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AGREEMENT TO PAY FOR PROFESSIONAL SERVICES 
 
Welcome to BASICS Group Practice, LLC. mental health service. Our goal is to provide you with quality mental 
health care. Your informed participation and your understanding of payment arrangements are essential to our effort 
to help you, as well as to your effort to benefit from our time together. The following statements describe our 
agreement regarding the services that we will provide you and the fees that our office charges for our time and 
services. 
 
SERVICES 
Your therapist will be ___________________________________ 
 
You and your therapist will meet ____ times per (week/month) for a session that will last between 50 and 75 
minutes, depending on the clinical necessity. The scheduled time is your time to use to the best advantage. With 
your consent, and with the agreement of your therapist, the counselor will meet you alone, or with you and your 
spouse/child, or other party. If you are unable to attend, you may cancel with at least 24 hours’ notice. If you must 
be late or you are unable to cancel in time, the scheduled time will still be your time and your responsibility. 
 
This agreement for services will remain effective until ended by agreement between you and your therapist. If you 
have missed 2 consecutive visits, your therapist will accept that as your notice that you wish to terminate this 
agreement and discontinue counseling with our office. 
 
FEES 
You are responsible for payment of services at the end of every session unless your insurance will totally reimburse 
BASICS Group Practice, LLC and this office agreed to wait for such payment from the insurance company. The fee 
for service is $150.00 per session. You are responsible for knowing the terms of your health insurance including 
how much of the hourly rate they will reimburse and how much of a co-pay you are responsible for. All health 
insurance reimbursements must be agreed upon by you and this office before treatment begins. You will be 
responsible for all co-payments at the time of the session. 
 
If 30 or more days have elapsed without payment, this therapist has the option of sending your account for 
collection. You will be responsible for any legal or collection costs incurred if this process is initiated.  
 
IF YOU HAVE ANY QUESTIONS REGARDING THIS CONTRACT OR THE THERAPY PROCESS DO NOT 
HESITATE TO ASK BEFORE SIGNING BELOW. YOUR SIGNATURE INDICATES THAT YOU HAVE 
READ THIS DOCUMENT, UNDERSTAND THE CONDITIONS SET OUT, AND AGREE TO COMPLY. YOU 
ALSO UNDERSTAND THAT THERAPY IS A CONTRACT BETWEEN THIS THERAPIST AND YOURSELF 
AND CAN BE TERMINATED BY EITHER PARTY. 
 
______________________________________________ _______/_________/_______ 
        Signature of client /Parent/Legal Guardian                      Date 
   
______________________________________________ _______/_________/_______ 
                               Signature of therapist             Date 
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CREDIT CARD AUTHORIZATION 
 
I, ______________________________________________________________, the responsible party for 
myself or other (list name) ___________________________________________, hereby authorize 
_________________________________ to charge payments or co-payment to the following credit/debit 
card for individual, couples, or family therapy at BASICS Group Practice, LLC. 
 
I understand any debit card that returns for non-sufficient funds will result in a $30.00 fee in addition to the 
clinical fee for the services rendered. I understand I may choose any other qualified payment option (i.e. 
cash, money order, certified check, or credit card) at the time of service. I also can revoke the credit card 
authorization at any time.  
 
Credit Card Information 
 
 

Type of Card:      □  MasterCard    □  VISA    □  Discover 
 
Cardholder Name: (as written on card): ____________________________________________________ 
 
Billing Address: ___________________________________________________ 
                          _____________________________________ 
                  _____________________________________ 
 
Home Phone: ________________________   Email: _________________________________________ 
 
Credit Card # _________   _________   _________    _________ 
 
Expiration Date: _______/_________(mm/yyyy) 
 
CCV/CSC Number (3 Digit on front): ____________ 
 
 
 
I authorize BASICS Group Practice, LLC to charge my credit card for the amount below:  
 
________ cost of the entire therapy session, or 
 
________ insurance co-pay or deductible amount 
 
 
 
______________________________________________ _______/_________/_______ 
        Signature of client /Parent/Legal Guardian                      Date 
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Therapy Process Form 

 

Client:__________________________________________________________________________ 
 
 
Welcome to the BASICS Group Practice, LLC. This document contains important information about 
our professional services and business policies. Please read it carefully and note any questions you 
might have so you can discuss them with your therapist during your intake. Once you sign this 
consent form, it will constitute an agreement between you, and BASICS Group Practice, LLC.  
 
