Therapist-Client Services Agreement / Consent To Treatment

This document contains important information about the counseling services and business policies of Pinnacle Peak Counseling (PPC).
Please read this agreement very carefully. The Board of Behavioral Health Examiners requires that PPC obtain your signature
acknowledging that PPC has provided you with this information. You may ask questions about any of these procedures at any time.
When you sign this document, it also represents an agreement between us. You may revoke this agreement or any other agreement at
any time. You will need to submit your revocation in writing.

COUNSELING SERVICES: The purpose of treatment is to help clients resolve issues they have not felt successful in resolving on their
own. Therapy is successful when clients complete established goals. Length of treatment depends upon the clients individualized
treatment goals. Clients need to feel comfortable with their therapist and their therapist’s treatment methods. Depending on a client’s
needs, different methods of therapy may be used. Methods may include, Cognitive Behavioral Therapy, Reality Therapy, Solution-
Focused and/or EMDR. Specific methods will be addressed further after you have discussed your individualized needs and goals with
your therapist. Please note there are alternatives to psychotherapy. Alternatives may include self-help groups, stress management,
12-step programs, support groups, crisis intervention centers, and indigenous healing systems. Please feel free to ask questions if you
would like to learn more about participating in any alternative method in addition to or in place of psychotherapy.

Clients are expected to be active participants, working collaboratively with their therapist to achieve their goals. You have the right to
participate in treatment decisions and in the development of your treatment plan. We will periodically review and revise your treatment
plan. Therapy is most successful when clients are willing to work on things in between counseling sessions. You may receive
"homework assignments".

Therapy can have benefits and risks. It often involves discussing things that can be painful. You may experience unpleasant feelings,
such as sadness, anger, guilt and loneliness. The benefits associated with working through the unpleasant feelings can be great.
Benefits may include but are not limited to happier, healthier relationships, positive self-image and solutions to problems. There are no
guarantees what your experience will be.

The first session is a consultation, and the beginning of the evaluation. The evaluation process may take a few sessions to complete.
At this time the therapist will hear what you hope to gain from therapy and answer any questions you may have at that time. The
therapist will share initial thoughts and a preliminary treatment plan. If the therapist does not believe she is the appropriate person to be
working with you she may offer you the names of other counselors. If you do not believe the therapist is the right person for you, please
do not hesitate to say so. Therapy often requires a significant amount of time, finances and emotional energy, it is important you feel
comfortable with your therapist. Please do not hesitate to ask any questions you may have at this time.

You have the right to refuse any recommended treatment at any time through out the therapeutic process. If you are uncomfortable
with any treatment recommendation, please speak with your therapist. Should you choose to end your therapy prior to meeting your
therapeutic goals you may experience unpleasant feelings such as sadness, anger and fear. It is recommended you consult with your
therapist if you are thinking about ending your therapy.

Except in unusual circumstances that involve danger to yourself and others or where others have supplied information confidentially,
you may examine and/or receive a copy of your clinical record. Your request will need to be in writing. Because these are professional
records, they can be misinterpreted and/or upsetting to the untrained reader. For this reason it is recommended that you initially review
them in the presence of your therapist, or have them forwarded to another mental health counselor so you can discuss the contents.
You may be charged a $ .20 per page copying fee. If the copying of the records lasts longer than 5 minutes, there will be an additional
$ 3.00 per every 5 minutes of time to copy the requested records.

APPOINTMENTS: Therapy appointments are 50 minutes. This is referred to as the "therapy hour". There are 2 clocks in the office to
help you pace yourself during the session. Your therapist will also be aware of the time and will begin wrapping up the session after 45
minutes. EMDR appointments are 110 minutes. Arrangements can be made for longer appointments if necessary. Once an
appointment is scheduled, you will be expected to pay for it unless you provide 24 hours notice of cancellation. If you miss an
appointment due to circumstances out of your control, please discuss the situation and this policy with your therapist. If you are
scheduling an appointment by telephone, please call Monday-Friday, 8 a.m.-5 p.m. All calls received after hours will be returned the
following business day.

PROFESSIONAL FEES: The hourly fee is $140.00. Longer or shorter appointments are prorated based on this basic fee. EMDR
appointments are $210.00. For telephone consultations, the prorated fee will be charged for telephone time for any call over fifteen (15)
minutes. Preparation of treatment summaries, report writing, speaking with other professional (with your permission), or any other
services you may request that last longer than 15 minutes will be charged the prorated fee. Should you be involved in any legal
proceedings that require your therapists® involvement, you will be expected to pay for the professional time, including preparation and
driving time if needed. The client, or referring parent, is considered responsible for payment of professional fees.

