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 INFORMATION DISCLOSURE STATEMENT and CONSENT TO TREAT
Therapy is a relationship that works in part because of clearly defined rights and 
responsibilities held by each person. This frame helps to create the safety to take risks 
and the support to become empowered to change. As a client in therapy, you have 
certain rights that are important for you to know about because this is your therapy, 
whose goal is your well-being. There are also certain limitations to those rights that you 
should be aware of. As a therapist, I have corresponding responsibilities to you. 
My Responsibilities to You as Your Therapist 
I. Confidentiality 
With the exception of certain specific exceptions described below, you have the 
absolute right to the confidentiality of your therapy. I cannot and will not tell anyone else 
what you have told me, or even that you are in therapy with me without your prior 
written permission. Under the provisions of the Health Care Information Act of 1992, I 
may legally speak to another health care provider or a member of your family about you 
without your prior consent, but I will not do so unless the situation is an emergency. I 
will always act so as to protect your privacy even if you do release me in writing to share 
information about you. You may direct me to share information with whomever you 
chose, and you can change your mind and revoke that permission at any time. You may 
request anyone you wish to attend a therapy session with you. If you are under the age of 14, your custodial parent or parents act on your behalf. Unless other identified circumstances prohibit information sharing.
You are also protected under the provisions of the Federal Health Insurance Portability 
and Accountability Act (HIPAA). This law insures the confidentiality of all electronic 
transmission of information about you. Whenever I transmit information about you 
electronically (for example, sending bills or faxing information), it will be done with with 
special safeguards to insure confidentiality. 
If you elect to communicate with me by email at some point in our work together, please 
be aware that email is not completely confidential. All emails are retained in the logs of 
your or my internet service provider. While under normal circumstances no one looks at 
these logs, they are, in theory, available to be read by the system administrator(s) of the 
internet service provider. Any email I receive from you, and any responses that I send to 
you will be printed out or saved as part of your treatment record. 
The following are legal exceptions to your right to confidentiality. I would inform 
you of any time when I think I will have to put these into effect. 
 1. If I have good reason to believe that you will harm another person, I must 
attempt to inform that person and warn them of your intentions. I must also contact the 
police and ask them to protect your intended victim.  
 2. If I have good reason to believe that you are abusing or neglecting a child or 
vulnerable adult, or if you give me information about someone else who is doing this, I 
must inform Child Protective Services within 48 hours and Adult Protective Services 
immediately.  

 3. If I believe that you are in imminent danger of harming yourself, I may legally 
break confidentiality and call the police or the county crisis team. I am not obligated to 
do this, and would explore all other options with you before I took this step. If at that 
point you were unwilling to take steps to guarantee your safety,  I would call the crisis 
team. 

II. Diagnosis

If a third party such as an insurance company is paying for part of your bill, I am 
required to give a diagnosis to that third party in order for you to receive reimbursement. Diagnoses are technical terms that describe the nature of your problems and something about whether they are short-term or long-term problems.

III. Other Rights

You have the right to ask questions about anything that happens in therapy. I'm 
always willing to discuss how and why I've decided to do what I'm doing, and to look at 
alternatives that might work better. You can feel free to ask me to try something that you 
think will be helpful. You can ask me about my training for working with your concerns, 
and can request that I refer you to someone else if you decide I'm not the right therapist 
for you. You are free to leave therapy at any time however a terminating session is strongly recommended.
Your Responsibilities as a Therapy Client 
You are responsible for coming to your session on time and at the time we have 
scheduled. Sessions last for 50 minutes. If you are late, we will end on time and not run 
over into the next person's session. If you miss a session without canceling, or cancel 
with less than twenty-four hours notice, you must pay for that session at our next 
regularly scheduled meeting. The only exception to this rule is if you would endanger yourself by attempting to come such as due to snow or ice, or if you or someone whose caregiver you are has fallen ill suddenly.

You are responsible for paying for your session weekly unless we have made 
other arrangements. I offer receipts, which you can mail to your insurance provider for reimbursement.  Reimbursement comes from your out of network benefit. I encourage you to check with your insurance for clarification.
Client Consent to Treatment
 I have read this statement, had sufficient time to be sure that I considered it 
carefully, asked any questions that I needed to, and understand it. I understand the limits 
to confidentiality required by law. I consent to the use of a diagnosis in billing, and to 
release of that information and other information necessary to complete the billing 
process.  I understand my rights and responsibilities as a client, and my therapist's responsibilities to me. I agree to undertake therapy with Johanna Kane, MA, ATR-BC,LPC, NCC. I know I can end therapy at any time I wish and that I can refuse any requests or suggestions made by Johanna.  I am 14 years of age or older. 
Signed:________________________________________________________________ 

If parent, name and age of child:_____________________________________________
Witness:________________________________________________________________ 
