
DISCLOSURE STATE:MENT AND CONSENT TO TREATMENT 

~/CHANGE~ 

THERAPIST TRAINING AND CREDENTIALS: 

Thank you for choosing !CHANGE for your emotional, mental, and relationship needs. Your therapist with ICHANGE 
has received an advanced degree in one or more of the following fields: marriage and family therapy, social work, 
professional counseling, or psychology. Your therapist is licensed through the state of Michigan. If your therapist holds a 
limited license or it is required by the particular insurance company, that therapist will be supervised by a fully licensed 
clinician in the practice. 

Therapeutically our clinicians are trained to work with individuals, couples, and families. We make up a group practice 
and are all independent private practitioners, not affiliated with any medical center or hospital. We are not available for 
emergency services, and advise that in these cases, contact Community Mental Health agency or your nearest medical 
center/hospital. We are not physicians and do not prescribe medications or perform medical procedures, however, with 
written consent, we look forward to collaborating with family physicians or psychiatrists. Initial Here ____ _ 

THERAPY SPECIFICS: 

Therapy sessions last 45-60 minutes beginning on the hour. Sessions are typically held one to two times per week. Initial 
ich involves gathering information about you and your family and the problem 

aged that'you fully participate in the 

h

sessions are dedicated to assessment, w

bringing you to therapy. To gain the full benefits of therapy it is strongly encour
sessions through regular attendance and willingness to try alternative ICHANGE for both the problem and its solutions. It 
is difficult to determine how many sessions will be necessary for an individual, couple, or family to make significant and 
long-lasting changes. It is recommended however, that you allow at least eight sessions, followed by reevaluation. 
Initial Here 

The initial assessment meeting is charged at $210. Subsequent sessions are charged based on time: 60-minute sessions are 
$175. Obligation for payment is understood not to be dependent upon the client's receiving third party reimbursement from 
insurance coverage. While the practice certainly supports and encourages clients to pursue the maximum amount of 
financial reimbursement from third party payers (such as health insurance agencies), it is ultimately the client's 

responsibility to insure that s/he receives all third party payments for which s/he may be eligible. Initial Here ____ _ 

!CHANGE will submit all insurance billing for health insurance companies that we are networked with. All co-payments
are due at the time of service. There is a returned check fee of $35. You may still choose to pay for your balances using
another form of payment.

Session fees cover the following professional services: 
• Therapy for the individual, couple, or family system
• Initial and ongoing assessment
• Treatment planning
• Time spent in consultation with other professionals

Phone contact, other than to schedule appointments, is considered a consultation and billed at $30 per 15 minutes. 
Report writing is charged at a rate of $150 per hour. Initial Here ___ _ 

CLIENT RIGHTS AND RESPONSIBILITIES: 
Although you may choose to end therapy at any time, you are responsible to attend scheduled sessions. Unless a session is 
cancelled 24 hours in advance, you will be responsible to remit payment of $75 for a missed session. This is a strict policy 
with no exceptions. Please remember that if you are using insurance, charges cannot be submitted for missed sessions and 
you will be-held responsible for the $75 charge as-specified above. In cases of excessive absences it will be your therapist's 
discretion to terminate services at PTS and refer your care elsewhere. If a client owes on their account, payment is expected 
during each visit in order to continue scheduling. If a balance exists whereby no payments have been made in 30 days, PTS 
will attempt to contact you. If no payments are made as a result of these attempts, PTS contracts with an external _ 
collections service that will then pursue settling the amount due. Initial Here ____ _ 

Information disclosed in session will be kept confidential and not revealed to any other person or agency without your 
written permission. However, there are exceptional circumstances that require your therapist to share information obtained 
in a therapy session without your permission. These exceptional situations include: 1) If you threaten serious bodily harm 
to yourself or another person, your therapist is required by law to inform the intended victim and/or the appropriate law 
enforcement agency; 2) If your therapist is subpoenaed by a court of law to provide specific information, s/he is obligated 
to comply; and 3) If you reveal information to your therapist about child abuse and/or neglect,. s/he is required by law to 
report this information to the appropriate authority. Initial Here ____ _ 
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