OFFICE POLICIES & GENERAL INFORMATION

AGREEMENT FOR PSYCHOTHERAPY SERVICES

Cheryl Fink, Licensed Marriage and Family Therapist, MFC # 47900

1604 Ford Ave Suite 1

Modesto, CA 95350

(209) 602-9443

Introduction

This document is intended to provide important information to you regarding your treatment.  Please read the entire document carefully and be sure to ask any questions you have regarding its contents. 

Information About Your Therapist

I am a Licensed Marriage and Family Therapist. I am registered with the California Board of Behavioral Sciences, MFC # 47900. You may also visit my website at www.counselinginmodesto.com to learn more about my experience, education and professional orientation.  I have worked in the field of mental health since 2003, with children, families, individuals and couples.  I have specialized training in working with domestic violence and sexual assault.  

Fees and Insurance

At the current time, I do not accept insurance.  Some people who have a PPO may be eligible for some reimbursement from your insurance if your specific plan allows.  Please note that it is your responsibility to contact your insurance and obtain the required information for reimbursement.  I can not guarantee reimbursement from your insurance.  I would be happy to provide you with a receipt that you may send to your insurance upon your request.  You should know that to obtain reimbursement from your insurance plan, I will have to provide a mental health diagnosis, information on the dates of sessions, and the dollar amount charged for each session.  This information is required on the insurance billing form that you will be provided with.  If you have questions about this please feel free to speak with me.  You are responsible for the payment of the session fee at the time that the session is conducted.  The fee for service is $ 80 per individual therapy session, unless otherwise arranged. The fee for service is $90 per conjoint (marital/family) therapy session, unless otherwise arranged.  The fee for service is $20 per group therapy session, unless otherwise arranged. Individual sessions and conjoint (martial/family) therapy sessions are approximately 50 minutes in length.

Fees are payable at the time that services are provided.  Fees are payable in cashiers check or money order, cash or personal check, or credit/ATM cards.  Checks are made out to Cheryl Fink.  There is a $25 charge for checks that are returned for non-sufficient funds.  It is also legal for me to turn unpaid balances to a third party for collection without your consent if payment has not been arranged within one month from the date of service (session).

If for some reason you find that you are unable to continue paying for your therapy, you should inform me as soon as possible.  I will help you to consider any options that may be available to you at that time.

Confidentiality

All information disclosed within sessions and the written records pertaining to those sessions are confidential and may not be revealed to anyone without your written permission, except where disclosure is required by law.

When Disclosure Is Required By Law: Some of the circumstances where disclosure is required by the law are: 1) where there is a reasonable suspicion of child physical, sexual, and/or emotional abuse or the neglect of any child under 18 years old. 2)  reasonable suspicion of dependent adult or elder abuse including physical, mental, emotional, financial abuse or the neglect of any person over 65 or any dependent adult. 3) When a client presents a danger to self, to others, or to property 4) when a client is gravely disabled (unable to care for him or her self).  This includes situations in which abuse or neglect may not be directly happening to you, but any information is revealed of abuse or neglect of any child, elder or dependent adult.

When Disclosure May Be Required: Disclosure may be required pursuant to a legal proceeding.  If you place your mental status at issue in litigation initiated by you, the defendant may have the 

right to obtain the psychotherapy records and/or testimony by  Cheryl Fink, LMFT.  In couple and family therapy, or when different family members are seen individually, confidentiality and privilege do not apply between the couple or among family members.  I will use my clinical judgment when revealing such information.  I will not release records to any outside party unless I am authorized to do so by all family members who were/are part of the treatment.  It is also important to know that if a judge orders the release of information, records must be released to the court.  

It is also legal and ethical for therapists to consult with one another on cases.  Your identifying information in such consultations is kept confidential.  This is done to ensure that you and your family get the appropriate services for you.

Emergencies:  If there is an emergency during our work together, or in the future after termination where I become concerned about your personal safety, the possibility of you injuring someone else, or about you receiving proper psychiatric care, I will do whatever possible within the limits of the law, to prevent you from injuring yourself or others and to ensure that you receive the proper medical care.  For this purpose, I may also contact the person whose name you have provided on the biographical sheet as an emergency contact.

Minors and Confidentiality

Communications between therapists and clients who are minors (under the age of 18) are confidential.  However, parents and other guardians who provide authorization for their child’s treatment are often involved in their treatment.  Consequently, treatment progress may be discussed with the parent or caretaker of a minor based upon the exercise of my professional judgment. There are certain circumstances in which a minor, who is 12 or older, may consent to therapy without parental consent.  If a minor consents to therapy without knowledge of their parent(s), the parent is not entitled to progress reports, although communication between the minor and family may, if appropriate be encouraged.  I will further discuss with you during treatment how work with a minor will proceed and you are welcome to ask questions.

Appointment Scheduling and Cancellation Policies

Sessions are typically scheduled to occur one time per week at the same time and day, if possible.  A different schedule of therapy may be suggested depending on the nature and severity of your concerns, or at your request.  Your consistent attendance greatly contributes to a successful outcome.  If you need to cancel or reschedule an appointment, you are expected to notify me at least 24 hours notice in advance of your appointment.  It is understandable that there will be times that a 24 hour notice is not possible.  I ask that you contact me as soon as possible to cancel or reschedule.  If you do not show to a scheduled appointment, or cancel less than four hours before scheduled appointment time, you are responsible for payment for the amount of the missed session.

Telephone contacts between sessions, site visits, report writing and reading,  reading records, longer sessions, travel time, etc., will be charged at the same rate, unless indicated and agreed otherwise.  There is a fee of a regular session for time to write letters requested by you to a third party.

