Heather M. Berberet, Psy.D. PSY16920
3101 Fourth Avenue
San Diego, CA 92103
619.379.8513

Returning Patient Update form

Please take a few moments to update me with your current contact information and what
has been happening in your life since we are last worked together.

Today’s Date: Your Name:

Your address:

City: Zip:

Date of birth: SS#:

Telephone: Discretion necessary? Best Days/Times to call
Home: ( ) 4 Yes dNo Q anytime O Business Hours
Cell: ( ) 4 Yes dNo Q anytime O Business Hours
Work: ( ) dYes dNo Q anytime O Business Hours

Emergency Contact

If there is an emergency during our work together, or | become concerned about your personal
safety, | am required by law and by the rules of my profession to contact someone close to you—
perhaps a relative, partner/spouse, or close friend. | am also required to contact this person, or the
authorities, if | become concerned about your harming someone else. Please write down the name
and information of your chosen contact person in the blanks provided:

Name: Relationship to you
Address:
Telephone: Home: ( ) Other: ( )

Authorization to Contact Emergency Contact

By signing below, | authorize Heather M. Berberet, Psy.D. to contact the above named person in the event of an
emergency. | understand that Dr. Berberet will disclose only such information as is necessary to protect my health and
safety and/or the safety of others. | also understand that this authorization may not be used under any other circumstance
without my express permission.

Your Signature Date:
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What’s Going On With You?

Relationship Status:

Q Single, not dating Q Single, dating one

3101 Fourth Avenue
San Diego, CA 92103
619.379.8513

Q Single, dating several

Qa Committed relationship Q Married/Registered Domestic Partner Q Divorced O Widowed

d Other:

Parental Status:

Q No children Q Biological Parent (Number of children? )

Q Step-parent/Co-parent Q Foster parent

a Grandparent Other:

Q Adoptive parent

Employment Status:

Q Full-time O Full-time parent in the home

4 Part-time QO Student

Q Unemployed Q Retired Q On leave/disability/sabatical

What is your average monthly income from ALL sources over the past year? $

Sources of Income (please check all that apply) (adults only):

QJob Q Unemployment

Q Child Support Q SsI/sDl
Your home today

Q Savings

Q Family (e.g. spouse, partner, parents)
Q Retirement Q Other:

Please complete the table below by listing all of the people who currently live in your home

First Name

Age

Relationship to You
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Your Health:
Have you had any serious illnesses since we last worked together? 0Q Yes a No
Do you currently have any serious illnesses? QYes a No

If you answered “Yes” to either question above, please describe:

Are you currently seeing a counselor of therapist? QaYes a No

Please list any psychological medications you are taking right now:

Medication name Dosage For what reason?
Do you currently drink alcohol? UYes UNo
Please tell me which drugs you have used in the last 6 months U None
4 Marijuana U Hashish 4 Cocaine 4 Crack U Meth/crystal
U Speed U Steroids 4 Mushrooms U Acid Heroin
4 Inhalants akK ax U Barbituates/Tranquilizers

O Others (please list):

Legal

Have the police or other law enforcement agents every been called to your home
since we last worked together? UYes UNo

Have you been arrested since we last worked together? 1 Yes U No

Have you been on any type of probation or parole since we last worked together? UYes UNo

Health Insurance:

Do you have health insurance? QYes QNo

Does your policy cover counseling? QYes QNo 0O Don’t know
Name of insurance company:
Name of policy holder:
Policy Number: Group Number:
Contact number for Behavioral Health Care benefits: ( )
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San Diego, CA 92103

3101 Fourth Avenue

619.379.8513

BRIEF SYMTPOM CHECKLIST

Below is a list of problems people sometimes have. Please read each one carefully and
circle the number that best describes how much that problem has bothered you DURING THE
LAST 14 DAYS (TWO WEEKS), INCLUDING TODAY. Circle only one number for each problem
and please do not skip any.

Not A little Quite

HOW MUCH WERE YOU BOTHERED BY: at all bit Some alot Extremely
1. Nervousness or shakiness inside 0 1 2 3 4
2. Faintness or dizziness 0 1 2 3 4
3. The idea that someone else can control

you thoughts 0 1 2 3 4
4. Feeling others are to blame for most

of your troubles 0 1 2 3 4
5. Trouble remembering things 0 1 2 3 4
6. Feeling easily annoyed or irritated 0 1 2 3 4
7. pains in the heart or chest 0 1 2 3 4
8. Feeling afraid in open spaces or

on the street 0 1 2 3 4
9. Feeling that most people cannot be trusted 0 1 2 3 4
10. Thoughts of ending your life 0 1 2 3 4
11.Poor appetite 0 1 2 3 4
12. Suddenly scared for no reason 0 1 2 3 4
13. Temper outbursts that you could

not control 0 1 2 3 4
14. Feeling lonely even when

you are with people 0 1 2 3 4
15. Feeling blocked in getting things done 0 1 2 3 4
16. Feeling lonely 0 1 2 3 4
17. feeling blue 0 1 2 3 4
18. Feeling no interest in things 0 1 2 3 4
19. Feeling fearful 0 1 2 3 4
20. Your feelings being easily hurt 0 1 2 3 4
21. Feeling that people are unfriendly

or dislike you 0 1 2 3 4
22. Feeling inferior to other 0 1 2 3 4
23. Nausea or upset stomach 0 1 2 3 4
24. Feeling that you are watched or talked

about by others 0 1 2 3 4
25. Trouble falling asleep 0 1 2 3 4
26. Having to check and double check

what you do 0 1 2 3 4
27. Difficulty making decisions 0 1 2 3 4
28. Feeling afraid to travel on busses,

subways, trains, airplanes 0 1 2 3 4
29. Trouble getting your breath 0 1 2 3 4
30. Hot or cold spells 0 1 2 3 4
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Not A little Quite

HOW MUCH WERE YOU BOTHERED BY: at all bit Some alot Extremely
31. Having to avoid certain things,

places, or activities because they

frighten you 0 1 2 3 4
32. Your mind going blank 0 1 2 3 4
33. Numbness or tingling in parts of your body 0 1 2 3 4
34. the idea that your should be punished

for your sins 0 1 2 3 4
35. Feeling hopeless about the future 0 1 2 3 4
36. Trouble concentrating 0 1 2 3 4
37. Feeling weak in parts of your body 0 1 2 3 4
38. Feeling tense or keyed up 0 1 2 3 4
39. Thoughts of death or dying 0 1 2 3 4
40. Having urges to beat, injure, or

harm someone 0 1 2 3 4
41. Having urges to break or smash things 0 1 2 3 4
42. Feeling very self-conscious with others 0 1 2 3 4
43. Feeling uneasy in crowds, such as

shopping or at a movie 0 1 2 3 4
44, Never feeling close to another person 0 1 2 3 4
45, Spells of terror or panic 0 1 2 3 4
46. Getting into frequent arguments 0 1 2 3 4
47. Feeling nervous when you are left alone 0 1 2 3 4
48. Others not giving you proper credit for

your achievements 0 1 2 3 4
49. Feeling so restless that you couldn’t

sit still 0 1 2 3 4
50. feelings of worthlessness 0 1 2 3 4
51. Feeling that people will take advantage

of you if you let them 0 1 2 3 4
52. Feelings of guilt 0 1 2 3 4
53. The idea that something is wrong

with you 0 1 2 3 4
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CHECKLIST OF DIFFICULT LIFE EVENTS

Below is a list of life events that many people have experienced and which can be difficult. Please place

check marks next to the events you have experienced since we last worked together.