Nature of Counseling Services  
 
Psychotherapy is the process where mental health distresses and disorders are assessed, 
prevented, evaluated, and treated. There are a variety of techniques that can be utilized to deal 
with the problem(s) that brought you to therapy. These services are generally unlike any services 
you may receive from a physician in that they require your active participation and cooperation.  
 
Psychotherapy has both benefits and risks. Possible risks include the experience of uncomfortable 
feelings (such as sadness, guilt, anxiety, anger, frustration, loneliness, or helplessness) or the 
recall of unpleasant events in your life. Potential benefits include significant reduction in feelings of 
distress, better relationships, better problem-solving and coping skills, and resolutions of specific 
problems. Given the nature of psychotherapy, it is difficult to predict what exactly will happen, but 
we will do our best to make sure you will be able to handle the risks and experience at least some 
of the benefits. However, psychotherapy remains an inexact science and no guarantees can be 
made regarding outcomes.  
 
Procedures  
 
Therapy usually starts with an evaluation. It is our practice to conduct an evaluation that lasts up to 
2 sessions. This evaluation begins with an intake interview. By the end of the evaluation, we will 
offer you an initial impression of what therapy will involve, should you decide to continue. If you have 
questions about any of the procedures recommended, feel free to discuss these openly.  
 
We will usually schedule one 45-minute session per week at a mutually agreed upon time (under 
some special circumstances sessions may be longer or more frequent). This appointment will be 
reserved for you on a regular basis and is considered a standing appointment (i.e., if you miss one 
week, you will still have the same appointment time the next week). The overall length of 
psychotherapy (in weeks or months) is generally difficult to predict but is something we can discuss 
when the initial treatment plan is reviewed with you after the evaluation.  
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Fee-Related Issues  
 
Evaluation & Intake Interview appointments are $150 for a 60-75 minute session. The fee for 
individual 60-minute therapy is $125 per session. BASICS also charges special fees for other 
professional services you may require (such as telephone conversations which last longer than 10 
minutes, meetings or consultations that you have requested with other professionals. etc.). In 
unusual circumstances, you may become involved in litigation wherein you request or require our 
participation. You will be expected to pay for such professional time even if we are compelled to 
testify by another party. You will be expected to pay for each session at the time that it is held. 
Payment schedules for other professional services will be agreed to when these services are 
requested. In circumstances of unusual financial hardship, you may negotiate a fee adjustment or 
installment payment plan. Once your standing appointment hour is scheduled, you will be expected 
to pay for it (even if it is missed) unless you provide 24-hours advance notice of cancellation.  
 
In order to set realistic treatment goals and priorities, it is important to evaluate what resources are 
available to pay for your treatment. If you have a health benefits policy, it will usually provide some 
coverage for mental health treatment when a licensed professional provides such treatment. We will 
provide you with whatever assistance possible to facilitate your receipt of the benefits to which you 
are entitled, including completing insurance forms as appropriate. However, you (not your insurance 
company) are responsible for full payment of the fee.  
 
Carefully read the section in your insurance coverage booklet that describes mental health services 
and call your insurer if you have any questions. We will provide you with whatever information we 
have based on our experience and will be happy to try to help you understand the information you 
receive from your carrier. The escalation of the cost of health care has resulted in an increasing level 
of complexity about insurance benefits that often makes it difficult to determine exactly how much 
mental health coverage is available. Managed health care plans such as HMOs and PPOs often 
require advance authorization before they will provide reimbursement for mental health services. 
These plans are often oriented towards a short-term treatment approach designed to resolve 
specific problems that are interfering with level of functioning. It may be necessary to seek additional 
approval after a certain number of sessions. Although a lot can be accomplished in short-term 
therapy, many clients feel that more services are necessary after the insurance benefits expire. 
Some managed care plans will not allow us to provide reimbursed services to you once your 
benefits are no longer available. If this is the case, we will do our best to find another provider who 
will help you continue your psychotherapy. 
 
