
Albemarle Counseling Group  
                                                                    Psychotherapist-Client Services Agreement / Consent to Treatment  
Welcome to treatment. This document (the Agreement) contains important informa9on about our professional services and business policies. It also contains 
summary informa9on about the Health Insurance Portability and Accountability Act (HIPAA), a new federal law that provides new privacy protec9ons and new pa9ent 
rights with regard to the use and disclosure of your Protected Health Informa9on (PHI) used for the purpose of treatment, payment, and health care opera9ons. 
HIPAA requires that this office provide you with a No9ce of Privacy Prac9ces (the No9ce) for use and disclosure of PHI for treatment, payment and health care 
opera9ons. The No9ce, which is aEached to this Agreement, explains HIPAA and its applica9on to your personal health informa9on in greater detail. The law requires 
that your therapist obtain your signature at the end of this session acknowledging that this informaAon has been provided to you.  Although these documents are 
long and some9mes complex, it is very important that you read them carefully. We can discuss any ques9ons you have about the procedures at any 9me. When you 
sign this document, it will also represent an agreement between us and your consent to treatment with this office. You may revoke this Agreement in wri9ng at any 
9me. That revoca9on will be binding to your therapist unless we have taken ac9on in reliance on it; if there are obliga9ons imposed on your therapist by your health 
insurer in order to process or substan9ate claims made under your policy; or if you have not sa9sfied any financial obliga9ons you have incurred.  

COUNSELING / PSYCHOLOGICAL SERVICES  
Psychotherapy is not easily described in general statements. It varies depending on the personali9es of the clinician and client, and the par9cular problems you are 
experiencing. There are many different methods your therapist may use to deal with the problems that you hope to address. Psychotherapy is not like a medical 
doctor visit. Instead, it calls for a very ac9ve effort on your part. In order for the therapy to be most successful, you will have to work on things we talk about both 
during our sessions and at home.  

Psychotherapy can have benefits and risks. Since therapy oMen involves discussing unpleasant aspects of your life, you may experience uncomfortable feelings like 
sadness, guilt, anger, frustra9on, loneliness, and helplessness. On the other hand, psychotherapy has also been shown to have many benefits. Therapy oMen leads to 
beEer rela9onships, solu9ons to specific problems, and significant reduc9ons in feelings of distress. But there are no guarantees of what you will experience.  

Our first few sessions will involve an evalua9on of your needs. By the end of the evalua9on, your clinician will be able to offer you some first impressions of what the 
work will include and a treatment plan to follow, if you decide to con9nue with therapy. You have a right to refuse treatment without the threat of termina9on of 
services except as out lined in statute G.S 122C-57 (d).  You also have a right to treatment, including right to medical care for treatment of physical aliments and 
habilita9on, regardless of age or degree of disability.  Clients will par9cipate in the development of their treatment plan and may have access to this document, if 
requested.  You should evaluate this informa9on along with your own opinions of whether you feel comfortable working with your therapist. Therapy involves a large 
commitment of 9me, money, and energy, so you should be very careful about the therapist you select. If you have ques9ons about the procedures, you and your 
clinician should discuss them whenever they arise. If your doubts persist, your therapist will be happy to help you set up a mee9ng with another mental health 
professional for a second opinion.  

You should understand that you are an ac9ve par9cipant in the treatment process and that you share responsibility for the outcome of treatment.  This responsibility 
includes informing the therapist of any informa9on that may be relevant to the problems or condi9ons being treated, assis9ng in seWng the goals of treatment, 
following therapeu9c advice to the best of your ability, and ending treatment in a responsible manner.   

MEETINGS  
Each clinician is restricted by their license, ethics, training and exper9se to prac9ce only within his/her scope of competency.  Your therapist will normally conduct an 
evalua9on that will last from one to 4 sessions. During this 9me, you can both decide if your therapist is the best person to provide the services you need in order to 
meet your treatment goals. Sessions are generally 30 to 60 minutes.  Due to scheduling, appointment 9mes will be strictly enforced.  Clients who miss two consecu9ve 
appointments may not be rescheduled and only aMer all fees are paid.  

NO SHOW/CANCELLATION POLICY 
We understand that situa9ons arise in which you must cancel your appointment. It is therefore requested that if you must cancel your appointment, you provide more 
than 24 hours no9ce. This will enable for another person who is wai9ng for an appointment to be scheduled in that appointment slot. With cancella9ons made less 
than 24 hours no9ce, we are unable to offer that appointment to other people. 
X____  Office appointments which are cancelled with less than 24 hours no9fica9on may be subject to a $75.00 cancellaAon fee where permiEed by law and 

insurance contracts. 