U Your parent(s) died when you were a child

4 Your own child died

U Your heterosexual partner/spouse died

U Your same-sex partner/spouse died

4 You were robbed

U You were physically assaulted by an opposite
sex stranger

U You were physically assaulted by a same-sex
stranger

U4 You were the victim of a hate crime

U You witnessed your parents physically fighting
when you were a child

U You were sexually harassed at school or work by
a member of the opposite sex

4 You were sexually harassed at school or work by
a member of the same sex

U You were sexually assaulted by a member of the
opposite sex

U You were sexually assaulted by a member of the
same sex

U Your parent(s) was/were addicted to

drugs/alcohol

4 You were sexually abused as a child

U You were physically abused as a child

U Your parents divorced

4 You were removed from your parent” home by
the authorities

U Your parent was placed in jail

U You were arrested

U You were placed in jail

U You witnessed street violence or a violent crime

U You were forced to leave your country (refugee)

U You had an abortion

4 You were diagnosed with a life-threatening illness

U You tested positive for HIV

U You got a heterosexual divorce

U You were separated or divorced from your same-
sex life partner

4 Your partner was diagnosed with a life-
threatening illness

U Your partner tested positive for HIV

4 You were addicted to drugs/alcohol

U You sexually assaulted someone

U You physically assaulted someone
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Important Information for Clients

Although we have worked together before, there may have been changes in my policies and procedures
since we’ve seen each other.

This brochure will provide you with all of my current policies and procedures.

e This brochure talks about the following in a general way:

e What the risks and benefits of therapy are.

¢ What the goals of therapy are, and what my methods of treatment are like.
e How long therapy might take.

e How much my services cost, and how | handle money matters.

e Otherimportant areas of our relationship.

After you read this brochure we can discuss, in person, how these issues apply to your own situation. This
brochure is yours to keep and refer to later. Please read all of it and mark any parts that are not clear to you.
Write down any questions you think of, and we will discuss them at our next meeting. When you have read and
fully understood this brochure, | will ask you to sign it at the end. As you will see, there are two signature pages-
please sign both. | will also sign them and we will each take a one for our records.

After this brochure you will find two agreements. The first is an Authorization for Psychological Treatment. This
agreement states that you have received all of the information in this packet and that you understand it. It also
gives me permission to provide you with counseling. This agreement creates a therapist-client relationship
between the two of us. Please remember that you can end this relationship at any time. The next agreement is
our Fee Agreement. Outlined in this agreement are the fee arrangements you and | will make during our session
together. This is a very important agreement because it also creates a therapist-client relationship. You can
either sign these two agreements now, or wait until we meet. There are two copies of each agreement- one
copy is for your records and one copy | keep for your file. If you choose to sign these agreements before we
meet, please sign both of them.

After the agreements, you will find a series of hand-outs which explain a few important issues in more detail.
These handouts are:

The Rights of Clients

Information You Have a Right to Know (This suggests good questions you may want to ask me.)
Limits of the Therapy Relationship: What Clients Should Know

Client-Therapist Contact: Proper and Improper Conduct

What You Should Know about Confidentiality in Therapy

What You Should Know about Managed Care and Your Treatment

KO OW R OW R

Please take these hand-outs with you-they are yours to keep.
About Psychotherapy

Because you will be putting a good deal of time, money, and energy into therapy, you should choose a
therapist carefully. | strongly believe you should feel comfortable with the therapist you choose, and hopeful
about the therapy. When you feel this way, therapy is more likely to be very helpful to you. Let me describe
how | see therapy.

My theoretical approach is based on the understanding that you learned many lessons about how to act in the
world when you were a child. Some of these lessons were helpful to you when you became an adult and left
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home, and some of them weren’t. | also understand that, as adults, we continue to learn lessons every day,
and like when we were kids, sometimes these lessons are helpful and sometimes they aren’t. When we act
according to the things we learned from unhelpful lessons, we aren’t as happy as we want to be.

| also understand that how we think about things has a big impact on how we feel about things.

Finally, | understand that people treat some people negatively because of who they are (for example,
race/ethnicity, sexual orientation, age, sex/gender) and this type of negative treatment because can have a
big impact on how you feel about yourself and the world around you.

These understandings and their respective therapies are called (respectively) psychodynamic theory,
cognitive-behavioral theory & therapy, and feminist theory and therapy. If you would like to know more about
who developed these theories and therapies, please ask.

In combination, these theories and therapies form the primary ways |, as your therapist, will come to understand
you and work to help you.

| have two primary goals when working with clients. First, | want to help you understand yourself better. As a
therapist, | think it is my job to help you see yourself more clearly. When you are able to see what you do that
helps and hurts you, it is then easier to make changes in your life. Secondly, it is my job to give you the tools you
need to create the life that you want. Together, achieving these goals can make a big difference in how
happy and satisfied you are with your life.

During our sessions, you will bring up whatever is on your mind and what is happening in your life. Depending on
what you bring up, we may try to find times in your life where you had a similar set of thoughts and feelings and
the lessons you learned. Another thing we may do is try to discover any additional thoughts or feelings about
what is happening. We may talk about other issues in your current life that may impact your feelings and
thoughts about this particular situation, or | may ask questions as | try to really understand and “step into your
shoes” about the situation. These are common things | may do in session, but | may try something else. Please
remember that at any time you can ask me about why | did or said something, what my goals are, and how
what | have asked you to do will achieve those goals.

Sometimes, | take notes during our meetings. You may find it useful to take your own notes, and also to take
notes outside the office. You could also tape-record our meetings to review at your leisure at home.

By the end of our first or second session, | will tell you how | see your case at this point and how | think we should
proceed. | view therapy as a partnership between us. You define the problem areas to be worked on; | use
some special knowledge to help you make the changes you want to make. Psychotherapy is not like visiting a
medical doctor. It requires your very active involvement. It requires your best efforts to change thoughts,
feelings, and behaviors. For example, | want you to tell me about important experiences, what they mean to
you, and what strong feelings are involved. This is one of the ways you are an active partner in therapy.

| expect us to plan our work together. In our treatment plan we will list the areas to work on, our goals, the
methods we will use, the time and money commitments we will make, and some other things. | expect us to
agree on a plan that we will both work hard to follow. From time to time, we will look together at our progress
and goals. If we think we need to, we can then change our treatment plan, its goals, and its methods.

An important part of your therapy will be practicing new skills that you will learn in our sessions. | will ask you to
practice outside our meetings, and we will work together to set up homework assignments for you. | might ask
you to do exercises, to keep records, and perhaps to do other tasks to deepen your learning. You will probably
have to work on relationships in your life and make long-term efforts to get the best results. These are important
parts of personal change. Change will sometimes be easy and quick, but more often it will be slow and
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frustrating, and you will need to keep trying. There are no instant, painless cures and no “magic pills.” However,
you can learn new ways of looking at your problems that will be very helpful for changing your feelings and
reactions.

