
INFORMED CONSENT CHECKLIST FOR TELEPSYCHOLOGICAL SERVICES 

Prior to starting video-conferencing services, we discussed and agreed to the following: 
• There are potential benefits and risks of video-conferencing (e.g. limits to patient 
confidentiality) that differ from in-person sessions.
• Confidentiality still applies for telehealth services, and nobody will record the session 
without the permission from the others person(s).

• We agree to use the video-conferencing platform selected for our virtual sessions, and the 
therapist will explain how to use it.

• You need to use a webcam or smartphone during the session.
• It is important to be in a quiet, private space that is free of distractions (including cell 
phone or other devices) during the session.

• It is important to use a secure internet connection rather than public/free Wi-Fi.

• It is important to be on time. If you need to cancel or change your tele-appointment, you 
must notify the therapist in advance by phone or email.
• We need a back-up plan (e.g., phone number where you can be reached) to restart the 
session or to reschedule it, in the event of technical problems.

• We need a safety plan that includes at least one emergency contact and the closest ER to 
your location, in the event of a crisis situation.

• If you are not an adult, we need the permission of your parent or legal guardian (and their 
contact information) for you to participate in telehealth sessions.

• You should confirm with your insurance company that the video sessions will be reimbursed; 
if they are not reimbursed, you are responsible for full payment. In this crisis, your insurance 
covers telehealth, so no need to worry about this.
• As your therapist, I may determine that due to certain circumstances, telehealth is no longer 
appropriate and that we should resume our sessions in-person.

• Email Communication: E-mail messages from M. Joan McCloskey, MS, LMFT #22594, including 
any attachments, is for the sole use of the intended recipient(s) and may contain confidential 
and privileged information protected by law. Any unauthorized review, use, disclosure or 
distribution of the message is prohibited. Any recipients of M. Joan McCloskey’s emails who 
are not the intended recipient, will be advised by M. Joan McCloskey, MS, LMFT #22594 that 
the recipient received her e-mail in error and they need to by reply via e-mail to: 
mjoanmccloskey@gmail.com and destroy all copies of the original message, including 
attachments. 

• Please note disclaimer: Communicating confidential information via e-mail or text message may 
not be secure and the client’s confidentiality may be breached. Threats to the client’s 
confidentiality include, but are not limited to: 1) the transmission may be intercepted; 2) the 
transmission may be sent to the wrong recipient; and 3) the e-mail or text message may be 
accessed by an unauthorized person.  

_____________________________________________________________________ 
M. Joan McCloskey, MS, LMFT #22594      Date 

_____________________________________________________________________ 
Signature of Patient/Patient’s Legal Representative   Date 

______________________________________________________________________ 

Signature of Patient/Patient’s Legal Representative   Date



“No Secrets” Policy for Family Therapy and Couple Therapy 

This written policy is intended to inform you, the participants in family therapy or couple therapy, that 
when I agree to work with a couple or a family, I consider that couple or family (the treatment unit) to be 
the patient/client.  For instance, if there is a request for the treatment records of the couple for the family, 
I will seek the authorization of all members of the treatment unit before I release confidential information 
to third parties.  Also, if my records are subpoenaed, I will assert the psychotherapist-patient/client 
privilege on behalf of the patient/client (the treatment unit). Initial ___  ___ 

During the course of my work with a couple or a family, I may see a smaller part of treatment unit (e.g., 
an individual or two siblings) for one or more sessions.  These sessions should be seen by you as a part of 
the work that I am doing with the family or the couple, unless otherwise indicated.  If you are involved in 
one or more of such sessions with me, please understand that generally these sessions are confidential in 
the sense that I will not release any confidential information to a third party unless I am required by law to 
do so or unless I have your written authorization.  In fact, since these sessions can and should be 
considered a part of the family or couple therapy, I would also seek the authorization of the other 
individuals in the treatment unit before releasing confidential information to a third party. Initial ___ ___ 

