Janelle Brady, MS, LMFT, CCTP
Mental and Behavioral Health
140 Mayhew Way, Suite 1001, Pleasant Hill, CA 94523
therapywithjanelle@outlook.com  925-628-4234
www.therapywithjanellebrady.com

Informed Consent for Mental Health Treatment 

Client Contact Information:

Legal First Name: ___________________________ Legal Last Name: _______________________________

What name do you go by? _________________________________ Date of Birth:  ___________________

Gender Identity, pronouns: __________________________________ Phone Number: ________________	

Address: ____________________________________________________________________________________

City: _______________________________________________________ Zip Code: _______________________

Email: ______________________________________       Best form of communication: ________________





Do you currently have a diagnosis or take medication? If so, please elaborate: _____________________________________________________________________________________________

_____________________________________________________________________________________________



Current Occupation: _________________________________________________________________

Education Information: Highest level of education/ degree: ___________________________


About the Therapy Process: 
It is your therapist’s intention to provide services that will assist you in reaching your individual goals. Based upon the information that you provide to your therapist and your personalized goals; your therapist will provide recommendations to you regarding your treatment. I use an approach in which we work as a team in the therapeutic process. There will never be any negative judgement and your input is highly encouraged. All feedback is welcomed.  
 
I will work with you to develop an effective treatment plan. Over the course of therapy, I will attempt to evaluate whether the therapy provided is beneficial to you. Your feedback and input are an important part of this process.  It is my goal to assist you in effectively addressing your problems and concerns. It is important to keep in mind that a therapist is unable to predict the length of your therapy or to guarantee a specific outcome or result. 
 
What happens if we run into each other outside of therapy? If we see each other accidentally outside of the therapy office, I will not acknowledge you first. Your right to privacy and confidentiality is of the utmost importance to me, and I do not wish to jeopardize your privacy. You are free to make the choice that feels right to you at the time. There is no judgment either way. Please do not hesitate with additional questions and feel free to further discuss and explore in session. 

Termination of Therapy: The length of your treatment and the timing of the eventual termination of your treatment depend on the specifics of your treatment plan and the progress you achieve. Ending relationships can be difficult; it is important to have a termination process to achieve some closure. It is a good idea to plan for your termination, in collaboration with your therapist. Your therapist will discuss a plan for termination with you as you approach the completion of your treatment goals. 

You may discontinue therapy at any time. If you or your therapist determines that you are not benefiting from treatment, either of you may elect to initiate a discussion of your treatment alternatives. Treatment alternatives may include, among other possibilities, additional referrals, changing your treatment plan, or terminating your therapy.

[bookmark: _Hlk45814042]


​Service Fees:

	[bookmark: _Hlk138673813]In-office or telehealth therapy session (individual):
· 50-minute session fees are $175
· 75-minute session fees are $235

	In-office or telehealth session (couples) 
· 90-minute session fees are $300 



	In-office or telehealth session (child/adolescent):
· 50-minute session fees are $200

	Parent Consultations and Family Therapy:
· 60-75-minute session fees are $250





ABA Consultation (for individuals currently receiving ABA services): 
· Initial assessment, includes: 
· 2 (40 minute) school or community observations; planned at least 1 week apart.
· Follow up appointment.
· An individualized Behavior Support Plan in order to make appropriate treatment recommendations in order to increase progress, while working directly with your current ABA treatment team.


Group Therapy
Prior to the beginning of group therapy, we will schedule an initial meeting & assessment to discuss overall treatment goals, individual needs and expectations. We will also schedule a follow up appointment post group termination. 
· Group participation and materials
· Since each weekly session is tailored to the needs and goals of that particular group, clients are encouraged to participate in additional groups, as needed.


Fees are payable at the time that services are rendered. Please ask your therapist if you wish to discuss a written agreement that specifies an alternative payment procedure. Receipts are available upon request.

If for some reason you find that you are unable to continue paying for your therapy, you should inform your therapist. Your therapist will help you to consider any options that may be available to you at that time.

Fees are reviewed and subject to increase. When fees are raised, a 6-week notice is given when possible. 


[bookmark: _Hlk45814233]Confidentiality:  All communications between you and your therapist will be held in strict confidence unless you provide written permission to release information about your treatment.  