Most of my clients see me once a week for 3 to 4 months. After that, we sometimes meet less often for several
more months. We may also continue to meet every week for several more months. Therapy then usually comes
to an end. The process of ending therapy, called “termination,” can be a very valuable part of our work.
Stopping therapy should not be done casually, although either of us may decide to end it if we believe itis in
your best interest. If you wish to stop therapy at any time, | ask that you agree now to meet then for at least one
session to review our work together. We will review our goals, the work we have done, any future work that
needs to be done, and our choices. If you would like to take a “time out” from therapy to try it on your own, we
should discuss this. We can often make such a “time out” be more helpful.

The Benefits and Risks of Therapy

As with any powerful treatment, there are some risks as well as many benefits with therapy. You should think
about both the benefits and risks when making any treatment decisions. For example, in therapy, there is a risk
that clients will, for a time, have uncomfortable levels of sadness, guilt, anxiety, anger, frustration, loneliness,
helplessness, or other negative feelings. Clients may recall unpleasant memories. These feelings or memories
may bother a client at work or in school. In addition, some people in your community may mistakenly view
anyone in therapy as weak, or perhaps as seriously disturbed or even dangerous. Also, clients in therapy may
have problems with people important to them. Family secrets may be told. Therapy may disrupt a marital
relationship and sometimes may even lead to a divorce. Sometimes, too, a client’s problems may temporarily
worsen after the beginning of treatment. Most of these risks are to be expected when people are making
important changes in their lives. Finally, even with our best efforts, there is a risk that therapy may not work out
well for you.

While you consider these risks, you should know also that the benefits of therapy have been shown by scientists
in hundreds of well-designed research studies. People who are depressed may find their mood lifting. Others
may no longer feel afraid, angry, or anxious. In therapy, people have a chance to talk things out fully until their
feelings are relieved or the problems are solved. Clients’ relationships and coping skills may improve greatly.
They may get more satisfaction out of social and family relationships. Their personal goals and values may
become clearer. They may grow in many directions—as persons, in their close relationships, in their work or
schooling, and in the ability to enjoy their lives.

| do not take on clients | do not think | can help. Therefore, | will enter our relationship with optimism about our
progress.

Consultations

If you could benefit from a treatment | cannot provide, | will help you to get it. You have a right to ask me
about such other treatments, their risks, and their benefits. Based on what | learn about your problems, | may
recommend a medical exam or use of medication. If | do this, | will fully discuss my reasons with you, so that you
can decide what is best. If you are treated by another professional, | will coordinate my services with them and
with your own medical doctor.

If for some reason treatment is not going well, | might suggest you see another therapist or another professional
in addition to me. As a responsible person and ethical therapist, | cannot continue to treat you if my treatment
is not working for you. If you wish for another professional’s opinion at any time, or wish to talk with another
therapist, | will help you find a qualified person and will provide him or her with the information needed.
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What to Expect from Our Relationship

As a professional, | will use my best knowledge and skills to help you. This includes following the standards of the
American Psychological Association, or APA. In your best interests, the APA puts limits on the relationship
between a therapist and a client, and | will abide by these. Let me explain these limits, so you will not think they
are personal responses to you.

First, | am licensed and trained to practice psychology—not law, medicine, finance, or any other profession. |
am not able to give you good advice from these other professional viewpoints.

Second, state laws and the rules of the APA require me to keep what you tell me confidential (that is, private).
You can trust me not to tell anyone else what you tell me, except in certain limited situations. | explain what
those are in the “About Confidentiality” section of this brochure. Here | want to explain that | try not to reveal
who my clients are. This is part of my effort to maintain your privacy. If we meet on the street or socially, | may
not say hello or talk to you very much. My behavior will not be a personal reaction to you, but a way to
maintain the confidentiality of our relationship. However, if you would like to have a brief conversation or
introduce me to the people you are with, that is just fine.

Third, in your best interest, and following the APA’s standards, | can only be your therapist. | cannot have any
other role in your life. | cannot, now or ever, be a close friend or socialize with any of my clients. | cannot be a
therapist to someone who is already a friend. | can never have a sexual or romantic relationship with any client
during, or after, the course of therapy. | cannot have a business relationship with any of my clients, other than
the therapy relationship.

Even though you might invite me, | will most likely not attend your family gatherings, such as parties or
weddings.

As your therapist, | will not celebrate holidays or give you gifts; | may not notice or recall your birthday and may
not receive any of your gifts eagerly.

About Confidentiality

| will treat with great care all the information you share with me. It is your legal right that our sessions and my
records about you be kept private. That is why | ask you to sign a “release-of-records” form before | can talk
about you or send my records about you to anyone else. In general, | will tell no one what you tell me. | will not
even reveal that you are receiving treatment from me.

In all but a few rare situations, your confidentiality (that is, your privacy) is protected by state law and by the
rules of my profession. Here are the most common cases in which confidentiality is not protected:

1. If you were sent to me by a court or an employer for evaluation or treatment, the court or employer expects
a report from me. If this is your situation, please talk with me before you tell me anything you do not want the
court or your employer to know. You have a right to tell me only what you are comfortable with telling.

2. Are you suing someone or being sued? Are you being charged with a crime? If so, and you tell the court
that you are seeing me, | may then be ordered to show the court my records. Please consult your lawyer about
these issues.

3. If you make a serious threat to harm yourself or another person, the law requires me to try to protect you or
that other person. This usually means telling others about the threat. | cannot promise never to tell others about
threats you make.
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4. If | believe a child or a senior has been or will be abused or neglected, | am legally required to report this to
the authorities.

There are two situations in which | might talk about part of your case with another therapist. | ask now for your
understanding and agreement to let me do so in these two situations.

First, when | am away from the office for a few days, | have two trusted fellow therapist “cover” for me. One of
these therapists will be available to you in emergencies. Therefore, he or she needs to know about you. Of
course, this therapist is bound by the same laws and rules as | am to protect your confidentiality. The name of
these therapists are Dr. Martin Doucett and Dr. Amanda Quayle.

Second, | sometimes consult other therapists or other professionals about my clients. This helps me in giving high-
quality treatment. These persons are also required to keep your information private. Your name will never be
given to them, and they will be told only as much as they need to know to understand your situation.

For the purpose of these consultations, | may want to make audio or video recordings of our sessions. | will
review the recordings with my consultant to assist with your treatment. | will ask your permission to make any
recording. | promise to destroy each recording as soon as | no longer need it, or, at the latest, when | destroy
your case records. You can refuse to allow this recording, or can insist that the recording be edited.

Except for the situations | have described above, | will always maintain your privacy. | also ask you not to
disclose the name or identity of any other client being seen in this office.

| make every effort to keep the names and records of clients private. | will try never to use your name on the
telephone, if clients in the office can overhear it.

If your records need to be seen by another professional, or anyone else, | will discuss it with you. If you agree to
share these records, you will need to sign a release form. This form states exactly what information is to be
shared, with whom, and why, and it also sets time limits. You may read this form at any time. If you have
questions, please ask me.

It is my office policy to destroy clients’ records 15 years after the end of our therapy. Until then, | will keep your
case records in a safe place.

If | must discontinue our relationship because of iliness, disability, or other presently unforeseen circumstances, |
ask you to agree to my transferring your records to another therapist who will assure their confidentiality,
preservation, and appropriate access.

If we do family or couple therapy (where there is more than one client), and you want to have my records of
this therapy sent to anyone, all of the adults present will have to sign a release.