Please be aware that most insurance agreements require you to authorize us to provide a clinical 
diagnosis, and sometimes additional clinical information such as treatment plans or summaries, or in 
rare cases, a copy of the entire record. This information will become part of the insurance company's 
files, and in all likelihood, some of it will be computerized. All insurance companies claim to keep 
such information confidential, but once it is in their hands, we have no control over what your insurer 
will do with the information. In some cases, the insurer may share the information with a national 
medical information data bank. The Medical Information Bureau (MIB) is a central database of 
medical information shared by insurance companies. The MIB does not have a file on everyone. But 
if you have an MIB file, you will want to be sure it is correct. You can obtain a copy for free once a 
year by calling (866) 692-6901 (TTY for the hearing impaired (866) 346-3642) or by visiting the 
company's web site at www.mib.com/html/request_your_record.html.  
 
It is best to discuss all the information about your insurance coverage with me, so you can decide 
what can be accomplished within the parameters of the benefits available to you and what will 
happen if the insurance benefits run out before you are ready to end treatment. It is important to 
remember that you always have the right to pay for counseling services yourself if you prefer to 
avoid involving your insurer.  
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Contact Hours  
 
Our office hours are Monday through Friday, 9:00 am to 7:00 pm. Some evening group therapy 
hours are available. We are generally not available for telephone services but you can cancel and 
reschedule sessions by calling (301) 420-1972 and leaving a message on the confidential answering 
service. If you need to reschedule an appointment, we will make every effort to return your call on 
the same day, with the exception of calls made after-hours or on weekends and holidays. If you are 
difficult to reach, please leave some times when you will be available. If you have an emergency 
please call the Emergency Room at your nearest hospital, or dial 9-1-1. Please note that BASICS 
does not have emergency services or facilities.  
 
Record-Keeping Procedures  
 
Both law and the standards of the counseling profession require that we keep treatment records. You 
are entitled to receive a copy of these records, unless we believe that seeing them would be 
emotionally damaging to you. If this is the case, we will be happy to provide your records to an 
appropriate mental health professional of your choice. Although you are entitled to receive a copy of 
your records if you wish to see them, we may prefer to prepare an appropriate summary instead. 
Because client records are professional documents, they can be misinterpreted and can be 
upsetting. If you insist on seeing your records, it is best to review them with your therapist to discuss 
their content. Clients will be charged an appropriate fee for any preparation time that is required to 
comply with an informal request for record review. If you are under 18 years of age, please be aware 
that the law may provide your parents with the right to examine your treatment records. It is policy to 
request an agreement from parents that they consent to give up access to your records. If they 
agree, we will provide your parents only general information on how your treatment is proceeding 
unless there is a high risk that you will seriously harm yourself or another person. In such instances, 
we may be required by law to notify your parents of our concern. Parents of minors also can request 
to be provided with a summary of their child's treatment when it is complete. Before giving your 
parents any information, we will discuss this matter with you and will do the best we can to resolve 
any objections you may have about what will be discussed. The State of Maryland requires that I 
keep your records for 7 (seven) years after termination of counseling services and for minors, 7 
(seven) years after the minor turns 18 (eighteen).  
 
Signatures Verifying Agreement  
 
Your signature below indicates that you have read the information in this document, that you 
have understood it, and that you agree to abide by its terms as long as you are a BASICS Group 
Practice, LLC client.  
 
 
Client Signature      ________________________________  Date  ___________________ 

 
 
Witness Signature  ________________________________  Date  ___________________
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Bill of Rights for Clients 
 
Your rights include: 
 

1. Receiving respectful treatment that will promote your emotional, social, 

behavioral, cognitive and/or spiritual growth and well-being. 

2. Having a safe treatment setting, free from sexual, physical and/or emotional 

abuse. 

