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Office Policies & Consent for Treatment 

Introduction: The therapeutic relationship is a unique one. It is highly personal and meaningful, and at the 
same time it is a professional relationship. This document is intended to provide important information 
regarding our therapeutic relationship. Please read the entire document carefully and be sure to ask me any 
questions that you may have regarding its contents before you sign. 

Licensure: Sara Rotger holds an M.A. in Clinical Psychology and has a valid license to practice as a 
psychotherapist in the state of  California (License LMFT45166). _______________ (initials)

Risks and Benefits: Entering psychotherapy has many benefits and some risks. You are committing to a 
change process that entails taking a focused look at yourself  and your relationships. The process of  identifying 
and changing patterns of  thought and behavior can be profoundly liberating. Some benefits can be reduced 
stress and anxiety, a decrease in negative thoughts and self-defeating behaviors, improved relationships, 
increased capacity for intimacy, and increased self- confidence. The therapeutic process may also involve some 
discomfort. Remembering and talking about unpleasant events can evoke strong feelings. Sometimes during the 
course of  treatment, one may feel worse or more vulnerable before feeling better. Uncomfortable emotions are a 
natural part of  the therapeutic process, often providing the basis for change. While there is no guarantee that 
therapy will yield benefit, the goal is always to improve the overall quality of  one’s life and relationships. 
_______________ (initials)

Confidentiality and Limits of  Confidentiality: Psychotherapists are legally and ethically required to 
maintain confidentiality. No communications will be disclosed to anyone unless you provide written permission 
to release information about your treatment. Disclosure, however, may be permitted or required by law when 
there is 1) a reasonable suspicion that you are likely to harm yourself; 2) a reasonable suspicion that you may 
present a danger to others or property; 3) there is a reasonable suspicion of  child abuse, elder abuse, or 
dependent adult abuse. Disclosure may also be required pursuant to a legal proceeding. ____________ (initials)

In instances of  child abuse, elder abuse, or dependent abuse, psychotherapists have a legal mandate to notify the 
appropriate protective agencies. In the case of  self-harm, I am required by law to take precautions to keep a 
client safe, which includes contacting friends or family to keep watch for a specific amount of  time, a referral to 
a psychiatric hospital or calling the police if  necessary. In the case of  danger to others or property, I am required 
by law to warn the intended victim and notify the police. _______________ (initials)

Couples/Family Therapy: If  you participate in marital or family therapy, I 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 I adhere to a “no-
secrets” policy when conducting family or couples therapy. This means that if  you participate in family or 
couples therapy, I am permitted to use information obtained in an individual session/communication that you 
may have had with me when working in a family or couples session. _______________ (initials) 

Use of  Touch in Therapy: Traditional therapy has involved “talk therapy.” My training has shown me that 
the physical body is a great resource and our sensory system is a portal to heal multi sensory experience of  stress 
reactions. There may be times when a traumatic memory is evoked, where I will ask you, only with your 
permission, if, for example, it would be helpful if  I hold your hand, put pressure on your feet, or touch your 
shoulder. Touch may be suggested if, in my clinical judgment, it may help you feel more connected to the 



present moment. Traumatic memories can be experienced as if  happening with full intensity in the present 
moment. Physical contact can help many people come back to the present moment and reduce or eliminate the 
traumatic stress reactions. However, touch can also trigger uncomfortable memories and sensations. Touch, if  
suggested, is always done with your permission. Touch is an option that can be included in your treatment, but 
not mandatory. Your treatment can proceed effectively without it. Your rights as a client, your safety, and 
comfort are the foremost concern. _______________ (initials) 

Consultation: Professional consultation is an important component of  a healthy psychotherapy practice. I 
regularly participate in clinical, ethical, and legal consultation with appropriate professionals to increase my 
effectiveness as a therapist. At times it may be necessary for me to consult with other health professionals 
regarding your case. During such consultations, I do not disclose names or any identifying information. 
_______________ (initials)

Insurance: I am not a contracted provider with any insurance company or managed care organization. 
However, if  your PPO insurance covers “out-of-network providers,” I can provide a monthly statement for you 
to submit to your insurance company for reimbursement of  what you have already paid. It is your responsibility 
to know what, if  any, services I provide are covered by your insurance carrier. _______________ (initials)