As part of cost control efforts, an insurance company will sometimes ask for more information on symptoms,
diagnoses, and my treatment methods. It will become part of your permanent medical record. | will let you
know if this should occur and what the company has asked for. Please understand that | have no control over
how these records are handled at the insurance company. My policy is to provide only as much information as
the insurance company will need to pay your benefits.

You can review your own records in my files at any time. You may add to them or correct them, and you can

have copies of them. | ask you to understand and agree that you may not examine records created by
anyone else and sent to me.
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In some very rare situations, | may temporarily remove parts of your records before you see them. This would
happen if | believe that the information will be harmful to you, but | will discuss this with you.

My Background

| am a psychologist with 9 years of experience. For the past 5 years, | have had my own office for the general
practice of clinical psychology. | am trained and experienced in doing one-on-one and couple therapy with
adults (18 years and over), with special training in working with LGBT individuals and couples. | also have
significant training and experience helping parents (birth, step, adoptive, and foster parents) manage the
behavior of their children. Earlier in my career, | worked in clinics and similar settings. | hold these qualifications:

e | have a doctoral degree in clinical psychology from the California School of Professional Psychology at
Alliant International University, whose program is approved by the American Psychological Association
(APA).

e | completed an internship in clinical psychology.

e |amlicensed as a psychologist in California (License #PSY16920)

¢ | am a member of the APA.

About Our Appointments

The very first time | meet with you for a full session, we will need to give each other much basic information. For
this reason, | usually schedule 1-2 hours for this first meeting. Following this, we will usually meet for a 50-minute
session once or twice a week, then less often. We can schedule meetings for both your and my convenience. |
will tell you at least two weeks in advance of my vacations or any other times we cannot meet. Please ask
about my schedule in making your own plans.

In general, | take two weeks off in December over the Christmas holidays and two weeks off during the summer
months. In addition, | have to travel to conferences 6-8 times a year. As often as possible, | will work with you to
reschedule your appointment if | will be out of town during your regularly scheduled appointment.

An appointment is a commitment to our work. We agree to meet here and to be on time. If | am ever unable
to start on time, | ask your understanding. | also assure you that you will receive the full time agreed to. If you
are late, we will probably be unable to meet for the full time, because it is likely that | will have another
appointment after yours.

A cancelled appointment delays our work. | will consider our meetings very important and ask you to do the
same. Please try not to miss sessions if you can possibly help it. When you must cancel, please give me at least a
week’s notice. Your session time is reserved for you. | am rarely able to fill a cancelled session unless | know a
week in advance. If you give me less that 48 hours notice, or fail to attend an appointment which you had not
cancelled, you will be charged my full fee for that session. If you start to miss a lot of sessions, | will have to
charge you for the lost time unless | am able to fill it. Your insurance will not cover charges for late cancelled or
missed appointments.

Unless we are meeting as a family, | request that you do not bring children with you if they are young and need
babysitting or supervision, which | cannot provide. | do not have toys, but | can provide reading materials and
games suitable for older children.

Fees, Payments, and Billing

Payment for services is an important part of any professional relationship. This is even more true in therapy; one
treatment goal is to make relationships and the duties and obligations they involve clear. You are responsible
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for seeing that my services are paid for. Meeting this responsibility shows your commitment and ability to
manage life responsibilities.

My current regular fees are as follows. My fees do change periodically and you will be given advance notice
prior to any fee changes.

Regular therapy services: For a session of 45 minutes, the fee is $150. This fee includes the 45-50 minutes that we
will meet together and 10-15 minutes | use to document our meeting, bill for your treatment, or do other
“business” on you behalf. Therefore, your fee includes a full hour of time, of which 45-50 minutes if spent in a
face to face meeting. Please pay for each session at its end. | have found that this arrangement helps us stay
focused on our goals, and so it works best. It also allows me to keep my fees as low as possible, because it cuts
down on my bookkeeping costs. | suggest you make out your check before each session begins, so that our
time will be used best. Other payment or fee arrangements must be worked out before the end of our first
meeting.

Telephone consultations: | believe that telephone consultations may be suitable or even needed at times in our
therapy. Very brief “check-in” calls are provided at no additional cost to you. However, if you need an
extended call that lasts longer than 15 minutes, | will charge you our regular fee, prorated over the time
needed. If | need to have long telephone conferences with other professionals as part of your treatment, you
will be billed for these at the same rate as for regular therapy services. If you are concerned about all this,
please be sure to discuss it with me in advance so we can set a policy that is comfortable for both of us. Of
course, there is no charge for calls about appointments or similar business.

Extended sessions: Occasionally it may be better to go on with a session, rather than stop or postpone work on
a particular issue. In addition, there are times when we agree upon an extended session(s). When this extension
is more than 10 minutes, | will tell you, because sessions that are extended beyond 10 minutes will be charged
on a prorated basis.

Reports: | will not charge you for my time spent making routine reports to your insurance company. However, |
will have to bill you for any extra-long or complex reports the company might require. The company will not
cover this fee.

Other services: Charges for other services, such as hospital visits, consultations with other therapists, home visits,
or any court-related services (such as consultations with lawyers, depositions, or attendance at courtroom
proceedings) will be based on the time involved in providing the service at my regular fee schedule. Some
services may require payment in advance.

Late Cancellations and “No Shows” : Please provide notice to cancel your appointment at least 48 hours prior
to your appointment time. Late cancellations (less than 48 hours notice) or “no shows” will be charged my full
fee of $150, regardless of a lower fee we may have agreed to. Appointments that are cancelled late, but
which are rescheduled and attended within the same week, will not be subject to additional fees.

| realize that my fees involve a substantial amount of money, although they are well in line with similar
professionals’ charges. It is one of the reasons that | work hard during your session. Of course, the more effort
you put into your treatment, the more helpful it will be to you.

I will assume that our agreed-upon fee-paying relationship will continue as long as | provide services to you. | will
assume this until you tell me in person, by telephone, or by certified mail that you wish to end it. You have a
responsibility to pay for any services you receive before you end the relationship.

Because | expect all payment at the time of our meetings, | usually do not send bills. However, if we have
agreed that | will bill you, | ask that the bill be paid within 30 days of when you get it.
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At your request, | will send you a statement at the end of each month. The statement can be used for health
insurance claims, as described in the next section. It will show all of our meetings, the charges for each, how
much has been paid, and how much (if any) is still owed. At the end of treatment, and when you have paid for
all sessions, | will send you a final statement for your tax records.

If you think you may have trouble paying your bills on time, please discuss this with me. | will also raise the matter
with you so we can arrive at a solution. If your unpaid balance reaches $300, we will discuss it during your
session. If it then remains unpaid, | must stop therapy with you until your balance has been reduced to less than
$300. Fees that continue unpaid after this will be turned over to small-claims court or a collection service.

If there is any problem with my charges, my billing, your insurance, or any other money-related point, please
bring it to my attention. | will do the same with you. Such problems can interfere greatly with our work. They
must be worked out openly and quickly.

| will raise my fees from time to time. Usually once every one to two years. Fee increases are minimal, and
usually are $5 to $10 per session. You will always be given at least 4 weeks notice about fee increases. Fee
increases typically happen in January.

If You Have Traditional (or “Indemnity”) Health Insurance Coverage

Because | am a licensed psychologist, many health insurance plans will help you pay for therapy and other
services | offer. These plans include Blue Shield and most Major Medical plans. Because health insurance is
written by many different companies, | cannot tell you what your plan covers. Please read your plan’s booklet
under coverage for “Outpatient Psychotherapy” or under “Treatment of Mental and Nervous Conditions.” Or
call your employer’s benefits office to find out what you need to know.

