BEAU A. NELSON, MA, LCSW
COUNSELING AND PSYCHOTHERAPY

12830 HILLCREST ROAD, SUITED 116
DALLAS, TEXAS 75230
TELEPHONE (972) 980-991 1
FAX (972) 9809910

PLEASE READ AND SIGN. KEEP THE SECOND COPY FOR YOUR RECORDS.
CONSENT TO TREATMENT

A “THERAPIST-PATIENT” OR “TREATMENT” RELATIONSHIP DOES NOT EXIST UNTIL AFTER INITIAL
ASSESSMENT IS COMPLETED AND WE HAVE DECIDED TO MOVE AHEAD AS EVIDENCED BY YOUR
SIGNATURE ON THIS FORM. IT IS IMPORTANT THAT WE BOTH AGREE THAT WE ARE A GOOD MATCH IN
WORKING TOGETHER TOWARDS YOUR GOALS. WE WILL DISCUSS THIS DURING THE FIRST VISIT AND
DECIDE WHETHER OR NOT TO PROCEED, AND WHETHER WE NEED TO CONTINUE THE ASSESSMENT
FOR ONE OR MORE SUBSEQUENT VISITS. IT IS ALSO IMPORTANT FOR YOU TO BE AWARE OF THE
BENEFITS AND LIMITATIONS OF PSYCHOTHERAPY OR OTHER SERVICES YOU WILL BE RECEIVING.
WHILE IT IS GENERALLY EXPECTED THAT YOU WILL BENEFIT FROM THERAPY, THERE MAY BE
PERIODS OF FEELING WORSE BEFORE FEELING BETTER AND THERE IS NO GUARANTEE OF SUCCESS
IN THERAPY. THERE MAY BE ALTERNATIVE TREATMENTS OR MODES OF THERAPY TO CONSIDER. |
ENCOURAGE YOU TO BECOME AWARE OF THESE FACTORS AND TO ASK ANY QUESTIONS YOU MAY
HAVE AT ANY TIME DURING OUR WORK TOGETHER.

CONFIDENTIALITY

STATE LAW PROTECTS THE CONFIDENTIAL NATURE OF THE THERAPIST-PATIENT RELATIONSHIP BUT
THIS PROTECTION IS NOT ABSOLUTE. | WILL NOT RELEASE CLINICAL INFORMATION TO ANYONE
UNLESS GIVEN WRITTEN PERMISSION TO SO BY THE PATIENT (OR IF THE PATIENT IS A MINOR, BY HIS
OR HER PARENT OR GUARDIAN). HOWEVER, THERE ARE A FEW EXCEPTIONS THAT ALLOW OR
REQUIRE THE RELEASE OF CONFIDENTIAL INFORMATION EVEN IN THE ABSENCE OF PATIENT
CONSENT.

EXAMPLES INCLUDE:

1) THE THERAPIST MUST ACT APPROPRIATELY WHEN THERE IS DANGER TO THE PATIENT OR TO
ANOTHER PERSON AT THE PATIENT'S HANDS. THIS GENERALLY MEANS THAT THE THERAPIST MAY
INVOLVE OTHERS WHEN NECESSARY TO PROTECT THE PATIENT IF HE OR SHE IS SUICIDAL OR IS
UNABLE TO PROVIDE SELF-CARE AT A LEVEL NECESSARY FOR BASIC SURVIVAL, OR TO PREVENT
HARM TO ANOTHER PERSON. STATE LAW ALSO REQUIRES THE REPORTING OF ABUSE TO OR
NEGLECT OF A CHILD OR AN ELDERLY OR DISABLED PERSON WHEN THERE IS REASON TO BELIEVE IT
HAS OCCURRED.

2) IN RESPONSE TO A COURT ORDER, THE THERAPIST MUST TESTIFY OR RELEASE RECORDS.
HOWEVER, A THERAPIST DOES NOT RELEASE RECORDS, DEPOSE OR TESTIFY IN RESPONSE TO A
SUBPOENA UNLESS THE PATIENT OR PATIENT'S GUARDIAN HAS GIVEN WRITTEN AUTHORIZATION TO
DO sO OR IF THE THERAPIST IS REQUIRED BY LAW TO DO SO.