Pa9ents who do not show up for their appointment without a call to cancel their appointment will be considered as NO SHOW.  X___  Pa9ents who No-Show three (3) 
or more 9mes in a 12 month period, may be dismissed from the prac9ce thus they will be denied any future appointments. Pa9ents may also be subject to a $75.00 
fee for No Show.  Pa9ents may appeal their dismissal from the prac9ce by reques9ng a “dismissal appeal form” from their therapist.  Upon review by management, 
pa9ents may be reinstated for future appointments on a case-by-case basis.  
The CancellaAon and No Show fees are the sole responsibility of the paAent and must be paid in full before the paAent’s next appointment. 
We understand that Special unavoidable circumstances may cause you to cancel within 24 hours. Fees in this instance may be waived but only with management 
approval. 
Our prac9ce firmly believes that good clinician/pa9ent rela9onship is based upon understanding and good communica9on.  
Ques9ons about cancella9on and no show fees should be directed to the Billing Department (252)-335-2018. 

PROFESSIONAL FEES  
The hourly fee is $175 for intake, $150 for a 53 min. psychotherapy session, $125 for a 37 min. psychotherapy session, and $125 per unit for psychological tes9ng. In 
addi9on to weekly appointments, this office charges an hourly fee for other professional services you may need, though we may break down the cost if the clinician 
works for periods of less than one hour. Other services would include report wri9ng, telephone conversa9ons las9ng longer than 15 minutes, consul9ng with other 
professionals with your permission, prepara9on of records or treatment summaries, and the 9me spent performing any other service you may request of your 
therapist.  There will be a $25 fee for any checks returned for non-sufficient funds.  

If you become involved in legal proceedings that require your clinician’s par9cipa9on, you will be expected to pay for all of the therapist’s professional 9me, including 
prepara9on and transporta9on costs (mileage reimbursement will be at the current federal rate), even if your clinician is called to tes9fy by another party. Because of 

Ini9al to indicate understanding __________



the difficulty of legal involvement, this office charges a minimum of $250 to prepare for court, reschedule clients and/or appear for any subpoena.  Conferences, 
prepara9on 9me, wai9ng 9me and driving 9me are billed at $100 per hour.  The therapist’s 9me giving tes9mony is billed at $150 per hour.  If necessary, hotel and 
food expenses will be billed at cost.  If the court date is cancelled within 24 hours, a fee of $250 will be charged.  Therapists will not tes9fy without a direct order from 
the courts. 
LIMITS ON CONFIDENTIALITY  
The law protects the privacy of all communica9ons between a client and a social worker or psychologist. Release and disclosure of PHI may occur only with consent 
unless it is an emergency or for other excep9ons as detailed in the NC General Statue and/or the Code of Federal Regula9ons.  There are other situa9ons that require 
only that you provide wriEen, advance consent. Your signature on this Agreement provides consent for those acAviAes, as follows:  
• Clinicians may occasionally find it helpful to consult other health and mental health professionals about a case. During a consulta9on, we make every effort to avoid 
revealing the iden9ty of the client. The other professionals are also legally bound to keep the informa9on confiden9al. If you don’t object, clinicians will not tell you 
about these consulta9ons unless we feel that it is important to our work together.   
• You should be aware that your therapist prac9ces with other mental health professionals and that this office employs administra9ve staff. In most cases, there is a 
need to share protected informa9on with these individuals for both clinical and administra9ve purposes, such as emergency coverage, scheduling, billing and quality 
assurance. All of the mental health professionals are bound by the same rules of confiden9ality. All staff members have been given training about protec9ng your 
privacy and have agreed not to release any informa9on outside of the prac9ce without the permission of a professional staff member.  
• Clinicians also have contracts with [collec9ons agency, cleaning service, legal and accoun9ng services, etc.]. As required by HIPAA, we have a formal business 
associate contract with this/these businesses, in which it/they promise to maintain the confiden9ality of this data except as specifically allowed in the contract or 
otherwise required by law. If you wish, your therapist can provide you with the names of these organiza9ons and/or a blank copy of this contract.  
• Disclosures required by health insurers or to collect overdue fees are discussed elsewhere in this Agreement.  

There are some situa9ons where your psychotherapist is permiEed or required to disclose informa9on without either your consent or Authoriza9on:  
• If you are involved in a court proceeding and a request is made for informa9on concerning the professional services that your clinician provided you, such 
informa9on is protected by the mental health professional-pa9ent privilege law. Your therapist cannot provide any informa9on without your wriEen authoriza9on or a 
court order. If you are involved in or contempla9ng li9ga9on, you should consult with your aEorney to determine whether the court is likely to order your therapist to 
disclose informa9on.  
• If a government agency is reques9ng the informa9on for health oversight ac9vi9es, your therapist may be required to provide it for them.  
• If a client files a complaint or lawsuit against their psychotherapist, we may disclose relevant informa9on regarding that client in order to defend ourselves.  
• If a client files a worker’s compensa9on claim, and your therapist’s services are being compensated through workers compensa9on benefits, your clinician must, 
upon appropriate request, provide a copy of the client’s record to the client’s employer or the North Carolina Industrial Commission.  