However, I may need to share information learned in an individual session (or a session with only a 
portion of the treatment unit being present) with the entire treatment unit—that is, the family or the 
couple, if I am to effectively serve the unit being treated.  I will use my best judgment as to whether, 
when, and to what extent I will make disclosures to the treatment unit, and will also, if appropriate, first 
give the individual or the smaller part of the treatment unit being seen the opportunity to make the 
disclosures.  Thus, if you feel it necessary to talk about matters that you absolutely want to be shared with 
no one, you might want to consult with an individual therapist who can treat you individually.  
Initial ___ ___ 

This “no secrets” policy is intended to allow me to continue to treat the patient/client (the couple or 
family unit) by preventing, to the extent possible, a conflict of interest to arise where an individual’s 
interests may not be consistent with the interests of the unit being treated.  For instance, information 
learned in the course of an individual session may be relevant or even essential to the proper treatment of 
the couple or the family.  If I am not free to exercise my clinical judgment regarding the need to bring this 
information to the family or the couple during their therapy, I might be placed in a situation where I will 
have to terminate treatment of the couple or the family.  This policy is intended to prevent the need for 
such a termination. Initial___ ___ 

We, the members of the ________________________________(couple/family or other unit) being seen, 
acknowledge by our individual signatures below, that each of us has read this policy, that we understand 
it, that we have had an opportunity to discuss its contents with M. Joan McCloskey, LMFT #22594, and 
that we enter couple/family therapy in agreement with this policy. 

________________________________________ __________________________________ Date: ___/___/_____ 
Name of Client (Print)     (Signature) 

________________________________________ __________________________________ Date: ___/___/_____ 
Name of Client (Print)     (Signature) 

M. Joan McCloskey, MS, LMFT #22594_________________ __________________________________ Date: ___/___/_____
Name of Therapist (Print)  (Signature) 

(Use additional date and signature lines as is necessary. If someone is signing in a representative capacity, such as a parent or a court-appointed 
guardian or conservator, such capacity should be stated and the person being represented should be specified.) UPDATED: July 2020 
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ADVANCE HEAL TH CARE DIRECTIVE 
ACKNOWLEDGEMENT FOR� Page 1 of 2 

Bpckground -= 

- -- ··· - -
.In_ accordance wit� _C��-f�r-�i� Probate Code 4600 et seq. and Federal requirements under Title 42,clients 18 years of age and older shallreceive·-inforniation-about Achiahce Health.Care Directivesand be informed of their right to make decisions about their medical treatment.

To Be Completed by Staff 
The client was given a copy of the Advance Health Care
Directive Fact Sheet at the first face-to-face contact or clinic
visit. 

If "No" please explain why the client was not given the Fact Sheet: 

Does the client have an Advance Health Care Directive 
currently in place? 

D Yes D No

O Yes D No

If the client would like to execute an Advance Health Care Di rective, please refer them to the 
resources identified qn the Fact Sheet. If a client already has an Advance Health Care Directive, 
insert a copy into the client's Clinical Record in Section 2 (Consents and Notices). 

nslble Adult* 

I have been asked about having an Advance Health Care Directive, and I have been given or offered 
an Advance Health Care Directive Fact Sheet. 

Signature of Client Date 

Signnwrc of Rc�pnnsihlc Adult'' Rclntion�hi[l to Client Date 

Si gnnture of Witnesslhllerprcter *o!o Dntc 

This Form was interpreted in________ for the client and/or responsible adult. 
If 8 lrnnslr.tccl i·crsion of this Form wns signed h}" l\11: client nn,\101 ,csponsihlc adulL Ilic lrM$ll\ltd vusion mus, bi: n1tadml ta 1111: E11ilish �usio11.

Signator D was given D declined a copy of this form on _____ _ by 
Dale Initials 

-.· Responsible Adult= Guardian, Conscrval�r, or Parent o!· m
_
in01: 1�·hc11 required.

.. 
*� Witnessllntcrpreter = Pcrxon who either w1tnci;scd the s1gn111g ot lhc form (may be stl\tt or other person} or the person ll'ho

inlcrprctcd this form into another languuge for the t.:licnt (must include the fanguag.c ii was interpreted inlo). 