There are exceptions to confidentiality. For example, therapists are required to report instances of suspected child, dependent adult or elder abuse. Therapists may also be required or permitted to break confidentiality when they have determined that a client presents a serious danger of physical violence to another person or when a client is dangerous to him/herself.  
 
If you participate in marital or family therapy, your therapist will not disclose confidential information about your treatment unless all person(s) who participated in the treatment with you provide their written authorization to release such information. However, it is important that you know that your therapist utilizes a “no-secrets” policy when conducting family or marital/couples therapy. This means that if you participate in family, and/or marital/couples therapy, your therapist is permitted to use information obtained in an individual session that you may have had with her, when working with other members of your family.  
 
If you participate in marital or family therapy, please feel free to ask your therapist about her “no secrets” policy and how it may apply to you. 

NOTICE TO CLIENTS: The Board of Behavioral Sciences receives and responds to complaints regarding services provided within the scope of practice of professional clinical counselors. You may contact the board online at www.bbs.ca.gov, or by calling (916) 574-7830.

Minors and Confidentiality:
Communications between therapists and clients who are minors (under the age of 18) are confidential. However, parents and other guardians who provide authorization for their child’s treatment are often involved in their treatment.  Consequently, your therapist, in the exercise of her professional judgment, may discuss the treatment progress of a minor client with the parent or caretaker. Clients who are minors and their parents are urged to discuss any questions or concerns that they have on this topic with their therapist. 
 
Separated/Divorced/Joint-Legal Custody Parents: All correspondence (email & text) is required to include each parent in the communication exchange. Please be aware therapists are not able to guarantee to keep things private, however discretion is implemented. 

What happens if we run into each other outside of therapy? If we see each other accidentally outside of the therapy office, I will not acknowledge you first. Your right to privacy and confidentiality is of the utmost importance to me, and I do not wish to jeopardize your privacy. You are free to make the choice that feels right to you at the time. There is no judgment either way. Please do not hesitate with additional questions and feel free to further discuss and explore in session. 


Appointment Scheduling and Cancellation Policies:
Sessions are typically scheduled to occur one time per week at the same time and day if possible. Your therapist may suggest a different amount of therapy depending on the nature and severity of your concerns. Your consistent attendance greatly contributes to a successful outcome. 
· In order to cancel or reschedule an appointment, you are expected to notify your therapist at least 48 hours in advance of your appointment. 
· No-show (not attending scheduled appointment) or if you do not provide your therapist with at least 48 hours’ notice in advance, you are responsible for payment for the missed session.  Please understand that your insurance company will not pay/reimburse for missed or cancelled sessions.
· If the therapist does not receive notice after 15 minutes of your scheduled session, we will consider it a no-show and your therapist may leave the office / virtual office. 
· If running late for session, please feel free to email or text at 925-628-4234.

Therapist Availability/Emergencies:
You are welcome to contact your therapist in between sessions. However, as a general rule, it is our belief that important issues are better addressed within regularly scheduled sessions.

If you have an urgent need to speak with your therapist, please indicate that fact in your message and follow any instructions that are provided by your therapist’s voicemail, text message or email. In the event of a medical or psychiatric emergency or an emergency involving a threat to your safety or the safety of others, please call 911 to request emergency assistance.

· Please be sure to include your name and best contact information along with a brief message concerning the nature of your call.

· If you have an urgent need to speak with your therapist, please indicate that fact in your message and follow any instructions that are provided by your therapist’s voicemail message.

· In the event of a medical or psychiatric emergency or an emergency involving a threat to your safety or the safety of others, please call 911 to request emergency assistance.

By signing below, you acknowledge receipt and review of the included Informed Consent for treatment and your rights and limits to Confidentiality.


____________________________             	 _________________________________       ____________________
(Print Name)    				(Signature)  				    (Date)



Goals of treatment:
Please describe your current concerns you hope to discuss, process, and resolve:








What do you hope to gain from therapy?







How will you know when you are ready to terminate therapy? What do you hope to accomplish prior to termination?










Personal History:
Have you participated in therapy before?


If yes, what was your overall experience and outcome of therapy?






Trauma History (optional if you would prefer not to answer)
Have you ever been emotionally, mentally, physically, or sexually abused?
Are you currently being emotionally, mentally, physically, or sexually abused?
If “Yes”, you may use the space below to describe the underlying circumstances:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 



Have you ever been hospitalized because of a mental health disorder?


