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Consent for Treatment  
 

I hereby consent to receive counseling and/or therapy services from _________________________ at the 

offices of Treeside Psychological Clinic in Lake Orion, Michigan.  I agree that I enter this counseling and/or 

therapy relationship voluntarily and that my therapist can in no way guarantee the outcome of these services. 

I understand that other approaches are possible and that I will be referred for other services if I so request. 

 

I understand that all information exchanged during the course of our sessions is strictly confidential, and will 

be released only with a duly signed information release authorization specifying to whom, what and why such 

information will be released.  I further understand that a serious threat of harm to others or myself can result 

in an exception to this confidentiality agreement, following professional and/or ethical guidelines.  

 

I understand that either myself or my therapist or therapist’s representative can terminate the services I am 

seeking at any time. 

 

If applicable, I permit Treeside Psychological Clinic to bill my insurance company for services of $220.00 for the 

initial diagnostic evaluation and $185.00 per session for counseling and/or therapy services and I agree to pay 

any contracted financial responsibility (e.g. copays, deductible, coinsurance). I understand that if claims are 

denied, I am responsible for the fees as stated above.   

 

However, if I do not have insurance coverage or elect to forego using my insurance, I agree to pay a cash fee of 

no more than $140 per session to be mutually agreed upon at the first session with my therapist.  

 

Payment will be due at the time of service unless other arrangements are agreed upon.  I understand that 

$140.00 will be charged for missed appointments and cancellations within 24 hours of the scheduled 

appointment time. If I choose to use a credit card to make my payments, a service fee based on the value of 

the charge will be added. 

 

In addition, I understand that if additional services are requested such as, but not limited to, court 

appearances and/or correspondence, additional fees will apply. 

 

 

 

 
Client/Parent/Guardian Signature:_________________________________    

 



 

45 N. Lapeer St. Lake Orion, MI 48362    Phone (248) 693-9614      Fax (248) 693-9615 

Informed Consent for Telehealth 
 
It may be possible for treatment delivery to occur via interactive video-conferencing (i.e. virtual “face to face” sessions) 
in lieu of, or in addition to, “in-person” sessions.  Video conferencing (VC) is a real-time interactive audio and visual 
technology that enables our clinicians to provide mental health services remotely. The VC systems utilized meet HIPAA 
standards of encryption and privacy protection but due to the nature of telehealth cannot guarantee privacy.  Although 
VC may be used when the clinician and client are in different locations, licensure regulations only allow a session to be 
conducted in the state in which the clinician is licensed. 
 
Risks may include (but are not limited to): lack of reimbursement by your insurance company (please contact your 
insurer for coverage and benefits), connectivity issues, or a breach of information beyond our control.  Clinical risks will 
be discussed but may include discomfort with virtual treatment, difficulties interpreting non-verbal communication, and 
limited access to immediate resources if risk of self harm or harm to others becomes apparent.   
 
It is your responsibility to choose a secure location that ensures that family, friends, employers, co-workers, strangers or 
hackers cannot overhear our communications or have access to the technology or devices being utilized.  Further, it is 
your responsibility to make sure that you are using a private and encrypted WIFI (never a public WIFI) and that your 
devices have protections like firewalls, anti-virus software and are password protected. I will utilize the same standards 
on my devices to protect your privacy and confidentiality. If there is a loss of transmission, I will call to complete the 
session. Phone sessions are rarely covered by insurance and there may be a private fee assessed for any part of a session 
that has to be completed via phone. 
 
You have the right to discontinue telehealth sessions and revoke this authorization at any time without affecting your 
right to future care or treatment. If it becomes apparent that face-to-face treatment would be more appropriate, your 
therapist has the right to discontinue telehealth sessions at any time. You may be referred to a therapist in your area if 
your therapist feels that this would be more beneficial. Results cannot be guaranteed nor assured from telehealth 
sessions, just as with face-to-face counseling. 
 
Your provider may contact the necessary authorities in case of emergency.  You are also acknowledging that if you 
believe there is an imminent harm to yourself or another person, you will seek care immediately through your own local 
health care provider or at the nearest hospital emergency department or by calling 911 or contacted Common Ground 
Crisis Hotline (800) 231-1127.  To facilitate excellent care in the case of an emergency, please include the contact 
information of your local emergency contacts (including local physician and trusted family, friend, or confidant) below. 
 
Primary Care Physician:  _____________________________ Phone:______________________ 
 
Emergency Contact:_________________________________ Phone:______________________ 
 
By signing this form, I certify: 

 That I have read or have had this form read and/or had this form explained to me. 

 That I fully understand the risks and benefits of telehealth psychotherapy. 

 That I have been given ample opportunity to ask questions and that any questions have been answered to my 
satisfaction.  

 I understand that this informed consent for telehealth psychotherapy is only in addition to my Informed Consent 
for Psychotherapy and does not replace it any way. 

 
Client/Parent/Guardian Signature:_________________________________    
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