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CONSENT TO TREATMENT 

 
Welcome to my prac�ce. This document contains important informa�on about my professional services 
and business policies. Please read it carefully and ask any ques�ons you might have, so that we can 
discuss them fully. When you sign this document, it will represent an agreement between us. 
 
Psychological Services 
Psychotherapy is not easily described in general statements. It varies depending on the personali�es of 
the therapist and pa�ent and the par�cular problems you bring forward. There are many different 
methods I may use to deal with the problems you hope to address. Psychotherapy is not like a medical 
doctor visit. Instead, it calls for a very ac�ve effort on your part. In order for the therapy to be most 
successful, you will have to work on things we talk about both during our sessions and at home. 
 
Psychotherapy can have benefits and risks. Since therapy o�en involves discussing unpleasant aspects of 
your life, you may experience uncomfortable feelings like sadness, guilt, anger, frustra�on, loneliness, 
and helplessness. On the other hand, psychotherapy has also been shown to have benefits for people 
who go through it. Therapy o�en leads to be�er rela�onships, solu�ons to specific problems, and 
significant reduc�ons in feelings of distress. You are expected to benefit from treatment, but there are 
no guarantees, as progress depends upon many factors, including mo�va�on, effort, and other life 
circumstances such as interac�ons with family, friends, and other associates. You have the right to 
terminate the therapeu�c rela�onship at any �me. 
 
Our first session (and possibly the next few sessions) will involve an evalua�on of your needs. By the end 
of the evalua�on, I will be able to offer you some first impressions of what our work will include and a 
treatment plan to follow, if you decide to con�nue with therapy. You should evaluate this informa�on 
along with your own opinions of whether you feel comfortable working with me. Therapy involves a 
large commitment of �me, money, and energy, so you should be very careful about the therapist you 
select. If you have ques�ons about my procedures, we should discuss them whenever they arise. If your 
doubts persist, I will be happy to help you set up a mee�ng with another mental health professional for a 
second opinion. 
 
If we do work together and, during the course of our work, you are not progressing in or benefi�ng from 
therapy, my professional services will be terminated. Some reasons for lack of progress include: therapy 
goals have been met and you are no longer benefi�ng from therapy, failure to follow through on the 
treatment plan that we’ve agreed upon, delinquent payments or lack of payment, or failure to keep 
scheduled appointments. Every effort will be made on my part to communicate my concerns and seek 
resolu�on before termina�on occurs. 
 



In regard to diagnosis and treatment, it is important to remember that I am not a physician. You should 
also understand that working with a psychologist should never be considered a subs�tute for complete 
medical evalua�on or medical care. 
 
Meetings 
I will usually schedule one appointment hour of 45 to 50 minutes dura�on per week at a �me we agree 
on. (Longer sessions can be arranged as requested.) As your condi�on or situa�on improves, we will 
meet less o�en.  Once an appointment hour is scheduled, you will be expected to pay for it unless you 
provide 24 hours advance notice of cancellation , unless we both agree that you are unable to a�end 
due to circumstances beyond your control. If it is possible, I will try to find another �me to reschedule 
the appointment.  
 
Professional Fees 
My hourly fee is $160 and for couples sessions $240.00 for a 90 minute session. In addi�on to weekly 
appointments, I charge this amount for other professional services you may need, though I will break 
down the hourly cost if I work for periods of less than one hour. Other services include session 
prepara�on, billing, administra�on, report wri�ng, telephone conversa�ons las�ng longer than 30 
minutes, a�endance at mee�ngs with other professionals you have authorized, prepara�on of records or 
treatment summaries, and �me spent performing any other service you may request of me. If you 
become involved in legal proceedings that require my par�cipa�on, you will be expected to pay for my 
professional �me, even if I am called upon to tes�fy by another party. Because of the difficulty of legal 
involvement, I charge $350 per hour for prepara�on and a�endance at any legal proceeding. 
 
Billing and Payments 
You will be expected to pay for each session at the �me it is held, unless we agree otherwise, or unless 
you have insurance coverage, which requires another arrangement. Payment schedules for other 
professional services will be agreed to when they are requested. If your account has not been paid for 
more than 60 days and arrangements for payment have not been agreed upon, I have the op�on of using 
legal means to secure the payment. This may involve hiring a collec�on agency or going through small 
claims court. If such legal ac�on is necessary, its costs will be included in the claim. In most collec�on 
situa�ons, the only informa�on I release regarding a pa�ent’s treatment is his or her name, the nature of 
services provided, and the amount due. 
 
