
 
POLICIES & PROCEDURES

Please feel free to discuss any questions or concerns you have about our policies with your therapist.
 
CONFIDENTIALITY
What you share in therapy is completely confidential.  Your presence in therapy, any written or other
documentation which you might give to your therapist, and all of your therapist’s clinical notes are protected as
confidential information.  The legal exceptions to this are when a client: is a danger to self; danger to others;
discloses information regarding suspected child or elder abuse.   The client’s confidentiality is also waived when
a client signs an authorization to release information or when a minor client’s legal guardian signs such a release.
 Confidentiality can also be waived when the therapist is served with a court-ordered subpoena and is advised by
professional legal counsel to release the subpoenaed information.  Additionally, in order to ensure excellent
professional care, your therapist will regularly engage in peer consultation during which relevant information
about clients may be disclosed.  Initial here:: ___________
 
COMMUNICATION
You may leave a message with me at any time on my voicemail 619.672.6190.  I will respond as soon as I am
able.  If you are in a situation where you need to speak with someone immediately, please call 911, or the Crisis
Hotline at 1.800.479.3339.  If a call with your therapist takes more than a few minutes, the therapist will assess a
pro-rated charge.  Initial here: _________
 
CANCELLATIONS
If you decide that you need to cancel an appointment, please call or text me 24 hours before the scheduled
appointment.  If you do not cancel, you will be charged/expected to pay for the full missed session.  That means
if your appointment is at 5 on Tuesday, you will need to cancel by 5 on Monday.  Initial here: ___________
 
FINANCIAL ARRANGEMENTS
We have agreed that your fee(s) for professional therapy services are $_____ per individual/couples/family session
and/or per group session.  Payment is due at the time the services are rendered by either Cash, Check or Credit
Card.  .  Initial here: _________
 
Additionally, consultations with other professionals and reports prepared on your behalf will be charged a pro-
rated fee.  Assessment testing is charged on a per instrument basis.  A $25 charge is made for any check
returned to us as a non-payable for any reason.  Accounts over 90 days past due may be sent to collections and
additional fees may be applied.  Initial here: _________
 
INSURANCE
Since I am an out-of-network healthcare provider, we are limited in billing insurance for treatment; however you
can obtain a superbill, which is a type of receipt that you can submit to your insurance company for
reimbursement. Initial here: __________
 
 
APPROPRIATE PROFESSIONAL CONDUCT
As with any professional relationship, the psychotherapeutic relationship requires high standards of moral,
ethical, and appropriate conduct on the part of the psychotherapist.  Specifically, any form of sexual intimacy
between a therapist and a client is never appropriate.  The booklet “Therapy Never Includes Sex” is available to
you upon your request if sexual intimacy has ever occurred between you and therapist during any previous
courses of psychotherapy.  
 
As a client, I have read and understand (or have asked for clarification about) the information presented in this
form, as well as “The Notice of Privacy Practices”, and consent to treatment with the aforementioned guidelines.
 
 



As a client, I have read and understand (or have asked for clarification about) the information presented in this
form, as well as “The Notice of Privacy Practices”, and consent to treatment with the aforementioned guidelines.
 
 
Signature: _____________________________________________________ Date: ________________________


Printed Name: ________________________________________________________________________

 
Therapist Signature: ____________________________________________ Date: _______________________
 

Printed Name: ________________________________________________________________________
 
PAYMENT
Credit card information will be kept on file to be used for session fees in which I do not provide payment (unless
arrangements have been made with the therapist).  Additionally, I authorize charges for missed appointments not
cancelled within 24 hours advanced notice, returned check fees and the amount of the check paid and overdue
balances of more than 30 days.  I understand my credit card will only be used under these circumstances and/or
when I have not provided payment in another form.  By signing below and providing my credit card information,
I authorize Amie BeMent Therapy to charge my credit card.  
 
Signature: ________________________________________________ Date: ____________________________


Printed Name: _______________________________________________________________________

 
For your convenience we offer automated charges.  By signing below, I authorize Amie BeMent Therapy to keep
my signature on file and to automatically charge my card after each session.
 
Signature: ________________________________________________ Date: ____________________________


Printed Name: _______________________________________________________________________

 
Name on Credit Card: ________________________________________________________________________
 
Billing Address: ______________________________________________________________________________
 
Credit Card Type:     Visa MasterCard Discover American Express
 
Credit Card Number: ________________________________________________________________________
 
Expiration Date: _____________________________ CCV (3 or 4 digit code on back): __________________
 


