INFORMED CONSENT TO PSYCHOLOGICAL TREATMENT
The purpose of psychological treatment is to increase your coping and resiliency skills so you can better manage
adverse events, improve your mental health, and hopefully enable better day to day functioning. The
approaches used in treatment are integrative and evidence-based, including Cognitive-Behavioural Therapy
(CBT), Dialectical Behavioral Therapy (DBT), Acceptance and Commitment Therapy (ACT), Eye Movement
Desensitization and Reprocessing (EMDR), Mindfulness, and for some issues, Clinical Hypnosis. Therapeutic
interventions will vary depending on the problem and treatment goals you wish to address. Sometimes issues
raised in therapy can be difficult and painful in the short term, this is a risk of therapy; however, the goal is that
you feel better in the long run as these issues are addressed.
The frequency of appointments will vary depending upon your specific goals and needs. The length of each
individual session will be fifty minutes. Psychological treatment will be administered by Karin
Klassen, MSc., Registered Psychologist (CAP # 5198). If you arrive late for your session, it will still end at the
booked time.
The goal of our first session will be to determine the nature of your personal issues, this may include some
assessments for you to fill out and may include consultations with other professionals (for example your
physician or physiotherapist, with your specific permission). An appropriate treatment plan is
then formulated. These goals will be reviewed periodically and may be revised when necessary. You may ask to
have your family physician receive a copy of your session note; a separate waiver is signed for this and will be
discussed at the first session.
Your participation in treatment is voluntary and you have the right to discontinue treatment at any time. You
retain complete control of the therapeutic process. As every treatment experience is unique, the ultimate
outcome will differ from person to person and there can be no guarantee that your personal issues can be
“cured” at the conclusion of your treatment plan. If at any time you have concerns about my conduct as a
psychologist, you may report your concerns to the College of Alberta Psychologists (www.cap.ab.ca).
You have the right to a second opinion and to ask about other treatments. If you could benefit from a treatment
I cannot provide, I will assist you access. If you wish to be referred to another psychologist, I will help you find a
qualified professional and will provide him/her with the information needed for your transfer of care.
Psychological services are not insured services through Alberta Health Care however, this service may be
partially or fully covered through extended health insurance plans. Insurance coverage may vary for each carrier,
please check with your plan to confirm the coverage for psychological services. The claim procedure, details
required on receipts, and whether you will require a letter of referral from your physician may also vary for each
carrier. It is your responsibility to pay the fee upfront, and then submit claim from your insurance carrier.
CONFIDENTIALITY AND LIMITS OF CONFIDENTIALITY
Registered psychologists understand that your personal health information must be protected. For this reason,
we work to: provide the highest level of confidentiality around collection, use and disclosure of your personal
health information; collect only necessary information, and use that information solely for the care and
treatment you are seeking; ask your permission before disclosing any of your information, unless otherwise
required by law; recognize your right to access your health information when you request it and provide copies
for a minimal fee; and be available to respond to your questions or concerns about the way we handle the
privacy of your personal health information.
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Please note that if you communicate via email, text or through phone consultation, that while efforts are made
to maintain confidentiality, that data or tele-communication overall cannot be secured in the same way as a
private office visit. If you choose to communicate using these methods, you accept that risk.
While registered psychologists endeavor to provide you with the highest level of confidentiality, we are also
legally bound by limits of confidentiality, and are required to break confidentiality in the following situations:
1. You represent a harm to yourself or to another person (e.g., if you report to us that you are acutely suicidal
or that you are going to take another person’s life). We are required to take action to protect you or the
other person (e.g., by warning the police, your family, or the other individual).
2. You inform us of any potential, suspected or known child abuse; including physical, emotional abuse and
neglect. Please be aware that we are required to report the suspicion of child abuse or neglect and the
information on which it is based to child welfare. Even past abuse of a child who is now an adult must be
reported if the abuser still has access to children.
3. You indicate that you have been sexually abused by a registered health care professional (e.g., physician,
dentist, etc.). We must report that individual to his or her professional regulatory body.
4. There is a court order whereby we are legally required to submit the requested information or documents.
Please be aware that as part of routine practice psychologists engage in peer consultation with other colleagues.
You understand that your psychological treatment may be discussed in that context and if your psychologist
consults with colleagues regarding your situation, it is solely for the purpose of benefiting you, and your
confidentiality will be preserved.
CONSENT STATEMENT
I ______________________________, the client, understand I have the right to not sign this form. My signature
below indicates that I have read and understand this agreement with the psychologist. I understand I can choose
to discuss my concerns with the psychologist before I start treatment. If at any time during treatment I have
questions about any of the subjects discussed in this consent form, I can discuss this further with the
psychologist, and they will make best effort to address any questions or concerns. I understand that I have the
right to withdraw my consent to psychological treatment at any time, for any reason.
I, acknowledge that no specific promises have been made to me about the results of treatment, the
effectiveness of the procedures, and the number of sessions necessary for treatment to be effective.
I, have read, or have had read to me, the information herein, I have had the opportunity to discuss any points
that require clarification, and have had my questions, if any, answered fully. I agree to act according to the points
covered in this form. I hereby agree to enter treatment with Registered Psychologist Karin Klassen, and to
cooperate fully and to the best of my ability, as shown by my signature here.
I, agree to pay $200 per session. I acknowledge that I must cancel any scheduled appointment that I am not
able to attend with at least 24 hours notification. If I do not cancel with at least 24 hours notice and do not
attend the appointment, I will be charged in full for the missed appointment.
Client Name
(please spell first and last names):_______________________________________________________________
Client Signature: _____________________________________________

Date:________________________

Karin Klassen

Therapist Name: ____________________________________________________________________________
Therapist Signature: __________________________________________
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