
 
 

 

   
Consent to Treat 

 
 
 
Client Name: ____________________________________________________  Birthdate:______________________ 
 
 
I give full consent for myself or my child/adolescent to receive outpatient mental health services until I notify True North, The 
Woodlands, PLLC of any changes or until it is determined that treatment is no longer necessary. I certify that I have the legal 
right to seek and authorize treatment for myself or my child/adolescent. 
 
In the event of a custody arrangement, I agree to provide my therapist with the legal documentation pertaining to my child/ren 
as it relates to communication and healthcare.  
 
 
 
 
_________________________________________________   _____________________________________ 
Authorized Signature       Date 

 
 

 
Office Policies 

 
_________ (initial)  Payment & Standard Rates: 
  Payment is expected at the time services are rendered unless other arrangements have been 
made.  Please notify me if any problem arises during the course of your therapy regarding your ability to 
make timely payments.  Follow up appointments will not be honored if an account has an outstanding 
balance. Your insurance company may reimburse you for part of your fee; however it is your 
responsibility to pay your fee upfront unless other arrangements are made.   
 
  Fee for sessions is $130.00 per 50-minute session or prorated accordingly.  Charges for other 
professional services are prorated on the basis of $130.00 per hour. These services include, but are not 
limited to, phone calls, third-party consultations, and correspondence. Off-site consultation is charged at 
the rate of $130.00 per hour, “portal to portal”, that is, for the time I am out of the office on your behalf.    
 
***Please be advised that I do not provide consultation, evaluation or legal EXPERT testimony in child 
custody, child visitation or molestation cases. Similarly, I do not consider my practice to include expert 
testimonials. However, should my opinion be ordered, fees will be charged at the rate of $400.00 per 
hour, portal to portal. This fee will apply as well to depositions or interrogatories. All fees of this nature 
are payable in advance.  
  
_______(initial)   Cancellations:  
  The scheduling of an appointment involves the reservation of time specifically for you. 
Therefore, 24 hours cancellation notice is required in order for you to avoid being charged at a rate 
equivalent to half of your session fee for the missed session.     
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__________ (initial) Confidentiality: 
   
The code of ethics for counselors and the state laws regulating most kinds of counseling consider personal 
information you discuss to be confidential. Except in a small number of situations, the helping 
professional may not reveal any information about you to another person without your explicit 
permission. Records of your treatment will be kept for seven years after your final session. 
 
One exceptions to this rule includes if your fees are paid by a third party such as an insurance company, 
certain details of your treatment (e.g. dates of treatment, diagnosis, symptoms, progress) may be required 
to be revealed in order to obtain reimbursement. Most insurance companies allow you to file claims 
directly with them so that your employer will not see the information.  
 
In cases where a court order has been issued and records have been subpoenaed the counselor has a legal 
responsibility to comply. 
 
 
 
 
 
_______ (initial) Suicide and Abuse  
Another exception where counselors are legally required to disregard confidentiality involves situations 
where there is a potential for suicide or homicide. For example, if you reveal information that indicates a 
clear danger of injury to yourself or others the counselor will need to contact the appropriate authorities or 
family members. 
 
Another exception to confidentiality is that all helping professionals are required by law to report any 
knowledge of abuse or neglect of a child or an incompetent or disabled person including suspected abuse.  
 
Your counselor will be happy to discuss any concerns you have about the protection of the information 
you provide. 
  
 
Having read the policies described above, I agree to all professional policies, agree to meet all financial  
obligations, and agree that this contract replaces any earlier contracts. Additionally, I understand that 
there can be no absolute guarantee of cure in the practice of counseling.  
 
  
__________________________________                _________________________  
Client or Parent/Guardian Signature                     Date  

 