TIii< tGAllclo1tli.l ln(tna11llon I, pnnlcltd , .. )DU I� .......... ifb Slak- ••d F'cdcnl ..... ••• 
Namt: hull bal no1 flmlltd 10 appllnhle nt1rorE alld ltilllulloas •ad�, Cllll Coclt alld 

;:;���:: s,:!.ards. D11plkallon ol thk lnfonnallon lor lunllt-r d\Kloo11n k prebllillod 
ttllh•o•I or �nllt# olllllrir.allon o( t• tllonlfau1borfU'll n,�nlalhc lo nhom 11 1"'11•1., 
•nMS o1'::rn1M .,....111,d by ..... 11 .. 1,wc1lon or 1hlt lnlorNAlloa Is req•fl'ftl •lier Ike 1taled 
purpow or IH orfclnol NCjllHI I• rulnlkd. 

ADVANCE HEALTH CARE DIREC11VE 

Please fill out all areas required and send this page back to me.
By signing this, you acknowledge that you were offered an informational sheet 
regarding how to get a health care directive.
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Please feel free to keep this fact sheet if you would like information on health care directives.



Arbitration Agreement 

It is understood that any dispute as to medical malpractice, that Is as to 
whether any medlcal services rendered under this contract were unnecessary 
or unauthorized or were improperly, negligently or incompetently rendered; 
will be determined by submission to arbitration as provided by Galifomia law, 
and not by a lawsuit or resort to court process except as cautomia law 
provides for judlciat review of arbitration proceedings. Both parties to this 
contract, by entering into it, are giving up their constitutional right to have 
any such dispute decided in a court of law before a jury, and instead are 
accepting the use of arbitration. 

CUENT SIGNATURE DATE 

PRINT NAME 

M. Joan McCloskey, MS, LMFT #22594

Client Signature Date
_____________________________________________________________________

Print Name 

____________________________________________________________________

_________________________________________________________________
Therapist   M.Joan McCloskey, MS, LMFT, #22594 Date
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Consent to Treatment

I, ______________________, acknowledge that I have had all my questions about 
treatment answered fully and to my satisfaction. 

I seek and consent to take part in treatment with the therapist named below. I 
understand that developing a treatment plan with this therapist and regularly 
reviewing our work toward meeting the treatment goals are in my best interest. I 
understand and agree to play an active role in therapy processes. 

I understand that no promises have been made to me about the results of treatment 
or of any procedures proved by this therapist. 

I am aware that I may stop my treatment with this therapist at any time. I fi do, I will 
have to pay for the services I have already received. I understand that I may lost 
other benefits or may have to deal with other problems if I stop treatment. (For 
example, if my treatment has been court-ordered, I will have to answer to the court.) 
I know that I must call to cancel an appointment at least 24 hours (1 business day) 
before the time of the appointment. If I do not cancel and do not show up, I will be 
charged for that appointment. I am aware that my health insurance company or other 
third-party payer may be given information about my diagnose(s) and life functioning, 
as well as the type(s), cost(s), and providers of any services or treatment I receive. I 
understand that if payment for the services I receive here is not made, the therapist 
may stop my treatment.  

My signature below shows that I understand and agree with all of these statements. 

______________________________  _______________________________ __________ 
   Signature of client or legal representative                 Printed Name               Date 

____________________________________  ________________________________________ 
    Printed name of legal representative            Relationship to client 

I, the therapist, have discussed the issues avove with the client (and/or his or her parent, guardian, or 
othe resprentative). My observations of this person’s behavior and response give me no reason to 
believe that this person is not fully competent to give informed and willing consent. 

_________________________________________________________   ____________________ 
               M. Joan McCloskey MS LMFT, License #: 22594                    Date 
                     

___ Copy accepted by client or   ___ Copy kept by therapist 

This is a strictly confidential patient medical record. Redisclosure or transfer is expressly 
prohibited by law. 
     Page 1 of 1, M. Joan McCloskey MS, LMFT, License #22594
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COORDINATION OF CARE FORM 

(Please write clearly) 

Patient Name 
---------------

Treating Provider Information 

Name: 

Address: 

The patient is being treated for the following problems: 

D Mental Health Diagnosis 

D Medication Management 

D Su.bstance Abuse 

D Eating Disorder 

D Chronic Illness 

D Routine Care 

D Change in Medical Status 

D Other Mental Health Issues _________ _ 

Patient Date of Birth 

Phone: 

Fax: 

-------

Treatment Start Date __________ _ Date of Last Appointment _____ _ 

Expected Next Appointment ________ _ 

Medication and Dosages 

1: 

2: 

3: 

4: 

Significant information that may impact medical or behavioral health including hospitalizations and 
description of chronic medical Illness: 

* If you would like to discuss this patient's treatment, please contact me at the number above.