If your health insurance will pay part of my fee, | will help you with your insurance claim forms. However, please
keep two things in mind:

1. | had no role in deciding what your insurance covers. Your employer decided which, if any, services will be
covered and how much you (and 1) will be paid. You are responsible for checking your insurance coverage,
deductibles, payment rates, co-payments, and so forth. Your insurance contract is between you and your
company; it is not between me and the insurance company.

2. You—not your insurance company or any other person or company—are responsible for paying the fees we
agree upon. If you ask me to bill a separated spouse, a relative, or an insurance company, and | do not
receive payment on time, | will then expect this payment from you.

To seek payment from your insurance company, you must first obtain a claim form from your employer’s
benefits office or call your insurance company. Complete the claim form. Then attach my statement to the
claim form and maiil it to your insurance company. My statement already provides the information asked for on
the claim form.

If You Have a Managed Care Contract

If you belong to a health maintenance organization (HMO) or have another kind of health insurance with
managed care, decisions about what kind of care you need and how much of it you can receive will be
reviewed by the plan. The plan has rules, limits, and procedures that we should discuss. Please bring your health
insurance plan’s description of services to one of our early meetings, so that we can talk about it and decide
what to do.
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| will provide information about you to your insurance company only with your informed and written consent. |
may send this information by mail or by fax. | will do my best to maintain the privacy of your records, but | ask
you not to hold me responsible for accidents or for anything that happens as a result.

If You Need to Contact Me

My cell phone serves as my primary business phone. This has many benefits and some drawbacks. | carry my
cell phone with me at most times, therefore | usually know when the phone has rung and who has called. | can
also be paged on my cell phone, which alerts me to an Emergency. For instructions on how to page me,
please see the directions below. However, due to the nature of my work, | cannot promise that | will be
available at all times. Please refrain from calling before 8:00am or after 8:00pm unless it is an emergency.

Occasionally a call does not come through, | lose reception, or my battery dies. You can always leave a
message on my voicemail and | will return your call as soon as | can. | return phone calls within 24-48 hours after
you call, depending on the urgency of the situation and the day you call. Generally, | will return messages daily
except on Sundays and holidays.

If you have an emergency or crisis, call my number (619.379.8513) and listen to my message. After my message,
you will be instructed about how to use the paging feature. Only use the paging option if it is a clinical
emergency. | will then be paged. When | receive a page | stop whatever | am doing and return the page; this
includes if | am seeing another client, | am teaching, or if | am in a meeting. As your therapist, | will expect you
to page me if you need to, and | will expect you to not page me when you don’t. If you have a behavioral or
emotional crisis and | do not return your page within 10 minutes, please page me again. As | stated eatlier, cell
phone are not perfectly reliable. If, after paging me twice, | do not return your call, it means that | did not
receive your page. In this case, you should call one of the San Diego County Access and Cirisis line at 1-800-479-
3339.

Other Points

If you ever become involved in a divorce or custody dispute, | want you to understand and agree that | will not
provide evaluations or expert testimony in court. You should hire a different mental health professional for any
evaluations or testimony you require. This position is based on two reasons: (1) My statements will be seen as
biased in your favor because we have a therapy relationship; and (2) the testimony might affect our therapy
relationship, and | must put this relationship first.

Doing follow-up and outcome research is always educational. As a professional therapist, | naturally want to
know more about how therapy helps people. To understand therapy better, | must collect information about
clients before, during, and after therapy. Therefore, | am asking you to help me by filling out some
guestionnaires about different parts of your life-relationships, changes, concerns, attitudes, and other areas. |
ask your permission to take what you wrote on these questionnaires and what | have in my records and use it in
research or teaching that | may do in the future. If | ever use the information from your questionnaire, it will
always be included with information from many others. Also, your identity will be made completely anonymous.
Your name will never be mentioned, and all personal information will be disguised and changed. After the
research, teaching, or publishing project is completed all the data used will be destroyed.

If, as part of our therapy, you create and provide to me records, notes, artworks, or any other documents or
materials, | will return the originals to you at your written request but will retain copies.
Statement of Principles and Complaint Procedures
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It is my intention to fully abide by all the rules of the American Psychological Association (APA) and by those of
my state license.

Problems can arise in our relationship, just as in any other relationship. If you are not satisfied with any area of
our work, please raise your concerns with me at once. Our work together will be slower and harder if your
concerns with me are not worked out. | will make every effort to hear any complaints you have and to seek
solutions to them. If you feel that |, or any other therapist, has treated you unfairly or has broken a professional
rule, please tell me. You can also contact the state or local psychological association and speak to the
chairperson of the ethics committee. He or she can help clarify your concerns or tell you how to file a
complaint. You may also contact the California Board of Psychology, the organization that licenses those of us
in the independent practice of psychology.

In my practice as a therapist, | do not discriminate against clients because of any of these factors: age,
gender, gender identity, sexual orientation, marital/family status, race, color, religious beliefs, ethnic origin,
place of residence, veteran status, physical disability, health status, or criminal record unrelated to present
dangerousness. This is a personal commitment, as well as being required by federal, state, and local laws and
regulations. | will always take steps to advance and support the values of equal opportunity, human dignity,
and racial/ethnic/cultural diversity. If you believe you have been discriminated against, please bring this matter
to my attention immediately.
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Our Agreement

I, the client (or his or her parent or guardian), understand | have the right not to sign this form. My signhature
below indicates that | have read and discussed this agreement; it does not indicate that | am waiving any of
my rights. | understand | can choose to discuss my concerns with you, the therapist, before | start (or the client
starts) formal therapy. | also understand that any of the points mentioned above can be discussed and may be
open to change. If at any time during the treatment | have questions about any of the subjects discussed in this
brochure, | can talk with you about them, and you will do your best to answer them.

| understand that after therapy begins | have the right to withdraw my consent to therapy at any time, for any
reason. However, | will make every effort to discuss my concerns about my progress with you before ending
therapy with you.

I understand that no specific promises have been made to me by this therapist about the results of treatment,
the effectiveness of the procedures used by this therapist, or the number of sessions necessary for therapy to be
effective.

| have read, or have had read to me, the issues and points in this brochure. | have discussed those points | did
not understand, and have had my questions, if any, fully answered. | agree to act according to the points
covered in this brochure. | hereby agree to enter into therapy with this therapist (or to have the client enter
therapy), and to cooperate fully and to the best of my ability, as shown by my signature here.

Signature of client (or person acting for client) Date

Printed name

Relationship to client:
__Self _ Parent __ Legal guardian
___Health care custodial parent of a minor (less than 14 years of age)
___ Other person authorized to act on behalf of the client

I, the therapist, have met with this client (and/or his or her parent or guardian) for a suitable period of time, and
have informed him or her of the issues and points raised in this brochure. | have responded to all of his or her
questions. | believe this person fully understands the issues, and | find no reason to believe this person is not fully
competent to give informed consent to treatment. | agree to enter into therapy with the client, as shown by my
signature here.

Signature of therapist Date
| truly appreciate the chance you have given me to be of professional service to you, and look forward to a
successful relationship with you. If you are satisfied with my services as we proceed, | (like any professional)
would appreciate your referring other people to me who might also be able to make use of my services.

