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INFORMED CONSENT FOR TREATMENT 

Welcome to my practice. This Consent for Treatment form is intended to provide you with important information about my 
professional practices, policies, and procedures, and to clarify the terms and conditions of my professional therapeutic 
relationship with you. As a client, you have certain rights that you should be aware of, but there are also limitations to those 
rights. As a therapist, I have certain rights and responsibilities to you as well. Please read this form carefully and ask me any 
questions that you may have before signing it. Once it is signed, it represents an agreement between us.  
 
RISKS AND BENEFITS OF THERAPY 
Psychotherapy is a process in which therapist and client explore the client’s thoughts, feelings, 
experiences, motivations, and memories for the purpose of creating positive change. It is a joint effort 
between therapist and client. Progress and success may vary depending upon the particular problem(s) or 
issue(s) being addressed as well as many other factors. Participating in therapy often leads to a number of 
benefits, such as increased self-awareness, clarity about one’s problems and/or difficulties, reduced 
symptom(s) or distress, resolution of specific concerns, increased ability to make decisions that facilitate 
emotional well-being and relational satisfaction, and more. However, there is no guarantee that therapy 
will yield any or all of these benefits.  
 
Participating in therapy may also involve some discomfort, including experiencing uncomfortable or 
strong feelings, which may be unexpected. I may invite you to consider different perspectives or 
strategies, which may impact you in unintended or negative ways. Sometimes therapy may result in 
making important decisions that family members and/or loved ones may not agree with or support. The 
process of therapy may also result in changes that were not originally intended. Change may come easily 
and swift at times, and it may be slow and frustrating. I will periodically ask you about the therapy, our 
progress, my interventions, and your experience. I welcome all of your thoughts and feelings in therapy, 
and I encourage you to share any questions, concerns, feedback, or complaints with me at any time. You 
may also refrain from answering any questions or discuss any topic at any time. 
 
THERAPIST INFORMATION 
I am a Licensed Marriage and Family Therapist in the state of California (LMFT50492). I have 
advanced training in several theoretical orientations, including psychoanalytic psychotherapy, 
humanistic and existential psychologies, strategic and structural family therapies, systems theory, 
attachment theory, cognitive behavioral therapy, and various evidenced-based practices. I have worked 
extensively with adolescents, adults, couples, families, and groups since 2003, and I have expertise in 
treating a wide range of emotional, relational, and psychological conditions. 
 
PHILOSOPHY AND APPROACH  
My approach emphasizes the central role relationships play in shaping who we are. It also recognizes 
that the quality of our connections with others influences our degree of fulfillment and satisfaction. That 
said, our exploration will include your inner thoughts and feelings as well as your relational experiences 
past and present so that we can address the underlying causes and contributing factors related to your 
concern(s). At times, it may be helpful for us to consider your experience within the therapeutic 
relationship. Through the therapeutic process, I help you consider any habits or patterns that you may 
like to change, and I assist you in cultivating new patterns as we create opportunities for you to think and 
feel differently, make different decisions, and interact in new ways. 
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CONFIDENTIALITY 
All information disclosed within sessions, including that of minors, is confidential and may not be 
revealed to anyone without written permission except where disclosure is permitted or required by law. 
Disclosure may be required in the following circumstances: when there is a reasonable suspicion of abuse 
to a child, dependent, or elder adult; when the client or credible third person communicates a serious 
threat of bodily injury to others; when the therapist has a reasonable belief that the client may be a 
danger to him or herself, others, or the property of others; or, when disclosure is otherwise required by 
law. I participate in regular professional consultation. In such cases, neither your (or your child’s) name 
or any identifying information is revealed. 
 
FEES & PAYMENT 
My current fee is $150.00 per 50-minute session. Sessions that are longer than 50 minutes are prorated 
and discussed in advance. I accept cash, check, debit, and credit cards. Payment is due at the time 
services are rendered, preferable at the start of each session. If you find that you are unable to continue 
paying for therapy, please inform me so that we can consider what options may be available to you. I 
reserve the right to periodically adjust my fee, and I inform clients in advance of any fee adjustment.  
 
INSURANCE 
I currently accept Anthem Blue Cross insurance. For other insurance plans, I am considered an out-of-
network provider and can provide a statement of services for you to submit for possible reimbursement. 
You are responsible for any deductibles and co-payments, and I collect co-payments at the time services 
are rendered. Please review my cancellation policy carefully, as insurance companies do not reimburse 
for same-day cancellations or missed appointments. If you are not eligible at the time services are 
rendered, you will be responsible for payment of the full session fee(s). 
 
DIAGNOSIS 
If a third party, such as an insurance company, is paying for part of your (or your child’s) treatment, I 
am normally required to give a diagnosis to that third party in order to be paid. Diagnoses are technical 
terms that describe the nature, severity, and duration of the symptom(s) or problem(s) that you (or your 
child) are experiencing. If I am required to use a diagnosis, I will discuss it with you. Keep in mind that I 
have no control over what your insurance company does with that information. Please refer to my 
Notice of Privacy Practices for more information.  
 
