
 
This form is called a Consent for Services (the "Consent"). Your therapist, counselor, psychologist, doctor, 
or other health professional ("Provider") has asked you to read and sign this Consent before you start 
therapy. Please review the informa�on. If you have any ques�ons, contact your Provider. The following 
only applies to voluntary therapy services. A separate acknowledgement outlining expecta�ons for court 
orders and involved services will be presented if this applies. 

THE THERAPY PROCESS 

Therapy is a collabora�ve process where you and your Provider will work together on equal foo�ng to 
achieve goals that you define. This means that you will follow a defined process supported by scien�fic 
evidence, where you and your Provider have specific rights and responsibili�es. Therapy generally shows 
posi�ve outcomes for individuals who follow the process. Beter outcomes are o�en associated with a 
good rela�onship between a client and their Provider. To foster the best possible rela�onship, it is 
important you understand as much about the process before deciding to commit. In Family and Couples 
Therapy rela�onships there is a "No Secrets" policy between the par�cipa�ng par�es. This means that 
any informa�on that has not been disclosed that affects the therapy process/rela�onship will be 
expected to be shared in future sessions to avoid crea�ng a bias and harm to the therapeu�c 
rela�onship. If informa�on is disclosed and the disclosing party does not agree to future work and 
disclosure, therapy may end at the request of the therapist to prevent a conflict of interest. Therapy for 
children and adolescents is confiden�al and parents/caregivers will refrain from asking minor clients 
about what is shared in session or pressuring them to disclose what takes place during session. 

Art, Drama, Music and other non-verbal interac�ve tools and crea�ons are a part of the therapy file and 
may have picture or video taken of these interven�ons for insurance and documenta�on purposes. 
These items will not be shared outside of clinical documenta�on purposes other than to support the 
reimbursement of these interven�ons. 

Therapy begins with the intake process. First, you will review your Provider's policies and procedures, 
talk about fees, iden�fy emergency contacts, and decide if you want health insurance to pay your fees 
depending on your plan's benefits. Second, you will discuss what to expect during therapy, including the 
type of therapy, the length of treatment, and the risks and benefits. If your Provider is prac�cing under 
the supervision of another professional, your Provider will tell you about their supervision and the name 
of the supervising professional. Third, you will form a treatment plan, including the type of therapy, how 
o�en you will atend therapy, your short- and long-term goals, and the steps you will take to achieve 
them. Over �me, you and your Provider may edit your treatment plan to be sure it describes your goals 
and steps you need to take. A�er intake, you will atend regular therapy sessions at your Provider's office 
or through video, called telehealth. Par�cipa�on in therapy is voluntary - you can stop at any �me. At 
some point, you will achieve your goals. At this �me, you will review your progress, iden�fy supports 

that will help you maintain your progress, and discuss how to return to therapy if you need it in the 
future. 

IN-PERSON VISITS & SARS-CoV-2 ("COVID-19") 



 
When guidance from public health authori�es allows and your Provider offers, you can meet in-person. 
If you atend therapy in-person, you understand: 

You can only atend if you are symptom-free (For symptoms, see: 
htps://www.cdc.gov/coronavirus/2019-ncov/symptoms-tes�ng/symptoms.html); 

If you are experiencing symptoms, you can switch to a telehealth appointment or cancel depending on 
the age of the client. If you need to cancel, you will not be charged a late cancella�on fee. 

You must follow all safety protocols established by the prac�ce, including: 

• Following the check-in procedure; 

• Washing or sani�zing your hands upon entering the prac�ce; 

• Adhering to appropriate social distancing measures; 

• Wearing a mask, if required; 

• Telling your Provider if you have a high risk of exposure to COVID-19, such as through school, work, or 
commu�ng; and 

• Telling your Provider if you or someone in your home tests posi�ve for COVID-19. 

Your Provider may be mandated to report to public health authori�es if you have been in the office and 
have tested posi�ve for infec�on. If so, your Provider may make the report without your permission, but 
will only share necessary informa�on. Your Provider will never share details about your visit. Because the 
COVID-19 pandemic is ongoing, your ability to meet in person could change with minimal or no no�ce. 
By signing this Consent, you understand that you could be exposed to COVID-19 if you atend in-person 
sessions. If a member of the prac�ce tests posi�ve for COVID-19, you will be no�fied. If you have any 
ques�ons, or if you want a copy of this policy, please ask. 

