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Client Name: Marital Status: 

Last First Middle
Maiden Name: Social Security Number: Sex:

(if applicable)
Street Address: State:

Home Phone: Cell Phone: E-mail Address:

How did you find us: Reason for Visit: 

If Client is a minor please complete the following section:

Bill to Insurance (including EAP benefits): Y r    N r  (only check NO if you are a self pay client)
Primary Insurance: Policy Holder Information (only if different from above)
Insurance Company Name: Policy Holder: Date of Birth: Relationship to client:

ID Number: Group Number: Policy Holder Employer:

Secondary Insurance: Policy Holder Information (only if different from above)
Insurance Company Name: Policy Holder: Date of Birth: Relationship to client:

ID Number: Group Number: Policy Holder Employer:

EAP information:
Insurance Company Name: Authorization Number: Number of Uses: Expiration Date:

Name of Emergency Contact: Cell phone: Home phone: Relationship:

Client/Guardian Signature Date

Form No. 100-2

Sinr  Marr  Divr  Sepr  Widr
Date of Birth:mm/dd/yyyy Age:

City: Zip Code:

Occupation: Employer: Primary Care Physician Name and Phone Number:

If No, with whom 
does the child reside?

Who has legal custody?

The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to WLCC. I understand that I am financially 
responsible for any balance. I also authorize WLCC or insurance company to release any information required to process my claims.

PERSONAL INFORMATION

Do the parents live 
together?

Y r    N r 

Parent 1 Name: 

Parent 2 Name:

INSURANCE INFORMATION 

EMERGENCY CONTACT INFORMATION  (you must provide us with a name and telephone number)

Mr Fr

Today's Date:

CLIENT REGISTRATION
CONFIDENTIAL

CONFIDENTIAL
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CONTACT CONSENT FORM

CLIENT NAME: ____________________________________________

Many clients appreciate a reminder for their upcoming appointments. Well Life Counseling and Consulting, LLC 
(WLCC) offers both email and phone reminders.

This consent form also includes your consent for written and phone communication from WLCC.

REMINDERS:

☐ Yes, I would like email reminders for my appointments 

 Please write preferred email clearly ____________________________________ 

☐ No, I chose to opt out of email reminders for my appointments 

 ◉ Please note that email reminders are sent by appointmentreminders@clientwelcome.com. It may be   
    helpful to add this to your address book so it does not go into your spam folder. There are options to      
    opt out of future emails on the reminder emails. Note that you cannot cancel or change an appointment  
    through client welcome as it is just a reminder service. 

 ◉ No clinical information, other than appointment date and time, will be included in this reminder email 

 ◉ These are typically sent at least two days in advance 

☐ Yes, I would like phone reminders for my appointments

 Please write preferred number clearly and check one ______________________  ☐ Text      ☐ Call

☐ No, I would like to opt out of phone reminders for my appointments

 ◉ Reminder calls are typically sent at least one day in advance
_________________________________________________________________________________

I acknowledge that I have reviewed the following policies listed below _____ (initial here and check boxes below)

☐ If appointment is not cancelled 24 hours in advance, you will be charged the $50.00 missed appointment fee

☐ The reminder service is a courtesy, and it is still the client’s responsibility to keep track of their upcoming   
        appointment. Although we anticipate reminders will go out, there may be various reasons reminder calls
        may not be made, including technical difficulties and/or making a last minute appointment

☐ If a reminder email or call/text is unable to be made, the missed appointment charge will still apply

☐ While reminder calls will only contain information regarding an upcoming appointment and no
        clinical information will be contained, limitations of confidentiality on using a shared phone number,
        answering machine, and/or email address has been discussed and understood.

PLEASE CONTINUE ON BACK→
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GENERAL MESSAGES:

I can accept phone calls and messages at the following number (s) ___________________________

I can accept email messages at the following email ________________________________________

MAIL:

WLCC will mail general bills (if required), reminders, and/or clinic information (e.g., change of staff, events). By 
checking below, you consent that mail can be delivered to the address on file.