___Copy accepted by client ___Copy kept by therapist
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Our Agreement

l, the client (or his or her parent or guardian), understand | have the right not to sign this form. My sighature
below indicates that | have read and discussed this agreement; it does not indicate that | am waiving any of
my rights. | understand | can choose to discuss my concerns with you, the therapist, before | start (or the client
starts) formal therapy. | also understand that any of the points mentioned above can be discussed and may be
open to change. If at any time during the treatment | have questions about any of the subjects discussed in this
brochure, | can talk with you about them, and you will do your best to answer them.

| understand that after therapy begins | have the right to withdraw my consent to therapy at any time, for any
reason. However, | will make every effort to discuss my concerns about my progress with you before ending
therapy with you.

| understand that no specific promises have been made to me by this therapist about the results of treatment,
the effectiveness of the procedures used by this therapist, or the number of sessions necessary for therapy to be
effective.

| have read, or have had read to me, the issues and points in this brochure. | have discussed those points | did
not understand, and have had my questions, if any, fully answered. | agree to act according to the points
covered in this brochure. | hereby agree to enter into therapy with this therapist (or to have the client enter
therapy), and to cooperate fully and to the best of my ability, as shown by my signature here.

Signature of client (or person acting for client) Date

Printed name

Relationship to client:
__Self _ Parent __ Legal guardian
___Health care custodial parent of a minor (less than 14 years of age)
___ Other person authorized to act on behalf of the client

I, the therapist, have met with this client (and/or his or her parent or guardian) for a suitable period of time, and
have informed him or her of the issues and points raised in this brochure. | have responded to all of his or her
questions. | believe this person fully understands the issues, and | find no reason to believe this person is not fully
competent to give informed consent to treatment. | agree to enter into therapy with the client, as shown by my
signature here.

Signature of therapist Date
| truly appreciate the chance you have given me to be of professional service to you, and look forward to a
successful relationship with you. If you are satisfied with my services as we proceed, | (like any professional)
would appreciate your referring other people to me who might also be able to make use of my services.

____ Copy accepted by client ___Copy kept by therapist
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AUTHORIZATION FOR PSYCHOLOGICAL TREATMENT-Therapist Copy

I, ,  have been provided with general information about the
various stages of psychotherapy, alternative forms of psychotherapy, general estimates of how long
therapy may continue, the boundaries of the therapeutic relationship, the general risks and benefits
associated with psychotherapy, and the limits to confidentiality. | have also been provided with
specific information about the qualifications & licensure status of my therapist, the fees and payment
arrangements for my therapy, the limits to the availability of my therapist, the way in which | may
contact my therapist, what to do in case of a psychological "emergency," and understand &
consent to those parameters. In addition, | have signed and been provided a copy of a specific
financial agreement or Fee Contract. Finally, | have been provided with the following handouts:

The Rights of Clients

Information You Have a Right to Know

Limits of the Therapy Relationship: What Clients Should Know
Client-Therapist Contact: Proper and Improper Conduct

What You Should Know about Confidentiality in Therapy

What You Should Know about Managed Care and Your Treatment

L - O O O

I have also been provided with an opportunity to ask any questions | may have about any of this
information or these policies.

| voluntarily consent to and authorize the undersigned therapist to provide psychological treatment
to me. | understand that the undersigned therapist(s) have the sole responsibility for the quality & kind
of treatment provided.

| understand that | may terminate treatment at any time | wish. If | wish to terminate treatment and |
request referral, | will be provided with the names of several other qualified therapists from whom |
may receive psychological treatment. | understand that my therapist and | will monitor my progress
and if | am not progressing in the fashion | would like or that the therapist feels should be possible,
treatment adjustments will be made. These adjustments may include referrals to another therapist or
specialist.

By signing below, | am indicating that | have read, understood, and voluntarily agree to the above
statements.

Date:

(Client Signature)

Heather M. Berberet, Psy.D.
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AUTHORIZATION FOR PSYCHOLOGICAL TREATMENT-Client Copy

I, ,  have been provided with general information about the
various stages of psychotherapy, alternative forms of psychotherapy, general estimates of how long
therapy may continue, the boundaries of the therapeutic relationship, the general risks and benefits
associated with psychotherapy, and the limits to confidentiality. | have also been provided with
specific information about the qualifications & licensure status of my therapist, the fees and payment
arrangements for my therapy, the limits to the availability of my therapist, the way in which | may
contact my therapist, what to do in case of a psychological "emergency," and understand &
consent to those parameters. In addition, | have signed and been provided a copy of a specific
financial agreement or Fee Contract. Finally, | have been provided with the following handouts:

The Rights of Clients

Information You Have a Right to Know

Limits of the Therapy Relationship: What Clients Should Know
Client-Therapist Contact: Proper and Improper Conduct

What You Should Know about Confidentiality in Therapy

What You Should Know about Managed Care and Your Treatment

L - O O O

I have also been provided with an opportunity to ask any questions | may have about any of this
information or these policies.

| voluntarily consent to and authorize the undersigned therapist to provide psychological treatment
to me. | understand that the undersigned therapist(s) have the sole responsibility for the quality & kind
of treatment provided.

| understand that | may terminate treatment at any time | wish. If | wish to terminate treatment and |
request referral, | will be provided with the names of several other qualified therapists from whom |
may receive psychological treatment. | understand that my therapist and | will monitor my progress
and if | am not progressing in the fashion | would like or that the therapist feels should be possible,
treatment adjustments will be made. These adjustments may include referrals to another therapist or
specialist.

By signing below, | am indicating that | have read, understood, and voluntarily agree to the above
statements.

Date:

(Client Signature)

Heather M. Berberet, Psy.D.
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FEE CONTRACT FOR PSYCHOLOGICAL TREATMENT OR EVALUATION

PROVIDER NAME: Heather M. Berberet. Psy.D. CLIENT NAME:

CLIENT SS#: CLIENT DATE OF BIRTH:

SERVICE: Q Psychotherapy, 50 minute sessions, meeting times per week 0 Psychological Evaluation
4 Other:

FEES FOR SERVICE: $150.00 per session or $ .00 persession or $ for an evaluation

» Payment is expected following each session.

» Any changes in the schedule of payments must be made with the knowledge & explicit consent of the
undersigned therapist.

» If payment is not made in the agreed upon fashion, services may be discontinued.

» If an outstanding balance exists and good faith payment arrangements are not made within 30 days,
your account may be turned over to a collection agency.

» Unless an alternative arrangement has been agreed upon and placed in writing, balances less than or
equal to two (2) 50-minute sessions are permitted on a limited basis. Balances which exceed the total
fees for two (2) 50-minute sessions will result in suspension of treatment until balance is reduced to less
than or equal to the total fees of two (2) 50-minute sessions.

» Fees may change during the course of treatment. You will be given at least 4 weeks notice of a fee
change.

INSURANCES: This office accepts a limited number of insurance payments. It is the Patient’s responsibility to
obtain any and all information required in order to determine benefits or receive prior approvals. If you are
choosing to utilize your insurance benefits, this office will assist you in completing the paperwork that may be
required in order to file a claim. However, you are responsible for initial payment for services and insurance
reimbursement will be made directly to you. Monthly billing statements will be provided at your request and
free of charge.