Practitioner Signature Date 

.-, 

M. Joan McCloskey
License #: LMFC, 22594

Phone: 949-837-6970
Address: 23421 South Pointe Drive, Suite  #130, Laguna Hills, 

CA 92653
Please complete if you would like your doctor informed that you are participating in psychotherapy.

Sign and your are giving permission to contact your doctor and notify him or her you are participating in psychotherapy.

___________________________________________________________________________________________________
Client's Signature       Date

Coordniation of Care Form, pg 1 of 1



M. Joan McCloskey, LMFT, License No. 22594

Credit Card / HSA Authorization Agreement
Please complete the following information. This form will be securely stored in your clinical file and may be 
updated upon request at any time.

I, _________________________________, authorize my therapist M.Joan McCloskey, LMFT, to use 
the credit card information below to charge my card in the following events that have been initialed by my 
therapist:

_____ SESSIONS: Session fees will be charged on the day of (or after) a scheduled session. 
_____ UNCOVERED SERVICES:  I understand I will be charged for any services not covered by my 
insurance plan.
_____ MISSED SESSIONS:  I understand that when I schedule an appointment, that time is held for 
me, and that insurance will not pay for missed sessions.  Therefore, I understand if I cancel a session 
without 24 hours’ notice or if I do not show for the appointment, I authorize my therapist to charge my 
credit card for the missed session.  I understand I will be charged the full session fee (not just my 
insurance copayment, if using insurance).  
_____ FORGOTTEN PAYMENTS:  I understand that if I do not have my payment when I come to a 
session, the expected payment will be charged.
_____ RETURNED CHECKS:  If a check is returned unpaid, the amount of the check will be charged 
to the credit card, plus any returned check fees.
_____ HEALTH SAVINGS ACCOUNT (HSA) CARDS:  If I have a HSA credit card, I authorize my 
therapist to charge the card for all services at the time of the session or afterward.  I understand that 
missed sessions cannot be billed to HSA credit cards.

I will not dispute charges (“charge back”) with the credit card company for sessions I have received or 
appointments I have missed according to the above policy.

My credit card information:     VISA     MC      AMEX    

Name as it appears on card: ______________________________________________________

Credit card number: _____________________________________________________________

Expiration date:  _______________________________

Security code:  (3 digits on back of card, 4 digits on front of AmEx): _______________________

Zip code where you receive credit card bill:  _______________________

"I verify that my credit card information, provided above, is accurate to the best of my knowledge. If this 
information is incorrect or fraudulent or if my payment is declined, I understand that I am responsible for 
the entire amount owed and any interest or additional costs incurred if denied."  

Signature: ____________________________________________________________________

Client Written Name: ____________________________________________________________

Date: ______/_____/______ 
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HIPAA PATIENT CONSENT FORM 

This notice of Privacy Practices provides information about use and disclosure of 
protected health information about you. This notice contains a Patients’ Rights 
section describing your right under law. You have the right to review this Notice 
before signing this Consent. The terms of this Notice may change. If this Notice is 
changed, you may obtain a copy by contacting our office. 

You have the right to request that we restrict how protected health information about 
you is used to disclosed for treatment, payment or health care operations. The office 
is not required to agree to this restriction, but if an agreement is made, it will be 
honored. 

By signing this form, you consent to the use and disclosure of protected information 
about you for treatment, payment and health care operations. You have the right to 
revoke this Consent, in writing, signed by you. However, such a revocation shall not 
affect any disclosures this office has already made in reliance on your Consent. This 
form is provided to comply with Health Insurance Portability and Accountability Act of 
1996 (HIPAA). 

• Protected health information may be disclosed or used for treatment, payment 
or health care operations. 