☐ Yes, mail may be sent to the address on file

☐ No, mail may not be sent to the address on file. IF you check NO, you MUST provide an alternative mailing 

address here: ____________________________________________________

           ____________________________________________________

__________________________________________________                         ______________________
Signature of Client                                                                                                                  Date

__________________________________________________     ______________________
Signature of Parent, Guardian, or Personal Representative                                              Date
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Informed Consent for Treatment

Welcome and thank you for considering Well Life Counseling and Consulting, LLC. We appreciate your trust 
and the opportunity to assist you. This document contains important information about our professional 
services and business policies. It also contains summary information about the Health Insurance Portability and 
Accountability Act (HIPAA), a federal law that provides privacy protection and patient rights with regard to the 
use and disclosure of your Protected Health Information (PHI) used for the purpose of treatment, payment, and 
health care operations.

Please read this document carefully and we will go through this together during your first session. This 
document will be kept on record in your file and your signature and that of your counselor represent a legal 
agreement.

Psychological Services

Psychotherapy is not easily described in general statements. There are many different methods your provider 
may use to deal with the problems that you hope to address. Working toward these benefits, however, requires 
effort on your part. Psychotherapy requires your active involvement, honesty, and openness in order to change 
your thoughts, feelings and/or behavior. In order for therapy to be most successful, you will have to work on 
things talked about both during session and in between sessions. Psychotherapy has both benefits and risks. 
Risks sometimes include experiencing uncomfortable feelings, giving or receiving uncomfortable feedback, and/
or working with unpleasant life events. These emotions may feel overwhelming at times and you may want to 
avoid them. Part of the process you will undertake with your counselor is to look closely at these feelings and 
reduce their impact on you so that you can begin to tolerate their presence in your life. Psychotherapy often leads 
to a significant reduction of distress, better relationships, and the resolution of specific problems.

Number/Length of Visits

A typical therapy session will last 45-55 minutes. The first several sessions generally focus on information 
gathering and evaluation. At the end of the evaluation process, your treatment provider will be able to provide 
you with some first impressions of what your treatment may include. You should evaluate this information 
along with your own opinions of whether you feel comfortable working with the provider. While just like any 
relationship, the therapeutic one may take some time to develop, but it is important that you feel comfortable 
with your provider in order for therapy to be successful.

The number of sessions needed and the frequency of the subsequent sessions depends on many factors and 
will be discussed by your treatment provider. As you move forward in treatment, sessions generally decrease in 
frequency as treatment goals are met. It is important to understand that the maximum number of sessions may 
also be determined by your insurance provider.

Therapeutic Relationship

Your relationship with your provider is a professional and therapeutic relationship. In order to preserve this 
relationship, it is imperative that your treatment provider not have any other type of relationship with you. 
Personal and/or business relationships undermine the effectiveness of the therapeutic relationship and are 
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considered unethical. Given that it could be a violation of your confidentiality, if your provider encounters you 
in a public setting he/she will not acknowledge your presence unless addressed by you first. Your treatment 
provider does not accept friend or contact requests from current or former clients on any social networking sites. 
Adding clients as friends or contacts on these site can compromise confidentiality and privacy of the client.

Appointments and Cancellations

Appointments can be made by calling our main number or your therapist directly. Regarding cancellations, 
please call to reschedule at least 24 hours in advance, or you will be charged $50 for the missed appointment. If 
you arrive late, your visit will be shortened to fit it to the scheduled time. Please also note that having frequent 
late cancellations and/or appointments that you do not attend (no shows) will result in a conversation with your 
counselor about how this has a negative impact on the therapeutic relationship as well as treatment efficacy. At 
this time it will be determined if you would like to remain in treatment. If you choose to remain in treatment and 
then have another late cancellation or missed appointment it could be cause for termination due to violating the 
agreement with your therapist.