Therapist Availability/Emergencies

You may leave a message for at any time on the confidential voicemail at (209) 602-9443.  If you wish for me to return your call, please be sure to leave your name and phone number(s), along with a brief message concerning the nature of your call.  You should be aware that I generally available to return phone calls within approximately 24 hours except: 1) I am not available to return phone calls after 5 p.m. on weekdays or at any time on weekends (Friday, Saturday or Sunday).  To protect your confidentiality please do not use text messaging as a means to contact me between sessions.  Text messages are not confidential and content can be viewed by persons other than the therapist. 

If you have an urgent need to speak with me, please indicate in your message and that fact follow any instructions that are provided on the voicemail.

In the event of a medical emergency or an emergency in which you feel like hurting yourself or someone else, please call 911.  For any mental health related emergency please call 911 or Stanislaus County’s emergency number at (209) 558-4600.

You should also be aware of the following resources that are available in the local community to assist individuals who are in crisis:

Domestic violence or sexual assault crisis hotline: (209) 577-5980

Doctors Behavioral Health Center: (209) 557-6300

Suicide prevention hotline: (local-Modesto) (209) 572-7211 or 1-800-SUICIDE

Internet or Social Media Contact

I engage in a strict social media and internet contact policy.  You will be given a handout regarding my policy or you may download it from my website at www.counselinginmodesto.com under the Forms link.  

Therapist Communications 

I may need to communicate with you by telephone, mail, or other means. Please indicate your preference by checking one of the choices listed below. Please be sure to inform me if you do not wish to be contacted at a particular time or place, or by a particular means.  Your privacy is my utmost concern.

____My therapist may call me at my home. My home phone number is: ( ) _________________ 

____My therapist may call me on my cell phone. My cell phone number is: ( ) ______________ 

____My therapist may call me at work. My work phone number is: ( ) _____________________ 

____My therapist may send mail to me at my home address______________________________

____My therapist may send mail to me at my work address._____________________________ 

____My therapist may communicate with me by email. My email address is: ________________ 

____My therapist may send a fax to me. My fax number is: ( ) ______________ _____________

The Process of Therapy/Evaluation:

Participation in therapy can result in a number of benefits to you, including improving interpersonal relationships and resolution of the specific concerns that led you to seek therapy.  Working toward these benefits; however, requires effort on your part.  Psychotherapy requires your very active involvement, honesty, and openness in order to change your thoughts, feelings and/or behavior.  I will ask for your feedback and views on your therapy, its progress and other aspects of the therapy and will expect you to respond openly and honestly. Sometimes more than one approach can be helpful in dealing with a certain situation.  

During the process, remembering or talking about unpleasant events, feelings, or thoughts can result in you experiencing considerable discomfort or strong feelings of anger, sadness, worry, fear, etc. or experiencing, depression, insomnia, etc.  If this occurs please alert me so that we can work to relieve these symptoms together.

I work from a cognitive-behavioral, solution-focused, and client-centered approach.  For some issues I may also use a psychodynamic approach.  I will further discuss these approaches during treatment, as well as working at a pace that you are comfortable with, and goals that you set.

Psychotherapy may result in decisions about changing behaviors, life situations, or relationships.  Sometimes a decision that is positive for one family member is viewed negatively by another family member.  Change will sometimes be easy, but may also it may be slow and even frustrating.  There is no guarantee that psychotherapy will yield positive or intended results.  If progress is not being made it may be more beneficial to you to continue your work with another therapist.  We will discuss this and referrals will be made based on your needs/situation.

Discussion of Treatment Plan: 

Within a reasonable period of time after the initiation of treatment, Cheryl Fink will discuss with you (client) her working understanding of the problem, treatment plan, therapeutic objectives and her view of the possible outcomes of treatment. This is a collaborative process in which your input into your treatment goals will be strongly recommended for success.  

If you have any unanswered questions about any of the procedures used in the course of your therapy, their possible risks, my expertise in employing them, or about the treatment plan, please ask and you with be answered fully.  You also have the right to ask about other treatments for your condition and their risks and benefits.  If you could benefit from any treatment that I do not provide, I have an ethical obligation to assist you in obtaining those treatments.

Termination:  

As set forth above, after the first couple of meetings, I will assess if I can be of benefit to you.  I do not accept clients who, in my opinion, I cannot help.  In such a case, I will give you a number to other referrals that you can contact.  If at any point during psychotherapy I assess that I  may not be effective in helping you reach the therapeutic goals I am obligated to discuss it with you and, if appropriate, to terminate treatment.  In such a case, I will give you a number of referrals that may be of help to you.  If you request it and authorize it in writing, I will talk to the psychotherapist of your choice in order to help with the transition.  If at any time you want another professional’s opinion or wish to consult with another therapist, I will assist you in 

finding someone qualified, and if I have your written consent, will provide her or him with the essential information needed.  You have the right to terminate therapy at any time.  If you choose 

to do so, I will offer to provide you with names of other qualified professionals whose services you might prefer.  If you have not scheduled an appointment within 30 days of your last appointment, I will close your file.  You can re-open your file at any time you choose, by calling and scheduling an appointment.

I have read the above Agreement and Office Policies and General Information carefully.  I have read the Social Media Contact Policy.  I understand the policies and agree to comply with them.  I consent to the above policies and agree to participate in counseling services as outlined:

_______________________________________________________________________

Client name (print)


Date



Signature

_______________________________________________________________________

Client name (print)


Date



Signature

________________________________________________________________________

Client name (print)                                   Date                               Signature

________________________________________________________________________

Client name (print)                                   Date                                Signature

