Associates for Counseling & Therapy, LLC
 Informed Consent, Confidentiality & Your Privacy in Psychotherapy

INFORMED CONSENT

Thank you for choosing Associates for Counseling & Therapy, LLC. Since this is your first appointment with us, today’s session will last approximately 50 to 75 minutes. Subsequent psychotherapy appointments will be about 45 to 55 minutes in duration. 

Starting counseling is a significant decision, and you may have many questions. This document will inform you of our policies, state and federal laws, and your rights. If you have any other questions or concerns, please ask your therapist, who will do their best to provide you with all the information you need. Your therapist, Steve Khanjian, MA, LPC, LCADC, ACS, holds a Master of Arts in Clinical Psychology from Fairleigh Dickinson University in Teaneck, NJ. He is a double licensed clinician by the state of NJ as a Licensed Professional Counselor and Licensed Clinical Alcohol and Drug Counselor. Mr. Khanjian is a nationally certified counselor and a certified clinical supervisor. He has over 30 years of clinical experience treating adults and adolescents through individual and family therapy using evidence-based clinical interventions. Treatment practices, philosophy, and plan limitations and risks will be discussed with you today.
Before you tell your therapist about yourself, you have the right to know what information can and cannot be kept confidential. Please read this and initial each item only if you understand and agree to the conditions described. If there is anything you do not understand, your therapist will explain it in more detail.
General Extent and Limits of Confidentiality & Privacy
The laws and ethics governing therapy require that therapists keep all information about patients/clients confidential except for certain information and situations. Those exceptions are:
1. Client’s desire: If you want your therapist or this office to give information about your case to anyone outside this agency, you must sign a Release of Information giving written permission for this disclosure.
Acknowledgment: I understand that I must sign a Release of Information if I want my therapist or this agency to give information about my case to any outside person or agency. Initials: _______  Initials: _______




2. Safety:

a. Risk of self-harm: If your words or behavior convince your therapist that you are likely to harm yourself, either deliberately or because you are unable to keep yourself safe, your therapist must do whatever he or she can to prevent you from being hurt. This means the therapist must take action up to and including hospitalizing you with or without your consent. If this situation comes up, your therapist will discuss it with you before taking action unless it appears that this would be unsafe or immediate action is needed to keep you from being harmed.
b. Risk of harm to others: If you threaten serious harm to another person, your therapist must try to protect that person. He or she would report your threat to the police, warn the threatened person, and try to prevent you from carrying out your threat. If this situation comes up, your therapist will discuss it with you before taking action unless it appears that this would be unsafe or immediate action is needed to keep you from acting on your threat.
Acknowledgment: I understand that if my therapist believes there is a serious risk that I will hurt or kill myself or another person, my therapist is legally required to report this, warn the endangered person if someone other than myself, and take whatever action seems needed in his or her professional judgment to prevent harm to myself or others.
Initials: 	 Initials: 	
c. Emergencies: In an emergency when your health or life is endangered, your therapist must provide medical personnel or other professionals with any information about you needed to protect your life, but only information needed for that purpose. If possible, your therapist would discuss it with you and get your permission first. If not, he or she will talk to you about it afterward.
Acknowledgment: I understand that in an emergency, when my health or life is in danger, my therapist must give other professionals any information about me that is needed to protect my life.
Initials: 	 Initials: 	

3. Abuse: If your therapist obtains information leading him or her to believe or suspect that someone is abusing a child, a senior citizen, or a disabled person, the therapist must report this to a state agency. To "abuse" means to neglect, hurt, or sexually molest another person. The therapist cannot investigate and decide whether abuse is taking place; if the suspicion is there, the therapist must report it. The state agency will investigate. If you are involved in a situation of this kind, you should discuss it with a lawyer before telling your therapist anything about it unless you are willing to have the therapist make such a report. If this situation comes up, your therapist will discuss it with you, if possible, before making a report.
Acknowledgment: I understand that if my therapist believes or suspects that a child, a senior citizen, or a disabled person is being abused or neglected, my therapist must report this to a state agency, which will then investigate the situation.
Initials: 	 Initials: 	
4. Therapy of children, families, and couples:
a. Children and adolescents: When a therapist treats children and adolescents, it is the policy of this agency to ask their parents or guardians to agree that most details of what their children or adolescents tell the therapist will be treated as confidential. However, parents or guardians do have the right to general information about how therapy is going. The therapist may also have to tell parents or guardians about information if their children or others are in any danger. If this situation arises, the therapist will discuss it with the child or adolescent before talking to the parents or guardians.
Acknowledgment: I understand that if my child or adolescent is in therapy, the therapist will give me, as the parent or guardian, only general information about the therapy, except that the therapist will tell me if he or she finds out from my child or adolescent that they or others are in danger.
Parent Initials: _______    Child/Adolescent Initials: 	
b. Families: At the start of family therapy, all participants must clearly understand any limits on confidentiality. The family must also specify which members must sign Release of Information forms, if necessary, for the records of family therapy.
Acknowledgment: In family therapy, all family members must understand the limits of confidentiality and agree on which family members will have the power to sign Release of Information forms authorizing disclosure of information about the family’s history or treatment.
Initials:  __ Initials: _______ Initials: 	___ Initials: ______ Initials: ______