Confidentiality

In general, the confidentiality of all communications between you and your provider are privileged and protected 
by law, and your provider can only release information about you to others with your written permission. Should 
you believe it would be helpful for the provider to talk to other people in your life, including other treatment 
providers, friends, and/or family members, we can do so, but only with your specific permission. Additionally, 
your records may, at times, be accessed by providers in the same practice for continuity of care when required. 
Although it is the goal of the treatment provider to protect the confidentiality of your records, there are the 
following exceptions to confidentiality:
• Clinical Supervision: Certain licenses/registrations in the state of Maryland require providers to be supervised by 

other licensed mental health providers. If your provider has this type of credential, they will be discussing your 
case with a clinical supervisor, who will also sign off of on all of your clinical documentation (e.g., progress notes). 
Supervisors are bound by the same confidentiality standards as your direct provider, and all communications between 
supervisor and supervisee regarding specific cases are privileged and protected by law. Additionally, some providers 
participate in regular peer consultation groups to help ensure the highest level of care. If your case is discussed in this 
type of professional setting, no identifiable information will be used and your identity will be protected.

• Child and Elder Abuse: If there is reason to believe a child, elderly, or disabled person is being abused or neglected, we 
must disclose this to the appropriate authorities.

• Harm to Self or Others: If there is reason to believe that you may seriously harm yourself or another, we must take 
protective action to attempt to ensure your safety and the safety of others. This may include telling family members of 
the threat, warning the other person, or hospitalization.

• Judicial proceedings: In most judicial proceedings, you have the right to prevent your provider from releasing any 
information about your treatment and we will work with you to prevent this information from being released. 
However, in some circumstances, a judge may compel a provider’s records or testimony if he/she determines there is 
no privilege or it has been waived.

• Client Suits: If a suit is brought by the client against the treatment provider or a complaint with a licensing board or 
other state or federal regulatory authority is made, records may be compelled.

• Insurance: If you are using insurance, you should also be aware that your contract with your health insurance 
company requires that we provide it with information relevant to the services WLCC provides to you. We are 
required to provide them with medical codes for clinical diagnosis and for treatment services rendered. Sometimes 
we are required to provide additional information such as treatment summaries.
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The Notice of Privacy Practices explains our office policy on protected health information and disclosure in more 
detail. Confidentially is taken very seriously and strictly adhered to at WLCC. We ask that you also protect the 
privacy of other patients you may encounter in the waiting room or in a group therapy setting. The privilege of 
confidentiality also extends beyond the termination of your time here.

After-Hours Emergencies

Please know that WLCC and your provider does not provide twenty-four (24) hour emergency therapy or crisis 
services. Should you experience an emergency necessitating immediate mental health attention, immediately call 
911 or if you are able to safely transport yourself, go to the nearest hospital emergency room for assistance.

Vacations

Your provider’s schedule includes professional and vacation time each year during which he/she will be out of 
the office. Your provider will discuss upcoming absences with you as far in advance as possible. During your 
provider’s absence, he/she will designate another therapist to be on call as back up coverage for you in case of 
emergency. Further, in inclement weather closings, we will be in contact with you. Please feel free to call the 
office as well to inquire about closings.

Contacting your Treatment Provider

Your treatment provider is often not immediately available by telephone, but if you would like to reach your 
provider, the best way to contact them is via their respective cell phones, which are noted on their business cards. 
You can always call the main office as well, at 410.529.1309, which is answered by voice mail or administrative 
staff and is monitored throughout the day. A reasonable effort will be made to return any call made during 
normal business hours in one business day, weekends and holidays excepted. Messages left after hours, on 
weekends, or on holidays will normally be returned the next business day. Please leave a detailed message of the 
reason for your call so we may be prepared when returning your call. If you are difficult to reach, please inform 
us of some times when you will be available.

E-Mail and Text Messages

Your treatment provider and WLCC may use and respond to email and text messages to arrange or modify 
appointments, but only with your permission. Please do not send e-mails related to your therapy or treatment as 
electronic communications are not completely secure and confidential. Should you choose to communicate this 
way, please talk with you therapist as you are agreeing that this information may not be secure. Also, any email 
received from you and any responses that are sent to you will be kept in your treatment record.