If yes: Reason for hospitalization:
· Was hospitalization ______ voluntary of ______involuntary?
· How long was hospitalization? __________________________________________
· Course of treatment during hospitalization: ______________________________
· Diagnosis: _________________________________________
· Please list, if any, follow up treatment recommendations following hospitalization: _______________________________________________________________________________
_______________________________________________________________________________


Military History:		
Currently on active duty: ________	
How long did you serve in the Military? ______________________
If you served in the military, were you ever deployed?	Yes:	_____	No:	____
If yes, please describe your deployment experience and any incidence or issues that arose for you during or after your deployment:



Are you court ordered to participate in this therapy?	 Yes:	_____	No:	____

Are you currently involved in any kind of legal dispute such as divorce or a custody dispute? If yes, please explain:
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Which of the following statements most resonates with you?
· My parents were present during my entire childhood.
· My parents were present during part of my childhood.
· My parents were not present during my childhood.

Please feel free to use the space below to describe:
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


How would you describe your household while growing up?
__________________________________________________________________________________________________________________________________________________________________________




Mental Health/Risk Assessment:	
Please	identify if you have experienced any of the following and whether this is a past, current, or reoccurring issue:

· _______Suicidal Thoughts.
· Past: ______		Present: ______		Reoccurring: _____
· _______Thoughts of wanting to intentionally harm myself.
· Past: ______		Present: ______		Reoccurring: _____
· _______Thoughts of wanting to intentionally cause harm to someone else.
· Past: ______		Present: ______		Reoccurring: _____
· _______Post-Traumatic Stress.
· Past: ______		Present: ______		Reoccurring: _____




If you are currently experiencing any thoughts of either harming yourself or someone else, please answer the following questions:



How long have you had these thoughts?
_____________________________________________________________________________________________ _____________________________________________________________________________________________

How frequently do you have these thoughts?
_____________________________________________________________________________________________ _____________________________________________________________________________________________

Do you have a means or plan to carry out your plan? _________________________________
If yes, please explain:
_____________________________________________________________________________________________ _____________________________________________________________________________________________

Have you ever tried to harm yourself or anyone else?
If so, please explain:
_____________________________________________________________________________________________ _____________________________________________________________________________________________

Is there any additional information you would like for your therapist to know?
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________________


Thank you for taking the time to fill out the client intake form. I look forward to working with you. Please do not hesitate if you have any additional questions. 

· I have thoroughly read and fully understand the informed consent and the therapy policy pages of this document. 
· In order to cancel or reschedule an appointment, you are expected to notify your therapist at least 48 hours in advance of your appointment. 
· No-show (not attending scheduled appointment) or short-notice (if you do not provide your therapist with at least 48 hours’ notice in advance), you are responsible for full payment for the missed session. Please understand that your insurance company may not pay/reimburse for missed or cancelled sessions.
· If the therapist does not receive notice after 15 minutes of your scheduled session, we will consider it a no-show and your therapist may leave the office / virtual office. 
· If running late for session, please feel free to email or text at 925-628-4234.
· I understand my therapist is a mandated reporter and the limitations of my confidentiality. 
· I understand and agree to the illness policy and will conduct sessions via phone or Facetime if I am ill and agree that if my therapist is ill, she will conduct via Zoom, phone or Facetime. 
· I authorize Janelle Brady, Licensed Marriage and Family Therapist 90180 to provide psychotherapeutic treatment for me, the client, by signing below: 

_____________________________________________________________________________________________
Client Printed Name				Client Signature				Date




Client Credit Card Authorization Release Form

Credit Card Information (Please choose one) 	VISA	 Mastercard

Acct. Number____________-____________-____________-____________

Exp. Date: _________________	 	3 Digit-Pin: _________________


I __________________________________ (cardholder’s name) authorize my therapist Janelle Brady, MS, LMFT at Therapy With Janelle Brady to keep my signature and card information on a virtual terminal file that is password protected and HIPAA compliant in order to charge therapy session fees (individual, couples, family or other), and any fees related to therapy related materials (e.g. workbooks, ABA materials, assessments, and other materials, and/or fees), or for any appointments with my therapist that are not cancelled at least 48 hours before the scheduled appointment time to be charged to my credit, or debit card as filled out below for therapy services provided to:

