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PO Box 1431 Claremont, CA 91711

Confidential Voice, (401) 324-9395, (951) 522-6766, cell 
AGREEMENT FOR SERVICE/INFORMED CONSENT (You have a right to receive a copy of this document)
WELCOME! This document is intended to provide important information to you regarding your treatment and the professional services of Michelle Donaldson, Licensed Marriage and Family Therapist.  Please read the entire document carefully and be sure to ask Michelle Donaldson MFT, any questions that you have regarding its contents.

Therapist Background and Qualifications

I (therapist) graduated from California State Fullerton in 1989 with a Masters Degree in Counseling.  I have been practicing as a licensed Marriage and Family Therapist since November of 1994, and have worked in the field of mental health for over two decades.  I am a clinical member in good standing with both The California Association of Marriage and Family Therapists, and the American Association of Marriage and Family Therapists.  I also hold an approved supervisor designation with both of these organizations.  I previously supervised counselors in training at a non-profit agency for 14 years. My practice is in Claremont, serving residents there, and in the surrounding cities e.g., La Verne, Pomona, Upland, Montclair, Ontario, Rancho Cucamonga, Chino as well as others.  I have experience with persons of all ages with a wide range of presenting concerns.  Some examples are: relationship concerns with a partner or child, difficulty adjusting to a life transition such as a death, divorce, stress, depression and anxiety.  I teach communication skills and counsel individuals, couples and families to establish goals that can enable them to lead more satisfying lives.  My theoretical orientation can be best described as integrative with an emphasis on family systems, solution-focused, emotionally focused, cognitive behavioral, and client centered theories.
About the Therapy Process 
The purpose of psychotherapy is to assist individuals, couples and families in improving their relationships and life satisfaction.  It is the therapist’s intention to provide services that will assist you in reaching your goals.  Based upon the information that you provide and the specifics of your situation, Michelle Donaldson, will provide recommendations to you regarding your treatment.  Therapist and clients are partners in the therapeutic process and your active participation is essential to the outcome. You have the right to agree or disagree with recommendations.  Psychotherapy has been shown to have many benefits such as improved relationships, solutions to specific problems, and significant reduction in feelings of distress; however it can pose risks, for example: because it may involve discussing difficult aspects of your life you may experience unpleasant feelings like sadness, guilt and anger and frustration.  Due to the varying nature and severity of problems, and the individuality of each client, it is not possible to guarantee a specific outcome or result.
Policy Regarding Consent for the Treatment of a Minor Child
Parental consent requirements vary from case to case.  Therapist generally requests the consent of both parents prior to providing any services to a minor child.  If any question exists regarding the authority of the representative to give consent for psychotherapy, therapist will require submission of supporting legal documentation, such as a custody order, prior to commencement of services. 
Confidentiality

All communication between you and your therapist- Michelle Donaldson, MFT will be held in strict confidence, except for specific circumstances including but not limited to the following:
· You authorize in writing the release of specific information to a third party.
· You threaten to harm yourself or commit suicide.   I (Michelle Donaldson, MFT) may need to take action to protect you.
· You communicate a serious threat to harm others or their property.  By law I (therapist) may need to notify the person/s and authorities.

· You know about or are involved in the suspected abuse of a child, elder or dependent person.

· Your records are legally subpoenaed by a court of law.  This is extremely rare, and should not be done without your knowledge.

· A federal law known as the Patriot Act of 2001 requires therapists (and others) in certain circumstances, to provide FBI agents with books, records, papers and documents and other items and prohibits the therapist from disclosing to the client that the FBI sought or obtained the items under the Act.

· You are under 18 years of age (except if you meet the criteria to consent to your own treatment).  Generally, I (Michelle Donaldson, MFT) will keep your parents informed of your progress, but will not tell them the details of our conversations unless the above situations apply, or you and I have discussed disclosures in advance and you agree to them. 

No Secrets Policy

Therapist utilizes a “no-secrets” policy when conducting family or marital/couples therapy.  This means that if you participate in family, and/or marital/couples therapy, your therapist is permitted to use information obtained in an individual session that you may have had with her, when working with other members of your family.  Please feel free to ask your therapist about her “no secrets” policy and how it may apply to you.
Business Practice

I (therapist) feel ethically compelled to notify you that I use a cell phone to conduct business.  Also, use of text, email or telecommunication may have possible risks despite reasonable safeguards.
Therapist Communications

I may need to communicate with you by telephone, mail or other means.  Please indicate if you do not wish to be contacted at a particular time or place, or by a particular means ______________________
Professional Consultation
I periodically participate in professional consultation.  As such, I may discuss clinical, ethical or legal issues with appropriate professionals.  During such consultation therapist does not reveal any personally identifying information regarding client.