Professional Fees

Our fees for an initial therapeutic evaluation by a Social Worker, Professional Counselor, or Psychologist, is 
$165 and thereafter a 45-60 minute therapy session is $150. Our fees for an initial psychiatric evaluation by a 
Psychiatrist or Certified Registered Nurse Practitioner Psychiatric Mental Health, is $275 and thereafter a 25-30 
minute medication check appointment is $170, a 10-15 minute medication check appointment is $85. Other 
professional services you may require such as report writing, telephone conversations that last longer than 10 
minutes, attendance at meetings or consultations with other professionals that you have authorized, preparation 
of records or treatment services, will be billed on a prorated basis of your individual therapy hourly fee.



Page   4

Psychological assessments are available and whether they are covered by insurance varies. Some insurance 
companies cover just the testing and not the report writing, some cover the complete assessment, and some do 
not cover testing at all. Out of pocket expenses for testing differ depending on the referral question, but typically 
range from $1200-$2000.

In the event disclosure of your records or the treatment provider’s testimony are requested by you or required 
by law, regardless of who is responsible for compelling the production or testimony, you may be responsible for 
and shall pay the costs. This may include but is not limited to copying/sending records, traveling to and from the 
testimony location, reviewing records and preparing to testify, waiting at the location, and giving testimony. Such 
payments are to be made at the time or prior to the time the services are rendered by the provider. The treatment 
provider may require a deposit for anticipated court appearances and preparation. Fees are listed in the forensic 
informed consent documents.

Insurance

WLCC makes all effort to verify insurance coverage for all clients before their initial visit or when there is 
a change in insurance. We will check your insurance benefits at the beginning of treatment, but any initial 
information provided by the insurance company is an estimate of payment and not a guarantee. It is the 
responsibility of the client/guardian to notify the office immediately when there is a change in the client’s 
insurance. Failure to notify the office of a change in insurance, if the insurance denies payment due to insurance 
policy terminating, or no authorization for the services, will result in the client/guardian being responsible for 
the outstanding balance and/or cost of service at the billable rate listed above.

Insurance companies may limit the number of sessions you can attend and, as noted, often request information 
to be released for coverage. Insurance companies retain the right to refuse to pay for treatment that they deem 
not medically necessary.

Your health insurance may provide some coverage for out-of-network mental health treatment. It is very 
important that you find out exactly what mental health services your insurance policy covers. In cases where 
your coverage is not “in-network” with an insurance company, we can provide a “Super Bill” which can be 
submitted to your insurance company for out-of-network benefits.

Billing and Payments

Payment is due at the time of service, unless otherwise arranged by your provider. Payment schedules for other 
professional services will be agreed to when they are requested.

We accept the following forms of payment: cash, check, most major credit cards, and HSA cards. A $50 fee 
will be charged for any missed appointments or appointment canceled less than 24 hours in advance. Checks 
returned by any bank will result in a $50 fee.

If your account has not been paid for more than 60 days and arrangements for payment have not been agreed 
upon, we have the option of using legal means to secure the payment, including a collection agency or small 
claims court. Any overdue bills will be changed 1.5% per month interest. If you are more than 60 days overdue 
and suitable arrangements for pay have not been made, WLCC has the option of suspending or discontinuing 
treatment.
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Treatment Provider’s Incapacity or Death

You acknowledge that, in the event that your provider becomes incapacitated or dies, it will become necessary 
for another treatment provider to take possession of your file and records. By signing this information and 
consent, you give consent allowing WLCC management staff to take possession of your file and records and/or 
to deliver them to a provider of your choice. 

Audio and Video Recording

You acknowledge and, by signing this information and consent form below, agree that neither you nor the 
undersigned treatment provider will record any part of your sessions unless you and the treatment provider 
mutually agree in writing that the session may be recorded.

