
Embrace Life Counseling, LLC

918-520-1202

Informed Consent/Client Agreement
Services Offered:

Counseling services are offered on an appointment only basis. There are many different definitions and philosophies of counseling, and unique approaches to treatment in connection with your goals, desires, and preferences. Counseling is about growth. A goal of therapy is to become more functional and congruent with a individuals life and environment. During the first few stages, an understanding of the process and a beginning awareness starts to take place. During intermediate stages of counseling, initial awareness and understanding progress to an active status and old patterns begin to be replaced with healthy responses or behaviors while negative emotions decrease. The final stages of therapy result in growth and a internal strength from within after facing certain issues or getting past hurt feelings.

Therapy can change a persons insight and awareness. It will take effort as well as participation on your part and would it is expected to be open and truthful. I may talk about unpleasant events which may cause you discomfort and I may challenge some of your ways of thinking.  The purpose of counseling is to gain insight and the outcome will depend on you. I also authorize that if treatment is for a minor, I give permission to treat my child. I offer telemedicine sessions (video counseling) through a free HIPPA compliant app (Vsee) which I will send you a link to. This is only allowed if approved by your insurance company. Please make sure you are in a secure, private area during these sessions. 
Initial Here​​​​__________

Confidentially:

Oklahoma State Law requires that information provided to mental health practitioners remain confidential, and Embrace Life Counseling, LLC will make every effort to ensure confidentially is maintained with respect to all aspects of your treatment. As a client, you agree to the following exceptions to confidentially, in which case information may be disclosed to the appropriate authorities/agencies/individuals. 
· If the therapist has reason to believe that you may harm yourself or others.

· If the therapist has reason to believe that you are involved in or have knowledge of abuse or neglect of a child, or abuse, neglect of a person who is elderly or has a disability.

· Ordered disclosure by state or federal courts.

· HEALTH INSURANCE & CONFIDENTIALITY OF RECORDS: Disclosure of confidential information may be required by your health insurance carrier or other third-party payer in order to process the claims.  Only the minimum necessary information will be communicated to the carrier.                                                                              
In addition, Embrace Life Counseling, LLC requires disclosure of information in the following circumstances:

A signed release form granting permission to designated third parties to receive information (as needed.) In the case of minors, parents or legal guardians have access to their child’s records, unless emancipated. In the rare case that emails or text messages are exchanged between therapist and client with therapy related discussions, confidentiality is not guaranteed but will be protected to the best of the therapist’s ability. The therapist reserves the right to transfer/terminate services at any time, for any reason they consider therapeutically appropriate.
Initial Here________

Treatment Approaches/Theories

I am likely to use several psychological theories/treatment.  These may be: behavioral, cognitive-behavioral, cognitive, existential, realist, system/family, developmental (adult, child, family), humanistic or psycho-educational.  I do not prescribe drugs.

EMDR (Eye Movement Desensitization and Reprocessing) is a treatment approach that is mainly used for a history of trauma that may include PTSD, triggers, anxiety, depression and has been scientifically proven for treatment of all ages to relieve psychological stress. I may use eye process movements or biofeedback using headphones.  If you have any questions about this specific, highly effective treatment that I am fully trained in, please do not hesitate to ask me. Please note this is used to help unlock traumatic memories or other adverse life experiences to bring a resolution. If you agree to this approach please initial on the blank provided. 
 Initial Here ____________

Therapeutic Relationship

The relationship between therapist and client is the container through which client change can take place. As such, it is often one in which close emotional bonds develop. It is also a professional relationship, in which appropriate boundaries must be maintained. For the most part the therapeutic relationship begins and ends at the therapy office. Although it is sometimes difficult to understand, it is a necessary requirement for maintaining the therapeutic environment. As such, I cannot be expected to be involved in a social relationship or friendship of any kind that exists outside of the therapy room and I do not accept friend requests on social media.  I may conduct a web search on my clients before the beginning of therapy or during therapy. If you have concerns or questions regarding this, please discuss them with me.  If you or your child are involved in a court case, I may look up the status of the case online.
Termination of Therapy

I reserve the right to end treatment at their discretion. Reasons for termination include, but not limited to: untimely payment of fees, failure to comply with treatment recommendations, conflicts of interest, failure to participate in therapy, the clients scope of needs are outside the therapist’s competence in that area or the client is not making adequate progress. The client or parents if the client is a minor, have the right to terminate therapy at their discretion. I will attempt to ensure a smooth transition to another therapist by offering referrals to the client. 
Grievance/Complaint

I understand, that I have the right to file a confidential grievance if I have an unresolved concern regarding my therapy. Any grievance can be written in form and addressed to:

Embrace Life Counseling, LLC

10310 N 138th East Avenue Suite 201
Owasso, OK 74055

Court Testimony

The goal of therapy is to reduce stress and conflict. By initialing below, you are agreeing not to involve me in legal proceeding or attempt to obtain treatment records for legal or court proceedings. I cannot make decisions or recommendations in court custody cases. I maintain a non-bias approach for each of my clients and will do so in a court testimony In the event that I’m required to provide treatment records or testimony in any legal proceeding, you will be charged $150 per hour for any preparation time and file review. If subpoenaed to appear in court, a retainer fee of $750 will need to be paid in full to Embrace Life Counseling, LLC 7 days in advance of the scheduled court date. You will also be charged $150 per hour of time that I spend being “on call” to testify, traveling to and from court/deposition, waiting to appear, and/or testifying.  If court is cancelled within 48 hours, you will receive a refund of the unused portion of your retainer. Any written report or correspondence sent out is charged at the rate of $150 per hour.   
Initial Here _________          
After hours Policy& Procedure:

