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Client Contract 

This document contains valuable information about my professional services and business policies. It also con-

tains summary information about the Health Insurance Portability and Accountability Act (HIPAA), a federal law 

that provides privacy protections and patient rights about the use and disclosure of your Protected Health In-

formation (PHI) for the purposes of treatment, payment, and health care operations. Although these docu-

ments are long and sometimes complex, it is especially important that you understand them. When you sign 

this document, it will also represent an agreement between us. We can discuss any questions you have when 

you sign them or at any time in the future. It also contains summary information about the Health Insurance 

Portability and Accountability Act (HIPAA), a federal law that provides privacy protections and patient rights 

about the use and disclosure of your Protected Health Information (PHI) for the purposes of treatment, pay-

ment, and health care operations. Although these documents are long and sometimes complex, it is very im-

portant that you understand them. When you sign this document, it will also represent an agreement between 

us. We can discuss any questions you have when you sign them or at any time in the future. This is information 

you have a right to know and consider before deciding about using or continuing to use my services. Please 

read this document carefully and discuss any questions or concerns you may have before signing it. When you 

sign this document, it will represent an agreement between us. 

1. Counseling Relationship: It is my intention to create a safe and trusting atmosphere in which clients can begin to 

examine patterns of behavior, thoughts, or emotions that may be interfering with areas of their life. My goal is 

to assist clients to set goals for themselves and work together to reach them. To achieve this, I will first collect 

information such as medical and emotional history, present issues, prior problems with relationships, and physi-

cal and mental health. 

2. Office Expectations: Please help ensure a comfortable environment by remaining quiet in the waiting area or 

 bathroom area. Remember, other sessions are in progress. Put your cell phone on silent or vibrate and take 

phone calls quietly or step outside. Disruptive persons will be asked to exit the building to maintain a serene, confiden-

tial environment. 

3. Parent/Guardian Expectations: An important aspect of working with children and adolescents is cooperation 

 from parent(s) to implement behavior plans and strategies to help improve behavior through consistent rules, 

rewards, and consequences. If the parent(s) are unwilling to follow through with implementation and therapy is ineffec-

tive, a referral may be made to a more appropriate therapist or agency.It is the expectation that the true legal guardian 

is the person listed on the intake form. 



 

 

     

Insurance and Payment 

4.  Session Fees:  The initial intake appointment fee is $120.00 for Individual session fees and $150.00 for couples. 

Regular session fees are $85.00 for individuals and 120.00 for couples per 50 minutes. A typical session is 50 

minutes. I accept the following insurances, including Blue Cross Blue Shield, Humana, Medicare, AmeriHealth 

Caritas, La Healthcare Connections, Web Tpa and Verity, United Healthcare, UMR, and Cigna.  

Payment is expected at the time of the appointment. I will file a claim with your insurance if this office is contracted with 

your plan. It is your responsibility to determine your copayment amount or if your insurance will reimburse for counsel-

ing services. If your insurance fails to reimburse, it is your responsibility to pay the total cost of the session. Checks are 

not accepted. Please note that insurance companies do not pay for missed appointments and you will have to pay the 

$60 fee should you cancel without 24 hour notice. Persons without insurance are required to pay the total cost of ses-

sion. 

I accept cash, debit, credit, and HSA cards as forms of payment for counseling services. I use Square to process 

these payments securely and conveniently. 

No Refund Policy 

All payments are final, and no refunds will be issued for any reason. Please make sure you understand this pol-

icy before making payments. If you have any questions or concerns, or need clarity about your expected pay-

ment, please contact me before booking an appointment or making payment. Thank you for your understanding 

and cooperation. 

 

Acknowledge understanding of Insurance, Payment, and no refund policies.________ 

 
5. Substance Use Policy: If a client arrives to session under the influence of alcohol or drugs, he/she will be asked 

to leave and will be billed for the session. If a person is unsafe to drive or walk from the appointment, appropri-

ate authorities will be notified for assistance. 

If during treatment, it becomes a concern that substance abuse may be interfering in an individual’s mental health, 

he/she may be required to comply with drug testing, at the client’s expense, to proceed with treatment. I can 

provide referrals for drug testing, if needed. Should he/she refuse to comply with screens, an appropriate men-

tal health referral may be made. 