Insurance Reimbursement 
In order for us to set realis�c treatment goals and priori�es, it is important to evaluate what resources 
you have available to pay for your treatment. If you have a health insurance policy, it will usually provide 
some coverage for mental health treatment. I will fill out forms and provide you with whatever 
assistance I can in helping you receive the benefits to which you are en�tled; however, you (not your 
insurance company) are responsible for the full payment of my fees. It is very important that you find out 
exactly what mental health services your insurance policy covers. You should carefully read the sec�on in 
your insurance policy that describes mental health services. If you have ques�ons about the coverage, 
call your plan administrator. I will provide you with whatever informa�on I can based on my experience 
and will be happy to help you in understanding the informa�on you receive from your insurance 
company. 
 
Due to the rising costs of health care, insurance benefits have increasingly become more complex. It is 
some�mes difficult to determine exactly how much mental health coverage is available. “Managed 
Healthcare” plans such as HMOs and PPOs o�en require authoriza�on before they provide 



reimbursement for mental health services. These plans are o�en limited to short term treatment 
approaches designed to work out specific problems that interfere with a person’s usual level of 
func�oning. It may be necessary to seek approval for more therapy a�er certain number of sessions. 
While a lot can be accomplished in short-term therapy, some pa�ents feel that they need more services 
a�er insurance benefits end. Once we have all the informa�on about your insurance coverage, we will 
discuss what we can expect to accomplish with the benefits that are available and what will happen if 
they run out before you’re ready to end our sessions. It is important to remember that you always have 
the right to pay for my services yourself to avoid the problems discussed above, unless I am prohibited to 
do so by my contract. 
 
You should also be aware that most insurance companies require you to authorize me to provide them 
with a clinical diagnosis. Some�mes I have to provide addi�onal clinical informa�on such as treatment 
plans or summaries, or copies of the en�re record, (in rare cases). This informa�on will become part of 
the insurance company files and will probably be stored in a computer or through a cloud service. 
Although all insurance companies claim to keep such informa�on confiden�al, I have no control over 
what they do with it once it is in their hands. In some cases, they may share the informa�on with the 
na�onal medical informa�on databank. Some pa�ents, for various reasons, such as high name 
recogni�on, security clearances, an�cipated custody or legal contests, feel the need to bypass their 
insurance altogether and pay out-of-pocket. 
 
Contacting Me 
 
I may not be immediately available by telephone. While I am usually in my office between 9 AM and 9 
PM, I will not answer the phone when I am with a client. When I am unavailable, my telephone is 
automa�cally answered by a voicemail system that is completely confiden�al. I check the voicemail 
system frequently during regular work hours and occasionally during the evening hours and during the 
weekends and holidays. I will make every effort to return your call on the same day you make it, with the 
excep�on of weekends and holidays. If you are difficult to reach, please inform me of some �mes when 
you are available. If you are unable to reach me and feel that you might harm yourself, try the na�onal 
crisis hotline at 1-800 SUICIDE, call 911 or go to the local hospital emergency room. Please do not use 
email or fax for emergencies. If I will be unavailable for an extended �me, I will provide you with the 
name of a colleague for you to contact if necessary. 
 
Minors 
If you are under 18 years of age, please be aware that the law provides your parents the right to examine 
your treatment records. It is my policy to request an agreement from parents that they agreed to give up 
access to your records. If they agree, I will provide them only with general informa�on about our work 
together, unless I feel there is a high risk that you will seriously harm yourself or another person. In this 
case, I will no�fy them of my concern. Before giving them any informa�on, I will discuss the ma�er with 
you, if possible, and do my best to handle any objec�ons you may have with what I am prepared to 
discuss. 
 
Confidentiality 
In general, the privacy of all communica�ons between a pa�ent and a therapist is protected by law, and I 
can only release informa�on about our work to others with your wri�en permission. In sessions with 
two or more persons present (couples, family, groups) I cannot assure that others present will keep the 
informa�on in confidence, however, I do ask each member to sign a confiden�ality contract and agree to 
maintain privacy for all members present. While therapists are required by law to keep all 



communica�on between the client and the therapist confiden�al, there are some excep�ons to this law. 
The excep�ons mandated by California State Law and Federal Law require repor�ng to the appropriate 
agency the following: 
 
1) Actual or suspected child abuse, including neglect and sexual abuse. 
2) Elder abuse. 
3) If an individual expresses intent to take harmful or dangerous ac�on against another. In this case, it is 
the therapist’s duty to warn the intended vic�m/or the family of the intended vic�m as well as the 
appropriate law enforcement agency. 
4) If disclosure is required for Na�onal Security. 
 
