ANDREA ANDES, M.A., LMFT

LICENSED MARRIAGE AND FAMILY THERAPIST 83892
8170 BEVERLY BLVD., SUITE 100, LOS ANGELES, CA 90048
310.493.7445

CONSENT TOo TREATMENT & OFFICE PoLICIES

THIS AGREEMENT IS INTENDED TO PROVIDE YOU AS THE CLIENT WITH IMPORTANT
INFORMATION REGARDING THE PRACTICES, POLICIES AND PROCEDURES OF ANDREA
ANDES, M.A., LMFT, (HEREIN “THE THERAPIST”’) AND TO CLARIFY THE NATURE OF
THE PROFESSIONAL PSYCHOTHERAPEUTIC RELATIONSHIP BETWEEN YOU AS THE
CLIENT AND THE THERAPIST. ANY QUESTIONS OR CONCERNS REGARDING THE
CONTENTS OF THIS AGREEMENT SHOULD BE DISCUSSED WITH THE THERAPIST
PRIOR TO SIGNING IT.

CONFIDENTIALITY — ALL MATTERS DISCUSSED IN THERAPY ARE CONFIDENTIAL,
EXCEPT WHERE BREAKING OF THAT CONFIDENTIALITY IS REQUIRED OR PERMITTED
BY PROFESSIONAL ETHICS AND/OR LAW. EXCEPTIONS TO CONFIDENTIALITY
INCLUDE: 1) WHEN YOU AS THE CLIENT GIVE WRITTEN PERMISSION FOR THE
THERAPIST TO SHARE SPECIFIC INFORMATION WITH OTHERS (E.G. PHYSICIAN OR
INSURANCE COMPANY); 2) WHEN THE THERAPIST HAS REASON TO SUSPECT THAT A
CHILD, ELDERLY PERSON, OR DEPENDENT ADULT THAT YOU HAVE DISCUSSED IN
THERAPY HAS BEEN PHYSICALLY, SEXUALLY, EMOTIONALLY, OR FINANCIALLY
ABUSED; 3) IF THE THERAPIST HAS REASON TO BELIEVE THAT YOU INTEND TO
PHYSICALLY HARM ANOTHER PERSON OR ANOTHER PERSON’S PROPERTY; 4) IF THE
THERAPIST HAS REASON TO BELIEVE THAT YOU ARE A DANGER TO YOURSELF AND/
OR ACUTELY SUICIDAL, IN WHICH CASE THE THERAPIST WILL TAKE MEASURES
NECESSARY TO ENSURE YOUR SAFETY. ADDITIONALLY, THE THERAPIST REGULARLY
SEEKS PROFESSIONAL CONSULTATION WITH OTHER LICENSED/PRELICENSED
PSYCHOTHERAPISTS IN ORDER TO ENHANCE THE QUALITY OF THERAPY PROVIDED.
IN THIS CONTEXT, ONLY THE MINIMAL AMOUNT OF CLIENT INFORMATION
NECESSARY FOR EFFECTIVE CONSULTATION IS SHARED. ANY OTHER
PSYCHOTHERAPIST BEING CONSULTED IS BOUND BY THE SAME LEGAL AND ETHICAL
STANDARDS IN REFERENCE TO CONFIDENTIALITY.

FEE FOR SERVICE — WE HAVE AGREED THAT YOUR FEE WILL BE .
THE THERAPIST WILL NORMALLY REVIEW FEES ON AN ANNUAL BASIS AND MAY
REQUEST AN INCREASE AT THAT TIME, IN WHICH CASE 30 DAYS NOTICE WILL BE
PROVIDED BEFORE THE INCREASE. YOU AS THE CLIENT ARE RESPONSIBLE FOR
PAYMENT OF THE AGREED-UPON FEE BY CASH OR PERSONAL CHECK AT THE
BEGINNING OF EACH SESSION. IN MOST CASES, THE THERAPIST WILL, AS A
CONVENIENCE TO CLIENTS, ALLOW PAYMENT OF THE FEE AT THE LAST SESSION OF
THE MONTH FOR ALL SESSIONS HELD DURING THAT MONTH. IF YOU DECIDE TO
TERMINATE THE THERAPY AT ANY TIME, YOU ARE RESPONSIBLE TO PAY FOR THE
FEE OF ANY SESSIONS ALREADY CONDUCTED.