• The patient has the opportunity to review this Notice. 
• This office reserves the right to change the Notice of Privacy Practices. 
• The patient has the right to restrict the uses of their information but the office 

does not have to agree to those restrictions. 
• The patient has the right to restrict the uses of their information, but the 

office does not have to agree to those restrictions. 
• The patient may revoke this Consent in writing at any time and all future 

disclosures will then cease. 
• This office may condition receipt for treatment upon execution of this Consent. 

This consent was signed by:      

__________________________________________________________________________
Signature   Date     Printed Name 

__________________________________________________________________________ 
Signature   Date     Printed Name 

Therapist: 
___________________________________________________________________ 
Signature  Date 

M. Joan McCloskey MS LMFT, License #: 22594
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M. Joan McCloskey, MS, LMFT #22594

INFORMED CONSENT FOR PSYCHOTHERAPY SERVICES & OFFICE POLICIES  

This form provides you (patient) with information that is additional to that detailed in the Notice of 
Privacy Practices.  Please initial each paragraph in the space provided indicating that you have 
read and understood the content of that paragraph. 

CONFIDENTIALITY: All information disclosed within sessions and the written records pertaining to 
those sessions are confidential and may not be revealed to anyone without your (patient’s) written 
permission, except where disclosure is required by law. Most of the provisions explaining when the law 
requires disclosure were described to you in the Notice of Privacy Practices that you received with this 
form.    Initial _______  Initial ______ 

When Disclosure May Be Required: Disclosure may be required pursuant to a legal proceeding.  If 
you place your mental status at issue in litigation initiated by you, the defendant may have the right to 
obtain the psychotherapy records and/or testimony by your therapist.  In couple and family therapy, or 
when different family members are seen individually, confidentiality and privilege do not apply between 
the couple or among family members. Your therapist will not release records to any outside party unless 
they are authorized to do so by all adult family members who were part of the treatment.                                                           

Initial_______  Initial _______ 

Suicide and Abuse: Another exception where counselors are legally required to disregard 
confidentiality involves situations where there is a potential for suicide and homicide. For example, if you 
reveal information that indicates a clear danger of injury to yourself or others, the counselor will need to 
contact the appropriate authorities or family members. Another exception to confidentiality is that all 
helping professionals are required by law to report any knowledge of abuse or neglect of a child or an 
incompetent or disabled person including suspected abuse. Your counselor will be happy to discuss any 
concerns you have about the protection of the information you provide.  Initial _______  Initial ______ 

Litigation Limitation: Due to the nature of the therapeutic process and the fact that it often involves 
making a full disclosure with regard to many matters which may be highly sensitive and of a confidential 
nature, it is agreed that should there be legal proceedings (such as, but not limited to divorce and custody 
disputes, injuries, lawsuits, etc.), neither you, nor your attorney, nor anyone else acting on your behalf 
will call on your therapist to testify at any proceeding, nor will a disclosure of the psychotherapy records 
be requested.                     Initial _______  Initial _______ 

Health Insurance & Confidentiality of Records: Disclosure of confidential information may be 
required by your health insurance carrier, HMO/PPO/MCO/EAP, or other third party payer in order to 
process the claims. Only the minimum necessary information will be communicated to the carrier. Your 
therapist has no control or knowledge over what insurance companies do with the information they 
submit or who has access to this information.  You must be aware that submitting a mental health invoice 
for reimbursement carries a certain amount of risk to confidentiality, privacy, or to future eligibility to 
obtain health or life insurance. The risk stems from the fact that mental health information, including 
diagnosis, is entered into insurance companies’ computers and will also be reported to the congress-
approved National Medical Data Bank. Accessibility to companies’ computers or to the National Medical 
Data Bank database is always in question, as computers are inherently vulnerable to break-ins and 
unauthorized access.  Medical data has been reported to have been sold, stolen, or accessed by 
enforcement agencies; therefore, you are in a vulnerable position. Records of your treatment will be kept 
for seven years after your final session.                     Initial _______  Initial _______ 

M. Joan McCloskey, MS, LMFT #22594 Page 1 
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Confidentiality of Cell Phone and Text Messaging: It is very important to be aware that cell phone 
and text messaging communication can be relatively easily accessed by unauthorized people and hence, 
the privacy and confidentiality of such communication can be compromised. E-mails, in particular, are 
vulnerable to such unauthorized access due to the fact that servers have unlimited and direct access to all 
e-mails that go through them. Please notify your therapist at the beginning of treatment if you decide to 
avoid or limit in any way the use of any or all of the above-mentioned communication devices.