In addi�on, if the pa�ent threatens to harm himself or herself, I may be obligated to seek hospitaliza�on 
for him or her or to contact family members or others who can help provide protec�on. 
 
In most legal proceedings, you have the right to prevent me from providing any informa�on about your 
treatment. However, in some proceedings involving child custody and those in which your emo�onal 
condi�on is an important issue, a judge may order my tes�mony if he or she determines that the issues 
demand it. 
 
Every reasonable effort will be made to appropriately resolve these issues or to no�fy the client before 
such a compromise of the client – therapist rela�onship is made. 
 
When couples, family members, or other groups are par�cipa�ng in the same session, no informa�on 
will be released without all par�cipants’ wri�en permission.  
 
I may occasionally find it helpful to consult other professionals about a case. During a consulta�on, I 
make every effort to avoid revealing the iden�ty of my pa�ent. The consultant is also legally bound to 
keep the informa�on confiden�al. If you don’t object, I will not tell you about these consulta�ons, unless 
I feel it is important to our work together. 
 
While this wri�en summary of excep�ons to confiden�ality should prove helpful in informing you about 
poten�al problems, it is important that we discuss any ques�ons or concerns that you may have at our 
next mee�ng. I will be happy to discuss these issues with you if you need specific advice, but formal legal 
advice may be needed because the laws governing confiden�ality are quite complex, and I am not an 
a�orney. 
 
Social media/electronic communications 
Electronic communica�on is an integral part of our lives now. However, many forms of electronic 
communica�on put your privacy at risk and can be at odds with the laws and standards of my profession. 
Consequently, the policies outlined below have been established to assure the security and 
confiden�ality of your treatment and to be consistent with the ethics and laws of psychologists. 
 
I do not accept friend or contact requests from current or former clients on social networking sites such 
as Facebook and LinkedIn. I feel that adding clients as friends or contacts can compromise your 
confiden�ality and our respec�ve privacy. It also blurs the boundaries of the therapeu�c rela�onship. 
 



You might find informa�on about my prac�ce on sites such as Health Grades, or other sites that list 
businesses. If you find my lis�ng on any of these sites, please know that my lis�ng is not a request for an 
endorsement from you as my client. 
 
I prefer using email or text only to arrange or change appointments. Although my computer is securely 
equipped with a firewall, virus protec�on, and a complex password, my email is not completely secure. 
You should be aware that all emails are retained in the logs of both our Internet service provider. More 
common ways your email can be accessed: the ac�ons of malware on your communica�on device, 
someone who has access to your device might search your email, or you might accidentally send an 
email to an unintended recipient. You should also know that any emails I receive from you and any 
responses that I sent to you become part of your legal record. For these reasons I prefer to limit my 
communica�on to informa�on around scheduling. If you want to discuss a clinical issue with me, please 
call me so we can discuss it on the phone or, if you can wait, we can talk about it at your next therapy 
session.  
 
At the end of this form, you can indicate your preference in terms of communica�on by email; simply 
ini�al where the appropriate whether you are amenable to communica�ng through email or not. 
 
One last caveat: text messaging is a very insecure method of communica�on, however, I provide tex�ng 
as a way to briefly communicate asking clients to limit tex�ng to appointment scheduling only. 
 
Legal disputes 
All disputes arising out of or in rela�on to this agreement to provide psychotherapy services shall first be 
referred to media�on, before, and as a precondi�on of, the ini�a�on of arbitra�on. The mediator shall 
be a neutral third party chosen by agreement between you and I. The cost of such media�on, if any, shall 
be split equally, unless otherwise agreed upon. In the event that media�on is unsuccessful, any 
unresolved controversy related to this agreement should be submi�ed to and se�led by binding 
arbitra�on in Santa Barbara County, in accordance with the rules of the American Arbitra�on Associa�on 
which are in effect at the �me the demand for arbitra�on is filed. The prevailing party in an arbitra�on or 
collec�on proceeding shall be en�tled to recover a reasonable sum for a�orney fees. In the case of 
arbitra�on, the arbitrator will determine that sum. 
 
Your signature below indicates that you read the informa�on in this document and agree to abide by its 
terms during our professional rela�onship. 
 