Since I have two different offices I work out of, if you need to contact me at any time, you may do so by leaving a message on the confidential voicemail at: 918-520-1202. If you are in crisis, please call the 24 hour crisis hotline at 1-800-522-9054 or COPES Hotline at 918-744-4800 or 911. Embrace Life Counseling, LLC is not a crisis facility and will not be held responsible for any damages occurring as a result of unmet crisis or acute care needs. I may not be available to respond to emergency situations. Embrace Life Counseling, LLC is also not responsible for the injury or death of a client or clients family member during treatment or on the property of Embrace Life Counseling, LLC. 
I have read and received a copy of Embrace Life Counseling, LLC client agreement and informed consent. I had an opportunity to ask questions about the agreement/informed consent before signing. I have read the above information and understand and agree to comply with them:

Client_____________________________________________________Date___________________

Parent/Legal Guardian_______________________________________Date____________________ 

COVID-19 Policy:

Consent for In-Person Services during the Public Health Crisis

This document contains important information about our decision (yours and mine) to resume in person service in light of the COVID-19 public health crisis. Please read this carefully and let me know if you have any questions. When you sign this document, it will be an official agreement between us. 

Decision to Meet Face-to-Face

We have agreed to meet in person for some or all future sessions. If there is a resurgence of the pandemic or if other health concerns arise, however, I may require that we meet via telehealth. If you have concerns about meeting through telehealth, we will talk about it first and try to address any issues. You understand that, if I believe it is necessary, I may determine that we return to telehealth for everyone’s well-being. 

If you decide at any time that you would feel safer staying with, or returning to, telehealth services, I will respect that decision, as long as it is feasible and clinically appropriate. Reimbursement for telehealth services, however, is also determined by the insurance companies and applicable law, so that is an issue we may also need to discuss. 

Risks of Opting for In-Person Services

You understand that by coming to the office, you are assuming the risk of exposure to the coronavirus (or other public health risk). This risk may increase if you travel by public transportation, cab, or ridesharing service.

Your Responsibility to Minimize Your Exposure

To obtain services in person, you agree to take certain precautions which will help keep everyone (you, me, and our families, [my other staff] and other clients) safer from exposure, sickness and possible death. If you do not adhere to these safeguards, it may result in our starting / returning to a telehealth arrangement.  Initial each to indicate that you understand and agree to these actions:

· You will only keep your in-person appointment if you are symptom free. _________

· You will take your temperature before coming to each appointment. If it is elevated (100 Fahrenheit or more), or if you have other symptoms of the coronavirus, you agree to cancel the appointment or proceed using telehealth.  If you wish to cancel for this reason, I won’t charge you our normal cancellation fee. ________________

· You will wait in your car or outside [or in a designated safer waiting area] until no earlier than 5 minutes before our appointment time. ____________________________

· You will wash your hands or use alcohol-based hand sanitizer when you enter the building. _______________________________________________________

· You will adhere to the safe distancing precautions we have set up in the waiting room and therapy room. For example, you won’t move chairs or sit where we have signs asking you not to sit.___________________________

· You will keep a distance of 6 feet and there will be no physical contact (e.g. no shaking hands) with me [or staff]. ______________________________________

· You will try not to touch your face or eyes with your hands. If you do, you will immediately wash or sanitize your hands. ___________________________________

· If you are bringing your child, you will make sure that your child follows all of these sanitation and distancing protocols. _____________________________________

· You will take steps between appointments to minimize your exposure to COVID. ______________

· If you have a job that exposes you to other people who are infected, you will immediately let me [and my staff] know. _________________________

· If your commute or other responsibilities or activities put you in close contact with others (beyond your family), you will let me [and my staff] know. _________________

· If a resident of your home tests positive for the infection, you will immediately let me [and my staff] know and we will then [begin] resume treatment via telehealth.________

I may change the above precautions if additional local, state or federal orders or guidelines are published. If that happens, we will talk about any necessary changes.

My Commitment to Minimize Exposure

My practice has taken steps to reduce the risk of spreading the coronavirus within the office and we have posted our efforts on our website and in the office. Please let me know if you have questions about these efforts. 

If You or I Are Sick

You understand that I am committed to keeping you, me, [my staff] and all of our families safe from the spread of this virus. If you show up for an appointment and I [or my office staff] believe that you have a fever or other symptoms, or believe you have been exposed, I will have to require you to leave the office immediately. We can follow up with services by telehealth as appropriate.

If I [or my staff] test positive for the coronavirus, I will notify you so that you can take appropriate precautions. 

Your Confidentiality in the Case of Infection

If you have tested positive for the coronavirus, I may be required to notify local health authorities that you have been in the office. If I have to report this, I will only provide the minimum information necessary for their data collection and will not go into any details about the reason(s) for our visits.  By signing this form, you are agreeing that I may do so without an additional signed release.

Informed Consent

This agreement supplements the general informed consent/business agreement that we agreed to at the start of our work together.

Your signature below shows that you agree to these terms and conditions. 

_________________________



_________________________

Patient/Client 






Date
Therapist  






Date