PAYMENT METHODS: Payment is required at the time of service. Payment may be made by check, cash, Visa or MasterCard. This
office does not accept insurance. Some insurance plans offer "out of network" benefits. If you would like to use your “out of network™
benefits please notify your therapist. You will receive a superbill form to submit to your insurance company for reimbursement. If you
have any questions regarding the information your therapist has written on the superbill form, please do not hesitate to ask. You have a
right to know and understand the information you will be sharing with your insurance company. In the event of non-payment or a
returned check, services will be suspended or terminated without immediate client abandonment. There will be no effort to collect the
unpaid fee. Additionally, this office does not accept Medicare assignments, does not bill Medicare nor can any client submit a claim to
Medicare.
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CONTACTING YOUR THERAPIST: If you need to speak with your therapist between sessions call the office Monday-Thursday 8:00
am-5:00 p.m. If the therapist is not available to speak with you, every attempt is made to return your call within a couple of hours of
receiving it during regularly scheduled business hours. The office is closed on Friday, Saturday and Sunday. If you have an
emergency you do not think you can deal with by yourself, call 911, Banner Health 24hr. hotline at (602) 254-4357 or the National
Suicide Prevention Hotline at (800) 273-talk. or go to your nearest emergency facility. The office is closed when the therapist is on
vacation. This happens approximately 2-4 weeks per year. Emergency contact information will be given to you or left on the out-going
telephone message at the office.

LIMITS ON CONFIDENTIALITY
The law protects the privacy of all communications between a patient and a therapist. In most situations, we can only release
information about your treatment to others if you sign a written authorization form. There are some circumstances where we are
permitted or required to disclose information without either your consent or authorization.
Your signature on this Agreement provides consent for those activities as follows:

*If a client threatens to harm himself/herself, we may be obligated to seek hospitalization for him/her, or to contact family members or
others who can help provide protection.
*If you are involved in court proceedings and a request is made for information concerning the professional services we provide you,
such information is protected by the therapist-client privilege law. We cannot provide information without you or your legal
representative's written authorization, or a court order.

*If a government agency is requesting the information for health oversight activities, we may be required to provide it for them.

*If a client files a complaint or lawsuit against us, we may disclose relevant information in order to defend ourselves.

There are some situations when we are legally obligated to take actions, which we believe are necessary in an attempt to protect others
from harm and we may need to reveal some information about a client's treatment.

*If we believe a child under the age of 18 who we have seen is or has been a victim of injury, sexual abuse, neglect or deprivation of
necessary medical treatment, the law requires we file a report with the necessary government agency, usually Child Protective Services
and the local police department. Once the report is filed, we may be required to provide additional information.

* |f we have reason to believe that any adult client who is either vulnerable and/or incapacitated and who have been the victim of
abuse, neglect or financial exploitation, the law requires that we file a report with the appropriate state official, usually a protective
services worker. Once the report is filed, we may be required to release addition information.

*If a client communicates an explicit threat or imminent serious harm to a clearly identified or identifiable victim, and we believe that
the client has the intent and ability to carry out such a threat, we must take protective actions that may include notifying the potential
victim, contacting the police, or seeking hospitalization of the client.

If such situations arise, every effort will be made to fully discuss it with you before taking any action and we will limit disclosures to what
is necessary.

Occasionally, your therapist may meet with another professional to discuss specific aspects of a case. The client name is not shared
and every effort is made to protect the identity of the client. The purpose of the consultation would be to help the therapist work more
effectively with the client.

Minors and Parents: Clients who are under 18 years old and not emancipated should be aware that the law may allow their parents to
review their records. Because privacy is usually crucial to successful therapy, especially with teen-agers, we often ask parents to
consent to give up their right to review records. If they agree, during treatment, we will provide them with information about their child's
progress and attendance. When appropriate the child will be present for the conversation. The child will be informed of
communications between the therapist and parents. If the child is in danger of hurting himself/herself the parents will be immediately
notified of our concerns.

Please discuss any questions or concerns you may have about anything you have read on this form with your therapist.

My signature is my acknowledgement that | have read the Therapist-Client Services Agreement / Consent To Treatment and | am
consenting to treatment with Paula DeBenedetto MSW, LCSW.

Client signature Date Paula DeBenedetto, LCSW Date
Licensed Clinical Social Worker

Legal guardian / Parent Date
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