Marci Payne, MA, LPC
Consent for Treatment
I am committed to providing you with the best possible care.  Please read through the following items:

Therapy: I understand there are no guarantee’s made to me regarding counseling/consultation. There are

many kinds of treatment options available.  I consent to the assessment and consultation process.   Services 
not offered: sexual abuse investigations, custody evaluations, disability assessments, legal testimony. 
  

Confidentiality:  All information shared in session is confidential except in circumstances governed by the law, 


including the mandatory reporting of alleged harm to self or others, particularly in the case of child, 


disabled person, or elder abuse.  All medical records requests require prior authorization.  There is a fee for 


copies and preparation, not covered by insurance plans. 

No Suicide Agreement:  I agree not to attempt or otherwise engage in self harm and/or harm to others. I agree to 
seek hospital/emergent care in the event I might violate this agreement.

Minor Children:  Clients under the age of 18 may not cancel or change appointments.  If a parent/guardian seeks 
treatment for a minor, this therapist requires both of the parents or guardians to sign this form.  In some 
cases, guardianship/adoption/custody documents will be required.  Divorced Parents:  In joint custody, 
both parent signatures are required.  If parent has full custody, the custodial parent’s signature is required.  
Client Discharge:  I understand that I may discontinue service at any time.  My therapist may also 


discontinue service at any time with or without my consent for non-compliance, non payment, excessively 
high balance, etc. I will be given a referral for another provider.  Accounts are sent to collections when no 
response or payment is received for several months after discharge (past due 90 to 120 days).  If an account 
balance is forwarded to a collection agency, I understand that I and/or my immediate family members will 
not be accepted as a client in the future.  

Session Fee:  Sessions are 50 minutes, unless otherwise agreed upon.  This therapist charges $90 per 50-minute 
session.  Fees are re-evaluated and subject to change.  Charges not covered by your insurance company will 


be added to your account, such as phone calls over 10 minutes ($2/minute), report/letter writing, missed 
appointments, record requests, etc.
Financial Agreement:  Payment (or co-payment, co-insurance, or deductible) for services are due at the time of 
service.  I accept cash, check, or credit card for payments.  Clients are responsible for charges incurred for 
insufficient  funds on returned checks.  Parents/guardians are responsible for any charges incurred by minor 
clients.   Clients are responsible for filing their own secondary insurance benefits, when applicable.
Insurance authorization:  Clients are responsible for obtaining authorizations, when required by their insurance 
company.  Without required authorization, the initial appointment will be rescheduled or cash payment 
collected.  A copy of your insurance card is required at your first appointment.  

Cancellations:  Your appointment time is reserved for you.  Kindly give 24-hour notice for appointment 
cancellation or you will be charged a $30 fee to help cover the hour I have reserved for you.    

By signature, I am stating that I understand and consent to my therapist’s policies:




_____








​​
Print Client Name





Date of Birth

____________







_________


Client Signature


Date


Therapist/Witness Signature
Date

_________











Parent/Guardian Signature

Date


Parent/Guardian Signature

Date