Fees and Fee arrangements

The usual and customary fee for service is $140.00 per -45-55 min. session.   The fee may be adjusted by contract with insurance companies, managed care organizations, or other third party payors, or by agreement with the therapist.   The agreed upon fee between therapist and client is ___________.   Therapist reserves the right to periodically adjust the fee.  You will be notified of any fee adjustment in advance.   From time to time therapist may engage in telephone contact with you for purposes other than scheduling sessions.  You are responsible for payment of the agreed upon fee (on a pro rata basis) for telephone calls lasting longer than 10 minutes.  In addition, at your request we may periodically or routinely participate in telephone or telecommunication therapy sessions.   This would require advance written authorization.  
Clients are expected to pay for services at the time services are rendered.   Therapist accepts cash, check, or Pay Pal.  If for some reason you find that you are unable to continue paying for your sessions please notify me, and we will explore options that may be available to you.
Insurance

Please inform therapist if you wish to utilize health insurance to pay for services.  If I am a contracted provider for your insurance company, I will discuss the procedures for billing your insurance.  The amount of reimbursement and the amount of any co-payment or deductible depends on the requirements of your specific insurance plan.  You should be aware that the insurance plans generally limit coverage to certain diagnosable mental conditions.  You should also be aware that you are responsible for verifying and understanding the limits of your insurance coverage.  
OR

If I, (Therapist) am not a contracted provider with your insurance or managed care organization, and you choose to use your insurance, I can provide you with a monthly statement which you can submit to the third-party of your choice to seek reimbursement for fees already paid.
Cancellation Policy
With the exception of an emergency, please give at least 24hr notice if you are unable to keep a scheduled appointment.   You are responsible for payment of the agreed upon fee for any missed session(s), and for sessions in which you do not give therapist at least 24 hours notice of cancellation.  Cancellation should be left on Michelle Donaldson’s voice mail at (401) 324-9395.  Please understand that your insurance company will not pay for missed or cancelled appointments.
Therapist Availability/Emergencies
You may leave a message at any time on my confidential voicemail.  If you would like a call back please be sure to leave your name and phone number(s) along with a brief message concerning the nature of your call.  Non-urgent calls are typically returned within 24hours with the exceptions of weekends and holidays.  If your call is urgent please indicate that fact on your message.  Every effort will be made to return your call as quickly as possible; however, I cannot guarantee immediate contact.   In the event of an immediate medical or psychiatric emergency involving a threat to your safety or the safety of others, please call 911 or go to your nearest emergency room.  
Records and Record Keeping

Therapist may take notes during session, and will also produce other notes and records regarding your treatment.  These notes constitute therapist’s clinical and business records, which by law, therapist is required to maintain.  Such records are the sole property of therapist, Michelle Donaldson, MFT.  She will not alter her normal record keeping process at the request of any client.  Should you request a copy of the therapist’s records; such a request must be made in writing.  Therapist will respond to requests on a case by case basis pursuant to California Law.  Therapist will maintain your records for ten years following the termination of therapy at which time records will be destroyed in a manner that preserves client confidentiality.
Termination of Therapy

The length of your treatment and the timing of the eventual termination depend on the specifics of your treatment plan and the progress that you achieve.  It is a good idea to plan for your termination in collaboration with your therapist.  Therapist reserves the right to terminate therapy at her discretion, and you also have the right to discontinue therapy at any time.   In the event that you or therapist believe that you are not benefiting form treatment either can initiate a conversation regarding your treatment alternatives.  Treatment alternatives may include, among other possibilities, referral, and change of treatment plan or terminating your therapy.
Patient Litigation

Therapist- Michelle Donaldson will not voluntarily participate in any litigation, or custody dispute in which client and another individual, entity, are parties.  Therapist has a policy of not communicating with client’s attorney and will generally not write or sign letters, reports, declarations, or affidavits to be used in client’s legal matter.  Therapist will generally not provide records or testimony unless compelled to do so.  Should therapist be subpoenaed, or ordered by a court of law to appear as a witness in an action involving client, client agrees to reimburse therapist for any time spent for preparation, travel or time in which therapist has made herself available for such an appearance at the rate of $300.00 per hour. 

Acknowledgement

Your signature indicates that you have reviewed and fully understand the terms and conditions of this agreement.   Please ask Michelle Donaldson, MFT to address any questions or concerns that you have about this information before you sign.
Client Name (please print) _____________________________________________________________________________________
Signature of client______________________________________________________________________

Signature of Parent/Guardian/Conservator____________________________________________________________
(Your signature presumes legal authority to give consent for the minor child)

Name of Parent/Guardian/Conservator

_____________________________________________________________________________________
Date___________________________

I understand that I am financially responsible to therapist for all charges including unpaid charges by my insurance company or any other third- party payor.
Name of Responsible Party (please print) ___________________________________________________
Signature of Responsible Party ___________________________________________________________
Date______________________
