Alison Guida Smith, MFT
License # 48932
1640 School St., Suite 105-M7, 
Moraga, CA 94556
tel. 415-870-4174
Informed Consent for Treatment of Adults

 I ________________________ hereby authorize Ally Guida Smith, LMFT, to provide psychotherapy to me/us on a 45-50 minute per session basis, or 60 min for family/couples/extended session for individuals for a period of time to be determined by mutual agreement.  

I understand that maximum benefit will occur with consistent attendance and that I will keep regular appointments.  If there is a need to cancel or change an appointment I/we will give as much advance notice as possible.  I/we agree to pay for a missed appointment, if, for any reason, I/we have not given at least 48 hours notice and pay full session fee if I/we have not given the 48 hours notice, barring emergencies such as hospitalization, accidents, sudden loss (illness is not an emergency in this case, but if rescheduled within the week, no fee to reschedule) Initials____

Telemedicine Informed Consent 
I hereby consent to engage in telemedicine (e.g., internet, email or telephone-based therapy) with Alison Guida Smith as one of the modes of my psychotherapy treatment. I understand that telemedicine includes the practice of health care delivery, including mental health care delivery, diagnosis, consultation, treatment, transfer of medical data, and education using interactive audio, video, and/or data communications. I understand that telemedicine also can involves the communication of my medical/mental health information, both orally and visually, to other health care practitioners with my consent. 
I understand that I have the following rights with respect to telemedicine: 
(1) I have the right to withhold or withdraw consent at any time without affecting my right to future care or treatment or risking the loss or withdrawal of any program benefits to which I would otherwise be entitled. 
(2) The laws that protect the confidentiality of my medical information also apply to telemedicine.
Availability 

I understand that Ms. Guida Smith may be out of town for professional or personal reasons (approximately 6 weeks per year) and she will give advance notice of these times whenever possible.  She will leave the name and number of a qualified professional to call in her absence on her voicemail if available.  Ms. Guida Smith checks her messages regularly but in case of an emergency I understand that I may call 911 if required.

I understand that payment of $275 for individual (45-50min)/​$350 (family/couples/or individual -60 min.) is due at the beginning of each session unless other arrangements are made. I understand that I will pay the full fee when I am able to do so.  I understand that the fee may periodically increase (usually once a year).  One month notice will be given before a fee increase.  I/understand that short phone calls to Ms. Guida Smith for consultation will be included in this fee.  If longer phone calls are regularly necessary either with me I understand that Ms. Guida Smith will inform me if these additional calls require a fee on a pro-rated basis.  I understand that if I wish to bill an insurance carrier, Ms. Guida Smith will provide a statement and it is my responsibility as the client(s) to follow through.  Initial(s)___
No Secrets Policy

If you participate in marital or family therapy, I will not disclose confidential information about your treatment unless all clients who participated in the treatment with me provide their written authorization to release such information. However, it is important that you know that I utilize a “no-secrets” policy when conducting family or couples therapy. This means that if you participate in said therapy, I am permitted to use information obtained in an individual session that you may have had with me when working with other members of your family unless it poses a risk. 
Minors and Confidentiality

Communications between myself and clients who are minors (under the age of 18) are confidential. However, as a parent or guardian who provides authorization for your child’s treatment, you are often involved in the sessions. Therefore, using my professional judgement, I may discuss the treatment progress of your child with you. Please feel free to discuss any questions or concerns you have regarding this policy.

Emergencies

In the event of a medical or psychiatric emergency or an emergency involving a threat to your safety or the safety of others, please call 911 to request emergency assistance.  You should also be aware of the following resources that are available in the local community to assist individuals who are in crisis:

Crisis Hotline: 1-800-309-2131
Crisis Text Line:  free, 24/7, confidential text message service for people in crisis. Text HOME to 741741 in the United States.
Suicide Prevention Lifeline:1-800-273-TALK 
Domestic Violence: 1-626-967-0658 
Mental Health Help 24/7: 1-800-854-7771

Psychotherapist Communication

I may need to communicate with you by telephone or other means. Please indicate your preference by checking one of the choices listed below. Please be sure to me if you do not wish to be contacted at a particular time 
Please complete for both parents or partners/spouses.

( You may call or text me on my cell phone. 
My cell phone number is: _____________________
( My therapist may communicate with me by e-mail. 
My e-mail address is: ___________________________
( My therapist may send mail to me at my home address
My home address is ____________________________
Records

I understand that I have the right to access my medical information and copies of medical records in accordance with California law, of which all are maintained in a confidential and locked space, and that these services may not be covered by insurance, and that, if there is intentional misrepresentation, therapy will be terminated.  Ms. Guida Smith takes notes during session and will also produce other notes and records regarding my treatment. These notes constitute the Ms. Guida Smith’s clinical and business records, which by law, she is required to maintain. Such records are her sole property. Should I request a copy of my records, such a request must be made in writing, Ms. Guida Smith reserves the right, under California law, to provide you with a treatment summary in lieu of actual records.   