CANCELLATIONS:

» Paymentis expected for all scheduled sessions of therapy until either the patient or the therapist
terminates the psychotherapy relationship.

» 48 hour notice is required to cancel an appointment. Late cancellations and “no shows” will be charge
the full fee of $150.00.

» Appointments cancelled in less than 48 hours, but which are rescheduled and attended within the
same week, will not be charged additional fees.

» Insurance companies do not pay for services not provided. If you have failed to provide the 48-hour
notice and are charged for a session, you are responsible for the full payment for that session. Your
insurance company will not reimburse you.

ADDITIONAL AGREEMENTS: o 4 None

| have read, understood, and voluntarily agree to the conditions contained in this financial agreement. | have
also received a copy of this agreement.

SIGNATURES:

(Patient's Signature) (Date)

Heather M. Berberet, Psy.D. (Date)
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FEE CONTRACT FOR PSYCHOLOGICAL TREATMENT OR EVALUATION

PROVIDER NAME: Heather M. Berberet. Psy.D. CLIENT NAME:

CLIENT SS#: CLIENT DATE OF BIRTH:

SERVICE: Q Psychotherapy, 50 minute sessions, meeting times per week 0 Psychological Evaluation
4 Other:

FEES FOR SERVICE: $150.00 per session or $ .00 persession or $ for an evaluation

» Payment is expected following each session.

» Any changes in the schedule of payments must be made with the knowledge & explicit consent of the
undersigned therapist.

» If payment is not made in the agreed upon fashion, services may be discontinued.

» If an outstanding balance exists and good faith payment arrangements are not made within 30 days,
your account may be turned over to a collection agency.

» Unless an alternative arrangement has been agreed upon and placed in writing, balances less than or
equal to two (2) 50-minute sessions are permitted on a limited basis. Balances which exceed the total
fees for two (2) 50-minute sessions will result in suspension of treatment until balance is reduced to less
than or equal to the total fees of two (2) 50-minute sessions.

» Fees may change during the course of treatment. You will be given at least 4 weeks notice of a fee
change.

INSURANCES: This office accepts a limited number of insurance payments. It is the Patient’s responsibility to
obtain any and all information required in order to determine benefits or receive prior approvals. If you are
choosing to utilize your insurance benefits, this office will assist you in completing the paperwork that may be
required in order to file a claim. However, you are responsible for initial payment for services and insurance
reimbursement will be made directly to you. Monthly billing statements will be provided at your request and
free of charge.

CANCELLATIONS:

» Paymentis expected for all scheduled sessions of therapy until either the patient or the therapist
terminates the psychotherapy relationship.

» 48 hour notice is required to cancel an appointment. Late cancellations and “no shows” will be charge
the full fee of $150.00.

» Appointments cancelled in less than 48 hours, but which are rescheduled and attended within the
same week, will not be charged additional fees.

» Insurance companies do not pay for services not provided. If you have failed to provide the 48-hour
notice and are charged for a session, you are responsible for the full payment for that session. Your
insurance company will not reimburse you.

ADDITIONAL AGREEMENTS: o 4 None

| have read, understood, and voluntarily agree to the conditions contained in this financial agreement. | have
also received a copy of this agreement.

SIGNATURES:

(Patient's Signature) (Date)

Heather M. Berberet, Psy.D. (Date)
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Request /Authorization to Release Confidential Records and Information
to a Health Insurer or Other Third-party Payer

I hereby give authorization for Dr. Heather M. Berberet to release information from the patient’s/my records maintained while the patient/I
[] am being treated by her currently  [] was treated by her during or from to

The information to be disclosed is marked with an “X” in the boxes below.

[] Psychological evaluation(s) or testing records, and
behavioral observations or checklists by any staff member
or by the patient/myself

[] Treatment plans, recovery plans, aftercare plans

] Admission and discharge summaries

[ Information about impairments caused by the patient’s

[ Billing records

[ Social histories, assessments with diagnoses, prognoses,
recommendations, and all similar documents

[ Academic or educational records

[] Achievement and other tests’ results

[ A letter containing treatment(s) dates and progress summary.

condition.
] HIV-related information and drug and alcohol information contained in these records will not be released under this
consent unless indicated here: [] Consent to release HIV-related is given. [] other:

| affirm to agreements in this document. | affirm that everything in this form that was not clear to me has been explained. | also understand
that | have the right to receive a copy of this form upon my request. This information is to be sent to the third-party payer or its agents
named above, and is needed for the receiving health insurance benefits, reimbursements, payments for related services, or decisions.

I understand that, by law, | need not consent to the release of this information. This information is not required for my/the patient’s
treatment. However, | willingly choose to release it for the purpose(s) specified above. | understand that I may revoke this release at any
time within 90 days, except to the extant that action has been taken in reliance on my consent.

Also, please note the following points:

a. This information has been disclosed to you from records whose confidentiality is protected by state and federal law. Federal
regulations (42 C. F.R. Part 2, Section 2.31(a) and 2.33) and state regulations prohibit you from making any further disclosure of
it without the specific written consent of the person to whom it pertains, or as otherwise permitted by such regulations.

b.  This is strictly confidential material and is for the information of only persons who are professionally capable of understanding,
appreciating, and acting upon it according to their specific and advanced professional training in the mental health field. No
responsibility can be accepted by the provider or author of these records if this material is made available to any other person or
persons who lack such training, or who would not treat it in a professionally responsible manner, or who otherwise should not
have access to it, including the patient.

c. Federal and state rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.
Assignment of health insurance benefits: My signature below authorizes the payment, directly to the above-named provider, of benefits
payable under my policy. | understand that such payments will be credited to my account with this provider. | further understand that | am
financially responsible to this provider for charges not covered or reimbursed by my policy, up to provider’s standard fee.

For Medicare patients only: | request that payment of authorizes benefits be made to the provider listed above on my behalf. | authorize any
holder of medical information about me to release to the Centers for Medicare and Medicaid Services and its agents any information
needed to determine those benefits or the benefits payable for related services.

A photocopy of this release is to be considered as valid as the original.

Signature of client Printed Name Date

Signature of parent/guardian Printed name Date

I, a mental health professional, have discussed the issues above with the patient and/or the patient’s parent/guardian. My observations of
behavior and responses give me no reason to believe that this person is not fully competent to give informed and willing consent.

Heather M. Berberet, Psy.D. Date
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The Rights of Clients

1. You have the right to decide not to enter therapy with me. If you wish, | will provide you with the
names of other good therapists.

2. You have the right to end therapy at any time. The only thing you will have to do is to pay for any
treatments you have already had. You may, of course, have problems with other people or agencies if
you end therapy—for example, if you have been sent for therapy by a court.

3. You have the right to ask any questions, at any time, about what we do during therapy, and to
receive answers that satisfy you. If you wish, | will explain my usual methods to you.

4. You have the right not to allow the use of any therapy technique. If | plan to use any unusual
technique, | will tell you and discuss its benefits and risks.

5. You have the right to keep what you tell me private. Generally, no one will learn of our work without
your written permission. There are some situations in which | am required by law to reveal some of the
things you tell me, even without your permission, and if | do reveal these things | am not required by the
law to tell you that | have done so. Here are some of these situations:

» If you seriously threaten to harm another person, | must warn that person and the authorities.
» If a court orders me to testify about you, | must do so.
» If | am testing or treating you under a court order, | must report my findings to the court.

