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INFORMED CONSENT FOR CONSULTATION/PSYCHOTHERAPY

You have requested that

I

consult with you for psychotherapy. This form explains my office policies and cladfies

legal and privacy matters.
The purpose ofpsychotherapy is to help you reduce distress, increase your well-being, understand yourselfbetter,
and improve your relationship to yourself and others.

Our first meeting(s) will be consultative. I need to learn more about you and your situation to determine whether I
am best suited to provide you care, and you need to make that decision for yourself as well. Consultation may
require more than one meeting to permit me to understand issues comprehensively enough to r€commend the best
course of action. As part of the consultation, I may ask you to provide me written authorization to speak with others
who have been involved in your care. At the conclusion of the consultation, we will discuss whether I am best suited
to meet your needs at this time. If not, I will recommend the best course of action to address the problems at hand.
Unless you grant me written permission to contact others, what you share with me is private. If circumstances arise
in which another party requests information about you, I will not share anything with them - including the fact that
you are consulting or receiving therapy with me - without your consent. The only time I do not require your

authorization to share information is when I learn that a child, a dependent adult, or an elder has been harmed or will
be harmed, or if I leam of your intent to harm yourself. In those cases, the law requires or permits me to report these
actions to protect those at risk.

The fee for consultation and psychotherapy is $250 per hour. This fee applies to time we spend together in the
office, to time spent on the phone beyond what is necessary for scheduling, and to time I spend consulting with the
collateral sources you have consented for me to contact. I require two working days/48 hours notice for cancellation
of appointments, or I charge for my time.
You are responsible for paying my fee directly. At your request, I will provide you with statements to allow you to
seek reimbursement from your insurance company. I make no guarantees, however, about your ability to collect.
Some carriers will require information about you and the issues that led you to seek my care before they will pay for
services. Refusing to provide information may jeopardize your reimbursement. If this is the case with your carrier,
we will talk about information they are requesting and make decisions regarding what will be released. I will not
release this information without your consent,

Finally, while you are consulting with me for psychological issues, I recommend you have a physical examination to
rule out any possible physical causes for emotional distess.

I have read, understood, and agreed to each of the previous statements. asked
questions about any parts that cause me concem or I did not understand fully. By signing below, I indicate that I
understand and agree to the terms of this agreement.

I

CONSENT AGREEMENT:

Signature

Date

Name (please print)

Address and phone
1832L Yentura Blvd., Suite 900
Tarzana, CA 91356
Neuropsychologica I Assessment
Consultation

Phone 818 705-4305
Fax

818 7O5-43OT

www.drdonoc.com
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