3. Asking for and receiving information about the therapist’s qualifications, 

including his or her license, education, training, experience, membership in 

professional groups, areas of specialty, and limits of practice. 

4. Having written information about our fees, methods of payment, insurance 

coverage, and cancellation policies (applicable for self-pay/privately insured 

clients). 

5. Refusing audio or video recording of sessions (applicable for group & couples 

therapy) 

6. Refusing to answer any question or give any information you choose not to 

answer or give. 

7. Knowing if your therapist will discuss your case with others (i.e. supervisors, 

other clinicians within BASICS, or student interns). 

8. Asking that the therapist inform you of your progress. 

 
Your responsibilities as a client include: 
 

• Being on time to therapy appointments. 

• Notifying therapist 24 hours in advanced of any cancellations. 

• Making payments on day of treatment (if self-pay or privately insured). 

• Being an active participant in the treatment process. 

 
 
_______________________________________________  __________________ 
Client’s Signature       Date 
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What You Should Know About Confidentiality in Therapy 
 
I will treat what you tell me with great care.  My professional ethics (that is, my profession’s rules 
about moral matters) and the laws of this state prevent me from telling anyone else what you tell 
me unless you give me written permission.  These rules and laws are the ways our society 
recognizes and supports the privacy of what we talk about—in other words, the “confidentiality” 
of therapy.  But I cannot promise that everything you tell me will never be revealed to someone 
else.  There are times when the law requires me to disclose information discussed in therapy to 
others. There are also some other limits on our confidentiality.  You need to be aware of these 
rules so that you don’t tell me something as a “secret” that I cannot keep secret.  These are very 
important issues, so please read these pages in their entirety and keep this copy for your record.  
At our next meeting, we can discuss any questions you might have. 
  
1.   When you or other persons are in physical danger, the law requires me to tell others about    
       it.   
             
       Specifically: 
   

a. If I come to believe that you are threatening serious harm to another person, I am 
required to try to protect that person.  I may have to tell the person and the police, or 
perhaps try to have you placed in a hospital. 
 

b. If you seriously threaten or act in a way that is very likely to harm yourself, I may have to 
seek hospitalization for you or call your family members or others who can help protect 
you.  If such a situation does come up, I will fully discuss the situation with you before I 
do anything, unless there is a very strong reason not to. 

 
c. In an emergency where your life or health is in danger, and I cannot not get your consent, 

I may give another professional some information to protect your life.  I will try to get 
your permission first, and I will discuss this with you as soon as possible afterwards. 

 
d. If I believe or suspect that you are abusing a child, an elderly person, or a disabled person 

I must file a report with a state agency.  To “abuse” means to neglect, hurt, or sexually 
molest another person.  I do not have any legal power to investigate the situation to find 
out all the facts.  The state agency will investigate.  If this might be your situation, we 
should discuss the legal aspects in detail before you tell me anything about these topics.  
You may also want to talk to an attorney. 

 
*In any of these situations, I would reveal only the information that is needed to protect you or 
the other person.  I would not discuss non-relevant information. 
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2.    In general, if you become involved in a court case or proceeding, you can prevent me from    
       testifying in court about what you have told me.  This is called “privilege”, and it is your  
       choice to prevent me from testifying or to allow me to do so.  However, there are some 
       situations where a judge or court may require me to testify: 
 

a. In child custody or adoption proceedings, where your fitness as a parent is questioned or 
in doubt. 
 

b. In cases where your emotional or mental condition is important information for a court’s 
decision. 

 
c. During a malpractice case or an investigation of me or another therapist by a professional 

group. 
 

d. In a civil commitment hearing to decide if you will be admitted to or continued in a 
psychiatric hospital. 

 
e. When you are seeing me for court-ordered evaluations or treatment.  In this case we need 

to discuss confidentiality fully, because you do not have to tell me what you do not want 
the court to find out through my report. 