There are some situa9ons in which clinicians are legally obligated to take ac9ons, which we believe are necessary to aEempt to protect others from harm and your 
therapist may have to reveal some informa9on about a client’s treatment.  
• If your therapist has cause to suspect that a child under 18 is abused or neglected, or if clinicians have reasonable cause to believe that a disabled adult is in need of 

protec9ve services, the law requires that the therapist file a report with the County Director of Social Services. Once such a report is filed, the clinician may be 
required to provide addi9onal informa9on.  

• If a clinician believes that a client presents an imminent danger to the health and safety of another, they may be required to disclose informa9on without consent in 
order to take protec9ve ac9ons, including ini9a9ng hospitaliza9on, warning the poten9al vic9m, if iden9fiable, and/or calling the police.  

• If youre clinician believes that a client presents an imminent danger to his/her own health or safety, the therapist may be obligated to seek hospitaliza9on for him/
her, or to contact family members or others who can help provide protec9on.  

In the case of joint custody of a child and a minor is being treated through, the parent with whom the child does not reside may be informed of the child’s treatment 
here. Both parents have a legal right to be informed of their child’s treatment and progress. Both parents are allowed equal access to their child’s medical record.  If 
such a situa9on arises, your clinician will make every effort to fully discuss it with you before taking any ac9on and the therapist will limit any disclosure to what is 
necessary.  

Substance abuse informa9on and informa9on regarding health condi9ons such as HIV / AIDS are protected under NC General Statutes (122C) and the Federal Health 
Privacy Law (45 C.F.R. Parts 160 and 164) and the Federal Drug and Alcohol Confiden9ality Law (42 C.F.R. Part 2.)   

While this wriEen summary of excep9ons to confiden9ality should prove helpful in informing you about poten9al issues, it is important that we discuss any ques9ons 
or concerns that you may have now or in the future. The laws governing confiden9ality can be quite complex.  In situa9ons where specific advice is required, you may 
need to seek formal legal instruc9on. 

Upon request you will be provided with a no9ce of Privacy Prac9ces.  You should understand that it is your responsibility to read this no9ce and to ask your therapist 
for any addi9onal clarifica9on.  The Privacy Prac9ces are also posted in the wai9ng room.   

PROFESSIONAL RECORDS  
The laws and standards of our profession require that therapists keep Protected Health Informa9on about you in your Clinical Record. Except in unusual circumstances 
that involve danger to yourself and/or others or the record makes reference to another person (unless such other person is a health care provider) or your therapist 
believes that access is reasonably likely to cause substan9al harm to such other person, you may examine and/or receive a copy of your Clinical Record, if you request 
it in wri9ng. Because these are professional records, they can be misinterpreted and/or upseWng to untrained readers. For this reason, clinicians recommend that you 
ini9ally review them in your therapist’s presence, or have them forwarded to another mental health professional so you can discuss the contents. In most 
circumstances, this office is allowed to charge a copying fee.  Proprietary published test record forms may not be inspected and / or copied secondary to copyright 
restric9ons.  If you are refused access to records, you have a right of review, which will be discussed with you upon request.    

BILLING AND PAYMENTS  
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You will be expected to pay for each session at the 9me it is held, unless we agree otherwise or unless you have insurance coverage that requires another 
arrangement. Payment schedules for other professional services will be agreed to when they are requested. [In circumstances of unusual financial hardship, your 
therapist may be willing to nego9ate a fee adjustment or payment installment plan.]   An invoice may be sent to your home for any outstanding balance. 
If your account has not been paid for more than 60 days and arrangements for payment have not been agreed upon, this office has the op9on of using legal means to 
secure the payment. This may involve hiring a collec9on agency or going through small claims court which will require your therapist to disclose otherwise confiden9al 
informa9on. In most collec9on situa9ons, the only informa9on the clinician releases regarding a client’s treatment is his/her name, the nature of services provided, 
and the amount due. [If such legal ac9on is necessary, its costs will be included in the claim.]  

INSURANCE REIMBURSEMENT  
In order for you and your therapist to set realis9c treatment goals and priori9es, it is important to evaluate what resources you have available to pay for your 
treatment. If you have a health insurance policy, it will usually provide some coverage for mental health treatment. This office will fill out forms and provide you with 
whatever assistance we can in helping you receive the benefits to which you are en9tled; however, you (not your insurance company) are responsible for full payment 
of psychotherapy fees. It is very important that you find out exactly what mental health services your insurance policy covers.   

