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CONSENT TO TREATMENT
This document contains important information about my professional services and policies.  Please read it carefully and make note of any questions you might have so that we can discuss them.  When you sign this document, it represents an agreement between us. 

PSYCHOLOGICAL SERVICES
· It is my purpose to provide a service to those individuals who are actively and voluntarily seeking help in identifying and coping with problems that are interfering with effective functioning.
· A variety of psychotherapeutic techniques are utilized in order to meet the needs of the individual.  A treatment plan will be developed so that both the individual seeking treatment and I have an understanding with regard to the object of treatment. 

· Therapy will continue until either the therapeutic goals are achieved, or it becomes apparent to either the therapist or the patient that no further progress can be made.
· All information, which you give, will be held strictly confidential.  The release of all information gained from this form and in any subsequent treatment or testing, is always confidential and will not be released without your knowledge and written consent, except when I think that suicide or homicide is imminent, or if there is belief that child abuse is or was occurring, or to otherwise comply with the law.  Please refer to the Privacy of Information Policies for a more complete discussion of how your Protected Health Information is to be handled.   
· Psychotherapy can have benefits and risks.  Since therapy often involves discussing unpleasant and difficult aspects of life, a person may experience uncomfortable feelings such as sadness, guilt, anger, frustration, loneliness, and helplessness.  On the other hand, psychotherapy has also been shown to have benefits for people who participate.  Therapy often leads to better relationships, solutions to specific problems, and significant reductions in feelings of distress.  However, there are no guarantees of what you will experience. 

PROFESSIONAL POLICIES AND FEES
· All cancellations must be made at least 24 hours prior to the scheduled appointment.  Failure to do so will result in the usual fee for that session.

· The fee for 45-50 minutes of psychotherapy is $110.00
· You will be expected to pay for each session at the time it is held.  Payments may be made by cash, personal check, Visa, or Mastercard.  I will provide you with necessary receipts and information so you can submit these services to your insurance company and any reimbursement will come directly to you.    

Your signature below indicates:

1. You consent to receive services from Judy Strait, PsyD, LLP and know that if you have any questions about your treatment, it is your responsibility to ask.
2. You have read this form, the form has been explained to you, and you understand and accept the contents of this form. 

3. You have received a copy of the “Privacy of Information Policies.”
Please print name here:__________________________________________________________

Client Signature:_________________________________________Date:___________________

(Parent/Guardian if client is a minor)
Witness: _______________________________________________Date:___________________

