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INFORMED CONSENT 
The purpose of this consent form is to ensure that as my client you understand the following description of 
psychotherapy, the policies of this office, and the nature of the services provided. 
 
Please initial next to each section, indicating that you have read and understand the content. 

Professional Services          ________ 
As a client of this office, you are entitled to be treated in a professional and respectful manner.  Although 
in psychotherapy there are no guarantees for success, you are entitled to prompt attention to your needs 
and competent services provided by a duly accredited mental health professional. 

I have been practicing as a mental health clinician since 2012, working mostly with infants and mothers, 
children, adolescents, and adults experiencing anxiety, depression, trauma, grief and loss, eating 
disorders, and relationship issues.  My practice is affirming for clients in the LGBTQI community. 

I am also certified as a registered drama therapist (RDT) by the North American Drama Therapy 
Association (NADTA).  As a drama therapist, I am trained to work with clients in a variety of creative art 
therapy modalities such as a role-play, improvisation, psychodramatic techniques, art, music, poetry, 
creative writing, phototherapy, and movement to address symptom relief and personal growth. Drama 
therapy can be particularly beneficial in connecting the mind, body, and spirit. 

My theoretical orientation can be described as collaborative, holistic, active, and relational. 

Risks and Benefits of Therapy         ________ 
Psychotherapy is a process that provides an opportunity to better, and more deeply understand oneself, 
as well as, any problems or difficulties that you may be experiencing. Psychotherapy is a collaborative 
effort between the client and therapist. Progress and success may vary depending upon the particular 
problems or issues being addressed, as well as many other factors.  
 
Participating in therapy may result in a number of benefits to you, including, but not limited to, reduced 
stress and anxiety, a decrease in negative thoughts and self-sabotaging behaviors, improved 
interpersonal relationships, increased comfort in social, school, and family settings, and increased self-
confidence. Such benefits may also require substantial effort on the part of the client, as well as his/her 
caregivers and/or family members, including an active participation in the therapeutic process, honesty, 



and a willingness to change feelings, thoughts and behaviors. A minor patient will benefit most from 
psychotherapy when his/her parents, guardians or other caregivers are supportive of the therapeutic 
process. There is no guarantee that therapy will yield any or all of the benefits listed above. 
 
Although psychotherapy is designed to improve the overall quality of life, the process at times involves the 
discussion of emotional issues that may be distressing.  It is possible that you may feel worse before you 
begin to feel better. This is generally a normal course of events. Personal growth and change may be 
easy and swift at times, but may also be slow and frustrating. You should address any concerns you have 
regarding your progress in therapy with me. The greatest risk involved in this kind of treatment is often that 
the treatment provided may not be as effective as you hoped. If this should occur, you are encouraged to 
discuss this with me so that we can work together to come to a mutually agreeable solution.  Success in 
attaining treatment goals will also depend upon your motivation during the course of treatment. 

Treatment Goals           _________ 
In mental health there are often several ways to approach the problems that clients present with.  You 
have the right to discuss my diagnostic impressions, the recommended course of treatment, goals, and 
the methods I recommend for obtaining these treatment goals. Due to the varying nature and severity of 
problems and the individuality of each patient, I am unable to predict the length of your therapy or to 
guarantee a specific outcome or result. 

Confidentiality           __________ 
Information shared with any psychotherapist is confidential and will not be shared with anyone else except 
for these instances below, which must, by law, be reported to the appropriate authority or significant 
person: 
 

 You sign a release permitting disclosure of information. 
 You are threatening to seriously harm yourself or another person. 
 I suspect that a child or vulnerable adult is being abused. 
 You are unable to take care of your basic needs. 
 Under some circumstances when I am ordered by the court to disclose information. 
 When your insurance company requests information that will be utilized to review the necessity and 

appropriateness of the care you receive (no information is divulged without your prior knowledge 
and consent). 

 When your account is delinquent and I authorize your name to be released to a collection agency. 
 
Policy Regarding Consent for the Treatment of a Minor Child    _________ 
Therapy generally requires the consent of both parents prior to providing any services to a minor child. If 
any question exists regarding the authority of the minor’s Representative to give consent for 
psychotherapy, I will require that the Representative submit supporting legal documentation, such as a 
custody order, prior to the commencement of services 



Minors and Confidentiality         _________ 
Communications between therapists and clients who are minors (under the age of 18) are confidential. 
This is critical for creating a trusting therapeutic relationship. However, parents and other guardians who 
provide authorization for their child’s treatment are often involved in their treatment. Consequently, with 
my professional judgment, we may discuss the treatment progress of a minor client with the 
parent/caretaker. Clients who are minors and their parents/caregivers are urged to discuss any questions 
or concerns that they have on this topic with me further. 
 
