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PATIENT REGISTRATION 
To facilitate accurate recordkeeping, kindly provide the information requested. 

 
 

 Today’s Date: _______________ 
 
Patient’s Name:   ____________________________ Date of Birth:  _______________ 
 
Address: _________________________________  Sex:  __________ 
 
City/Town_________________________________ Marital Status: _________ 
 
State ________________Zip Code______________ Home Phone: ___________________ 
 
* Social Security #: __________________________ Work Phone: ____________________ 
(only required, if over the age of 18 years old) 
 
Email address: _____________________________ Cell Phone: __________________ 
 
 
If the patient is under 18 years old: 
 
Parent 1 Name: ____________________________ Parent 1 Date of Birth: ____________ 
 
Parent 2 Name: ____________________________ Parent 2 Date of Birth: ____________ 
 
Parent E-Mail: _____________________________ Parent Phone: __________________ 
 
 
 
*Subscriber’s Name: _________________________ *Relationship to Patient: _______________ 
 
*Subscriber’s Address: _______________________________________________________________ 
 
*Subscriber’s SS#: ________________    *Date of Birth:  ___________   *Employer: _______________ 
 
 
Insurance Company Name: ____________________________   ID#: _________________________ 
 
Insurance Company Address:  ________________________________________________________ 
 
Insurance Company Telephone: ____________________    Policy/Group #: ___________________ 
 
 
 
Emergency Contact: ________________________ Relationship: _________ Phone: ___________ 
 
Primary Care Physician:  ___________________________________ Phone: ________________ 
 Address: __________________________________________________________________ 
 
Referred by: ___________________________________________ Phone:________________ 
 
 * Required for Billing Purposes 
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Psychological Services Contract 
 

Welcome to our practice.  This document contains important information about our professional services and business 

policies.  Please read it carefully.  Your clinician can answer any questions you may have. our billing/administrative 

manager, is available to you upon request. 

 
PSYCHOLOGICAL SERVICES:   Psychotherapy and behavioral health treatment are not easily described.  The 

treatment process varies depending on the particular problems you are experiencing, your treatment expectations and 

requests, the personalities of the clinician and patient, and the working relationship. There are many different methods 

we may use to deal with the problems you hope to address.   Psychotherapy is not like a medical doctor visit.  It calls 

for a very active effort on your part.  Psychotherapy is a contractual, collaborative process between you, your clinician, 

and possibly your insurance company (if it is sanctioning payment for treatment) regarding the goals.  This will 

become obvious as you participate in the treatment. 

Our first few sessions will involve an evaluation of your current concerns and a review of your history.  By 

the end of the evaluation, we will be able to discuss first impressions of what is at issue and how a treatment plan will 

address these issues.  Therapy involves a large commitment of time, money, and energy, so you should feel 

comfortable about the therapist.  If you have questions about our procedures, we should discuss them as they arise.  

 

MEETINGS:  Appointments generally are 55 minutes in duration.  The frequency of meetings and the overall length 

of treatment are to be determined by you, your clinician, and possibly your insurance company.   

 

PROFESSIONAL FEES:   Our fees are $225 for a 55-minute session.  Payment is due at the time of delivery of 

services.  We accept cash, personal checks, and credit cards.   

In addition to office visits, there may be occasions on which you request other services from your clinician, 

such as writing treatment reports or summaries (e.g., disability reports), extended telephone conversations (e.g., longer 

than 10 minutes), attending school meetings, travel time, and consulting with other professionals beyond gathering 

initial information and giving periodic updates.  The hourly fee for these services is $225 and is not covered by health 

insurance. If you become involved in legal proceedings that require our participation, you will be financially 

responsible for all professional time, including preparation and transportation costs, even if your clinician is called to 

testify by another party. [Because of the nature of legal involvement, we charge $225 per hour for preparation and 

attendance at any legal proceeding.]  
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CANCELLATIONS:   If you need to cancel a meeting, you will be expected to give your clinician at least 24 hours 

notice (i.e., one business day).  Thus, to cancel a Wednesday appointment at 4 pm, you should call your clinician no 

later than 4 pm Tuesday.  To cancel a Monday appointment at 10 am, you will need to contact your clinician by the 

previous Friday at 10 am.  If you miss a scheduled appointment or cancel with less that 24 hours notice, you will be 

responsible for a charge of $100. This charge will be applied to your credit card.  Insurance companies do not 

provide reimbursement for cancelled or missed sessions. 