TELEHEALTH SERVICES 

To use telehealth, you need an internet connec�on and a device with a camera for video. Your Provider 
can explain how to log in and use any features on the telehealth pla�orm. If telehealth is not a good fit 
for you, your Provider will recommend a different op�on. There are some risks and benefits to using 
telehealth: 

Risks: 

Privacy and Confiden�ality. You may be asked to share personal informa�on with the telehealth pla�orm 
to create an account, such as your name, date of birth, loca�on, and contact informa�on. Your 

Provider carefully vets any telehealth pla�orm to ensure your informa�on is secured to the appropriate 
standards. 



 
Technology. At �mes, you could have problems with your internet, video, or sound. If you have issues 
during a session, your Provider will follow the backup plan that you agree to prior to sessions. 

Crisis Management. It may be difficult for your Provider to provide immediate support during an 
emergency or crisis. You and your Provider will develop a plan for emergencies or crises, such as 
choosing a local emergency contact, crea�ng a communica�on plan, and making a list of local support, 
emergency, and crisis services. 

Benefits: 

Flexibility. You can atend therapy wherever is convenient for you. 

Ease of Access. You can atend telehealth sessions without worrying about traveling, meaning you can 
schedule less �me per session and can atend therapy during inclement weather or illness. 

Recommenda�ons: 

Make sure that other people cannot hear your conversa�on or see your screen during sessions. 

Do not use video or audio to record your session unless you ask your Provider for their permission in 
advance. 

Make sure to let your Provider know if you are not in your usual loca�on before star�ng any telehealth 
session. 

CONFIDENTIALITY 

Your Provider will not disclose your personal informa�on without your permission unless required by 
law. If your Provider must disclose your personal informa�on without your permission, your Provider will 
only disclose the minimum necessary to sa�sfy the obliga�on. However, there are a few excep�ons. 

Your Provider may speak to other healthcare providers involved in your care within the same prac�ce. 

Your Provider may speak to emergency personnel. 

If you report that another healthcare provider is engaging in inappropriate behavior, your Provider may 
be required to report this informa�on to the appropriate licensing board. Your Provider will discuss 
making this report with you first and will only share the minimum informa�on needed while making a 
report. If your Provider must share your personal informa�on without ge�ng your permission first, they 
will only share the minimum informa�on needed. There are a few �mes that your Provider may not keep 
your personal informa�on confiden�al. 

If your Provider believes there is a specific, credible threat of harm to someone else, they may be 
required by law or may make their own decision about whether to warn the other person and no�fy law 
enforcement. The term specific, credible threat is defined by state law. Your Provider can explain more if 
you have ques�ons. 



 
If your Provider has reason to believe a minor or elderly individual is a vic�m of abuse or neglect, they 
are required by law to contact the appropriate authori�es. 

If your Provider believes that you are at imminent risk of harming yourself, they may contact law 
enforcement or other crisis services. However, before contac�ng emergency or crisis services, your 
Provider will work with you to discuss other op�ons to keep you safe. 

DHS Involved Service Agreement: 

For DHS involved cases and services, even when therapy is voluntary, coopera�on and release of 
informa�on is required for all necessary par�es to provide reports and supply updates for compliance of 
services. This may mean assessments, treatment plans, and leters for atorneys, judges, and the 
protec�ve service agency may be required. This o�en requires sharing diagnosis and other personal 
informa�on. The provider will do everything necessary to advocate for the clients best interest for 
treatment while avoiding sharing unnecessary informa�on when possible. 

RECORD KEEPING 

Your Provider is required to keep records about your treatment. These records help ensure the quality 
and con�nuity of your care, as well as provide evidence that the services you receive meet the 
appropriate standards of care. Your records are maintained in an electronic health record provided by 
TherapyNotes. TherapyNotes has several safety features to protect your personal informa�on, including 
advanced encryp�on techniques to make your personal informa�on difficult to decode, firewalls to 
prevent unauthorized access, and a team of professionals monitoring the system for suspicious ac�vity. 
TherapyNotes keeps records of all log-ins and ac�ons within the system. 

COMMUNICATION 

You decide how to communicate with your Provider outside of your sessions. You have several op�ons: 

Tex�ng/Email 

Tex�ng and email are not secure methods of communica�on and should not be used to communicate 
personal informa�on. You may choose to receive appointment reminders via text message or email. You 
should carefully consider who may have access to your text messages or emails before choosing to 
communicate via either method. 

Secure Communica�on 

Secure communica�ons are the best way to communicate personal informa�on, though no method is 
en�rely without risk. Your Provider will discuss op�ons available to you. If you decide to be contacted via 
non-secure methods, your Provider will document this in your record. 

Social Media/Review Websites 



 
If you try to communicate with your Provider via these methods, they will not respond. This includes any 
form of friend or contact request, @men�on, direct message, wall post, and so on. This is to protect your 
confiden�ality and ensure appropriate boundaries in therapy. 