c.	Couples: If one member of a couple tells a therapist something the other member does not know, and not knowing this could harm him or her, the therapist cannot promise to keep it confidential from the other person. If this occurs, the therapist will discuss it with you before doing anything else.
Acknowledgment: I understand that if I am in couples therapy and tell the therapist something my partner does not know, and not knowing this could harm my partner, the therapist, and this agency cannot promise to keep that information confidential from my partner.	Initials: _____ Initials: ______
5. Group therapy: The other group members are not therapists in group therapy. They are not bound by the ethical rules and laws governing therapists. To avoid problems in this area, it is this agency’s policy to ask all members of therapy groups to agree to protect one another’s confidentiality and remove any member who violates another member’s confidentiality. Still, this agency cannot be responsible for such disclosures by other clients, and it may be better for you to discuss the information you feel must be legally protected in an individual session with your therapist than in a therapy group session.
Acknowledgment: I understand that in group therapy, I do not have the same degree of confidentiality as in individual sessions with my therapist and that other group members are not therapists and are not bound by the ethical rules and laws governing therapists.
Initials: ______ Initials 	
6. Professional consultation: Your therapist may consult with a clinical supervisor or another colleague about your treatment. The other therapist must give you the same confidentiality as your therapist. If this fellow therapist is employed at this clinic or belongs to the same supervision group, no written authorization from you is required. If your therapist discusses your case with a professional outside this clinic or supervision group, such as a therapist who treated you in the past, he or she must get your written permission (a Release of Information form) first. If another professional asks your therapist for information about you during or after your treatment, your therapist cannot provide any information unless that other professional provides a Release of Information, which you have signed authorizing your therapist to provide.
Acknowledgment: I/We understand that my therapist may discuss my history and treatment with other therapists for professional purposes and that if these other therapists are not employed at this same agency or are not members of the same supervision group, my therapist must get my specific written permission in advance.
Initials: 	 Initials: 	
7. Legal proceedings: If a judge orders your therapist to supply information about your history or treatment, the therapist must do so.
Acknowledgment: I understand that if ordered by a judge, my therapist must give the court whatever information about my case the judge rules are necessary. 
Initials: ________  Initials: ________
8. Debt collections: If you fail to pay for services as agreed and other methods of resolving the problem fail, this agency may have to use a collection agency or other legal means to collect the fees you owe. The only information the agency would disclose for this purpose would be your name and address, the dates you received services, and the amount of your unpaid balance.
Acknowledgment: I understand that if I/we fail to meet my financial obligation to this agency and it becomes necessary to use legal means to collect my/our fees, the agency may disclose my name, address, dates of services, and balance due for this purpose: Initials: ______ Initials: _________  

Recording therapy: This agency will not record therapy sessions on audiotapes or videotapes without your permission. If you permit such recording, you have the right to know who will see or hear it, for what purpose(s) it will be used, and when it will be erased or destroyed.
Acknowledgment: I understand that my therapy will not be recorded on audiotape or videotape without my written permission. Initials: 		Initials: 	
9. Referring agencies and conditions of treatment: If you have been involuntarily referred for treatment by a court or a government agency such as a probation department or Child Protective Services, your treatment may include requirements that you comply with conditions, including reporting of information about your therapy to the agency that referred you for treatment, or reporting to that agency if you appear to have violated laws regarding substance abuse or agency rules regarding satisfactory participation in this program. If such reporting requirements exist, your therapist will tell you about them before you start therapy and let you know when making such required reports.
Acknowledgment: I understand that if I have been involuntarily referred to for treatment by a court or government agency, the conditions of my therapy may include mandatory reporting to the referring authority about my therapy and/or any violations I commit of laws regarding substance abuse or agency rules regarding my conduct while in this program. Initials: 	 Initials: 	
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10. Coordination of Treatment:
All healthcare providers must work together. As such, we would like your permission to communicate with your primary care physician and/or psychiatrist. Your consent is valid for one year or until the end of your treatment. Please understand that you have the right to revoke this authorization, in writing, at any time by sending notice. However, a revocation is invalid to the extent that we have acted based on such authorization. If you prefer to decline this consent, no information will be shared.
	You may inform my/our physician.
	I/we decline to inform my physician.
PHYSICIAN NAME:	
[bookmark: CLINIC:_________________________________]CLINIC:		 ADDRESS:	
PHONE:	
[bookmark: Signature(s)____________________________]Signature(s)________________________________   Date: __________ Signature(s) _______________________________   Date: __________  
Consent for Treatment of Children or Adolescents:
I/We consent that our child receives mental health and/or substance abuse treatment services at Associates for Counseling & Therapy, LLC. At times, it may be necessary to schedule appointments during school hours. We ask for your cooperation to provide the timeliest treatment for you and your children.
Signature(s)	Date	
11. Independent disclosure by client: Any information you share willingly and publicly outside therapy will not be considered protected or confidential by a court.
Acknowledgment: I understand that if I or my spouse willingly and publicly disclose information about my therapy, that information is no longer confidential or legally protected. Initials: 		Initials: 	
12. Lastly, If you need to reschedule or cancel your appointment, please provide at least 24 business hours advance notice (weekdays, 9:00 am to 8:00 pm). If you do not give this notice, you will incur a late cancellation fee of $120 for each session, which will be charged to your on-file credit card and will not be covered by your 
13. insurance: Initials: ______      Initials: _______
Our signatures here show that we have read, understand, and agree with the conditions mentioned above.
Client/Spouse Name(s): 		Date: 				 Signature: 				 Client/Spouse Name(s): __________________________________  Date: _______ Signature: _____________________________
Parent Name: 		Date: 			 Signature: 			

We sincerely appreciate your cooperation. Please ask if you have any questions about insurance, fees, balances, payments, etc. If requested, you may have a copy of this form.