3) AS PROFESSIONALS, WE DO CONSULT WITH ONE ANOTHER FROM TIME TO TIME. ANY CLINICAL
MATERIAL IS CONVEYED WITHOUT IDENTIFICATION WHENEVER POSSIBLE. AT OTHER TIMES, IT WILL
BE NECESSARY (FOR EXAMPLE, IF ANOTHER THERAPIST IS COVERING CALLS DURING A VACATION).
FINALLY, CASE MATERIAL IS SOMETIMES USED IN TRAINING, RESEARCH, WRITING, ETC. THIS IS
ALWAYS DONE WITH IDENTIFYING INFORMATION REMOVED AND WITH GREAT CARE AND RESPECT
FOR YOUR PRIVACY. ANY OTHER RELEASE OF INFORMATION REQUIRES YOU OR YOUR GUARDIAN’S
WRITTEN AUTHORIZATION.

OFFICE & FINANCIAL POLICIES

FEES: PAYMENTS ARE DUE AT THE TIME SERVICES ARE RENDERED; PAYMENTS WILL BE RECEIVED AT
THE BEGINNING OF EACH SESSION. IT IS UP TO THE DISCRETION OF THE THERAPIST TO ALLOW FOR
A DEFERRED PAYMENT.

INSURANCE: | WILL BE GLAD TO PROVIDE NECESSARY DOCUMENTATION FOR FILING INSURANCE
CLAIMS. THE THERAPIST MAY BILL EXCESSIVE INSURANCE PAPERWORK DEMANDS SEPARATELY
AFTER CONSULTATION WITH THE PATIENT. GENERALLY ROUTINE NOTES OR OTHER
DOCUMENTATION WILL NOT BE CONSIDERED EXCESSIVE. HOWEVER, YOU WILL BE RESPONSIBLE
FOR THE FULL FEE AT THE TIME OF SERVICE UNLESS WE MAKE OTHER ARRANGEMENTS.




OFFICE & FINANCIAL POLICIES CONTINUED

EMERGENCIES: | DO NOT PROVIDE FORMAL EMERGENCY SERVICES, YET | WISH TO BE AS
AVAILABLE AS MUCH AS IS REASONABLY POSSIBLE. YOU MAY CALL THE OFFICE NUMBER AT ANY
TIME AND LEAVE A MESSAGE IF | DO NOT ANSWER. DURING THE BUSINESS DAY | CAN OFTEN,
THOUGH NOT ALWAYS, RETURN CALLS FAIRLY QUICKLY. NIGHTTIME AND WEEKEND CALLS WILL
USUALLY BE RETURNED THE NEXT BUSINESS DAY. [F YOU FIND YOURSELF IN AN URGENT SITUATION,
MAKE A JUDGMENT ABOUT THE PRUDENCE OF WAITING FOR MY CALL VERSUS CALLING 911 OR
GOING TO THE NEAREST EMERGENCY ROOM FOR IMMEDIATE CARE. IF | AM AWAY FOR MORE THAN A
DAY, MY VOICE MAIL MESSAGE WILL INDICATE THAT AND STATE MY EXPECTED DATE OF RETURN.

DEATH OR INCAPACITY: IN THE EVENT THAT THE THERAPIST DIES OR IS OTHERWISE INCAPABLE OF
PROVIDING FOR THE CLINICAL SERVICES OF THIS OFFICE THE PATIENT CONSENTS FOR THE
THERAPIST TO DESIGNATE ROGER BOLEN, LCSW AS CONSERVATOR FOR THE RECORDS OF THIS
OFFICE, INCLUDING ALL PATIENT RECORDS, AND AT THE TIME OF DEATH OR INCAPACITY OF THE
THERAPIST HE WILL TAKE POSSESSION OF THE PATIENT RECORDS AND MAKE THOSE AVAILABLE TO
THE PATIENT OR A MENTAL HEALTH PROFESSIONAL OF THE PATIENT'S CHOOSING AT SUCH TIME
THAT A WRITTEN REQUEST IS MADE TO THIS OFFICE.

