and agree to their terms.

_____________________________________________________________________________________
Signature of Patient or Personal Representative

_____________________________________________________________________________________
Printed Name of Patient or Personal Representative 

Date: ________________________________________________________________________________

Description of Personal Representative’s Authority:_________________________________________

PRACTICE POLICIES
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APPOINTMENTS AND CANCELLATIONS
Appointments will ordinarily be 45-50 minutes in duration, once per week at a time we agree on, although 
some sessions may be more or less frequent as needed. The time scheduled for your appointment is 
assigned to you and you alone. If you need to cancel or reschedule a session, I ask that you provide me with
24 hours notice. If you miss a session without canceling, or cancel with less than 24-hour advance notice, 
you will be charged for the full session. You are responsible for coming to your session on time; if you are 
late, your appointment will still need to end on time.

Please remember to cancel or reschedule 24 hours in advance. Cancellations and re-scheduled session will 
be subject to a full charge if NOT RECEIVED AT LEAST 24 HOURS IN ADVANCE. This is necessary 
because a time commitment is made to you and is held exclusively for you. If you are late for a session, you
may lose some of that session time.

A $25.00 service charge will be charged for any checks returned for any reason for special handling.

TELEPHONE ACCESSIBILITY
If you need to contact me between sessions, please leave a message on my voice mail. I am often not 
immediately available; however, I will attempt to return your call within 24 hours. Please note that Face- 
to-face sessions are highly preferable to phone sessions. However, in the event that you are out of town, 
sick or need additional support, phone sessions are available. If a true emergency situation arises, please 
call 911 or any local emergency room.

SOCIAL MEDIA AND TELECOMMUNICATION
Due to the importance of your confidentiality and the importance of minimizing dual relationships, I do not
accept friend or contact requests from current or former clients on any social networking site (Facebook, 
LinkedIn, etc). I believe that adding clients as friends or contacts on these sites can compromise your 
confidentiality and our respective privacy. It may also blur the boundaries of our therapeutic relationship. If
you have questions about this, please bring them up when we meet and we can talk more about it.

ELECTRONIC COMMUNICATION
I cannot ensure the confidentiality of any form of communication through electronic media, including text 
messages. If you prefer to communicate via email or text messaging for issues regarding scheduling or 
cancellations, I will do so. While I may try to return messages in a timely manner, I cannot guarantee 
immediate response and request that you do not use these methods of communication to discuss therapeutic
content and/or request assistance for emergencies.

TERMINATION
Ending relationships can be difficult. Therefore, it is important to have a termination process in order to 
achieve some closure. The appropriate length of the termination depends on the length and intensity of the 
treatment. I may terminate treatment after appropriate discussion with you and a termination process if I 
determine that the psychotherapy is not being effectively used or if you are in default on payment. I will not
terminate the therapeutic relationship without first discussing and exploring the reasons and purpose of 
terminating. If therapy is terminated for any reason or you request another therapist, I will provide you with
a list of qualified psychotherapists to treat you. You may also choose someone on your own or from another
referral source.

Should you fail to schedule an appointment for three consecutive weeks, unless other arrangements have 
been made in advance, for legal and ethical reasons, I must consider the professional relationship 
discontinued.
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Your signature below indicates that you have read the Practice Policies Agreement and agree to their terms.

_____________________________________________________________________________________
Signature of Patient or Personal Representative

_____________________________________________________________________________________
Printed Name of Patient or Personal Representative 

_____________________________________________________________________________________
Description of Personal Representative’s Authority

_____________________________________________________________________________________
Date
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