IF YOU HAVE INSURANCE COVERAGE THE THERAPIST CAN PROVIDE PERIODIC
STATEMENTS FOR YOU TO SUBMIT TO YOUR INSURANCE COMPANY. IF YOU
CHOOSE, | CAN BILL INSURANCE FOR YOU, FOR WHICH A RELEASE WILL NEED
TO BE SIGNED. YOU ARE ENCOURAGED TO CHECK WITH YOUR INSURANCE
COMPANY
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REGARDING LIMITATIONS FOR MENTAL HEALTH COVERAGE, INCLUDING NUMBER
OF SESSIONS ALLOWED AND/OR THE TYPE OF MENTAL HEALTH PROFESSIONAL
THEY WILL REIMBURSE. YOU ARE RESPONSIBLE FOR ANY ADDITIONAL FEES
INCURRED BY CHECKS RETURNED BY THE BANK. (IN CERTAIN CASES OF
DOCUMENTED ECONOMIC NEED, A LOWER SESSION FEE WILL HAVE BEEN
NEGOTIATED BETWEEN THE THERAPIST AND CLIENT. IN THESE CASES, THE FEE
WILL BE RENEGOTIATED ANNUALLY AS WELL AS WHENEVER THE CLIENT’S
ECONOMIC SITUATION CHANGES.)

CONTACTING THE THERAPIST — IF YOU NEED TO CONTACT THE THERAPIST
BETWEEN SESSIONS, PLEASE LEAVE A MESSAGE AT 310.493.7445 AND INDICATE
CLEARLY AT THE BEGINNING OF YOUR MESSAGE IF THERE IS AN EMERGENCY
SITUATION AND/OR IF YOU NEED THE THERAPIST TO RETURN YOUR CALL. YOUR
CALL WILL BE RETURNED AS SOON AS POSSIBLE, USUALLY WITHIN 24 HOURS.
HOWEVER, THE THERAPIST MAY NOT BE ABLE TO REPLY PROMPTLY, ESPECIALLY
DURING OFFICE HOURS, WEEKENDS OR LATE AT NIGHT. IF YOU NEED TO TALK TO
SOMEONE RIGHT AWAY, PLEASE DIAL 911 FOR EMERGENCY SERVICES, OR GO TO
THE NEAREST HOSPITAL EMERGENCY ROOM, OR CALL THE SUICIDE PREVENTION
CENTER AT 1-877-727-4747 (AVAILABLE 24 HOURS PER DAY, WITHIN L.A.
COUNTY ONLY).

IF THE THERAPIST AND YOU AS THE CLIENT AGREE TO DISCUSS ISSUES ON THE
TELEPHONE THAT REQUIRE MORE THAN 10 MINUTES, THE DURATION OF THE CALL
WILL BE CHARGED BASED ON THE REGULAR SESSION FEE PRORATED.

CANCELLATION PoLICY — THE THERAPIST ALWAYS REQUIRES AT LEAST 24 HOURS
NOTICE VIA TELEPHONE (AT 310.493.7445) FOR ANY SESSION YOU CANNOT OR DO
NOT ATTEND. OTHERWISE, THE FULL FEE FOR THE SESSION WILL BE CHARGED.
UNCOLLECTED FEES FOR THREE OR MORE SESSIONS MAY RESULT IN AN
INTERRUPTION IN THERAPY UNTIL THE AMOUNT IS PAID IN FULL. ANY
LONGSTANDING UNPAID BALANCES MAY BE REFERRED TO A COLLECTION AGENCY.
IF THIS SHOULD BECOME NECESSARY, YOU WILL BE NOTIFIED IN WRITING
BEFOREHAND.

