Dr. Angela Banks, PsyD., LMFT
______________________________________________
Angela@angelatracy.com
www.childandteentherapy.com
DISCLOSURE STATEMENT/INFORMED CONSENT

I am licensed in the State of Idaho (Lic. #LMFT 7182) and California as a Marriage and Family Therapist (Lic. #MFC 37888) with a Masters and Doctorate degree in Psychology. I am equipped by training to use psychological methods and techniques in a professional relationship to assist a person or persons to acquire greater human effectiveness or to modify feelings, conditions, attitudes, and behaviors, which are emotionally, intellectually or socially ineffective or maladjustive.  As a non-medical psychotherapist, I do not prescribe medication.  Psychotherapy is not a guarantee or a cure.  Its effectiveness depends on the nature of the relationship between patient and psychotherapist.

APPOINTMENTS: Appointments are 45 minutes for children and teens and 45-50 minutes for adults and couples.  Your time has been reserved for you.  With sufficient notice I can reassign your scheduled time.  24 hours notice is required for cancellation in order to avoid being charged the full session fee.
FEES & PAYMENT: All professional services are charged directly to you and are due at the beginning of each session unless previous arrangements are made.  We will discuss the fee prior to commencement of therapy. This fee may be reevaluated and subject to change annually.  It is understood there will be additional charges for professional services rendered that are not part of the usual therapy session, such as elongated phone contacts, preparation of special forms, reports, letters, and court time.  Fees for service not part of the usual therapy session are typically not covered by insurance and will be billed to you directly.  If you would like a statement of services at the end of the month please let me know and I will provide this to you. I accept cash, personal checks, Visa/MasterCard, AMEX, and Debit cards. Please see my website to read about confidentiality regarding utilizing your insurance.
AVAILABILTY: I am not required to be available 24 hours.  However, in most instances, I can be contacted for emergencies from 8 AM-7 PM.  I respond to text messages and emails within a few hours during normal business hours. I will have back-up professional assistance available in my extended absences.  I can be contacted via email, text message, or phone calls, but please remember this is not a confidential means of communication.
CONFIDENTIALITY:  All communication between patient and psychotherapist is held strictly confidential and can only be released with a written consent or as may be required by a Court Order.  The law mandates a therapist to report required information to appropriate authorities under the following circumstances: 1) when the patient is thought to be in danger of committing suicide, 2) when the therapist suspects child, elder, or dependent adult abuse, 3) when the patient threatens serious harm to someone.  Parents are encouraged to inquire about their child’s progress in therapy.  In such cases, and with the involvement of the minor who hold the privilege, general trends, observations, concerns, and verification of attendance will be discussed as well as recommendations for further treatment.

TELEMEDICINE:  is a convenient way to have therapy sessions from the comfort of your own home or office. It helps take the burden off and saves you time sitting in traffic or bad weather. If you get caught up in another appointment or can't get out of work on time we can do the session from wherever you are. 

Telemedicine is approved by most insurance companies at the same reimbursement rate as an in-office visit. You will need to discuss the fee reimbursement with your own insurance company. 
There is no software to download or passwords to remember. All you need is a smart phone or computer with a camera and audio source.  I will send you a link to use for our sessions. As with all electronic sources, there is no guarantee of privacy, but I utilize Simple Practice for our video chat appointments since it is HIPAA compliant and secure. Our conversations are protected with bank level encryption and security. 

TERMINATION OF THERAPY: Proper termination is usually at the successful conclusion of therapy when patient and therapist agree upon the course of action.  The patient has the right to terminate therapy at any time and for any reason.  In some situations, it is the ethical duty of the therapist to terminate the therapy relationship.  After three missed sessions and no contact, I will consider our relationship terminated. I will make every effort to reach you before I no longer consider you a client on my caseload. In all such situations a proper explanation and referral will be given to the patient.

FINANCIAL AGREEMENT: The therapist and person responsible for payment agree that the fee per session is $________Full fee payments are due and payable in full at the time of each session.  The therapist will take appropriate legal action to collect if fees are not paid as agreed.  In addition, the therapist has the right to terminate the therapy relationship if you fail to pay for services billed to you.

If you decide you would like to have your therapy sessions over the phone or via the computer utilizing Simple Practice, I will give you a special link through the website so we can have the confidential telemedicine sessions. Please see my website to read more about the benefits of utilizing telemedicine. By signing below, you are also giving me permission to use telemedicine as our means of communication. 

I, _________________________________ have read the above.  I understand and agree to the provisions and policies of this disclosure statement, and may receive a copy of the same if requested.

Signature: ___________________________________________________________________Date: ______________________

(Patient)

Signature: ___________________________________________________________________Date: ______________________

(Patient)

Therapist: ___________________________________________________________________Date: ______________________