Client Litigation           __________ 
I will not voluntarily participate in any litigation, or custody dispute in which the client, or Representative, 
and another individual, or entity, are parties. I have a policy of not communicating with Representative’s 
attorney and will generally not write or sign letters, reports, declarations, or affidavits to be used in client’s, 
or Representative’s, legal matter. I will generally not provide records or testimony unless compelled to do 
so. Should I be subpoenaed, or ordered by a court of law, to appear as a witness in an action involving the 
client, Representative agrees to reimburse me for any time spent for preparation, travel, or other time in 
which I has made myself available for such an appearance at the hourly rate $140 for preparation and the 
day of rate of $2,000. In addition, I will not make any recommendation as to custody or visitation regarding 
the client. I will make efforts to be uninvolved in any custody dispute between minor client’s parents or the 
client if they are the parent. 
 
Psychotherapist-Patient Privilege        __________ 
The information disclosed by the client, as well as any records created, is subject to the psychotherapist-
patient privilege. The psychotherapist-patient privilege results from the special relationship between 
myself and the client in the eyes of the law. It is akin to the attorney-client privilege or the doctor-patient 
privilege. Typically, the client is the holder of the psychotherapist-patient privilege. If I receive a subpoena 
for records, deposition testimony, or testimony in a court of law, I will assert the psychotherapist-patient 
privilege on client’s behalf until instructed, in writing, to do otherwise by a person with the authority to 
waive the privilege on client’s behalf. When a client is a minor child, the holder of the psychotherapist-
patient privilege is either the minor, a court appointed guardian, or minor’s counsel. Parents typically do 
not have the authority to waive the psychotherapist-patient privilege for their minor children, unless given 
such authority by a court of law. Representative is encouraged to discuss any concerns regarding the 
psychotherapist-patient privilege with his/her attorney. Client, or Representative, should be aware that 
he/she might be waiving the psychotherapist-patient privilege if he/she makes his/her mental or emotional 
state an issue in a legal proceeding. Client, or Representative, should address any concerns he/she might 
have regarding the psychotherapist-patient privilege with his/her attorney. 
 
Sessions and Fees           __________ 
If you decide to attend psychotherapy sessions on a weekly basis, I will reserve a regular time for you 
whenever possible.  A typical therapy session is 50 minutes in length.  The fee for a typical 50-minute 
psychotherapy session is $140 for office visits and $160 for home visits. 



 
It is the policy of this office to pay for services when services are rendered, unless other arrangements 
have been made.  All professional services provided for minors are ultimately the responsibility of the 
minor’s parents or guardians.  I do not work directly with insurance companies.  You may wish to contact 
your insurance company directly to determine if mental health treatment is covered and how many 
sessions are covered.  Upon request, I will provide you with a statement at the end of each month 
reflecting all sessions, fees, diagnostic codes, and treatment codes.  You may then submit this statement 
to your insurance company for “out of network” reimbursement.   
 
When you use your medical insurance to pay for psychotherapy you waive some of your rights to 
confidentiality.  Insurance companies require that I assign a psychiatric diagnosis, which will be discussed 
with you and will appear on your monthly statement.  Insurance companies often request access to patient 
files and attempt to influence the methods or course of treatment so as to save money.  Once information 
is provided to an insurance company, there is no way to ensure that confidential information will be treated 
as private.  For example, employers are sometimes able to obtain personal information from insurance 
records.  Finally, a psychiatric diagnosis may affect your ability to obtain future health or life insurance at a 
reasonable cost.  I would be happy to discuss these issues with you so that you can make the most 
informed and appropriate decision for your individual situation.   
 
In addition to session fees, the following services shall be billed at the full hourly rate: 
 Telephone calls with client or others involved with client, lasting longer than 10 minutes. 

Written reports, letters, etc. 
Review of medical records, school reports, testing results and other professional materials.  

 School visits and/or meetings at schools, including travel time. 
All attempts will be made to keep these costs to a minimum. 
 
Appointments and Cancellations         __________ 
Clients are seen by appointment only, and an appointment time is reserved specifically for you.  
Appointments not cancelled within 24 hours in advance of the appointment, will be charged at the full 
rate with no exceptions.  Excessive missed/cancelled appointments will not be subject to the 24-hour 
courtesy cancellation policy. 
 
Communication and Social Media        __________ 
Please be aware that e-mail is not a confidential or secure way in which to communicate.  If you choose to 
use e-mail as your preferred method of communication, please understand that it must be limited to 
scheduling, rescheduling, or cancelling appointments and that clinical concerns should be addressed in 
sessions. 
 
Due to confidentiality and the need to maintain appropriate therapeutic boundaries, I do not engage in 
social media requests from clients. 