6. If | wish to record a session, | will get your informed consent in writing. You have the right to prevent
any such recording.

7. You have the right to review your records in my files at any time, to add to or correct them, and to
get copies for other professionals to use.
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Information You Have a Right to Know

When you come for therapy, you are buying a service to meet your individual needs. You nheed good
information about therapy to make the best choice for yourself and your family. That is the purpose of
our meeting today. | have written down some questions you might want to ask me about how | do
therapy. You are free to ask me any of these questions, and | will try my best to answer them for you. We
probably won’t have time to answer all of these questions today, so pick the ones that are most
important to you as you think about picking a therapist.

A.

=
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About Therapy

What will we do in therapy? What will | have to do in therapy?
Could anything bad happen because of therapy?

What will | notice when | am getting better?

About how long will it take for me to see that | am getting better?
Will I have to take any tests? What for? What kind?

About how long will therapy take?

What should | do if | feel therapy isn’t working?

About Other Therapy and Help

What other types of therapy or help are there for my problems?

How often do these other methods help people with problems like mine?
What are the risks or limits of these other methods?

. About Our Appointments

How will we set up our appointments?

How long will our sessions last? Do | have to pay more for longer ones?

How can | reach you in an emergency? If | can’t reach you, to whom can | talk?
What happens if the weather is bad or I’'m sick and can’t come to an appointment?

. About Confidentiality

What kinds of records do you keep about my therapy?
Who is allowed to read these records?
Are there times you have to tell others about the personal things we might talk about?

About Money

What will you charge me for each appointment?

When do you want to be paid?

Do | need to pay for an appointment if | don’t come to it, or if | call you and cancel it?
Do | need to pay for telephone calls to you?

Will you ever raise the fee that you charge me? When?

If | lose some of my income, can my fee be lowered?

If | do not pay my bill, what will you do?

Other Matters

How much training and experience do you have? Do you have a license? Other qualifications?
What kind of morals and values do you have?

To whom can | talk if | have a complaint about therapy that you and | can’t work out?

The list above deals with the most commonly asked questions, but many people want to know more.
Feel free to ask me any questions you have at any time. The more you know, the better our work will go.
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The Rights of Clients

1. You have the right to decide not to enter therapy with me. If you wish, | will provide you with the
names of other good therapists.

2. You have the right to end therapy at any time. The only thing you will have to do is to pay for any
treatments you have already had. You may, of course, have problems with other people or agencies if
you end therapy—for example, if you have been sent for therapy by a court.

3. You have the right to ask any questions, at any time, about what we do during therapy, and to
receive answers that satisfy you. If you wish, | will explain my usual methods to you.

4. You have the right not to allow the use of any therapy technique. If | plan to use any unusual
technique, | will tell you and discuss its benefits and risks.

5. You have the right to keep what you tell me private. Generally, no one will learn of our work without
your written permission. There are some situations in which | am required by law to reveal some of the
things you tell me, even without your permission, and if | do reveal these things | am not required by the
law to tell you that | have done so. Here are some of these situations:

a. If you seriously threaten to harm another person, | must warn that person and the authorities.
b. If a court orders me to testify about you, | must do so.
c. Ifl am testing or treating you under a court order, | must report my findings to the court.

6. If | wish to record a session, | will get your informed consent in writing. You have the right to prevent
any such recording.

7. You have the right to review your records in my files at any time, to add to or correct them, and to
get copies for other professionals to use.
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What You Should Know about Managed Care and Your Treatment

Your health insurance may pay part of the costs of your treatment, but the benefits cannot be paid until
a managed care organization (MCQ) authorizes this (says they can be paid). Your MCO sets some limits
on us, and you need to know what these are before you can decide whether or not to begin therapy
with me and how you would like to pay for your treatment.

Confidentiality

If you use your health insurance to help pay for psychotherapy, you must allow me to tell the MCO
about your problem (give it a psychiatric diagnosis). You must also permit me to tell the MCO about the
treatment | am recommending, about your progress during treatment, and about how you are doing in
many areas of your life (functions at work, in your family, and in activities of daily living). | am not paid
separately for collecting, organizing, or submitting this information, and | cannot bill you for these
services. All of this information will become part of the MCQO’s records, and it will be included in your
permanent medical record at the Medical Information Bureau, a national data bank. The information
will be examined when you apply for life or health insurance, and it may be considered when you apply
for employment, credit or loans, a security clearance, or other things in the future. You will have to
indicate that you were treated for a psychological condition and release this information, or you may
not get the insurance, job, loan, or clearance.

All insurance carriers claim to keep the information they receive confidential, and there are federal laws
about its release. The laws and ethics that apply to me are much stricter than the rules that apply at
present to MCOs. There have been reports in the media about many significant and damaging
breaches of confidentiality by MCOs. If you are concerned about who might see your records now or in
the future, we should discuss this issue more fully before we start treatment and before | send the MCO
any information. You should evaluate your situation carefully in regard to confidentiality. For some
people and some problems, the privacy of their communications to their therapist is absolutely essential
to their work on their difficulties. For others, their problems are not ones that raise much concern over
confidentiality.

Treatment

The MCO will review the information | send it and then decide how much treatment | can provide to
you. The MCO can refuse to pay for any of your treatment, or for any treatment by me. Or it may pay
only a very small part of the treatment’s cost, and it can prevent me from charging you directly for
treatment we agree to. Finally, it can set limits on the kinds of treatments | can provide to you. These
limited treatments may not be the most appropriate for you or in your best interest. The MCO wiill
approve treatment aimed at improving the specific symptoms (behaviors, feelings) that brought you
into therapy, but it may not approve any further treatment. The MCO will almost always require you to
see a psychiatrist for medication evaluations (and prescriptions), whether you or | think this is
appropriate.

When it does authorize our treatment, the MCO is likely to limit the number of times we can meet. Your
insurance policy probably has a maximum number of appointments allowed for outpatient
psychotherapy, but the MCO does not have to let you use all of those. It may not agree to more
sessions, even if | believe those are needed to fully relieve your problems, or if | believe that
undertreating your problems may prolong your distress or lead to relapses (worsening or backsliding).

If the MCO denies payment before either of us is satisfied about our progress, we may also need to
consider other treatment choices, and they may not be the ones we would prefer. We can appeal the
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MCO’s decisions on payment and number of sessions, but we can only do so within the MCO itself. We
cannot appeal to other professionals, to your employer, or through the courts.

You should know that my contract or your employer’s contract with a particular MCO prevent us from
taking legal actions against the MCO if things go badly because of its decision. My contract may
prevent me from discussing with you treatment options for which the MCO will not pay. | will discuss with
you any efforts the MCO makes to get me to limit your care in any way.

The particular MCO in charge of your mental health benefits can change during the course of your
treatment. If this happens, we may have to go through the whole treatment authorization process
again. It is also possible that the benefits or coverage for your treatment may change during the course
of our therapy, and so your part of costs for treatment may change.

Lastly, even if we send all the forms and information to the MCO on time, there may be long delays
before any decisions are made. This creates stressful uncertainty and may alter our earlier assumptions
about the costs and nature of your treatment.

If, after reading this and discussing it with me, you are concerned with these issues, you may have the

choice of paying me directly and not using your health insurance. This will create no record outside of
my files. This possibility depends on my contract with the MCO.
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