 It is important to note that this policy is in place to emphasize the importance of your coming, not to penalize 

you.  We want you to come and actively participate in the treatment; certainly, it is more rewarding for us when you 

are fully engaged in the process.  But we do enforce cancellation and no-show charges.   

 

WHY DO WE ASK FOR YOUR CREDIT CARD?   Our clinicians need a guarantee that you will be responsible 

for meetings not held or cancelled without proper notice.  Again, we do this to establish a clear boundary:  the 

clinician’s time, space, and energy has been reserved for you, and if you do not attend, we cannot bill your insurance.  

We keep your credit card number on file as discussed above, to be used only if you miss a scheduled appointment or 

give less than 24 hours notice.   

 

Please complete: 

Visa  MC Debit    Card #:________________________________    Expires__________3 digits: _______ 

In the unusual event that you do not have a credit card, alternative plans can be arranged. 

 

COMMUNICATIONS:   

How to reach us:  When your clinician is not available, our voice mail system allows you to leave a private 

message.  Please be sure to leave your phone number and times that you can be reached.  Your clinician will make 

every effort to return your call the same day, with the exception of weekends and holidays. If your concerns are of an 

acute nature, please go immediately to your local hospital emergency room, or call 911.   

 How we can reach you:  Please indicate with your initials which of the following means of contacting you 

are acceptable.  Each form of contact involves the communication of HIPAA-defined private health information 

(PHI), to potentially include:  appointment times, invoices and receipts, and referral information.  As a rule, we only 

address clinical concerns via face-to-face or telephone conversations.  Please initial below alongside each form of 

communication that is acceptable to you: 

 

Please complete: 

 _____ Cellular telephone 

 _____ E-mail 

 _____Text message 

 _____ Other (Specify: ________) 
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EMERGENCIES:  In case of an emergency, contact your clinician.  If you cannot wait for a call back, please go to 

your nearest emergency room.  Clinicians generally check voice mail at least twice a day during the week (more often 

when in the office) and once a day on weekends and holidays. 

 

REGARDING CONFIDENTIALITY:  The law protects the privacy of all communications between patient and 

clinician.  In most situations, we can release treatment information to others only if you sign a written authorization 

form.  There are other situations that require only that you provide written, advance consent.  Your signature on this 

Agreement provides consent for those activities, as follows:  

• If you are using insurance, information about your treatment will be disclosed to the insurer for purposes of 
administering benefits and managing care.  This includes your diagnosis and, in some cases, treatment plans 
and progress reports.  By signing this Agreement, you agree that we can provide requested information to 
your carrier. 

 
• Your clinician may occasionally find it helpful to consult with other professional colleagues about your 

treatment.  Every effort will be made to avoid revealing the identity of the patient.  The other professionals 
are also legally bound to keep the information confidential.   

 
• Your clinician may need to share protected information with other members of the practice group for both 

clinical and administrative purposes, such as scheduling, billing and quality assurance. All of the mental 
health professionals are bound by the same rules of confidentiality. All staff members have been given 
training about protecting your privacy and have agreed not to release any information outside of the practice 
without the permission of a professional staff member.  

 
• Information may be disclosed to a billing or collection service, or to a small claims court, for the purpose of 

collecting overdue payments.  
 

Also, there are some unusual situations where we are permitted or legally required to disclose information without 

either your consent or authorization; for example, if you pose a danger to yourself or others.  Please refer to the 

attached Notice Form for details.  If such a situation arises, we will make every effort to fully discuss it with you 

before taking action and we will limit disclosure to what is necessary. 

 
MINORS & PARENTS:  Patients under 18 years of age who are not emancipated and their parents should be aware 

that the law allows parents to examine their child’s treatment records, unless the clinician believes this review would 

be harmful to the patient and his/her treatment.  Because privacy in psychotherapy is often crucial to successful 

progress, particularly with teenagers, clinicians will discuss how to protect patient privacy while also giving parents 

and guardians important information about the treatment.     

 

Your signature below indicates that you have read this contract and agree to its terms and also serves as 

acknowledgement that you have received a copy of our “Notice of Policies and Practices to Protect the Privacy 

of Your Health Information” form. 

 

___________________________________________          
  Print Patient Name 
 
 
____________________________________________        ___________________ 

Signature of Patient or Legal Guardian Date 
 


