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Therapist-Client Service Agreement 

Welcome to my practice. This document contains important information about my professional 
services and business policies. It also contains summary of relevant information about the Health 
Insurance Portability and Accountability Act (HIPAA), a federal law that provides privacy protections 
and patient rights about the use and disclosure of your Protected Health Information (PHI) for the 
purposes of treatment, payment, and healthcare. Although these documents are long and sometimes 
complex, it is very important that you understand them. When you sign this document, it will also 
represent an agreement between us. We can discuss any questions you have when you sign them or 
at any time in the future. 

PSYCHOLOGICAL SERVICES 
Therapy is a relationship between people that works in part because of clearly defined rights and 
responsibilities held by each person. As a client in psychotherapy, you have certain rights and 
responsibilities. There are also legal limitations to those rights that you should be aware of. I, as your 
therapist, have corresponding responsibilities to you. Some of these rights and responsibilities are 
described in the following sections. 

Psychotherapy has both benefits and risks. You may, at times, experience uncomfortable feelings, 
such as sadness, guilt, anxiety, anger, frustration, loneliness and helplessness, because the process 
of psychotherapy often requires discussing the unpleasant aspects of your life. However, 
psychotherapy has been shown to have benefits for individuals who undertake it. Therapy often leads 
to a significant reduction in feelings of distress, increased satisfaction in interpersonal relationships, 
greater personal awareness and insight, increased skills for managing stress and resolutions to 
specific problems. However, there are no guarantees about what will happen, and success requires 
an active effort on your part.  

APPOINTMENTS 
Appointments ordinarily are 50 minutes in duration, once per week at an agreed-upon time, although 
some sessions may be more or less frequent as needed. If you need to cancel or reschedule a  
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session, I ask that you provide me with 24 hours notice. If you miss a session without canceling, or 
cancel with less than 24-hour notice, my policy is to collect the amount of your fee or co-payment 
[unless we agree that you were unable to attend due to circumstances beyond your control]. In 
addition, you are responsible for coming to your session on time; if you are late, your appointment still 
needs to end on time. 

PAYMENT 
You are responsible for paying at the time of your session unless prior arrangements have been 
made. Payment must be made by check or cash; I am currently not able to process credit card 
charges.  

INSURANCE 
Most health insurance policies provide some coverage for mental health treatment. With your 
permission, I will assist you to the extent possible in filing claims and ascertaining information about 
your coverage, but you are responsible for knowing your coverage and for letting me know if/when 
your it changes. Please keep in mind that managed healthcare plans such as HMOs and PPOs often 
require advance authorization and/or have other restrictions. 

Most insurers require you to authorize me to provide them with a clinical diagnosis. Additional clinical 
information, such as treatment plans or summaries also may be required. By signing this Agreement, 
you agree that I can provide such information to your carrier if you plan to pay with insurance. 

If I am not a participating provider for your insurance plan, I will supply you with a receipt of payment 
for services, which you can submit to your insurance company for reimbursement. Please note that 
not all insurance companies reimburse for out-of-network providers. If you prefer to use a 
participating provider, I will refer you to a colleague. 

PROFESSIONAL RECORDS 
Appropriate records of the services provided to you are maintained in a secure location. Except in 
circumstances that may involve harm to yourself, you have the right to a copy of your file. You also  
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have the right to request in writing that a copy of your file be made available to any other healthcare 
provider. 

CONFIDENTIALITY 
My policies about confidentiality, as well as other information about your privacy rights, are fully 
described in a separate document entitled Notice of Privacy Practices. You have been provided with 
a copy of that document and we have discussed those issues. Please remember that you may 
reopen the conversation at any time during our work together. 

CONTACTING ME 
I am often not immediately available by telephone. However, if you leave a message on my 
confidential voice mail, your call will be returned as soon as possible.  

CONSENT TO PSYCHOTHERAPY 
Your signature below indicates that you have read this Agreement and the Notice of Privacy Practices 
and agree to their terms. 

 

_________________________________________ 
Signature  

 
Printed Name 

_________________________________________ 

 

Date _____________________________________ 

 