 
________________________________________________     _____________________ 
Signature of responsible adult          Date 
 
________________________________________________     ______________________ 
Signature of therapist          Date 
 
 
Please ini�al: 
 
______ I am amenable to communica�ng by email for the purposes of se�ng up or modifying 
appointments. 
______ I do not wish to communicate by email. 
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Please read all documents below, then sign and bring a copy of the CONSENT TO USE AND DISCLOSE 
HEALTH INFORMATION and CONSENT TO TREATMENT forms to our first mee�ng. 
 

NOTICE OF PRIVACY PRACTICES 
Health Insurance Portability and Accountability Act (HIPPA) 

 
This Notice Describes How Medical Information About You May Be Used And Disclosed And How You 
Can Get Access To This Information. Please read it carefully. 
 
As a therapist, I have a legal duty to safeguard your Protected Health Informa�on (PHI). PHI includes 
informa�on that can be used to iden�fy you that I have created or received about your past, present, 
and future health or condi�on or the provision of healthcare to you. I must provide you with this No�ce 
about my privacy prac�ces, and such No�ce must explain how, when, and why I will “use” and “disclose” 
your PHI. A “use” of PHI occurs when I share, examine, u�lize, apply, or analyze such informa�on within 
my prac�ce; PHI is “disclosed” when it is released, transferred, has been given to, or is otherwise 
divulged to a third party outside my prac�ce. Your PHI becomes Protected Health Informa�on when I 
transmit it outside of my prac�ce via electronic means such as a fax or Internet. 
 
I am commi�ed to protec�ng your personal and health informa�on. I will not disclose or otherwise use 
your PHI unless permi�ed by law and to the extent necessary to communicate to your insurance 
company (if you are enrolled in a plan). I  can  use and disclose your PHI without your consent for the 
following reasons: 
 
1) Health Care Opera�ons – – authoriza�on, coordina�on, and payment of healthcare services. This 
disclosure may be to your health insurance company or health plan. I also use a billing clearinghouse 
that is cer�fied HIPAA compliant. I will obtain your signed authoriza�on prior to billing ac�vi�es. 
2) Public Health Risks – – mandated repor�ng of child/elder abuses and/or danger to self or others. 
3) Lawful subpoena – – when so ordered by a representa�ve of the court. 
4) Workers Compensa�on – – in order to comply with workers compensa�on laws. 
5) Emergency Situa�ons – – I may use and disclose your health informa�on to emergency personnel in 
case a situa�on warrants such treatment. I will try to get your consent but if you are unable to 
communicate with me and I think you would approve if you are able to do so, I will disclose only the 
necessary informa�on. I am required to try to get your consent for treatment a�er emergency service is 
rendered. 
6) Public Health Ac�vi�es – – when required by governmental agencies, such as repor�ng informa�on 
about you to the county coroner. I may have to provide informa�on to assist the government when it 
conducts an inves�ga�on or inspec�on of a health care provider or organiza�on. 
7) Research Purposes – – in certain circumstances I may have to provide PHI to conduct medical 
research. 



8) Na�onal Security – – I may disclose your health informa�on to military authori�es of the Armed 
Forces under specific situa�ons. For example, I may disclose to intelligence, counterintelligence, or other 
na�onal security agencies informa�on required by them. 
9) Health Oversight – – if a complaint is filed against me with the California Board of Psychology, the 
Board has the authority to subpoena confiden�al mental health informa�on relevant to the complaint. 
 
In any other situa�on not described above, I will ask for your wri�en authoriza�on before using or 
disclosing any of your PHI. If you choose to sign an authoriza�on to disclose your PHI, you can later 
revoke such authoriza�on in wri�ng to stop any future uses and disclosures (to the extent that I’ve not 
taken any ac�on in reliance on such authoriza�on of your PHI). 
 