Termination of Services

You understand that treatment will end when the concerns for which you initially sought treatment are resolved. 
If progress is not made or there is a conflict in the working relationship between client and treatment provider, 
your provider can terminate treatment at any time. If treatment is terminated prematurely, a referral will be given 
for continued treatment with another provider. Your treatment provider may cease providing services to you 
for good cause, including without limitation, your refusal to comply with treatment recommendations, non-
attendance to sessions, if the treatment provider or staff member has clinical reasons to cease the relationship, or 
your failure to timely pay fees or deposits in according with this Informed Consent.

Consent to Treatment

I, voluntarily, agree to receive treatment and authorize the undersigned treatment provider and Well Life 
Counseling and Consulting, LLC to provide such care, treatment, or services as are considered necessary and 
advisable.

I understand and agree that I will participate in the planning of my care treatment, or services, and that I may 
stop such care, treatment, or services that I receive through the undersigned treatment provider at any time.

By signing this Client Information and Consent form, I, the undersigned client, acknowledge that I have 
read, understood, and agreed to be bound by all the terms, conditions, and information in contains. Ample 
opportunity has been offered to me to ask questions and seek clarification of anything unclear to me.

_____________________________________ 
Client Signature
  
_____________________________________
Guardian Signature (if applicable)

_____________________________________
Treatment Provider

_____________________________________ 
Clinical Supervisor (if applicable) 

___________________________ 
Date
  
___________________________ 
Date

___________________________ 
Date

___________________________ 
Date
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Informed Consent for Treatment

Child and Adolescent Addendum
(if applicable)

Confidentiality

While under Maryland law, parents legally have access to records and medical treatment information, therapy 
is most effective when a trusting relationship occurs between a client and therapist. In some cases, if children 
or adolescents feel that his/her therapist will automatically share all information with their parents, it may 
be difficult for them to be forthcoming and honest. Thus, it is our practice to use professional judgment in 
deciding what information to share with parents. However, in addition to the limits of confidentiality in the 
general consent, if it is our judgment that the child is engaging in high-risk behavior that could be of danger to 
themselves or others, we will notify parents of this concern and invite the child in on the discussion.

What to Expect

In general at your first session, your therapist will meet with all members first, spend some time with the
parents/caregivers individually, and then meet with the child individually. While each case is different, most 
often therapy sessions involve meeting with the child during subsequent sessions. Family members may be 
invited and incorporated into sessions. Therapists will also often meet with the family or parents throughout the 
process for a brief period during some sessions to share general information and discuss progress.

Please note that while we may not specifically ask to meet with parents each session, feel free to ask us to meet 
for a portion of the session at any time to discuss any issues, concerns, or progress.

I, the undersigned, understand and agree with above.

_____________________________________ 
Client Signature
  
_____________________________________
Guardian Signature (if applicable)

_____________________________________
Treatment Provider

_____________________________________ 
Clinical Supervisor (if applicable) 

___________________________ 
Date
  
___________________________ 
Date

___________________________ 
Date

___________________________ 
Date



Well
Life

Counseling 
Consulting

and

www.welllifecc.com 
info@welllifecc.com

9649 Belair Road 
Suite 104 
Nottingham, MD 21236
ofc 410.529.1309 
fax 410.529.1005

Acknowledgment of Receipt of HIPAA Notice of Privacy Practices Form

The Health Insurance Portability and Accountability Act (HIPAA) is a federal law that provides
privacy protections and patient rights with regard to the use and disclosure of your Protected Health
Information (PHI) used for the purpose of treatment, payment, and health care operations. HIPAA
requires that Well Life Counseling and Consulting, LLC (WLCC) provides you with a Notice of
Privacy Practices (the Notice) for use and disclosure of PHI for treatment, payment, and health care
operations. The Notice, which is attached, explains HIPAA and its application to your personal
health information in greater detail. The law requires WLCC obtains your signature acknowledging
that WLCC provided you with this information.

I acknowledge that I have received a copy of the Notice of Policies and Practices to protect the
Privacy of Patient Health Information, effective April 14, 2003.

