
 

	

 
 
 

CONSENT FOR TREATMENT 

 

Welcome to my practice, and I look forward to working with you as your therapist. Below you will find some 

important information about the services you will receive. This consent form will provide a clear framework for 

our work together and will facilitate our working relationship. Please feel free to discuss any questions you 

have with me. 

 

1). Confidentiality: I am legally prohibited from revealing to another person that you are in treatment with me, 

nor can I reveal what you have said to me in any way that identifies you without your written permission. 

However, in the following instances, your right to confidentiality will be set aside as required by law or ethical 

guidelines: 

  

A. Instances of actual or suspected physical or sexual abuse, emotional cruelty, or neglect of a child, an 

elder or dependent adult. Suspected abuse must be reported to the appropriate protective services. 

B. If I have reason to believe that a client poses an unavoidable and imminent danger of violence to 

another person, I must warn the person in danger, as well as the police department in the appropriate 

jurisdiction. 

C. If a court has ordered your treatment with me, or if I am served with a subpoena. For example, in the 

context of a legal proceeding in which you raise your own psychological state as an issue, I am required 

to release information to the court, or may have to appear in court. 

 D. Finally, if you, as a client, reveal a serious intent to harm yourself, I am ethically bound to do what I 

can to help you keep safe, which may involve notifying others who may be of help. 

 

In all of the above cases, it is incumbent upon me to release only that information necessary to appropriately 

carry out my responsibilities -- your confidentiality still remains my ethical priority. 

 

I am a Licensed Clinical Social Worker (LCSW69808). 

 

2).  Sessions: Your weekly appointment time is reserved for you. Therapy sessions are 50 minutes long.  

Appointment cancellations must be made 24 hours in advance, otherwise, you are responsible for the fee for 

such sessions.   

 

For somatic clients, please note that Somatic Experiencing therapy occasionally offers supportive touch to 

neutral areas of the body (i.e. head, shoulders, hands). It also can incorporate the use of “props” (i.e. offering 



 

	

pillows, blankets, exercise ball, etc.). Contact will not be made nor props used without your direct verbal 

consent during session.  

 

For couples, when therapy is being conducted on an ongoing basis, it can be counterproductive to the therapy 

process for the therapist to have information or private communications from one member of that couple that 

is not known to the other member. Therefore, if a telephone call or other communication is received outside of 

the joint therapy session from one of the members of the couple, that communication must be shared with 

your partner at the next session, so that it may be discussed and utilized to assist the couple as a unit.  

 

3).  Payment for Services: You are expected to pay for services at the time of our session, unless we have 

agreed on other arrangements. You may pay using cash, check or credit card. We will agree upon a fee at the 

outset of treatment. At any time you may request a statement detailing services that you may submit to your 

insurance for reimbursement. Fees are typically raised on an annual basis.  In general, it is important to discuss 

with me any issues that arise connected to our financial arrangements – finances are an important part of life, 

and as such, an important part of our therapeutic alliance. 

 

Past due payments: If there is a balance of two sessions, another appointment cannot be scheduled until the 

balance has been paid. Payment for services which is past due over 120 days may be subject to collection 

through the use of a collection agency.    

 

4).  Accessibility: I will return calls within 24 hours should you need to speak to me between sessions, unless I 

have previously notified you of an absence or vacation. In the event of my scheduled absence, I will provide 

you with information for a ‘covering’ therapist who will be available for appointments/phone consultation while 

I am away.  I do not charge fees for telephone consultations that are less than 10 minutes.  Consultations of 

longer than 10 minutes will be pro-rated to the nearest quarter-hour, based on your hourly fee. Please 

understand that I do not work on an emergency basis and do not carry a pager. If an emergency situation 

arises, you should call 911 or go to the nearest hospital emergency room.  

 

Please be advised that I do not check email on a daily basis, and that email is not a confidential way to 

communicate. By signing this form, you are indicating that you understand that I am not responsible for any 

information transmitted via email. 

 

In the event you have requested a teletherapy session, I endeavor to protect confidentiality by using VSee, a 

HIPAA-compliant video platform. However, please note the limits of confidentially endemic to use of internet 

services, including email, billing, credit card processing, and other third-party service providers (i.e. phone 

company and internet service provider). By signing this, you acknowledge understanding that Jessica Walker, 

LCSW is not responsible for information transmitted via email, VSee, or Square credit card processing.  

 

5).  Patient Rights: In addition to confidentiality, as spelled out above, you have the right to end your therapy 



 

	

at any time, for whatever reason, without any moral, legal or financial obligation, except for fees already 

incurred. You have the right to question any aspect of your treatment with me, and to expect that I will work 

with you to meet your needs for adjunctive or alternative treatment. You also have the right to expect that I 

will maintain professional and ethical boundaries by not entering into other personal, financial, or professional 

relationships with you, all of which would greatly compromise our work together. 

 

Psychotherapy involves a partnership between therapist and client. As your therapist, I will contribute 

knowledge, skills, and a willingness to do my best. The determination of success, however, will ultimately 

depend upon your commitment to your own personal growth and care. 

 

Please feel free to ask any questions or discuss any of this information with me.  Your signature below 

indicates that you have read and understand this information, and have received a copy of this consent form. 

 

 

________________________________        ________________________________________       ______________   

Print Name of Client         Signature of Client/Responsible Party       Date 

 

 

 

________________________________       ________________________________________      ______________   

Print Name of Client        Signature of Client/Responsible Party      Date 