 
3.    There are a few other things you must know about confidentiality and your treatment: 
 
       a.  I may sometimes consult (talk) with another professional about your treatment.  This other  
            person is also required by professional ethics to keep your information confidential.   
            Likewise, when I am out of town or unavailable, another therapist will be available to help  
            my clients.  I must give him or her some information about my clients. 
 
        b.  I am required to keep records of your treatment, such as the notes I take when we meet.   
             You have a right to review these records with me.  If something in the record might  
              seriously upset you, I may leave it out, but I will fully explain my reasons for doing so. 
 
4.     Here is what you need to know about confidentiality in regard to insurance and money    
        matters: 
 
        a.   If you use your health insurance to pay a part or all of my fees, insurance companies  
              require some information about our therapy.  Insurers such as Medicaid, Blue Cross/Blue  
              Shield or managed care organizations ask for information about you and your symptoms,  
              as well as a detailed treatment plan. 
 
5.   Children and families create some special confidentiality questions. 
 
         a.   When I treat children under the age of 12, I must tell their parents or guardians whatever  
                they ask me.  As children grow more able to understand and choose, they assume legal  
                rights.  For those between ages of 12 and 18, most of the details in things they tell me  
                will be treated as confidential.  However, parents or guardians do have the right to  
                general information, including how therapy is going.  They need to be able to make  
                well-informed decisions about therapy.  I may also have to tell parents or guardians  



                some information about other family members that I am told about.  This is especially  
                true if these family member’s actions put them or others in danger. 
 
         b.    In cases where I treat several members of a family (parents and children or other  
                relatives), the confidentiality situation can become very complicated.  I may have  
                different duties toward different family members.  At the start of our treatment, we  
                must all have a clear understanding of our purposes and my role.  Then we can be clear  
                about any limits on confidentiality that may exist. 
 
6.      Confidentiality in group therapy is also a special situation.  In group therapy, the other  
            members of the group are not therapists.  They do not have the same ethics and laws that I  
            have to work under.  You cannot be certain that they will always keep what you say in the  
            group confidential. 
 
7.        Finally, here are a few other points: 
 
           a.      I will not record our therapy sessions on audiotape or videotape without your written 
                    permission. 
 
           b.      If you want me to send information about our therapy to someone else, you must sign   
                    a “Release of Information” form.  I have copies you can see, so you will know what  
                    is involved. 
 
            c.      Any information that you also share outside of therapy, willingly and publicly, will  
                     not be considered protected or confidential by a court. 
 
*The laws and rules on confidentiality are complicated.  Please bear in mind that I am not able 
to give you legal advice.  If you have special or unusual concerns, and so need special advice, I 
strongly suggest that you talk to an attorney to protect your interests legally and to act in your 
best interests. 
 
*The signatures here show that we each have read, discussed, understand, and agree to abide 
by the points presented above. 
 
 
____________________________________________                 _______________________ 
  Signature of Client                                                                                             Date 
 
 
____________________________________________                 _______________________ 
  Signature of Parent or Guardian of Client (if needed)                                       Date 
 
 
____________________________________________                 _______________________ 
  Signature of Therapist                                                                                        Date 
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INFORMED CONSENT FOR SERVICES 
 
 
 
 
Client’s Name:___________________________________________________________ 
 
Insurance #:______________________________________________________________ 
 
Date of Birth:____________________________________________________________ 
                                 
I, _____________________________________________________________________ 
herein do voluntarily consent to receive mental health services (i.e. diagnostic 
assessment, therapeutic services, consultation) from BASICS Counseling Services LLC 
(hereafter referred to as BASICS). 
 
I understand both the privileges and the requirements associated with the services being 
rendered by BASICS  as stated in the Client’s Bill of Rights.  It is understood and agreed 
by all parties that, unless stated otherwise, this consent form will expire upon completion 
of services from BASICS.  It is further understood that I may withdraw this Informed 
Consent For Services at any time and for any reason by filling out a Discharge Summary 
Form.  
 
