
C L I E N T  P O L I C I E S  A N D  P R O C E D U R E S  A N D  C O N S E N T  F O R M

C o n s e n t  f o r  T r e a t m e n t

I, _________________________________, authorize and request that Joan Krimston, 
LCSW, provide the therapy which is now or during the course of my care as a client 
may become advisable.  I understand that I have the right to withdraw from treatment 
at any time.

C o u r s e  o f  T r e a t m e n t

The number of visits required generally will depend on the issues that exist and the 
effort you put into working on them and following through with the recommendations 
made by your therapist.  Unless otherwise specified, all sessions are 50 minutes long.

O f f i c e  P o l i c i e s  a n d  
p r o c e d u r e s

C o n f i d e n t i a l i t y
All information disclosed during the sessions is confidential and may not be revealed 
to anyone without your written authorization and consent, except where disclosure is 
required by law.  Disclosure is or may be required in the following circumstances: 
where there is a reasonable suspicion of child abuse or elder abuse; where there is a 
reasonable suspicion the client is likely to harm himself/herself unless protective 
measures are taken; where the client presents a danger to others; or pursuant to legal 
proceedings.

P a y m e n t
The fee per 50 minute session is $__________.  If extraordinary professional time is 
required outside regular sessions, you may incur additional fees.  The client must pay 
all fees in full in cash or by check at the time services are rendered.  Returned checks 
are subject to a $25 charge and bank-related fees.  Your insurance will not be billed, 
but the therapist will provide an invoice for insurance reimbursement purposes upon 
request.

C a n c e l l a t i o n s
An appointment is an exclusive reservation of the therapist’s time specifically for you.  
Cancellation requires 24 hours prior notice.  Except in the case of an unavoidable 
emergency, the client will be charged the full fee for any appointment if he/she does 
not provide the required cancellation notice or fails to appear. 

Please discuss any questions regarding the foregoing with Joan.

I have read and fully understand and accept and agree to the above terms and 
conditions.

___________________________ _____________________________  __________________

____________________________ _____________________________  __________________
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