_________________________________________
(Therapy Client’s Name: Please Print)

I understand and agree to these terms. I understand the conditions of this payment policy and agree to the conditions stated above:

Cardholder Name (print): __________________________________________

Signature______________________________________________________

Cardholder’s Billing Address: _________________________________________________

City & Zip Code: _____________________________

I understand that my therapy sessions will be charged via this form unless otherwise stated and on the day of my session unless cancelled 48 hours in advance:

Cardholder Signature: 					_______________    Date: _______	


GOOD FAITH ESTIMATE

Pursuant to the No Surprises Act (HR133, Title 45 Section 149.610) You are entitled to receive this “Good Faith Estimate” of what the charges could be for psychotherapy services provided to you.
	Provider Name: Janelle Brady
	License #: 90180

	Provider Address:  140 Mayhew Way Suite #1001 Pleasant Hill CA 94523

	Provider Phone #: ( 925 )628-4234

	Provider Tax ID# (if applicable):  82-3367144
                                                                
	Provider NPI # (if applicable): 1720412430




	Client Name: 
	Client Date of Birth:

	Client Address: 

	Client Phone #: (       )                          
	Client Email:

	Diagnosis Codes (if known):

	Services Requested (Type and Codes):  





You are entitled to receive this “Good Faith Estimate” of what the charges could be for psychotherapy services provided to you. While it is not possible for a psychotherapist to know, in advance, how many psychotherapy sessions may be necessary or appropriate for a given person, this form provides an estimate of the cost of services provided.  Your total cost of services will depend upon the number of psychotherapy sessions you attend, your individual circumstances, and the type and amount of services that are provided to you. This estimate is not a contract and does not obligate you to obtain any services from the provider(s) listed, nor does it include any services that may be recommended during treatment to you that are not identified here.  

This Good Faith Estimate is not intended to serve as a recommendation for treatment or a prediction that you may need to attend a specified number of psychotherapy visits. The number of visits that are appropriate in your case, and the estimated cost for those services, depends on your needs and what you agree to in consultation with your therapist.  You are entitled to disagree with any recommendations made to you concerning your treatment and you may discontinue treatment at any time.  


The fee for a 50-minute psychotherapy visit (in person or via telehealth) is $175 for adults and $200 for minors/adolescents.  Most clients will attend one psychotherapy visit per week, but the frequency of psychotherapy visits that are appropriate in your case may be more or less than once per week, depending upon your needs.  

Based on this per visit fee cited above, the following are expected charges of psychotherapy services:

Based upon a fee of $175 for adults and $200 for minors/adolescents per visit, if you attend one psychotherapy visit per week, your estimated charge would be $700 for adults and $800 for minors/adolescents for four visits provided over the course of one month; $1,400 for adults and $1,600 for minors/adolescents for eight visits over two months; or $2,100 for adults and $2,400 for minors/adolescents for 12 visits over three months.  If you attend therapy for a longer period, your total estimated charges will increase according to the number of visits and length of treatment.


	Number of Weeks 
	Total estimated charges for 1 session per week 
	Total estimated charges for 2 sessions per week 

	Adult 50-minute
	$175
	$350

	Minor / Adolescent 50-minute
	$200
	$400

	Couples / Family 
90-minute
	$300
	$600



You have a right to dispute a bill if the actual amount charged to you substantially exceeds the estimated charges stated in your Good Faith Estimate (which means $400 or more beyond the estimated charges).  Initiating the dispute process will not adversely affect the quality of services rendered to you. You may contact the health care provider to let them know the billed charges are higher than the Good Faith Estimate. You can ask them to update the bill to match the Good Faith Estimate, ask to negotiate the bill, or ask if there is financial assistance available.  

You may also start a dispute resolution process with the U.S. Department of Health and Human Services (HHS). If you choose to use the dispute resolution process, you must start the dispute process within 120 calendar days (about 4 months) of the date on the original bill.  There is a $25 fee to use the dispute process. If the agency reviewing your dispute agrees with you, you will have to pay the price on this Good Faith Estimate. If the agency disagrees with you, you will have to pay the higher amount.  To learn more and get a form to start the process, go to www.cms.gov/nosurprises or call HHS at (800) 368-1019.  

You are encouraged to speak with your provider at any time about any questions you may have regarding your treatment plan, or the information provided to you in this Good Faith Estimate. 

Date of this Estimate _________________________________________________
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