Communicating confidential information via e-mail or text message may not be secure and the client’s 
confidentiality may be breached. Threats to the client’s confidentiality include, but are not limited to: 1) the 
transmission may be intercepted; 2) the transmission may be sent to the wrong recipient; and 3) the e-mail 
or text message may be accessed by an unauthorized person. 

By initialing below, I am indicating that I understand cellular phone calls, text messaging and voice mails 
are not a form of HIPPA standard confidentiality, and therefore I choose to release my rights to 
confidentiality in these formats so that I may communicate (both to and from) my therapist as it is deemed 
beneficial by both myself and my therapist.      Initial ______ Initial_____

Social Media: Your therapist does not use Facebook, Twitter, LinkedIn or other social media 
platforms for professional purposes. As such, “friend” requests or similar connection requests from 
clients are not accepted. This may first appear to be cold; it is designed to protect your interests and your 
privacy. You still may find that these platforms present some risk to our confidentiality. They are known to 
match people using descriptions like “People You May Know” simply if you and the other person share 
the same contact in your phone, and have given the social media site access to your contacts. As such, you 
may be suggested as a potential contact for other clients, and other clients may be suggested as a potential 
contact for you. Your therapist does not provide client contact information to any social media platforms, 
and has no ability to control or alter how they use information about you. The ultimate choice and 
responsibility for protecting your confidentiality relative to social media lies with you.   

Initial ____ Initial ______ 

Consultation: Your therapist may consult with other professionals regarding their patients; however, the 
patient’s name or other identifying information is never mentioned. The patient’s identity remains 
completely anonymous, and confidentiality is fully maintained.  This is done to provide you with the best 
care possible.         Initial _______ Initial ______ 

THE PROCESS OF THERAPY: Participation in therapy can result in a number of benefits to you, 
including improving interpersonal relationships and resolution of the specific concerns that led you to 
seek therapy.  Psychotherapy requires your very active involvement, honesty, and openness in order to 
change.  Your therapist will ask for your feedback and views on your therapy, its progress, and other 
aspects of the therapy and will expect you to respond openly and honestly. During therapy, remembering 
or talking about painful memories, unpleasant events, feelings, or thoughts can result in your experiencing 
considerable discomfort or strong feelings.  This may include anger, sadness, worry, fear, shame, anxiety, 
depression, insomnia, etc.  Your therapist may challenge some of your assumptions and/or perceptions 
and propose different ways of looking at, thinking about, or handling situations that can cause you to feel 
very upset, angry, depressed, challenged, or disappointed.  Attempting to resolve issues that brought you 
to therapy, such as personal or interpersonal relationships, may result in changes that were not originally 
intended.  Psychotherapy may result in decisions about changing perceptions, beliefs, behaviors, 
employment, substance use, schooling, housing, or relationships.  Sometimes a decision that is positive 
for one family member is viewed quite negatively by another family member.  Change will sometimes be 
easy and swift, but more often it will be slow and even frustrating.  There is no guarantee that 
psychotherapy will yield positive or intended results.  During the course of therapy, your therapist is 
likely to draw on various psychological approaches according, in part, to the problem that is being treated  

M. Joan McCloskey, MS, LMFT #22594  Page 2
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and their assessment of what will best benefit you. Sometimes more than one approach can be helpful in 
dealing with a certain situation.  These approaches may include, but are not limited to: cognitive-
behavioral, psychodynamic, EMDR, behavioral, existential, systems/family of origin, developmental 
(adult, child, family), biblio-therapy, or psycho-educational.  

Your therapist will expect you to express concerns, ask questions, complete assignments, come to 
counseling free from the influence of any substances, be on time for your appointments, pay your fees 
upon arriving to your session (have checks made out in advance), and cancel 24 hours in advance by 
phone unless you have a serious illness or emergency. (No shows and cancellations made less than 24 
hours in advance are billed at the per session rate.) 

