Brandon Vazirian, MS, LMFT

Treatment: I am pleased that you have selected me for psychotherapy services. This document is designed to inform you about my philosophy as a therapist and to ensure you understand our professional relationship. I am a licensed Marriage and Family Therapist. I work with a Gestalt therapeutic orientation, though I do employ some cognitive-behavioral techniques. Through this, I seek to provide an environment which enhances your understanding of yourself, as I believe that people can and do make important and positive changes based on increased awareness, insight and in the process of seeking to acquire it.

Treatment Risks: Participation in psychotherapy can result in a better understanding of your personal goals and values, improved interpersonal relationships, and resolution of the specific concerns that led you to seek treatment. Psychotherapy does involve some risks, including the possible experience of intense feelings such as sadness, anger, fear, or guilt. Please remember that these experiences are natural and normal, and they are an important part of the psychotherapy process. Sometimes, in psychotherapy, clients choose to make major life decisions, including decisions regarding family, relationships, employment and lifestyles. Decisions made during the psychotherapy process may result from calling into question old beliefs and values, and these decisions may bring about changes not originally intended. The ultimate outcome of psychotherapy cannot be guaranteed.

Patients who are dependents: As the parent or guardian, you have a right and responsibility to question and understand what occurs in therapy with your child. It is also important that your child be able to trust the therapy process. Therefore, clinical discretion will be used with regard to what is appropriate disclosure of information. You can expect disclosure of information that is important to your child’s progress and to your participation in the treatment. If you are the custodial parent in a divorced relationship with your child’s other parent, please provide a copy of your court custodial order. 

Service charges and financial information: Fees include $180 for the initial assessment sessions, $180 for a therapeutic hour (50min.) for psychotherapy sessions, and $180 an hour for family/couples psychotherapy sessions. If you would like to use insurance coverage to pay for your therapy, you will be provided with a superbill. This superbill can then be submitted to your insurance company for reimbursement. Please be aware that if you choose to provide this receipt for services to your insurance company, it must include a psychiatric diagnosis describing you/your minor child. In that event, I will inform you about the diagnosis that I plan to render before it is given. Any diagnosis that is made will become part of your permanent insurance records. A superbill is no guarantee of reimbursement. You are responsible to know the limits and specifics of your insurance coverage, including co-payment amounts and deductibles of your insurance coverage. This information can often be found in your employer’s benefits summary booklet. I can help you clarify your benefits information and coverage.

Please note: Regardless of your insurance coverage, you are solely responsible for any charges incurred. With most insurance companies, there are procedures you can follow to appeal denied charges. Ultimately, if your insurance company denies payment for services, you are responsible for the charges incurred.
Confidentiality of information: You have the right to a confidential relationship with your therapist. Information revealed by you during the course of psychotherapy will be kept confidential and will not be released to any agency or other person without your written permission. There are important exceptions to confidentiality that are required by law and outlined herein:

If you threaten to harm yourself

If you threaten to harm someone else

Where there is any suspected child abuse, neglect, or molestation

Where there is any suspected physical, emotional, or fiduciary abuse of an elderly or dependent adult

Psychotherapists must release information subpoenaed by the court as appropriate

It is important to remember that confidentiality of session material cannot be guaranteed in a family or couples psychotherapy situation. Please understand that each family member participating in psychotherapy has a responsibility to maintain confidentiality for the other participating members to ensure the best chances for success. 

Appointments and cancellation policies: Psychotherapy services are by appointment only. The length of an appointment is 50 minutes. Please provide 24-hours notice for any appointments you need to cancel. Because each appointment is reserved specifically for you, it is necessary to charge a late cancellation fee of $85 for appointments cancelled with less than 24-hours notice. If you intend to use insurance to pay for services, please know that your insurance cannot be billed for a missed appointment. You will be responsible for the cancelled session fee.

Messages and emergency procedures: In the case of a life-threatening emergency, please call 9-1-1. If you have a psychiatric emergency, please go to the nearest hospital emergency room and ask for the psychiatrist on duty. If you have a primary care physician, this person may also be contacted to facilitate emergency psychiatric care if you have HMO coverage. If you need to contact me, please telephone my confidential voice mailbox at (714) 980-3912. I return all calls within 24-hours. 

Termination of services: Termination of psychotherapy may occur at any time and may be initiated by either you or your therapist. Please contact me if you decide to discontinue your psychotherapy so that we can schedule for a final session. Termination itself can be a very constructive process, and I encourage you to discuss any plans to end your treatment as soon as is necessary. If any referrals are warranted, they will be provided at that time.

Your rights: At any time, you may question and/or refuse therapeutic or diagnostic procedures or methods or request additional information regarding procedures. Please do not hesitate to discuss any concerns and/or complaints with me so that we can work toward a resolution. Concerns can also be brought to the attention of the California Department of Consumer Affairs, and the California Board of Behavioral Sciences.  
Independent Practitioner: I am a sole-proprietor and work in my own independent private practice. Although I share office space with other therapists and psychiatrists at Southern California Psychiatric Associates, I am not legally connected to or responsible for the work of others at Southern California Psychiatric Associates.
Please read and sign below:
I consent to participation in psychotherapy services with Brandon Vazirian, MFT and I agree to the policies of this office as detailed in the above paragraphs. I have had the opportunity to ask questions and clarify my understanding of these policies and there are no misunderstandings or disagreements. I have read, understood, and agree to the “Notice of Privacy Policies” and have received a copy for my records.

Signature:________________________________________ Date:________________

I authorize my insurance carrier to pay benefits associated with my care directly to Brandon Vazirian, MS, LMFT and I authorize the release of information necessary to coordinate benefits, treatment, and payment (including quality improvement efforts where applicable). 

Signature:_______________________________________ Date:__________________

For minor patients, please read and sign below:
I am the legal guardian or legal representative of the patient, and on the patient’s behalf legally authorize Brandon Vazirian, MS, LMFT to deliver mental health care services to the patient. I also understand that all policies described in this statement apply to the patient I represent. 

______________________________________________ Date:___________________

Signature of Legal Guardian/Legal Representative
______________________________________________

Relationship to the Patient

______________________________________________ Date:___________________

Signature of Legal Guardian/Legal Representative

______________________________________________
Relationship to the Patient

Provider:
I have reviewed the above policies and informed consent with the patient and/or parent or guardian and there is no misunderstanding or disagreement.

Signature:______________________________________ Date:___________________

Brandon Vazirian, MS, LMFT