RISKS AND BENEFITS OF THERAPY — PARTICIPATING IN PSYCHOTHERAPY MAY
RESULT IN A NUMBER OF BENEFITS TO YOU, INCLUDING IMPROVEMENT OF
INTERPERSONAL RELATIONSHIPS AND RESOLUTION OF THE SPECIFIC CONCERNS
THAT LED YOU TO SEEK THERAPY. HOWEVER, THERAPY REQUIRES YOUR
REGULAR ATTENDANCE, ACTIVE INVOLVEMENT, HONESTY AND OPENNESS.
DURING THERAPY, REMEMBERING OR TALKING ABOUT UNPLEASANT EVENTS,
FEELINGS OR THOUGHTS CAN RESULT IN YOUR EXPERIENCING DISCOMFORT OR
STRONG FEELINGS OF ANGER, SADNESS, ANXIETY, DEPRESSION OR OTHER
DIFFICULT FEELINGS. THE THERAPIST MAY CHALLENGE SOME OF YOUR
ASSUMPTIONS OR PERCEPTIONS OR PROPOSE DIFFERENT WAYS OF LOOKING AT,
THINKING ABOUT, OR HANDLING SITUATIONS WHICH CAN CAUSE YOU TO FEEL
UPSET, ANGRY, DEPRESSED, CHALLENGED, OR DISAPPOINTED. ATTEMPTING TO
RESOLVE ISSUES THAT BROUGHT YOU TO THERAPY MAY RESULT IN CHANGES
THAT WERE NOT ORIGINALLY INTENDED. PSYCHOTHERAPY MAY RESULT IN
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DECISIONS ABOUT CHANGING BEHAVIORS, EMPLOYMENT, SUBSTANCE USE
SCHOOLING, HOUSING, AND/OR RELATIONSHIPS. SOMETIMES A DECISION THAT
IS POSITIVE FOR ONE FAMILY MEMBER WILL BE VIEWED QUITE NEGATIVELY BY
ANOTHER FAMILY. MEMBER. CHANGE WILL SOMETIMES BE EASY AND SWIFT, BUT
MORE OFTEN IT WILL BE SLOW AND EVEN FRUSTRATING OR DISTURBING. THERE IS
NO GUARANTEE THAT PSYCHOTHERAPY WILL YIELD POSITIVE OR INTENDED
RESULTS. DURING THE COURSE OF TREATMENT THE THERAPIST MAY SUGGEST NEW
WAYS OF APPROACHING A RELATIONSHIP OR OTHER SITUATION IN LIFE, BUT YOU AS
THE CLIENT SHOULD BE AWARE THAT ANY DECISION ON THE STATUS OF YOUR
PERSONAL RELATIONSHIPS AND OTHER CHOICES YOU MAKE IN LIFE ARE YOUR OWN
PREROGATIVE AND RESPONSIBILITY. THIS THERAPIST SPECIALIZES IN
“PSYCHODYNAMIC” PSYCHOTHERAPY, WHICH MEANS THAT IN MOST CASES SHE WILL
BE CONSIDERING THE IMPORTANCE OF THE CLIENT’S EARLIEST CAREGIVER
RELATIONSHIPS AND UNCONSCIOUS MATERIAL AS REVEALED IN DREAMS,
ASSOCIATIONS, AND/OR MEMORIES. THIS METHOD OF “DEPTH” PSYCHOTHERAPY
CAN BE MEANINGFUL AND EFFECTIVE FOR CLIENTS, BUT IS RARELY BRIEF AND
OFTEN REQUIRES A LONG-TERM COMMITMENT FROM THE CLIENT IN ORDER TO BE
MOST USEFUL. IF YOU HAVE ANY UNANSWERED QUESTIONS ABOUT YOUR
PROGRESS, THE TREATMENT PLAN, OR ANY OF THE PROCEDURES USED IN THE
COURSE OF YOUR THERAPY, PLEASE ASK AND YOU WILL BE ANSWERED FULLY. IF
AT ANY POINT THE THERAPIST ASSESSES THAT THE THERAPY PROCESS IS NOT OR
WILL NOT BE EFFECTIVE IN HELPING YOU REACH THE THERAPEUTIC GOALS, SHE
WILL DISCUSS IT WITH YOU AND, IF APPROPRIATE, SUGGEST AN END TO THE
THERAPY. IN SUCH A CASE, SHE WOULD GIVE YOU A NUMBER OF REFERRALS,
WHICH MAY BE OF HELP TO YOU. IF AT ANY TIME YOU WISH ANOTHER
PROFESSIONAL’S OPINION OR WISH TO CONSULT WITH ANOTHER THERAPIST, THE
THERAPIST WILL ASSIST YOU IN FINDING SOMEONE QUALIFIED. YOU HAVE THE
RIGHT TO TERMINATE THERAPY AT ANY TIME, BUT ARE RESPONSIBLE FOR ANY
UNPAID FEES FOR SESSIONS ALREADY CONDUCTED.

ACKNOWLEDGEMENT — BY SIGNING BELOW, YOU AS THE CLIENT ACKNOWLEDGE
THAT YOU HAVE REVIEWED AND FULLY UNDERSTAND ALL PAGES OF THIS
AGREEMENT. YOU AGREE TO ABIDE BY THE CONDITIONS OF THIS AGREEMENT AND
FREELY CONSENT TO PARTICIPATE IN PSYCHOTHERAPY WITH THE THERAPIST.
MOREOVER, YOU AS THE CLIENT AGREE TO HOLD THE THERAPIST FREE AND
HARMLESS FROM ANY CLAIMS, DEMANDS, OR SUITS FOR DAMAGES FROM ANY
INJURY OR COMPLICATIONS WHATSOEVER, SAVE NEGLIGENCE, THAT MAY RESULT
FROM SUCH TREATMENT.

CLIENT NAME (PLEASE PRINT)

SIGNATURE OF CLIENT

DATE