You have the following rights with respect to your PHI: 
 
1) You have the right to ask that I limit how I use and disclose my PHI. I will consider your request, but I 
am not legally required to accept it. If I accept your request, I will put any limits in wri�ng and abide by 
them except in emergency situa�ons. You may not limit the uses and disclosures that I am legally 
required or allowed to make. 
2) The laws and standards of my profession require that I keep treatment records. You are en�tled to 
receive an edited, interpreted version of your record, but not to a photocopy or other visual inspec�on. 
Because these are professional records, they can be misinterpreted and/or upse�ng to untrained 
readers. As such, I would recommend that you review them in my presence or in the presence of 
another mental health care professional so we can discuss the contents with you. Should I deny your 
request, I will provide a reason in wri�ng, and an explana�on of your rights to ini�ate a review of the 
denial. Your request must be made in wri�ng and I will comply within 30 days of receiving your wri�en 
request. You will be charged $. 15 per page, payable in advance, as well as the �me that it takes to 
review my records with you. 
3) If you believe that your health informa�on records are incorrect or incomplete, you may request that I 
amend your records. That request may be made as long as the informa�on is maintained by me (usually 
seven years from comple�on of evalua�on or treatment). A request for amendment of records must be 
made in wri�ng and sent to me at 2020 Alameda Padre Serra, Suite 211, Santa Barbara, CA 93103. I may 
deny the request if it is not in wri�ng or does not include a reason for the amendment. The request may 
also be denied if your health records were not created by me, if the records that you are reques�ng are 
not part of my records, if the health informa�on you wish to amend is not part of the health informa�on 
you are permi�ed to inspect and copy, or if, in my professional opinion, the records containing your 
health informa�on are accurate and complete. In these cases, you will receive a wri�en no�ce sta�ng 
the reason for denial. You will be provided with a form to file a wri�en disagreement with the denial. You 
also have the right to request that your original request and my denial be a�ached to all future 
disclosures of your health informa�on. If your request is granted, the appropriate changes will be made, 
you will be informed of the changes made and third par�es needing to know about the changes will be 
no�fied. 
4) You have the right to get a list of instances in which I have disclosed your PHI. This list will not include 
uses and disclosures made for na�onal security purposes, to correc�ons or law enforcement personnel, 
or disclosures made before April 15, 2003. I will respond to your request for an accoun�ng of disclosures 
within thirty (30) days of receiving your request. The list I will give you will include disclosures made in 
the last six years unless you request a shorter �me. The list will include the date of the disclosures, to 
whom PHI was disclosed (including their address, if known), a descrip�on of the informa�on disclosed, 
and the reason for the disclosure. You may request to enter an amendment in your medical records and 



a no�ce of amendment will be sent to any party who had previously received a copy of the record. 
Pa�ents will be charged an appropriate fee for any �me spent in preparing informa�on requests. 
5) You may request that health informa�on be sent to you to a specific loca�on and by a specific means. 
I will a�empt to comply as long as it is feasible. (Currently I do not use email for transmi�al of health 
informa�on nor for correspondence with pa�ents except to confirm and change appointment �mes due 
to security and privacy concerns.) 
 
I have the right to change privacy procedures as described in this No�ce at any �me, as permi�ed by law. 
The changes will apply to your health informa�on held by my prac�ce. You will receive an updated copy 
of the No�ce and it will be posted on my website, h�p://www.couplesins�tuteofsantabarbara.com/. You 
can request a copy of this No�ce at any �me by no�fying me in my capacity as Contact Officer for my 
prac�ce at the address and telephone number listed at the beginning of this no�ce. 
 
Compliant Procedures 
Should you believe that I have violated your privacy rights, if you disagree with the decision made about 
access to your health informa�on, if you disagree with a response to your request to amend or restrict 
the use or disclosure of your health informa�on, or if you disagree with my decision to contact you via a 
specific method or loca�on, you may complain to me, in my capacity as the Contract Officer of my 
prac�ce, at (805) 540-8555 and/or submit a wri�en complaint to the United States Department of 
Health and Human Services at 200 Independence Avenue S W Washington, DC 20201. 
 
I will not in�midate, threaten, coerce, discriminate against, or take other retaliatory ac�on against a 
client for exercising a right, filing a complaint, par�cipa�ng in any other allowable process under the 
privacy rule. 
 
The effec�ve date of this no�ce is April 15, 2003. 
 
______________________________________________________________________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



April 15, 2013 UPDATE TO NOTICE OF PRIVACY PRACTICES 
Health Insurance Portability And Accountability Act (HIPAA) 

 
These revised prac�ces applied to PHI that is created or received a�er April 15, 2013. 
 
Your authoriza�on is required on most uses and disclosures of psychotherapy notes, uses and disclosures 
of protected health informa�on (PHI) for marke�ng purposes, and disclosures that cons�tute a sale of 
PHI. I list this rule for legal purposes, but please note that it is  not  my policy to use PHI for marke�ng 
purposes or sale of PHI. 
 
You have the right to restrict certain disclosures of PHI to health plans/insurance companies if you pay 
out-of-pocket in full for the healthcare service. 
 