_____________________________________ 
Client Signature
  

_____________________________________
Client Printed Name

_____________________________________ 
Date



Primary Care Provider Communication Form

NOTICE TO RECIPEINT OF INFORMATION

AUTHORIZATION

This information has been disclosed to you from records the confidentiality of which may be protected by federal and/or state law. If the records are so protected, 
Federal Regulations (42 CFR Part 2) prohibits you from making any further disclosure of this information unless further disclosure is expressly permitted by the 
written consent of the person to whom it pertains, or as otherwise permitted by 42 CRF Part 2. A general authorization for the release of medical or other information 
is NOT sufficient for this purpose. The Federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patients. 

I may revoke this authorization at any time except to the extent that action has bee taken in reliance upon it. If I do not revoke this authoriziation, it will expire one 
(1) year after I have terminated treatment.

We hope the following information will be helpful in coordinating this patient’s care.

Please call if further information would be helpful.

Clinician Signature

Please Check One: To release any applicable mental health information to my primary care physician (PCP) name above.
Not to release any information to my PCP.

Patient or Guardian Signature

(Print Patient’s Name) (Print Treating Clinician’s Name)

Date

Date

Sincerely,

Your patient,

I, hereby authorize

Dear Doctor ,

 , was recently referred by .

Date of Initial Consultation:

Diagnosis and/or presenting problems:

Treatment Recommendations:

Medications:

Physician’s Name:

Address:

Phone:

Fax:
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Informed Consent for Telehealth

This Informed Consent for Telethealth contains important information focusing on engaging psychotherapy 
using the phone or the Internet. Please read this carefully, and let me know if you have any questions. When you 
sign this document, it will represent an agreement between us. Clinical risks will be discussed in more detail 
with your clinician, but may include discomfort with virtual face-to-face versus in-person treatment, difficulties 
interpreting nonverbal communication, and importantly, limited access to immediate resources if risk of 
selfharm or harm to others becomes apparent. Your clinician will weigh these advantages against any potential 
risks prior to proceeding with telehealth sessions and will discuss the specifics of telehealth with you before using 
the technology.

Benefits and Risks of Telehealth

It may be possible for treatment delivery to occur via interactive video-conferencing (i.e., virtual “face-to-face” 
sessions) in lieu of, or in addition to, “in-person” sessions. Video conferencing (VC) is a real-time interactive 
audio and visual technology that enables our clinicians to provide mental health services remotely. The VC 
system we use meets HIPAA standards of encryption and privacy protection but we cannot guarantee privacy. 
You will not have to purchase a plan or provide your name when you “join” our online meeting. 

One of the benefits of VC is that the client and clinician can engage in services without being in the same 
physical location. This can be helpful in providing some treatment modalities, and also ensuring continuity of 
care if the client or clinician moves to a different location, takes an extended vacation, or is otherwise unable 
to continue to meet in person. Telepsychology, however, requires technical competence on both our parts 
to be helpful. Although there are benefits of telepsychology, there are some differences between in-person 
psychotherapy and telepsychology, as well as some risks. Risks to VC in general may include (but are not limited 
to): lack of reimbursement by your insurance company, the technology dropping due to internet connections, 
delays due to connections or other technologies, or a breach of information that is beyond our control:

• Risks to confidentiality:    Because VC sessions take place outside of the provider’s private office, there is potential 
for other people to overhear sessions if you are not in a private place during the session. On our end, we will take 
reasonable steps to ensure your privacy. But it is important for you to make sure you find a private place for our 
session where you will not be interrupted. It is also important for you to protect the privacy of our session on your 
cell phone or other device. You should participate in therapy only while in a room or area where other people are not 
present and cannot overhear the conversation.

• Issues related to technology:    Although we use a HIPAA compliant platform, there are many ways that technology 
issues might impact VC. For example, technology may stop working during a session, other people might be able to 
get access to our private conversation, or stored data could be accessed by unauthorized people or companies.

