
Informed Consent:

General Information & Psychotherapist-Client Services Agreement

Welcome to my practice. This document contains important information about my profes-
sional services and business policies. It also contains summary information about the Health 
Portability and Accountability Act (HIPPA), a new federal law that provides new privacy 
protections and new client rights with regard to the use and disclosure of your Protected 
Health Information (PHI). HIPPA requires that I provide you with a Notice of Privacy Practices, 
which accompanies this document. The law requires that I obtain your signature acknowledg-
ing that I have provided you with this information and that you agree/consent to let me use 
your information as speci�ed in the Notice of Privacy Practices.

Limits of Con�dentiality: The law protects the privacy of all communications between a client 
and a psychotherapist. In most situations, I can only release information about your treatment 
to others if you sign a written Authorization for Release of Information that meets certain 
legal requirements imposed by state law and/or HIPPA. However, there are some situations 
where I am permitted or required to disclose information without either your consent or 
authorization:

• If a client threatens to harm himself/herself, I may be obligated to seek hospitalization 
for him/her, and /or contact family members or others who can help provide protection (CA 
Evidence Code 1024).

• If a client communicates a serious threat of physical violence OR if a clients family 
member reports that a client has made such a threat, I must take protective actions, including 
notifying the potential victim and contacting the police. I may also seek hospitalization of the 
client or contact others who can assist in protecting the victim (CA Evidence Code 1024, CA 
Civil Code 43.92).

• I am required by law to report any suspected child abuse, neglect, or sexual abuse to 
protect the child/children involved (CA Penal Code 11164-11174.4; 288; 261-269, Child abuse; 
CA welfare and Institutions Code 18951 �.).

• I am obligated by law to report any suspected abuse, neglect, or sexual abuse of an 
elderly person or dependent adult to protect the elderly person or dependent adult involved 
(CA Welfare and Institutions Code 15630-15632; 1560-15610.6; 15633-15637).

• In couples therapy please be aware that information shared with me will be disclosed 
to your partner if they are participating in treatment. I have a “no secrets” policy which means 
that I will not agree to hold secrets on any one partner’s behalf. If you feel something should 
not be shared with your partner, please do not tell me your secret. If you do so but do not 
want your partner to know, I will �rst help you reveal the secret but will not promise to keep it 
longer than I deem appropriate. If you choose to not reveal your secret, it may be necessary 
for you to seek the support of an individual therapist who is independent of me, who I can 
consult with regarding broad issues, and not the speci�cs of your secret. 
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•Disclosures may be required to health insurers or collection agencies to collect agreed upon 
and/or overdue fees. In instances where insurance does not pay any bene�ts, you will need to 
pay for the service. If payment is not received within 90-days from the date the claim was 
submitted, you will become responsible for the full amount of the balance of the account. If 
you choose to break the �nancial agreement, I may release your name for collection purposes. 
If legal action is necessary, its costs will be included in the claim.

Please talk to me about any questions or concerns that you may have now or in the future.

In situations where speci�c advice is required, formal legal advice may be needed.

Prior Authorization:  Prior authorization may be required before your �rst visit. Please be 
aware that it is your responsibility to know if this is true for your insurance coverage(s), and to 
get the necessary authorization(s).  Initial here  ________ 

Appointments:  Your appointment time has been reserved exclusively for you. If you fail to 
cancel your appointment with at least 24 hours advance notice, you will be charged a fee       
of $120.   Initial here  ________ 

Contacting Me:  Generally speaking, I will respond on business days and not weekends, unless 
your situation requires my immediate attention.  Please keep in mind that the most con�den-
tial way for us to communicate is during our sessions and in my o�ce. If I will be unavailable 
for an extended time, I will provide you with the information of a colleague to contact in case 
of emergency.  Initial here  ________ 

For cases of suicide, or other life and death emergencies when you are unable to reach me 
and feel that you can’t wait for me to return your call, please call 911. You also can call the San 
Diego County 24-hour Crisis Team at 1-888-724-7240.   Initial here  ________ 

By Phone – Voice:  Due to my work schedule, I am often not immediately available by 
telephone. You may leave messages for Chris at 619-818-0797 or Judy at 619-890-3105. My 
voicemail will take your call 24 hours a day/ 7 days a week. I retrieve and return messages 
Monday through Friday. Messages left after 5 P.M. will be returned as soon as possible, and 
most likely, by the end of the following business day. If you do not hear from me at that time, 
please assume I did not receive your message and call again.  Initial here  ________  

By Phone – Text:  The response time for texts is the same as phone calls. Text messaging’s 
intended use is for responding to a quick question (for example: “can you move your appoint-
ment time?”  or “I need to cancel my appointment”).  It is for general questions but not for 
sensitive clinical information. You can let me know if you wish to use text messaging as a form 
to communicate with me.  Initial here  ________ 
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Emails:  Using email will sometimes be used at your request but please know that the mainte-
nance of your con�dentiality cannot be guaranteed through email and sending messages 
containing con�dential information is not advised. If we do decide to periodically communi-
cate through emails, please write the speci�c nature of your email in the subject line as these 
emails will be kept part of your clinical record and need to be �led in appropriate places. If it 
appears that you have more than a brief question, I suggest that we talk about it when we 
meet rather than use email.  If the nature of your email is urgent, please call me, as I do not 
check my emails as often as voicemail. Response time for emails may take a couple of days.  
Initial here  ________ 

