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INFORMED CONSENT: PRACTICES & POLICIES 

SESSIONS AND PAYMENT POLICY 

Length of Sessions:  All intakes and regular sessions are between 38-45 minutes.  If a longer session is needed, we may schedule one and prorate it 
at the same rate of the regular 45-minute session rate.  If sessions last more than 15 minutes over the normal 45 minutes scheduled, I reserve the right 
to prorate the total time.  It is important that you regularly and promptly attend scheduled sessions.   
P 
Lateness:  Please arrive to your appointment on time.  Because I may have another appointment right after you, it is unlikely I’ll be unable to extend 
past our usual end time. Your full fee will be due even if you are late. If I am running late, I will always extend the time to allow a 38-45-minute 
session. 
P 
Insurance:  I do not currently accept insurance.  If you wish to seek potential reimbursement from your insurance company, I am considered an “out-
of-network” provider. It is your responsibility to ensure that you are covered if you choose to be reimbursed. 
P 
Rates:  Payments in the form of cash, check, or card are made at each session for the amount of $130 per 38-45 minutes of service.  Longer sessions 
and phone calls in excess of 15 minutes are to be prorated on the basis of this amount.  Unless otherwise stated, the initial session will be billed at 
$150. You are responsible for paying the full amount of fees which are not covered by insurance or other 3rd party payers.  I reserve the right to 
terminate services for cause of unpaid balances.   
 
Responsible Party for Payment:                                                                                                               
Standard Fee  (38-45 minute session):       $130 (unless otherwise agreed upon)                                                         

Please initial that you have read, understand, and agree to the following : 
 

___  I  am responsible for the charges I incur as a result of counseling and/or assessment. 
___  Charges are based on the amount of professional time used and/or set aside for the appointment.    
___  A late cancellation or no-show charge of my full session fee will be billed to me if I do not notify my therapist 24 hours prior to my 
appointment. 
___  All payments are due at the time of service unless other arrangements have been made in advance.  I understand that if my credit card does not 
accept the charge, I will immediately make the payment to the practice. 
___  I am responsible for paying the full amount of fees which are not covered by insurance or other 3rd party payers. 
___  I will notify my therapist of any changes in my address and/or telephone number, or financial situation. 
___  I am aware that my account will be sent to collections if I have an unpaid balance for more than 90 days.  

Credit Card Authorization:  I authorize Greta Aronson, LPC to keep my signature and card information electronically on file in the Therapy Notes 
EHR software.  I understand this is a HIPAA-compliant platform and I am willing to assume the risk for keeping this information on file. I 
understand that I still have the option to pay cash or check at each session, if I choose. 

I fully understand and agree to the terms and conditions stated above regarding the payment policy.  
 
                                                                                                                                                                                                                  
   Responsible Party’s Signature          Date 
 
I authorize the charging of my card on file as indicated above for both session payment and cancellation fees.  I also authorize the automatic 
charging of my credit card on record for any balance left 30 days after the time of service.  I acknowledge that credit card transactions could be 
linked to protected health information.  I understand that I may ask for and be provided a receipt of payment at any time.  I understand that I may ask 
for a copy of this contract at any time. 
 
                                                                                                                                                                                                                  
   Cardholder’s Signature           Date 

Fees and payment schedules for other professional services will be contracted as they are needed.  Examples include report writing, consultations, 
psychological testing, test interpretations, preparation of records, treatment summaries, court appearances, and school visits.  
 

Legal proceedings that require my participation will incur additional charges.  These include all professional time, including preparation and 
transportation costs, even if I am called to testify by another party.  Due to the difficulties of legal involvements, the charge for preparation and 



 

 
attendance at any legal proceeding is $250.00 per hour. I am unwilling to be a witness, provide expert testimony, or provide evaluations in any child 
custody, divorce, domestic or other civil/criminal court proceedings. These services are outside the scope of my expertise and the professional 
services I provide in my practice.   
 

Reminder Emails: You may choose to receive appointment reminders via email through my Client Portal. To do so, ask me for a link to the Portal, 
where you may obtain a login and password. The Portal is provided by Therapy Notes, LLC and is designed with the intention of supporting the 
confidentiality of clinical communications.  
 