Your provider may publish content on various social media websites or blogs. There is no expecta�on 
that you will follow, comment on, or otherwise engage with any content. If you do choose to follow your 
Provider on any pla�orm, they will not follow you back. 

If you see your Provider on any form of review website, it is not a solicita�on for a review. Many such 
sites scrape business lis�ngs and may automa�cally include your Provider. If you choose to leave a 
review of your Provider on any website, they will not respond. While you are always free to express 
yourself in the manner you choose, please be aware of the poten�al impact on your confiden�ality prior 
to leaving a review. It is o�en impossible to remove reviews later, and some sites aggregate reviews from 
several pla�orms leading to your review appearing other places without your knowledge. 

Public Contact and Spaces 

Your provider is not able to acknowledge or interact on a personal level in public forums or in a 
rela�onship outside of the treatment environment. This is to preserve the confiden�ality of you the 
pa�ent. Should you see your provider in public and choose to acknowledge them, please note this is at 
your own risk of disclosing the confiden�al nature of your rela�onship. In the event there is a cross over 
that may naturally occur in the community, these boundaries and expecta�ons will be discussed 
between the provider and the client. 

FEES AND PAYMENT FOR SERVICES (GOOD FAITH ESTIMATE NOTICE) 

You may be required to pay for services and other fees. You will be provided with these costs prior to 
beginning therapy, and should confirm with your insurance if part or all of these fees may be covered. 
You may decline the use of insurance for the op�on of private pay. Rates will be provided to you in the 
event you choose this op�on. You should also know about the following: 

No-Show and Late Cancella�on Fees 

If you are unable to atend therapy, you must contact your Provider before your session. Otherwise, you 
may subject to fees outlined in your fee agreement. Insurance does not cover these fees. 

Balance Accrual 

Full payment is due at the �me of your session. If you are unable to pay, tell your Provider. Your Provider 
may offer payment plans or a sliding scale. If not, your Provider may refer you to other low- or no-cost 
services. Any balance due will con�nue to be due un�l paid in full. If necessary, your balance may be sent 
to a collec�ons service.  

Administra�ve Fees 



 
Your Provider may charge administra�ve fees for wri�ng a leter or report at your request; consul�ng 
with another healthcare provider or other professional outside of normal case management prac�ces; or 
for prepara�on, travel, and atendance at a court appearance. These fees are listed in the fee agreement. 
Payment is due in advance for most services. 

Insurance Benefits 

Before star�ng therapy, you should confirm with your insurance company if: 

• Your benefits cover the type of therapy you will receive; 

• Your benefits cover in-person and telehealth sessions; 

• You may be responsible for any por�on of the payment; and 

• Your Provider is in-network or out-of-network. 

Sharing Informa�on with Insurance Companies 

If you choose to use insurance benefits to pay for services, you will be required to share personal 
informa�on with your insurance company. Insurance companies keep personal informa�on confiden�al 
unless they must share to act on your behalf, comply with federal or state law, or complete 
administra�ve work. 

Covered and Non-Covered Services 

When your Provider is in-network, they have a contract with your insurance company. Your insurance 
plan may cover all or part of the cost of therapy. You are responsible for any part of this cost not covered 
by insurance, such as deduc�bles, copays, or coinsurance. You may also be responsible for any services 
not covered by your insurance. 

When your Provider is out-of-network, they do not have a contract with your insurance company. You 
can s�ll choose to see your Provider; however, all fees will be due at the �me of your session to your 
Provider. Your Provider will tell you if they can help you file for reimbursement from your insurance 
company. If your insurance company decides that they will not reimburse you, you are s�ll responsible 
for the full amount. 

Payment Methods 

The prac�ce requires that you keep a valid credit or debit card on file. This card will be charged for the 
amount due at the �me of service and for any fees you may accrue unless other arrangements have 
been made with the prac�ce ahead of �me. It is your responsibility to keep this informa�on up to date, 

including providing new informa�on if the card informa�on changes or the account has insufficient funds 
to cover these charges. 

COMPLAINTS 



 
If you feel your Provider has engaged in improper or unethical behavior, you can talk to them, or you 
may contact the licensing board that issued your Provider's license (Iowa Department of Public Health), 
your insurance company (if applicable), or the US Department of Health and Human Services. 

Acknowledgement 

My signature on this document represents that I have received the Consent for Services form and that I 
understand and agree to the informa�on therein. Further, I consent to use an electronic signature to 
acknowledge this agreement. 

 

Client Name:        Date of Birth: 

 

Signed By:         Date: 

 

Relationship:  