• Crisis management and intervention:    Usually, we will not engage in VC with clients who are currently in a crisis 
situation requiring high levels of support and intervention. Before engaging in telepsychology, we will develop an 
emergency response plan to address potential crisis situations that may arise during the course of our telepsychology 
work.
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Electronic Communications

We agree to use the video-conferencing platform selected for our virtual sessions, and we will explain how to use 
it. You are solely responsible for any cost to you to obtain any necessary equipment, accessories, or software to 
take part in telepsychology. You will need a smart phone or webcamera.

Confidentiality

We have a legal and ethical responsibility to make our best efforts to protect all communications that are a 
part of our telepsychology. However, the nature of electronic communications technologies is such that we 
cannot guarantee that our communications will be kept confidential or that other people may not gain access 
to our communications. We will try to use updated encryption methods, firewalls, and back-up systems to help 
keep your information private, but there is a risk that our electronic communications may be compromised, 
unsecured, or accessed by others. You should also take reasonable steps to ensure the security of our 
communications(for example, only using secure networks for telepsychology sessions, not using public wi-fi and
having passwords to protect the device you use for telepsychology).

The extent of confidentiality and the exceptions to confidentiality that we outlined in our Informed Consent 
still apply in telepsychology. Confidentiality still applies for telepsychology services, and nobody will record the 
session without the permission from the others person(s).

It is important to be in a quiet, private space that is free of distractions (including cell phone or
other devices) during the session.

Minors

If you are not an adult, we need the permission of your parent or legal guardian (and their contact information) 
for you to participate in telepsychology sessions.

Emergencies and Technology

Assessing and evaluating threats and other emergencies can be more difficult when conducting telepsychology 
than in traditional in-person therapy. To address some of these difficulties, we will create an emergency plan 
before engaging in telepsychology services. We will ask you to identify an emergency contact person who is near 
your location and who we will contact in the event of a crisis or emergency to assist in addressing the situation. 
We will talk about the nearest emergency room location.

If the session is interrupted for any reason, such as the technological connection fails, and you are having an 
emergency, do not call me back; instead, call 911, or go to your nearest emergency room. Call me back after you 
have called or obtained emergency services.

If the session is interrupted and you are not having an emergency, disconnect from the session and we will wait 
two (2) minutes and then re-contact you via the telepsychology platform on which we agreed to conduct therapy. 
If you do not receive a call back within two (2) minutes, then call the phone number your provider gives to you. 

If there is a technological failure and we are unable to resume the connection, you will only be charged the 
prorated amount of actual session time.formed consent documents.
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Fees

At this time, insurance coverage is rapidly changing for VC. We will do our best to confirm insurance coverage, 
but you can also contact your insurance company prior to us engaging in VC sessions in order to determine 
whether these sessions will be covered by your insurance company. As with any service, clients may be 
responsible for cost.

Records

The VC sessions shall not be recorded in any way unless agreed to in writing by mutual consent. We will 
maintain a record of our session in the same way we maintain records of in-person sessions in accordance with 
my policies.

Informed Consent

This agreement is intended as a supplement to the general informed consent that we agreed to at
the outset of our clinical work together and does not amend any of the terms of that agreement.
Your signature below indicates agreement with its terms and conditions.

_____________________________________ 
Client Signature
  
_____________________________________
Guardian Signature (if applicable)

_____________________________________
Treatment Provider

_____________________________________ 
Clinical Supervisor (if applicable) 

___________________________ 
Date
  
___________________________ 
Date

___________________________ 
Date

___________________________ 
Date
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Credit Card Authorization Form

The purpose of this Authorization Form is for you, our client, to provide consent for Well Life Counseling 
and Consulting, LLC to charge your financial responsibility of the visit (copay, co-insurance, or contracted 
rate due to deductible). Credit card numbers are saved in our secure Electronic Medical Record software, 
where only the last four (4) digits of the card and the expiration date are visible. You may cancel or change 
the card on file at any time by contacting us. This authorization will remain in effect until canceled.

 I,_____________________________, authorize Well Life Counseling and Consulting, LLC, to charge my 
credit card on file for agreed upon services. 

____________________________________  _______________________________
Customer Signature      Date
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