 
 
 
___________________________________________________   Date: ______________ 
                                     Client’s Signature 
 
 
Explained and witnessed by: ________________________________________________ 
                                                            Therapist’s Name/Credentials 
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CHILDREN/ADOLESCENT 
INFORMED CONSENT FOR SERVICES 

 
 
 
Client’s Name:___________________________________________________________ 
 
Insurance #:______________________________________________________________ 
 
Date of Birth:____________________________________________________________ 
 
I, _____________________________________________, ________________________ 
                           (Name of Parent/Guardian)                                     (Relationship)    
of the above named client, herein do voluntarily consent for this child to receive mental 
health services (i.e. diagnostic assessment, therapeutic services, consultation) from 
BASICS Counseling Services LLC (hereafter referred to as BASICS). 
 
I understand both the privileges and the requirements associated with the services being 
rendered by BASICS  as stated in the Client’s Bill of Rights.  It is understood and agreed 
by all parties that, unless stated otherwise, this consent form will expire upon completion 
of services from BASICS.  It is further understood that I may withdraw this Informed 
Consent For Services at any time and for any reason by filling out a Discharge Summary 
Form.  
 
 
___________________________________________________   Date: ______________ 
                          Parent’s /Guardian’s Signature 
 
 
Explained and witnessed by: ________________________________________________ 
                                                            Therapist’s Name/Credentials 
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                                   DEMOGRAPHIC INFORMATION 
 

Referral Source: __________________________________________________________ 

Client’s Name: ___________________________________________________________ 

Address: ________________________________________________________________ 

City: ________________________ State: __________________ Zip:________________ 

Phone # (Main):_______________________ (Cell):______________________________ 

DOB: ___/____/___       Age: ________          Email: ____________________________ 

INS#:__________________________________________Race/Eth._________________ 

Parent/Guardian (if applicable):______________________________________________ 

Address (if different): ___________________________________________________ 

City: _____________________ State: ______    Zip: ___________________ 

Emergency Contact: __________________________ Phone#:______________________ 

Name of PCP: _______________________Phone#:______________________________ 

Name of Case Manager: ______________________Phone#:_______________________ 

Name of Psychiatrist: ________________________ Phone#:_______________________ 

List of Medication(s) (if any):________________________________________________ 

________________________________________________________________________ 

Name of Previous Therapist:______________________  Phone#:___________________ 

                                                       Office use only  

------------------------------------------------------------------------------------------------------------

*Psychological Testing (?):Y____N_____ (If yes, a copy would be needed for client’s chart) 

*Court Order (?):Y_____N_____ (If yes, a copy would be needed for client’s chart)* 
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RELEASE OF INFORMATION 
 
ADDRESSEE: ___________________________________________________________ 
 
ADDRESS: _______________________________       CITY:_________________ 
 
STATE: _________________________      ZIP: ________________________ 
 
Client’s Name: ___________________________________________________________ 
 

______________________________ 
(Date of Birth) 

 
I, _________________________________________________, give permission to my therapist 
and/or an authorized representative at BASICS Counseling Services LLC (hereafter referred to as 
BASICS) to exchange the information checked below with the abovementioned addressee.  It is 
understood that this information will be used primarily to ensure continuity and quality of care.  It 
is further understood that it is the sole responsibility of the addressee to maintain confidentiality 
of this information once received from BASICS; and that client shall hold harmless BASICS and 
paid or volunteer staff from any and all liability related to transference of this information.  I also 
certify that I have read What You Should Know about Confidentiality in Therapy and understand 
the limits of confidentiality.  
 
ADDRESSEE TO RELEASE INFORMATION TO BASICS: 
 
___Physical Examination Records 
___Psychological Tests/Records 
___Other: ________________________________________ 
 
BASICS TO RELEASE TO ADDRESSEE: 
 
___Verbal exchange between addressee and BASICS 
___Diagnostic Assessment 
___Treatment Plan/Treatment Reviews (i.e. monthly, quarterly, 6-month) 
___Progress Notes 
___Discharge Summary 
___Physical Examination Records 
___Psychological Tests 
___Other: ________________________________________ 
 
Client/Guardian’s Signature: _________________________________ Date: __________ 
 
Therapist’s Signature: ____________________________________ Date: ____________ 
 
Termination Date of Release: ___________________ 
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