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      Client Information Form
Belleville Psychotherapy Clinic
Box 686 Madoc PO
Madoc, Ontario

K0K 2K0
	613.885.8356 (tel)
844-997-0721 (fax)
	
	

	

	(PLEASE PRINT)
	
	
	Date:
	………/….
	../……..

	Client(s) Full Name(s):
	 …………………………………………
	 
	 
	 
	 
	 
	

	Home Address:
	 

 …………………………………………..
	City:…………………. 
	Prov:……….
	Postal Code:………..
	

	Home/Cell Phone:
	 ………………………………………….
	Sex:…..…
	Age:…...….
	DOB(s):……………………….. 
	

	Family Physician:
	 

 ………………………………………..
	 
	Referred by:………………………………
	

	Email: ………………………………………………….
OFFICE BILLING & INSURANCE POLICY
	
	

	1.  I understand that I am responsible for the full amount of my fee for services provided unless otherwise agreed upon.
	

	2.  Payment is due after each session by cheque, credit, or e-transfer.
	
	

	3.  Post-dated cheques are acceptable but only within a 2-week time frame.
	

	4.  Approval is required prior to the initial visit for special payment arrangements.
	

	5.  Fee Schedule:
	
	

	
	
	

	
	General Psychotherapy and Counselling 
	   $150.00/session +hst

	
	Psychotherapy for severe or complex PTSD, or other high needs interventions. Involves a longer session and contact in between timings.

	   $190.00/session +hst


	Name (s):


	…………………………………….…………………………………………………....

(Please Print)



	Signature(s):
	 …………………………………………………………………
	Date:…………………………..


      Confidentiality & Limits of Confidentiality
I place a high value on the information provided by clients and will make every effort to ensure that information disclosed within the therapeutic relationship is kept confidential. The therapeutic relationship is built on trust, and confidentiality.

Therefore all information provided within the psychotherapy process is completely confidential unless there is signed consent obtained. In obtaining informed consent from a client to disclose his/her information to any party, the therapist will explain what information will be disclosed, to whom, the reasons for the disclosure, and the time-frame within which disclosure is to be made. The therapist will report back to the client following the disclosure. 

There are some limits to confidentiality due to specific legal situations.

	I may be required to disclose confidential information if the following conditions exist:

	

	1.  You are an imminent danger of risk to yourself or others.

	2.  Your therapist was appointed by the courts to evaluate you.

	3.  You are under the age of 16 years and are the victim of a crime.

	4.  You are a minor and your psychotherapist reasonably suspects you are the victim of child abuse
      or you disclose information that suggests a child is suspected to be being abused. 
	

	5.  You are a person over the age of 65 and your psychotherapist believes you are the victim of physical

	     abuse.
	

	6. You file suit against your therapist for breach of duty or your therapist files suit against you.
	

	7. You have filed suit against anyone and have claimed mental/emotional damages as part of the suit.

	8. You waive your rights to privilege or give consent to limited disclosure by your therapist.

	

	
	

	If you have any questions about these limitations, please discuss them with your therapist. 
Please sign below to indicate you understand this information. 
By signing below, you understand that you are providing consent for yourself or your dependent to receive treatment 
with the knowledge that treatment is optional.

                                                                            Emergency Support:

If there is an emergency and I cannot be reached, please note you can contact the Crisis Intervention Centre

At 613-969-7400 ext 2753 which is available 24 hours a day, 7 days a week, 365 days a year for immediate support.
Signature(s): ________________________________________________   Date: ____________________________