Fees and Payment Arrangements: The fee for a standard 50 minute session is $185 (unless otherwise 
discussed and agreed).The fee is to be paid at each session. If  for some reason you find that you are unable to 
continue paying for your therapy, please inform me as soon as possible. I will help you consider options that may 
be available to you at that time. A $30 fee will be charged for any returned checks. I require a credit card to be 
placed on file so that I may charge for any sessions not cancelled with appropriate notice. Periodically, my fees 
may increase; you will be notified of  any fee adjustment in advance. _______________ (initials) 

Legal Proceedings and Testimony: My focus is you, the client. I do not work as an expert witness, nor do I 
believe that court proceedings are conducive to the client-therapist relationship. As such, I strongly discourage 
attempts to include me, the therapist, in your court proceedings. As a general rule, such proceedings tend to 
taint the client-therapist relationship, and cause more damage than any benefit my presence in court might 
provide. This is particularly true when my client is a minor whose parents request my testimony. I understand, 
however, that there are occasions when I may ultimately be subpoenaed by the court and must respond. In these 
instances, please note that you will be billed my full customary fee at the time of  the subpoena, and that no 
sliding scale fee is available for legal time. This includes time required for preparation of  documents, reviewing 
notes, consulting with attorneys, and physical time spent in court. Please note that if  I am required to appear for 
a deposition or witness testimony (“expert” or otherwise), you will be billed for a full day (8 billable hours) as I 
cannot reasonably schedule clients before or after an appearance. _______________ (initials) 

Telephone Contact: From time to time, we may engage in telephone contact for purposes other than 
scheduling sessions. I do not charge for brief  phone contacts that last under 10 minutes. Phone calls that last 
longer than 10 minutes will be charged and pro-rated at the hourly rate.  _______________ (initials)

Appointment Scheduling: Sessions are typically scheduled to occur one time per week at the same time on 
the same day, unless we decide a different schedule betters suits your needs. I may suggest a different frequency 
or length of  sessions depending on the nature and intensity of  your concerns. Your consistent attendance and 
commitment greatly contributes to a successful outcome. I may not be able to reserve a regular appointment 
time for clients who miss more than 2 consecutive sessions without informing me of  their leave of  absence in 
advance. _______________ (initials) 



Cancellation Policy: Therapy is a time commitment on your part and mine. Your therapy hour is saved for 
you, and you only. Should you need to cancel or reschedule your appointment, please give as much notice as 
possible, so that I may accommodate other clients wishing to reschedule. Cancellations by phone or email with less 
than 48 hours notice will be charged the full session fee. _______________ (initials)

Therapist Availability: Although I monitor my voice mail often, I am often not immediately available by 
telephone; I am unable to provide a 24-hour service. I will make every effort to return calls on the same day I 
receive them, with the exception of  weekends and holidays, but cannot guarantee that calls will be returned on 
the same business day. If  I will be unavailable for an extended period of  time, I will arrange for another 
Licensed Marriage and Family Therapist to be available to you. The name and telephone number of  the 
professional covering for me will be available in the outgoing message of  my voice mail and email. 
_____________ (initials)

Emergency Procedures: In general, I do not have the ability to respond to emergencies in a timely manner. 
In the event that you are feeling unsafe or require immediate medical or psychiatric assistance, please go 
immediately to your nearest emergency room or call 911. _______________ (initials)

Termination: Termination is an important part of  therapy. Therefore, at least two weeks notice is 
recommended to facilitate a positive termination experience and give both us both an opportunity to reflect on 
the work that has been done. Our therapeutic relationship, however, is strictly voluntary and you are free to 
discontinue at any time. If  you or I determine that you are not benefiting from treatment or there is a conflict of  
interest, either one of  us may elect to initiate a discussion of  your treatment alternatives. Treatment alternatives 
may include, among other possibilities, adjunct therapy, changing the focus of  your therapy, referrals, or 
terminating your therapy. Should you fail to schedule an appointment for four consecutive weeks, unless other 
arrangements have been made in advance, for legal and ethical reasons, I must consider the professional relationship 
discontinued._______________ (initials) 

Acknowledgement 

Your signature indicates that you have read and understood our agreement for services (Office Policies & 
Consent for Treatment), and your rights and my obligations in terms of  your Protected Health Information 
(Notice of  Privacy Practices), and that you consent to participate in psychotherapy with this therapist. 

_______________________________________________________________  

(please print) Name (s)  

_______________________________________________________________ 
Signature (s) Date  

_______________________________________________________________ 
Signature (s) Date 