Cancellation Policy and Fees:  I understand that it may be necessary to cancel an appointment.  If you are unable to attend a scheduled appointment, 
you must notify me at least 24 hours before to your appointment time.  If you do not notify me 24 hours ahead of time or simply do not show up 
to your appointment, you will be charged your full session fee.  Variance from this policy is at my discretion. 
 

Non-payment of Fee:  If you have not paid for your sessions and do not respond to my attempts to contact you to work out a payment plan, I have the 
option of using legal means to secure the payment. This may involve hiring a collection agency or going through small claims court. In most collection 
situations, the only information I release regarding a patient’s treatment is his/her name, the nature of services provided, and the amount due. By 
coming to see me, you agree to this policy. A late fee of 20% of the unpaid balance will be charged each month that a balance remains unpaid.  

CONTACT POLICY 

Phone Calls:  I am often not immediately available by phone.  I provide a voicemail for non-emergency situations, i.e. rescheduling, cancellations, 
and clinical updates.  I make every effort to return your call within 24 hours, with the exception of weekends/holidays.   

Risks of Communication by Email, Text Message, and Other Non-Secure Means:  It may be useful during the course of treatment to 
communicate by email, text message, or other electronic methods of communication.  Be informed that these methods, in their typical form, are not 
confidential means of communication. If you use these methods to communicate with me, there is the potential chance that a third party may be able 
to intercept these messages. Some of the potential risks you might encounter using these methods of communication include:  
 

• People in your home or other environments who access your phone/computer/other devices that you use might read your email or text messages  
• Loss of your cell phone, computer, or other devices  
• Email accounts can be hacked  
• Text messages and emails are stored on servers  
• Third parties on the Internet (i.e. system administrators) monitor Internet traffic might intercept your communication  

 
Please limit the use of electronic communications to issues related to scheduling and/or billing. There may be situations in which you request that I 
send “growth work” reminders or documents that we create in session. If you choose to email me, please be aware that my email responses will be 
brief. Depending on the circumstances, I may choose to call you to discuss the matter directly. I will not respond to text messages that are not related 
to scheduling/billing or outside of regular business hours. I will not, under any circumstances, give therapeutic responses or help via electronic 
communications. If you need to discuss a clinical matter with me, please call to schedule an appointment or wait so we can discuss it at your next 
session.  
 
Text Messaging: I will receive and respond to text messages at (816) 463-2581 regarding scheduling and billing  Please be advised that text 
messages are unencrypted forms of communication and could result in an unintended breach of confidentiality. Any texts you send may also become 
a part of your legal medical record and will need to be documented and archived in your chart.   
 

Email:  Feel free to communicate with me regarding scheduling and billing via email at gretaaronson@outlook.com.  I will do my best to assure your 
confidentiality through email but due to viruses, hackers, etc., no email correspondence can be guaranteed to be confidential. Do not send any 
information that you would consider to be sensitive information through email.  Emails may also become part of your legal medical record.  
My signature below indicates that I have been informed of the risks, including but not limited to my confidentiality in treatment, of transmitting my 
protected health information by unsecured means. I understand that I am not required to sign this agreement in order to receive treatment. I also 
understand that I may terminate this consent at any time.  
 

Contact/Emergencies:  Based on the nature of the practice, I will not be available at all times.  I am unable to provide therapeutic services to clients 
who require 24-hour care.  If you feel that this may be a problem, I will gladly give you a referral to someone else who may meet your needs better.  I 
am unable to be available for crisis calls apart from our scheduled appointments.  Exceptions to this policy are considered as the appropriate need 
arises.  If you have a life-threatening emergency please call 911 or other appropriate authority.   
 

Social Media:  I do not accept friend or contact requests from current or former clients on any social networking site (Facebook, LinkedIn, etc). 
Adding clients as friends or contacts on these sites can compromise your confidentiality. It also blurs the boundaries of our therapeutic relationship. If 
you have questions about this, please bring them up when we meet and we can talk more about it. 

Either party may revoke this contract at any time.  Your revocation will be binding on Greta Aronson, LLC unless we have taken action in reliance 
on it; if there are obligations imposed on Greta Aronson, LLC by law; or if you have not satisfied any financial obligation you have incurred. 

 
                                                                                                                                                                                                                         
 Client Name (printed)       Authorized Signature    Date 


