
 

 
MA, NCC, LPC  Licensed Counselor ~ Intuitive ~ Reiki Master 

 

Informed Consent – Services agreement 
 
Cell #, 912-247-4263 – leave message or e-mail see_the_light@ellenfarrell.com  
I look forward to our work together. This form contains important information about my policies and services… 
In an Emergency – Due to the nature of my work, I may not be accessible by phone. I check messages at least once a day 
and will try to respond to you within one business day. On voice message, leave your first and last name and numbers up 
front in case you get cut off – if you’ll be difficult to reach, leave times when you’ll be available. 
If you feel you’ll require hospitalization contact your psychiatrist, family physician, or the nearest emergency room and 
ask for the mental health provider on call. In a life-threatening emergency, call 911 to request the police and/or an 
ambulance. When I’ll be unavailable for an extended time, I will provide you with A referral or alternate contact info.  
 

Please see page two of this document for the full disclosure of HIPAA – the Health Insurance Portability and Accountability Act of 1996, 
the federal law that provides privacy protections and patient rights with regard to the use and disclosure of your Protected Health 
Information – PHI – used for the purpose of treatment, payment, and health care operations. Congress called on the Department of Health 
and Human Services to issue these patient Privacy Practices. These protections are part of HIPAA. HIPAA requires that I provide you with a 
Notice of Privacy Practices for use and disclosure of PHI for treatment, payment, and health care operations. 
The Notice, which is attached to this Agreement, explains HIPAA and its application to your personal health information in greater detail. 
The law requires that I obtain your signature acknowledging that I have provided you with this information by the end of your first session. 
Although these documents are long and sometimes complex, it is very important that you read them carefully before the session. We can 
discuss any questions you have about them at that time. When you sign this document, it will also represent an agreement between us. You 
may revoke this Agreement in writing at any time. That revocation will be binding on me unless I have taken action in reliance upon it; if there 
are obligations imposed on me by your health insurer in order to process or substantiate claims already made under your policy; or if you 
have not satisfied any financial obligations already incurred by you.  
 

I adhere to strict confidentiality guidelines set by national and state ethical codes/guidelines. All conversations both by telephone and in 
person are confidential to the extent of my control. Communications will be made by phone and/or email (unless otherwise instructed). 
Individual records shall be kept confidential, except as noted in the Notice of Privacy Practices, and: when need arises to discuss case 
material for the purpose of peer consultation or treatment planning; or when the client has given consent to share specified information 
with identified person(s). Any additional information sharing would require a release signed by the client. 

 

ADDITIONAL INFORMATION______________________________________________________________________________________________________  
 
a. Individual sessions are an hour in length; deeper core issue EMDR processing sessions are usually 90 minutes. The 

number of sessions will be determined upon intake and reviewed as needed.  
b. Holistic wellness session/s may/may not involve clinical therapy issues. A typical intake may take 1-3 sessions 

depending on the level of therapeutic issues involved. This is done to clarify issues, develop a plan, confirm 
working relationship, and to insure a full assessment of strengths and potential blocks to healing and growth. 

c. The first intake session (or Update – when no sessions are held for 6-months or more) takes  90-minutes and 
the fee is $225.00. Follow-up (one-hour) session/s and EMDR session/s are $150.00. All longer sessions may 
be pro-rated at $50.00 per 20 minutes to 1/2 an hour.              

d. Another option, for 2 1-hour, or 4 half-hour phone coaching sessions is $300.00 (per/mo, pre-paid, monthly) 
The Fee is reduced if pre-paying:  for 3 months ($250. per month – $750 .00 instead of $900.00), and  

for 6 months ($200. per month – $1,200.00 instead of $1,800.00),  
e. Based upon individualized needs you may be referred to see another health care professional for an additional 

evaluation, consultation, or ongoing care. 
f. Always go to hospital ER, get Psychiatric care, or call 911 for emergency support, with feelings of suicidality, 

or thoughts of doing harm to self or others. 
g. MINORS & THEIR PARENTS– Patients under 18 years of age (who are not emancipated) and their parents should be 

aware that the law allows parents to examine their child’s treatment records *unless I believe that doing so 
would endanger the minor client in which case, I will notify the parents. Because privacy in psychotherapy is 
ESPECIALLY crucial to successful progress with teenagers, it is my policy to require an agreement from parents 
that they consent to give up their access to those records. I will provide general information about the progress 
of a teen’s treatment/attendance at scheduled sessions. I’ll provide parents with a summary of the treatment 
when complete, or as agreed. Any other communication will require the teen’s authorization, unless I feel that 
that s/he is a danger to self or is a danger to someone else. Before giving parents any information, I’ll discuss 
the matter with the minor client if possible, and do my best to handle any objections he/she may have. 

    

RIGHTS AND RESPONSIBILITIES_________________________________________________________________________________________________  
                                            

a. You have a right to confidentiality within the limitations described above and in the HIPAA Notice. 
b. You have the right to be involved in your goal setting/treatment planning process/length, frequency. 
c. You have the right to be informed of any potential benefits or risks associated with your treatment. It is for 

instance, normal for symptoms to intensify before they are reduced. 
d. You have the right to refuse treatment, and to receive treatment from competent health care professionals who 

respect your individualized needs – or to request a referral to an outside professional. 
e. A release is required in couples counseling for the counselor(s) to determine which information may be shared 

from individual sessions in couple’s sessions, and/or to coordinate goals/treatment. 
f. For clients 18 years of age or older, access to records/treatment information is available. 
g. Call to cancel/reschedule ASAP, if you’ll need to miss a session (Minimum, 24 hours notice).  I will 

also give the same notice barring emergency/illness. Missed pre-paid appointments can’t be made up. If you don’t 
show for a session (or give less than 24 hours notice, or can’t re-schedule within a week or so) the full session 
fee will apply barring circumstances that we both agree were beyond your control, i.e., illness, or emergency.  

________________________________________________________________________________________________________________ 
 

I have read and understand the above statements, and I have had the opportunity to ask questions about the statements 
above and the Notice of Privacy Practices. I’ve been provided with a copy of this Informed Consent, emergency contact 
information and the Notice of Privacy Practices. 

 
   __________________________________________________________   ______/______/______  

Client Signature                                               Date   