I have received and read the NOTICE OF PRIVACY PRACTICES (HIPAA) provided to us/me upon intake. Initial(s)____
*California Civil Code Section, 56.10 states that information may be disclosed to “providers of health care or other health care professionals or facilities for purposes of diagnosis or treatment of the patient” without the patient’s consent. By initialing, you acknowledge and understand that I may contact either your current or former mental health care and/or medical providers only to discuss issues relevant to your diagnosis and treatment without your consent. Initial(s): ___

Client Litigation


Ms. Guida Smith will not voluntarily participate in any litigation, or custody dispute in which you, your representative and another individual, or entity, are parties and has a strict policy of not communicating with your attorney and she will generally not write or sign letters, reports, declarations, or affidavits to be used in in regard to your legal matter, yet if agreed upon to complete, will be at a set fee of $300 per letter. Should she be subpoenaed, or ordered by a court of law, to appear as a witness in an action involving you, you agree to reimburse me for any time spent for preparation, travel, or other time in which she has made herself available for such an appearance at an hourly rate of $750.00.

Psychotherapist-Client Privilege

 Typically, the client is the holder of the psychotherapist-client privilege. If I receive a subpoena for records, deposition testimony, or testimony in a court of law, I will assert the psychotherapist-client privilege on your behalf until instructed, in writing, to do otherwise by you or your representative and any time involved in addressing the subpoena will be billed to you as client on an hourly basis of $500.00. When a client is a minor child, the holder of the psychotherapist-client privilege is either the minor, a court appointed guardian, or minor’s counsel. Parents typically do not have the authority to waive the psychotherapist-client privilege for their minor children, unless given such authority by a court of law. You are encouraged to discuss any concerns regarding the psychotherapist-client privilege with your attorney. 

Disclosure Statement for using e-mail or text message
Sensitive, clinical information is to be discussed over the phone or in-person as deemed appropriate by the psychotherapist. For appropriate e-mail or text communication therapist will respond to your e-mail or text within 24 hours. Potential risks of using electronic communication may include, but are not limited to; inadvertent sending of an e-mail or text containing confidential information to the wrong recipient, theft or loss of the computer, laptop or mobile device storing confidential information, and interception by an unauthorized third party through an unsecured network. E-mail messages may contain viruses or other defects and it is your responsibility to ensure that it is virus-free. In addition, e-mail or text communication may become part of the clinical record. 
Confidentiality Notice. 

The confidentiality of client information and records received or documented during the course of psychotherapeutic treatment is protected by both the legal and ethical standards pertaining to Marriage and Family Therapy.  These guidelines provide that all conversations and documents pertaining to a client’s history and treatment will remain strictly confidential and privacy will be protected by the therapist.  Therefore, information will not be released to any other individual or organization without the prior written consent of the client, or in the case of a minor, the legal guardian(s).  
However, there are also legal and ethical regulations that have created exceptions which allow for disclosure of information to relevant parties.  These include the following situations:

-Suspected child abuse or neglect.  If information is obtained during the course of treatment that a minor is or may be the victim of abuse or neglect, this information will be disclosed immediately to the relevant authorities.

-Suspected elder abuse or neglect.  If information related to abuse/neglect of a person 65 or over is obtained during the course of treatment, this information will be immediately disclosed to the relevant authorities. 

-Suspected intention to do serious physical harm to another person.  If intent to harm another person is revealed by the client during the course of treatment, information will be disclosed immediately to the relevant parties to attempt to prevent this harm.

-Suicidal intent.  The therapist may disclose information to others regarding the client’s mental status if suicide or self-harm is determined to be a risk

-Court order.  Disclosures may be compelled by a judge, coroner, arbitrator others in the legal system.

Risks
Psychotherapy has risks.  Sometimes, behaviors exhibit what is called an extinction burst when they get worse before they get better.  Therapy is about growth and change and rooted in establishing a therapeutic alliance to support that.  This can take some people longer than others in the process based on many factors.  If the process reveals the therapeutic alliance/relationship is not supporting the client’s growth within a reasonable amount of time, the ethical decision may be made to refer to another treatment provider or give other referrals if more specialized or increased level of care is required. In addition, I also understand that telemedicine-based services and care may not yield the same results nor be as complete as face-to-face service. I also understand that if my psychotherapist believes I would be better served by another form of psychotherapeutic service, I will be referred to another psychotherapist or other type of provider.  I understand that I may benefit from telemedicine, but results cannot be guaranteed or assured. The benefits of telemedicine may include, but are not limited to: finding a greater ability to express thoughts and emotions; transportation and travel difficulties are avoided; time constraints are minimized; and there may be a greater opportunity to prepare in advance for therapy sessions. 

Termination of Psychotherapy
The length of your treatment and the timing of the eventual termination of your treatment depends on the specifics of your treatment plan and your progress. We will collaborate on the termination of your therapy and discuss a plan as you approach the completion of your goals. You may discontinue therapy at any time and either of us may elect to initiate a discussion of treatment alternatives including referral, changing your treatment plan or termination. If psychotherapy is no longer needed based on clinical and ethical or legal guidelines, I will terminate with you in an appropriate manner and give you referrals.

Acknowledgement 

By signing below, you acknowledge that you have reviewed and fully understand the terms and conditions of this Agreement. You have discussed such terms and conditions with me and have had any questions answered to your satisfaction. You agree to abide by the terms and conditions of this Agreement and consent to participate in psychotherapy with me. Moreover, you, as the Client agree to hold the me free and harmless from any claims, demands, or suits for damages from any injury or complications whatsoever, save negligence, that may result from such treatment. 
I/We have read and understand these policies.

_________________________________________

____________


Client(s) signature

Date

Printed Name(s):________________________________ 
___________________________________________
Date of Birth: 




Address__________________________________________
Phone #  _________________________________________
Emergency Contact____________________________________(Name, #, relationship)  
_________________________________________

____________
Alison Guida Smith, LMFT






Date
