We are committed to actively involving you in the therapeutic process. You have the right to receive adequate information to enable you
to make decisions regarding your treatment.
Conducting Psychotherapy with you requires your Informed Consent. Before giving consent for psychotherapy services, it is important that
you are informed of the potential benefits and risks of psychotherapy treatment. You are encouraged to discuss the potential benefits and risks with
your therapists, as well as, ask questions about treatment options, rights and responsibilities. You are encouraged to discuss any fears, concerns or
doubts you may have.
Potential Benefits. While no one can guarantee or promise specific outcomes, there are a number of positive benefits that can result from
psychotherapy services. The benefit of psychotherapy services usually depends on several factors such as the specific issue(s) or difficulties you
are experiencing, the goals you have set for therapy and the degree of follow through with treatment. Below is a list of some common benefits of
psychotherapy. This is not an exhaustive list.









Improvement in your general mood and anxiety level.
Increased self-awareness, self-esteem, and confidence.
Increased ability to set and achieve goals.
Increased ability to manage life stressors.
Increased ability to manage strong emotional reactions such as nervousness, anger, fear or sadness.
Increased ability to trust, feel close to and communicate your feelings, thoughts and needs more effectively.
Increased ability to stop behaviors that are harmful and engage in healthier behaviors.
Improved ability to manage and cope with symptoms and triggers.

Potential Risks. In general, there are few risks to psychotherapy services. However, as with any health care service, there is the possibility of
some potential risk. Below is a list of some common risks associated with psychotherapy services. This is not an exhaustive list.








You may not experience any improvement in mood, anxiety levels, or achievement in goals.
You may experience worsening of symptoms or intensity of feelings, especially in the beginning of therapy.
Important people in your life may not support your decision to be in therapy or the changes you make.
If you apply for a job that requires a security clearance, an in depth back ground check may be conducted and your mental health
records may be used in that decision making process.
You may experience some discomfort to include remembering and discussing unpleasant experiences or events.
You may experience some dissatisfaction when your therapists challenges your perceptions or perspective.
Your insurance company may exclude your diagnosis as a covered service and you would be responsible for full payment of services
provided.

By signing this Informed Consent form I agree with the following statements:









I have been provided with enough information so that I can make an informed decision on the proposed therapy.
I have been provided with information regarding the nature of my condition/diagnosis.
I have had an opportunity to ask questions and receive additional information that I have requested.
I understand that it is not possible to predict or guarantee the results of this therapy.
I understand that psychotherapy is voluntary and that I may cease treatment at any time.
I agree that I must give 24 hours advanced notice any time I am unable to attend my scheduled appointment and that without 24 hours
advanced notice, I will be held responsible for payment of the full fee of the missed session.
I understand that I am ultimately financially responsible for payment of services provided.
I authorize billing of my insurance plan if Counseling at Dupont is a contracted provider with my insurance plan.

I, _________________________________________________ (print name) consent to this treatment/procedure/ therapy.
By signing below, I acknowledge that I have read or had explained to me and understand the above and any additional
information indicated. I have had a chance to ask my provider any questions. I voluntarily consent to treatment. This consent
lasts for as long as the treatment continues. I understand that I may withdraw this consent at any time.

______________________________________________________________________

_______________

Signature

Date

Provider Confirmation: I informed the consenting party of the condition requiring treatment, and have, consistent with my
clinical judgment, explained the nature, purposes, risks, benefits of therapy. I have answered any questions to the best of my
ability, and the client has consented to the procedure or treatment indicated above.

______________________________________________________________________

_______________

Signature

Date

