
 

 

Patient Name: ____________________________________________ Date of Birth: ____________________________ 

 

I understand I have chosen to receive psychotherapy services for myself or my minor child.  My choice is voluntary and I understand I may 

terminate treatment at any time. 

I understand that I am responsible for payment at or before the time of service.  I understand that if I fail to pay any balance, I will no longer be 

eligible for services until my bill is paid in full.  I understand that it is my responsibility to determine that insurance will pay for services before I 

begin treatment and that if services are not covered, I am responsible for payment. 

I understand that I am making a commitment to attend all scheduled appointments.  If I am unable to attend a scheduled appointment, I 

understand I must notify my therapist at least 48 hours in advance.  Otherwise, I will be responsible for the full charge for the missed session.  I 

understand that if I fail to give 48 hours notice for a cancellation, or do not attend a scheduled appointment, my case may be closed. 

I understand that information about my therapy and my therapist’s records are confidential and will be released or held according to state law.  I 

further understand that there are specific and limited exceptions to this confidentiality which include the following:  

A. When there is risk of imminent danger to myself or to another person, the clinician is ethically bound to take necessary steps to 
prevent such danger. 

B. When there is suspicion that a child or elder is being sexually or physically abused or is at risk of such abuse, the clinician is legally 
required to take steps to inform the proper authorities.  

C. When a valid court order is issued for medical records, the clinician is bound by law to comply with such requests. 
I understand that while psychotherapy may provide significant benefits, it may also pose risks. Psychotherapy may elicit uncomfortable thoughts 

feelings, or may lead to the recall of troubling memories. I understand that in case of an emergency outside of my scheduled time I am to call 911 

for emergency medical assistance. 

I understand that if therapy is funded by insurance, my therapist will release any and all records pertaining to treatment to the insurance company 

and to the primary care physician if such disclosure is necessary for claims processing, case management, coordination of treatment, or utilization 

review purposes.  I authorize my insurance company to release payment to Navesink Counseling Associates, LLC. 

Legal Proceedings/Court Involvement: Our goal is to support clients to achieve therapy goals, not to address legal issues that require an adversarial 
approach. Clients entering into treatment are agreeing not to involve us in legal/court proceedings or to obtain records of treatment for legal/court 
proceedings. This prevents the misuse of your therapy treatment. If you are involved in or anticipate being involved in a legal or court proceeding, 
please notify us immediately. It is important for us to understand how, if at all, your involvement in these proceedings might affect our work 
together. If you are required by a court to obtain an evaluation, be aware that therapy is not a substitute for an evaluation. If you need an 
evaluation, we will be happy to help you find a provider that offers this service.    
 
I understand that I may address any grievances or concerns directly with my therapist.  I also understand that if my grievances or concerns are not 

addressed by my therapist, I may then contact New Jersey State Board of Social Work Examiners at 973-504-6495. 

I attest that if the patient is a minor or otherwise dependent on me, that I am the natural parent or legal guardian of that patient, and therefore, I 

am authorized to make this request for and to give my consent for the treatment. 

I understand I can revoke this consent at any time, except to the extent that treatment has already been provided or that action has been taken 

because of this consent.  This consent will automatically expire in one year provided that all claims for treatment have been paid as provided in any 

benefit plan. 

______________________________   ________________________ 

Patient’s signature      Date 

 

_______________________________    

Parent/Guardian Signature      

Informed Consent  

for Treatment 