Initial _______  Initial________  

Discussion of Treatment Plan: Within a reasonable period of time after the initiation of treatment, 
your therapist will discuss with you their working understanding of the problem, treatment plan,  
therapeutic objectives, and view of the possible outcomes of treatment.  If you have any unanswered  
questions about the course of your therapy, the possible risks, your therapist’s ability, or about the 
treatment plan, please ask and you will be answered fully.  You also have the right to ask about other 
treatments for your condition and their risks and benefits.  If you could benefit from any treatment that 
your therapist does not provide, they have an ethical obligation to assist you in obtaining those treatments. 

Initial _______  Initial _______ 

Termination: You have the right to terminate therapy at any time.  Ideally, this happens when the goals 
of therapy have been met.  If at any point during psychotherapy, your therapist believes they are not 
effective in helping you reach the therapeutic goals, they are obliged to discuss it with you and, if 
appropriate, to terminate treatment.  In such a case, they would give you a number of referrals that may be 
of help to you.  If you request it and authorize it in writing, your therapist will talk to the new 
psychotherapist of your choice in order to help with the transition.  If at any time you want another 
professional’s opinion or wish to consult with another therapist, your therapist will assist you in finding 
someone qualified, and with your written consent will provide her or him with the essential information 
needed. Counseling may be terminated for consistent failure to complete assignments, failure to pay fees, 
and failure to consistently show for scheduled appointments. If there is a lapse in treatment for 1 month, 
unless arrangements have been made with your counselor, you will automatically be discharged from 
treatment.                       Initial _______ Initial ______ 

Dual Relationships: A dual relationship exists when you have some type of relationship with your 
therapist outside the clinical setting.  This may include civic and philanthropic groups, religious 
communities, sports leagues, etc.  Appropriate dual relationships are not unethical. Therapy never 
involves sexual or any other dual relationship that can be exploitative in nature, or impairs your 
therapist’s objectivity, clinical judgment and/or therapeutic effectiveness.  Appropriate non-sexual dual 
relationships can be clinically beneficial, and may, in fact, be the reason you chose your therapist.  Your 
therapist will discuss with you the potential benefits and difficulties that may be involved in dual 
relationships and will discontinue the dual relationship if it interferes with the effectiveness of the 
therapeutic process.                                                                                      Initial _______ Initial ______  

CANCELLATION: Since scheduling of an appointment involves the reservation 
of time specifically for you, a minimum of 24 hours (1 day) notice is required for  

(continued on next page) 
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re-scheduling or canceling an appointment.  Unless we reach a different agreement, 
the full fee will be charged for sessions missed without such notification. 
Insurance companies do not reimburse for missed sessions. We appreciate 
your help in keeping the office schedule running timely and efficiently.  

Initial _______  Initial _____ 

PAYMENTS & INSURANCE REIMBURSEMENT: Patients are expected to pay the
standard fee of $150.00 per 45-50 minute session at the end of each session unless other arrangements 
have been made. Please notify your therapist if any problem arises during the course of therapy regarding 
your ability to make timely payments. Health insurance is a contract between you and your insurance 
company. Patients who carry insurance should remember that professional services are rendered and 
charged to the patient and not to the insurance company. As was indicated in the section Health Insurance 
& Confidentiality of Records, be aware that submitting a mental health invoice for reimbursement carries 
a certain amount of risk. Not all issues/ conditions/problems which are the focus of psychotherapy are 
reimbursed by insurance companies. It is your responsibility to verify the specifics of your coverage.     

Initial _______  Initial ______ 

Alternative Fee Agreement: I agree to pay $ _______ per session, to be paid: ❑ at time of service ❑ 
when billed. 

Therapist approval of Alternative Fee Agreement:  ____________________________ 

TELEPHONE & EMERGENCY PROCEDURES: If you need to contact your therapist 
between sessions, please leave a message with your therapist’s voice mail and your call will be returned 
as soon as possible. Text Messages (E-communication) are read and responded to during normal business 
hours.  Please remember E-communications are inherently unreliable, and if you have not heard back 
from your therapist during the business day, your E-communication may not have gone through.  Your 
therapist checks messages a few times a day and is notified that new messages are waiting in voicemail. 