OTHER FEES: [F REPORT PREPARATION IS REQUESTED OR REQUIRED, THE TIME RATE CHARGED
FOR OUR THERAPY SESSIONS WILL APPLY. EXTENDED OR FREQUENT TELEPHONE CONTACT WILL
ALSO BE CHARGED FOR. THESE SERVICES ARE NOT USUALLY REIMBURSED BY INSURANCE. | WILL
NOT AGREE TO COURT APPEARANCES OR OTHER LEGAL INVOLVEMENTS UNLESS WE HAVE
DISCUSSED THE MATTER THOROUGHLY AND BOTH AGREE THAT SUCH INVOLVEMENT IS WITHIN MY
RANGE OF COMPETENCE AND WILL NOT INTERFERE WITH THE TREATMENT RELATIONSHIP.
PROFESSIONAL FEES FOR COURT APPEARANCES, DEPOSITIONS AND ATTORNEY CONSULTATIONS
ARE $300 PER HOUR INCLUDING TRAVEL AND WAITING TIME, ARE NON-DISCOUNTABLE, AND ARE
PAYABLE IN ADVANCE ONLY.

ACCOUNTS: PAYMENT MAY BE MADE WITH CASH, CREDIT CARD, OR BY CHECK. | DO NOT EXTEND
CREDIT. IN ANY SUCH ARRANGEMENT, LATE PAYMENT FEES OF $10 PER MONTH WILL BE CHARGED
ON ANY BALANCE NOT PAID WITHIN 30 DAYS. | DO NOT DEPEND ON AN OUTSIDE COLLECTION
SERVICE UNLESS ACCOUNTS ARE OVERDUE BY 20 DAYS. | WOULD MUCH RATHER COMMUNICATE
WITH PATIENTS AND FIND SOME SOLUTION TO OVERDUE ACCOUNTS. PATIENT HEREBY CONSENTS
TO THE DELEGATION OF COLLECTION ACTIVITIES TO AN OUTSIDE COLLECTION AGENCY, INCLUDING
THE RELEASE OF NECESSARY INFORMATION REQUIRED BY THE COLLECTION AGENCY. A
DELINQUENCY FEE OF 40% OF THE OUTSTANDING BALANCE WILL BE ADDED IF A COLLECTION
AGENCY IS REQUIRED. THERE IS A RETURNED CHECK PROCESSING FEE OF $25 IN ADDITION TO
REIMBURSEMENT FOR CHARGES ASSESSED BY MY BANK. STATEMENTS, RECEIPTS, OR OTHER
DOCUMENTATION WILL NOT BE ISSUED TO ANY DELINQUENT ACCOUNT UNTIL PAID IN FULL.
PAYMENT BY CREDIT CARDS WILL BE IN ACCORDANCE WITH THE PRE-AUTHORIZATION FOR HEALTH
CARE FORM PROVIDED BY THIS OFFICE.

MISSED APPOINTMENTS: UNLESS WAIVED BY MUTUAL AGREEMENT ON A CASE-BY-CASE BASIS, NO-
SHOWS AND CANCELLATIONS WILL BE CHARGED FOR UNLESS YOU CANCEL AT LEAST 24 HOURS IN
ADVANCE OF THE APPOINTMENT TIME. THE FEE FOR LATE CANCELLATIONS (LESS THAN 24 HOURS
NOTICE) IS 50%, AND FOR NO-SHOWS 100%, OF THE FULL FEE. PATIENTS ARRIVING 15 MINUTES
OR MORE LATE TO THE APPOINTMENT WILL BE CONSIDERED A NO-SHOW AND MUST BE
RESCHEDULED UNLESS OTHER ARRANGEMENTS ARE MADE WITH THE THERAPIST. AUTHORIZATION
IS GIVEN, WHERE APPLICABLE, TO CHARGE CREDIT/DEBIT CARDS FOR LATE OR NO-SHOW
APPOINTMENT FEES WHEN INCURRED. PATIENT UNDERSTANDS THE APPOINTMENT POLICIES OF
THE OFFICE AND ASSUMES RESPONSIBILITY FOR PAYMENT OF FEES RELATED TO LATE
CANCELLATIONS OR NO-SHOW APPOINTMENTS. SUCH CHARGES ARE PAYABLE IMMEDIATELY AND
WILL BE AUTOMATICALLY DEDUCTED, WHERE APPLICABLE, AND ARE NOT NORMALLY
REIMBURSABLE BY INSURANCE.

PLEASE SIGN BELOW INDICATING THAT YOU HAVE READ, UNDERSTAND, AND AGREE TO THE
INFORMATION AND TERMS ON BOTH PAGES OF THIS DOCUMENT.

SIGNATURE OF PATIENT OR OTHER RESPONSIBLE PERSON DATE

PRINT NAME




