Dr. Annkatrine Gates, PsyD
(617) 800-9469 
 DrAnnkatrineGates@gmail.com

CLIENT CONSENT & PRACTICE POLICIES 
CONFIDENTIALITY: 

The content of all therapy sessions is strictly confidential. All interactions with me, including scheduling of or attendance at appointments, content of your sessions, progress in therapy, and your records are confidential. Please note exceptions to confidentiality below. However, if any exception occurs, I will clearly communicate that with you.
EXCEPTIONS TO CONFIDENTIALITY:

•
If there is evidence of clear and imminent danger of harm to self and/or others, a psychologist is legally required to report this information to the authorities responsible for ensuring safety.

•
Massachusetts state law requires that psychologists who learn of, or strongly suspect, physical or sexual abuse or neglect of any person under 18 years of age must report this information to the Department of Child and Family Services. 
•
 A court order, issued by a judge, may require me to release information contained in records and/or require me to testify in a court hearing.
CLIENT RESPONSIBILITIES:
Prompt arrival for appointments is appreciated. Please notify me at (617) 800-9469 if you will be late. If you miss your appointment or cancel within 24 hours of your scheduled appointment time you will be charged your session fee. 
Fees: My fee for a 50-minute individual session is $230. 75-minute group sessions and the initial individual group intake session are $70. 90-minute couple/family sessions are $370. Accepted payment methods include cash, checks, and paypal (via my website). I raise my fees $10 every year in January. I scan and email statements at the end of each month. Payments can be made with each session and are due latest on receipt of each monthly invoice. I do not accept insurances. If your health insurance coverage includes out-of-network benefits for mental health services you may seek reimbursement for a portion of your bill. Please make sure to check with your insurance what your benefits are and, while I will provide you with all the information you need to submit on a claim, submitting claims for reimbursement are your responsibility. 
Other Information:

Please note that I close my practice for the month of August. All other vacation times will be communicated in advance.
Please sign below to indicate that you have read and understand the above information and policies. 
______________________________________________

__________________________
Signature(s) of Client(s)

                                                                        Date