6. Privileged Communication/Confidentiality: Confidentiality and privileged communication remain a right of all 

people involved in counseling, according to the State of Louisiana. As I participate in any supervision, peer, or 

student contact, I may share general, non-descriptive information (no names, etc.) for your best treatment. 

Please note: some courts have held that if an individual intends to take harmful, dangerous, or criminal action 

against another human being or against themselves, it is the counselor’s responsibility to warn appropriate indi-

viduals of such intentions. Additionally, any suspicion of child abuse in any form MUST be reported immediately 

to appropriate authorities. 

If the client uses a third party for payment (insurance), client information may be released for billing or auditing pur-

poses. Client information will be released to collect past due fees, when necessary. 



 

 

By signing this document, you are aware that you are authorizing the release of information to and from your thera-

pist, primary care physician, any other appropriate health care professional, or school personnel, as needed. 

7. Correspondence: At times, information will need to be exchanged with another professional and it may be nec-

essary to charge an additional fee if such correspondence is detailed and time-consuming. While my office fax 

machine is confidential, it is accessible by all staff in the office. Texting and email are only advised for appoint-

ment scheduling. Privacy is not guaranteed when using email, internet, or texts. 

I have a confidential voice messaging system available 24 hours per day at 225-910-2477. I am often not immedi-

ately available by phone. When I am with a client, I will not answer the phone. Please leave a voice message 

each time you call, and I will make every effort to return your call in a timely manner, except for weekends and 

holidays. 

8. Court Issues: I am not a legal service and do not involve myself in legal issues. I feel that the confidential rela-

tionship between my clients and myself is the foundation of treatment and do not intend to jeopardize the rela-

tionship. If I must become involved in a court issue, even if by a third party, you will be required to pay all legal 

costs incurred on my behalf as well as my professional time. Because of the difficulty of legal involvement, my 

hourly rate for court matters is $300.00, plus the cost of travel time, expenses, phone consultation, letter compi-

lation, communication with attorneys, record(s) review, and testifying in court, all of which will be included in 

total cost. Half day court appearance = $720.00 (plus any legal fees I incur, plus previously mentioned expenses); 

Full day court appearance = $1,400.00 (plus any legal fees I incur, plus previously mentioned expenses). Insur-

ance and/or Medicaid will not reimburse for court expenses, therefore, you will be responsible for any costs.  

 

Disability, worker’s compensation, family medical leave, court reports, leave of absence, return to work, paperwork   

will not be completed by this office. 

 

Acknowledge and sign Re: no Court cases or legal involvement__________ 

 

Acknowledge and sign Re: No completion of Disability, Worker’s Compensation, FMLA, Court, Leave of 

 Absence, Return to work paperwork_________ 

9.Cancellations/ No Show: Once an appointment is scheduled, you will be expected to pay for it unless you cancel 24 

hours in advance. A 24-hour answering machine is available at (225)910-2477; please leave a voice message if you do 

not reach me. If you miss an appointment without calling to cancel or speaking with me directly about the missed ap-

pointment, you will need to reschedule any future appointments you may have scheduled in advance, regardless of 

whether you still receive a computer-generated confirmation of a future appointment. After a second missed appoint-

ment, a referral may be made to another therapist or agency, or you will be asked to prepay at the time of scheduling. If 

you are more than 20 minutes late for your appointment and have not called to notify me, I may not be available to see 

you, as I may move appointments up or leave for the day. If you arrive late and can be seen, your appointment will still 

end at the scheduled time, and you will be billed for the entire session. A $60 fee will be imposed for cancellation with-

out 24 hour notice. Please note that insurance companies do not pay for missed appointments and you will have to pay 

the $60 fee 



 

 

Acknowledge and sign understanding of cancellation/no show policy____________ 

10. Emergency Situations: My office phone, email, nor text messaging represent an emergency access point. Should 

you require immediate attention or find yourself in crisis, please call your physician, the crisis hotline (1-800-

TALK), 911, or report to your nearest emergency room. 

Acknowledge and sign understanding of emergency protocol______________ 

Please sign and date below for the most efficient handling of your care. 

I have read and understand the above information. I hereby sign the agreement. 

____________________________________________  Date ______________________ 

Signature of client or signature of legal guardian if client is a minor. 
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