Therapist Availability          __________ 
My office is equipped with a confidential voice mail system that allows the client or client’s 
parent/caregiver to leave a message at any time. I will make every effort to return calls within 24 hours (or 
by the next business day), but cannot guarantee that calls will be returned immediately. I am unable to 
provide 24-hour crisis service. In the event that the client is feeling unsafe or requires immediate 
medical or psychiatric assistance, the client or client’s parent/caregiver should call 911, or go to 
the nearest emergency room. 
 
Records and Record Keeping         _________ 
I may take notes during session, and will also produce other notes and records regarding your treatment. 
These notes constitute my clinical and business records, which by law, I am required to maintain. Such 
records are the sole property of the Therapist. I will not alter my normal record keeping process at the 
request of any client or representative. Should a client or representative request a copy of the therapist’s 
records, such a request must be made in writing. I reserve the right, under California law, to provide the 
client, or representative, with a treatment summary in lieu of actual records. Therapist also reserves the 
right to refuse to produce a copy of the record under certain circumstances, but may, as requested, 
provide a copy of the record to another treating health care provider. Representative will generally have 
the right to access the records regarding Patient. However, this right is subject to certain exceptions set 
forth in California law. Should representative request access to the therapist’s records, such a request will 
be responded to in accordance with California law. 
Therapist will maintain client’s records for ten years following termination of therapy, or when Patient is 21 
years of age, whichever is longer. However, after ten years, Patient’s records will be destroyed in a 
manner that preserves the client’s confidentiality. 
 
Termination            __________ 
The length of your treatment and the timing of the eventual termination of your treatment depend on the 
specifics of your treatment plan and the progress you achieve. It is a good idea to plan for your 
termination, in collaboration with your therapist. I will discuss a plan for termination with you as you 
approach the completion of your treatment goals.  
 
You have the right to terminate therapy at your discretion.  I may also decide to terminate therapy.  
Reasons for termination include, but are not limited to, failure to comply with treatment recommendations, 
conflicts of interest, failure to participate in therapy, client needs which are outside of my scope of 
competence or practice (appropriate referrals would be recommended), lack of adequate progress in 
therapy, or untimely payment of fees.  If any decision to terminate is brought up by the client or therapist, 
either of us may initiate a discussion of your treatment alternatives. Treatment alternatives may include, 
among other possibilities, referral, changing your treatment plan, or terminating your therapy. I will 
generally recommend that you participate in at least one, or possibly more, termination sessions.  These 
sessions are intended to facilitate a positive termination experience and give both of us an opportunity to 
reflect on the work that has been done.   



 
Acknowledgement of Receipt for ‘Notice of Privacy Practices’ (HIPAA) _____ 
I have received (paper or online version) the Notice of Privacy Practices and I have been provided an 
opportunity to review it. 
 
My signature indicates that I have read the above office policies and consents, and agree to abide by 
these terms during our professional relationship. 
The undersigned client or responsible party (parent, legal guardian) consents to, and authorizes services, 
by Rachel Brousseau. 
 
The undersigned understands that he/she has the right to: 

• Be informed of and participate in the selection of treatment modalities. 
• Receive a copy of this consent. 
• Withdraw this consent at any time. 

 
Your signature on this page confirms that you have read and understood the above information, 
and that you agree to all limitations and costs.  It will be kept on file in the office, and you may 
keep a copy of this consent form for your personal records.  Thank you. 

 
CONFIDENTIAL PATIENT INFORMATION 

 
 
Patient’s Name:                       

Date of Birth:     

Address:          

City/Zip:            

Phone (home):         (cell):     

If client is a minor, name of responsible party and parents:   

___________________________________________________________________ 

I HAVE READ, UNDERSTAND, AND AM IN AGREEMENT WITH THE INFORMATION ON 
THE ATTACHED INFORMED CONSENT FORM.  I WAS PROVIDED WITH A COPY OF 

THE CONSENT FORM. 



 
__________________________________________________________________ 
Client Signature (if client is 12 or older)      Date 
 
__________________________________________________ 
Print Name 
 
_________________________________________________________________ 
Parent/Guardian Signature       Date 
 
__________________________________________________ 
Print Name 
 
 
Parent/Guardian Signature       Date 
 
__________________________________________________ 
Print Name 
 
 
I understand that I am financially responsible to Rachel Brousseau, LMFT, RDT for 

all charges.  
 
______________________________________________  
Name of Responsible Party (Please print)  
 
______________________________________________    ____________  
Signature of Responsible Party (and relationship to Patient) Date  
 
______________________________________________  
Name of Responsible Party (Please print)  
 
______________________________________________    ____________  
Signature of Responsible Party (and relationship to Patient) Date 