 You should also be aware that your contract with your health insurance company requires that therapists provide it with informa9on relevant to the services that we 
provide to you. Your therapist is required to provide a clinical diagnosis and actual dates of sessions. Some9mes the clinician is also required to provide addi9onal 
clinical informa9on such as treatment plans or summaries, or copies of your en9re Clinical Record. In such situa9ons, your therapist will make every effort to release 
only the minimum informa9on about you that is necessary for the purpose requested. This informa9on will become part of the insurance company files and will 
probably be stored in a computer. Though all insurance companies claim to keep such informa9on confiden9al, this office has no control over what they do with it 
once it is in their hands. Your clinician will provide you with a copy of any report we submit, if you request it. By signing this Agreement, you agree that your therapist 
can provide requested informa9on to your health insurance carrier. It is important to remember that you always have the right to pay for your psychotherapy services 
yourself to avoid the problems described above [unless prohibited by contract.]  

CONTACTING YOUR THERAPIST  
Due to the work schedules, your clinician oMen will not be immediately available by telephone. While therapists are usually in the office between 9 AM and 5 PM, they 
probably will not answer the phone when with a client. When your therapist is unavailable, the telephone is answered by voice mail or by the secretary who can 
contact the therapist. Your clinician will make every effort to return your call on the same day you make it, with the excep9on of weekends and holidays. If you are 
difficult to reach, please share some 9mes when you will be available in the message. [In aMer-hour emergencies, you should contact the therapist by calling our crisis 
line at (757) 490-4117.] If you are unable to reach a clinician, and feel that you can’t wait for us to return your call, contact Mobile Crisis or the nearest emergency 
room. If your clinician will be unavailable for an extended 9me, he / she will provide you with the name of a colleague to contact, if necessary.  

CONSENT TO EMAIL OR TEXT USAGE FOR APPOINTMENT REMINDERS AND OTHER HEALTHCARE COMMUNICATIONS 
Patients in our office may be contacted via email and/or text messaging to remind you of an appointment, to obtain feedback on your experience with our 
healthcare team, and to provide general health reminders or information. If at any time I provide an email or text address at which I may be contacted, I 
consent to receiving appointment reminders and other healthcare communications/information at that email or text address from the practice. 

__________(Patient Initials) I consent to receive text messages from the practice at my cell phone and any number forwarded or transferred to that 
number or emails to receive communication as stated above.  I understand that this request to receive emails and text messages will apply to all future 
appointment reminders/feedback/health information unless I request a change in writing. 

The cell phone number that I authorize to receive text messages for appointment reminders, feedback, and general health reminders/information 
is____________________________________. 
The email that I authorize to receive email messages for appointment reminders and general health reminders/feedback/information 
is________________________________________. 
This practice does not charge for this service, but standard text messaging rates may apply as provided in your wireless plan (contact your carrier for 
pricing plans and details). 

________(Patient initials) I do NOT consent to receive Text or email reminders for appointments/feedback/health information from the practice. 

COMPLAINTS 
If you are concerned that this office has violated your privacy rights, or you disagree with a decision we made about access to your records, you may contact the 
Privacy Officer at 252-335-2018.  A response to the complaint will be made within 72 business hours.  You will be provided with a no9ce, either verbally or in wri9ng, 
with a final result within 60 days.  Any explana9on will be given at that 9me.  There are addi9onal complaint review processes that are outlined in the No9ce of 
Privacy Prac9ces.   

CONTACT INFORMATION FOR DISABILITY RIGHTS AND THE DEPARTMENT OF HEALTH AND HUMAN SERVICES:   
You have the right to contact NC Disability Rights and/or the Department of Health and Human Services (DHHS) with regards to you experience of services within the 
context of treatment by Gemini Johnson, MSW LCSW in her professional posi9on as a psychotherapist at Albemarle Counseling Group. 
To contact Disability Rights:  Toll Free:  877-235-4210 Phone:  9119-856-2195  TTY:  888-268-5535  FAX:  919-856-2244  Email:  info@disabilityrightsnc.org 
To contact DHHS:  Phone:  919-855-5480 or DHHS, 2001 Mail Service Center, Raleigh, NC  27699-2001 

YOUR SIGNATURE BELOW INDICATES THAT YOU HAVE READ THE INFORMATION IN THIS DOCUMENT AND AGREE TO ABIDE BY ITS TERMS DURING OUR 
PROFESSIONAL RELATIONSHIP.  If you are consen9ng to treatment for another person, you MUST be legally responsible for the individual and en9tled to consent to 
treatment for them. 

______________________________________  ________________ 
Signature      Date 
Client or Legally Responsible Person  
      
Ini9al to indicate understanding __________
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______________________________________    for ______________________________  
Printed Name      Client Name 

______________________________________  _________________ 
Witness       Date 

Ini9al to indicate understanding __________