Professional Fees:  Cash rate is $180-200 per session. Payment is due at the time of service, 
unless we have agreed to other arrangements prior to our meeting. Services involving addi-
tional fees include: report writing, preparation of records or treatment summaries, and the 
time spent performing any other service you may request of me. You will be given an hour free 
for consultations with others involved in treatment (i.e., school teachers and counselors, other 
therapists, doctors). After the hour is used, you will be charged for my time according to an 
agreed upon hourly rate. Time will be broken down into 5 minute increments. Please note that 
I will charge a $25 service fee for all returned checks.  Initial here  ______

Insurance Reimbursement:  I will �ll out forms and provide you with whatever assistance I can 
in helping you receive the bene�ts to which you are entitled; however, you (not your insurance 
company) are responsible for full payment of my fees. It is very important that you �nd out 
exactly what mental health services your insurance policy covers. It is sometimes di�cult to 
determine exactly how much mental health coverage is available until payment arrives. 
Furthermore, “Managed Health Care” plans such as HMOs and PPOs often require authorization 
before they provide reimbursement for mental health services.  Initial here  ________ 

Client Rights:  HIPPA provides you with several new or expanded rights with regard to your 
clinical records and disclosures of protected health information. These rights include request-
ing that I amend your record; requesting an accounting of most disclosures or protected 
health information that you have neither consented to nor authorized; determining the loca-
tion to which protected information disclosures are sent; having any complaints you make 
about my policies and procedures recorded in your record; and the right to a paper copy of this 
agreement along with the attached form.  Initial here  ________ 

Professional Records:  Pursuant to HIPPA, I keep protected health information about you in two 
sets of professional records. The �rst set is your clinical record and includes information about 
your reasons for seeking therapy, a description of the ways in which your problem impacts 
your life, your diagnosis, the goals that we set for treatment, your progress towards those 
goals, your medical and social history, your treatment history, any past treatment records that I 
receive from other providers, reports of any professional consultations, your billing records, and 
any reports that have been sent to anyone, including reports to insurance carrier.  Initial here  ________ 



The second set includes my psychotherapy notes. These notes are for my own use and are 
designed to assist me in providing you the best treatment. These notes are kept separate from 
your clinical record. While insurance companies can request and receive a copy of your clinical 
record, they cannot receive a copy of your psychotherapy notes without your authorization.

Termination:  Termination of therapy is inevitable.  Sometimes this is because the issue or 
issues that you initially sought help from me for are resolved to your satisfaction. Other times, 
you or I may decide that your needs might be better served if you were to work with another 
provider. However decided, termination can and ought to be made a valuable part of the 
therapy experience. I typically ask that we meet for one to two sessions after an agreement to 
terminate. These sessions can be rewarding, allowing us to review your goals and accomplish-
ments, outline any further work to be done, and examine options for the future.  Initial here________  

Additionally, you may �nd it unpleasant to talk about negative experiences brought about 
through the course of therapy. These are common feelings shared by many people and need 
not result in the termination of treatment. Please feel free to share these experiences so that 
we may better work together, as I am open to receiving both negative and positive feedback 
from you.

In signing below, I agree to be treated by Chris Rawlings, MFT, or Judith Qurik-Pleskus, LCSW.  I 
understand that I am �nancially responsible to Chris Rawlings, MFT, or Judith Quirk-Pleskus, 
LCSW for all services whether or not covered by insurance.  I authorize the release of medical 
information necessary to process claims for services rendered by Chris Rawlings, MFT and 
Judith Quirk-Pleskus.  I authorize payment of medical bene�ts directly to Chris Rawlings, MFT 
or Judith Quirk-Pleskus, LCSW. These authorizations shall remain in e�ect until revoked by me 
in writing. A photocopy of this document is to be considered as valid as the original.

Thank you for taking the time to review this information. I look forward to working with you.

___________________________________                                                              ______________
Client or Representative signature                                                                              Date

___________________________________
Printed name of client or representative

If you are an adult who is signing on behalf of a minor or dependent, please indicate the 
name of the child or dependent and his/her age.

___________________________________                                                              ______________
Child’s name                                      Date
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Patient Name:

Person Responsibe for Bill (Name on Credit Card):

I authorize Judy Quirk-Pleskus and Chris Rawlings to charge my credit card at the time of 
service.  This will be a standing authorization, unless otherwise noti�ed by myself. 
Judy Quirk-Pleskus and Chris Rawlings (Seascape Counseling), will charge my credit card 
the amount owed at the time services are rendered. I understand I may request to have a 
Superbill sent to me at the end of each month outlining the charges incurred and 
payment applied.

Credit Card Type: VISA  MC  AMEX  OTHER:

Credit Card Number:

Expiration Date:

Three Digit Security Code (on back of card):

Billing Address and Zip Code of Credit Card:

Would you like an email con�rmation after each charge? Yes  No

Email:

Signature below indicates that card holder understands their credit card will be charged
at the end of each session.

Signature of Credit Card Holder    

Date:

Comments:

9404 Genesee Ave   Suite 245   La Jolla  CA   92037   |    Fax:  858.246.6266
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