SESSIONS  
I typically meet with clients on a weekly basis. However, more or less frequency may make sense 
depending on your (or your child’s) needs. Standard sessions are 50 minutes and will begin and end on 
time. If you are going to be late, please call and let me know you. 
 
THERAPIST AVAILABILITY  
The best way to contact me is by calling my office at (805) 845-5212. While I am often not immediately 
available by telephone, you may leave a confidential voicemail when necessary. I check voicemail 
regularly, and I return calls as soon as I am able, usually within 24 hours or the next business day, 
excluding holidays. If I am going to be away for an extended period of time, such as on vacation, I will 
inform you in advance and I may provide the name of a colleague for you to contact in my absence as 
needed. Please limit email communication to scheduling only, as email communication can be easily 
compromised. Other than scheduling appointments, I will not review or respond to emails from you or 
from someone on your behalf. I do not text clients. 
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EMERGENCIES 
If you are having a psychiatric emergency, please call 911 or go to the nearest emergency room. You 
may also call the local 24-hour toll-free Crisis Response and Service Access Line at (888) 868-1649. 
While I check voicemail regularly and return calls as soon as I am able, I am often not immediately 
available by telephone. If you are experiencing an urgent matter that is not an emergency, please 
indicate this clearly on any voicemail message(s) and we can discuss if an additional session may help. 
 
CANCELLED/MISSED APPOINTMENTS  
Therapy is most helpful when attended consistently. If you need to cancel or change your appointment, I 
require at least twenty-four (24) hours’ notice. If an appointment is cancelled or missed with less than 
twenty-four (24) hours’ notice, you will be responsible for payment of the full session fee or according to 
your health insurance rules. Please note that insurance companies do not reimburse for same-day 
cancellations or missed appointments. If my schedule allows for us to meet at an alternate time within 
the same week, I am willing to wave the cancellation fee. 
 
CASE-RELATED TELEPHONE CALLS 
At your request and with your written authorization, I may communicate with people other than you on 
your (or your child’s) behalf. If such calls become more than periodic and require frequent case-related 
telephone time outside of scheduled sessions, I may initiate billing for calls exceeding 10 minutes. Billing 
for any case-related calls is discussed in advance and calls are prorated based on the full session fee. 
 
RECORDS AND RECORD-KEEPING  
I am required by law to keep a written record of your treatment. These records are confidential and 
considered the sole property of the therapist. Any requests for a copy of treatment records must be made 
in writing. I reserve the right to provide you with a treatment summary in lieu of actual records. I also 
reserve the right to refuse to produce a copy of the record under certain circumstances, but may, as 
requested, provide a copy of the record to another treating health care provider. Please review my 
Notice of Privacy Practices for more information. 
 
LITIGATION CHARGES 
If I am required to attend a deposition, hearing, or other legal proceeding in the capacity of your current 
or past therapist, you will be billed at $250.00 per hour for my time, including preparation and travel 
time as well as the time I spend at the legal proceeding. If you are a current or past client, my testimony 
will not include any forensic opinions.  
 
ENDING THERAPY  
Ideally, therapy ends when the therapeutic goals have been met and/or there is no more work to do. 
However, you have the right to end therapy at any time. If you are considering ending therapy, I 
encourage you to bring it up with me in advance so that we can plan for closure. I may terminate 
psychotherapy services at my discretion, and I may consider termination if: I do not believe that I can 
provide you with effective treatment; your needs are outside the scope of my experience or training; you 
desire to terminate treatment or we mutually agree it is time to terminate treatment; you do not follow 
my treatment recommendations; a conflict of interest develops; you fail to pay my fee on a timely basis; 
or, either you or I believe it is in your best interest. If either you or I decide to terminate therapy, I will 
recommend at least one closure session and I can offer referrals to other qualified providers in the 
community as needed or appropriate. 
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TREATMENT OF MINORS 
I generally require the consent of both parents prior to providing any services to a minor. However, 
there are exceptions to this and there are circumstances under which a minor can consent to his or her 
own treatment. Psychotherapy is most effective when there is a trusting and confidential relationship 
between therapist and client. While I will keep parents or caregivers informed about a minor’s progress 
in treatment in general terms, I do not share or discuss the detailed discussions I have with minors. 
Please review the Confidentiality section for information about when disclosure is permitted or required 
by law.  
 
ADDRESS CHANGES 
Please advise me if you change your address, telephone number, or place of employment. 
 
ACKNOWLEDGEMENT AND AGREEMENT FOR INFORMED CONSENT 
I have read and fully understand this Consent for Treatment Agreement. I have raised and discussed any questions and had 
them answered to my satisfaction. I agree to abide by the terms and conditions of this Agreement and I consent to participate 
in psychotherapy with Beth Pratt, LMFT. 
 
 
____________________________________  ____________________________________ 
Client/Parent/Guardian Name (please print)  Date 
 
____________________________________ 
Signature of Client/Parent/Guardian 