You have the right to be no�fied following a breach of unsecured protected health informa�on. “Breach” 
is defined as an inappropriate use or disclosure of PHI involving a significant risk of compromise to 
finances, reputa�on or other harm. An impermissible use or disclosure of PHI is presumed to be a 
breach, unless it can be demonstrated that there is a low probability that PHI has been compromised 
based on a four-part risk assessment that considers: (1) the nature and extent of the PHI involved in the 
breach; (2) the unauthorized person who used the PHI or to whom the disclosure was made; (3) whether 
the PHI was actually acquired or viewed; and (4) the extent to which the risk to PHI has been mi�gated. 
If the risk assessment evalua�on fails to demonstrate there is a low probability that any PHI has been 
compromise, I am required to no�fy you of the breach. 
 
All business associates that I use must be HIPAA compliant. The only business associates that I have in 
rela�on to my prac�ce are the clearinghouse that I use to do my billing, Office Ally; and Optum, where I 
submit my bills to those clients who have Optum insurance. Office Ally and Optum are both HIPAA 
compliant and Core phase I and II cer�fied which means each company is fully complying with the new 
opera�ng rules for Eligibility (270/271) and Claim Status (276/277). 
 
The HIPAA Privacy Rule’s protec�on is given to a deceased individual’s PHI for a period of 50 years a�er 
the date of death. I may disclose the deceased individual’s PHI to nonfamily members, as well as family 
members who were involved in the care or payment for healthcare of the decedent prior to death; 
however, the disclosure must be limited to PHI relevant to such care or payment and cannot be 
inconsistent with any prior express preference of the deceased individual. 
 
I am required to provide a copy of PHI in electronic form to any client request. The electronic format 
must be provided to you if it is readily producible. I must provide you with an electronic copy of your PHI 
only, not direct access to your electronic health record systems. This amendment also provides you the 
right to direct me to transmit an electronic copy of PHI to an en�ty or person designated by you. 
Furthermore, the new amendment restricts the fees that I may charge for handling and reproduc�on of 
PHI, which must be reasonable, cost-based and iden�fy separately the labor for copying PHI. 
 
This 2013 amendment modifies the �meliness requirement for right of access to records to 30 days, with 
a one�me extension 30 addi�onal days. The effec�ve date of this Update is April 15, 2013. 

 
 
 



Joan Porter MA, Founder-Clinical Director 
Licensed Marriage & Family Therapist (MFT# 46392) 

COUPLES INSTITUTE OF SANTA BARBARA 
2020 Alameda Padre Serra, Suite 211 

Santa Barbara, CA 93103 
Phone: (805)-540-8555 

 
CONSENT TO USE DISCLOSE HEALTH INFORMATION 

 
Name: __________________________________________________  Birth Date: ___________________ 
 
Address: _____________________________________________________________________________  
 
Home Phone: ______________________________ Work Phone________________________________ 
 
Cell Phone: ________________________________ 
 
By signing this consent, you authorize me to use and/or disclose your health informa�on for treatment, 
payment, or health opera�ons. You have the right not to sign this contract. However, if you refuse to sign 
this consent, I have the right to refuse to treat you. 
 
I have provided you, along with this consent form, a copy of my No�ce of Privacy Prac�ces which details 
how I may use and disclose your health informa�on. You have the right to review this No�ce before 
signing this consent. I may amend this no�ce from �me to �me. 
 
You have the right to request that I restrict how I use and/or disclose your protected health informa�on. 
Such requests must be made in wri�ng. Please note that I am not required to agree to any restric�ons 
you may request. If, however, I decide to agree to a restric�on you have requested, I must restrict my use 
and/or disclosure of your health informa�on in the manner described in your request. 
 
You have the right to revoke this consent at any �me. Your revoca�on of this consent must be in wri�ng. 
Note that your revoca�on of this consent will not be effec�ve for disclosures I have already made in 
reliance on your prior consent. I also have the right to refuse to provide services if you revoke this 
consent. 
 
This consent is effec�ve unless and un�l you revoke it in wri�ng. You have a right to receive a copy of this 
consent form a�er you sign it. 
 
I hereby authorize Joan Porter MFT to use and/or disclose my health informa�on for treatment, 
payment, or health care opera�ons. 
 
 
________________________________________________     _____________________ 
Signature of Responsible Adult     Date 
 
________________________________________________     _____________________ 
Signature of Therapist      Date 