If an emergency situation arises, please indicate it clearly in your voice message. DO NOT use text 
or email for emergencies. As your therapist I cover all emergencies unless I am out of town, in 
which case I will have made on-call arrangements with another therapist who will respond to you as 
soon as possible.  In case of medical emergency, or when there is immediate danger or potential for 
harm, call 911 or go immediately to the closest emergency room.  

 Initial _______  Initial ______ 
Arbitration Agreement 
It is understood that any dispute as to medical malpractice, that is as to whether any medical services 
rendered under this contract were unnecessary or unauthorized or were improperly, negligently or 
incompetently rendered, will be determined by submission to arbitration as provided by California law, 
and not bey a lawsuit or resort to court process except as California law provides of judicial review or 
arbitration proceedings. Both parties to this contract, by entering into it, are giving up their constitutional 
right to have any such dispute decided in a court of law before a jury, an instead are accepting the use of 
arbitration.  
_____________________________________________________________________________________ 
Client Signature                     Date 

_____________________________________________________________________________________________ 
Client Signature                     Date 

M. Joan McCloskey, MS, LMFT # 22594 Page 4
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I have read the above Informed Consent for Psychotherapy Services & Office Policies carefully; I understand them 
and agree to comply with them: 

________________________________________________________________ Relationship to patient: _________ 
Client Signature          Name (print)          Date  

________________________________________________________________  Relationship to patient: _________ 
Client Signature          Name (print)         Date  

_________________________________________________________________ Relationship to patient: ________ 
Client Signature          Name (print)          Date  

_____________________________________________________________________________________________  
Therapist Signature      M. Joan McCloskey, MS, LMFT #22594    Date  

M. Joan McCloskey, MS, LMFC 22594  Page 5
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1

M. Joan McCloskey, MS, LMFT 
Licensed Marriage and Family Therapist, License No. 22594 

23421 South Pointe Drive, #130, Laguna Hills, CA 92653 
Phone: 949-837-6970 Email: mjoanmcloskey@gmail.com 

TREATMENT AGREEMENT 

FEES: The fee per 50-minute session is $150. This is payable at the time of our session, unless I am billing your insurance, in 
which case you must pay your copayment and/or deductible at the session. 

CANCELLATION: Sessions are by appointment only. While I hate charging for missed sessions, I do reserve that time for you. 
Therefore, you will be charged the full cost of the session (not just a copayment) for missed sessions or for those cancelled 
without 24-hour notice, except in medical emergency. Insurance will not pay for missed sessions. If you must cancel, leave a 
voice mail. Since your time is also valuable, if I forget a session, you get one session free. 

INSURANCE: It is essential that you tell me about all possible insurance plans you have that might cover my services. Please be 
aware that I will be required to provide a diagnosis on invoices and claims, and coverage may be limited to certain mental 
conditions. Even if you have coverage for unlimited sessions, health plans may review treatment, limit coverage, and request 
treatment notes. While I may check coverage for you, you are responsible for verifying and understanding the limits of your 
coverage. Although I am happy to assist your efforts in obtaining insurance reimbursement, I am unable to guarantee whether 
your health plan will provide payment for the services provided. 

      If I am a provider with your plan: I will submit claims for you, but at our session you must pay any copayment or coinsurance 
     or any portion not covered by your plan. There may be a deductible (an amount you will need to pay out of pocket) before your 
     plan begins coverings sessions. If insurance does not pay as expected, you remain responsible for the balance. 
     If I am NOT a provider for your plan: You will pay me in full at the session. I can give you an invoice if you wish to seek 
     reimbursement from your plan, though many plans do not cover sessions with a provider who is not in their network. 

 

CONFIDENTIALITY: What you say in therapy, your records, and your attendance are all protected and kept confidential. 
Exceptions include when your records are subpoenaed for legal reasons, when reporting is required or allowed by law (ex. 
suspected child abuse or neglect, extreme danger to self, suspected elder abuse, or danger to others), when you give written 
permission to release information, and other exceptions outlined in my Notice of Privacy Practices. 

IN AN EMERGENCY: Contact me by phone at 949-837-6970. If you cannot reach me, please call 911 or go to the nearest 
hospital.  Initial_______ Initial_______ 

COMMUNICATION: The quickest way to reach me or to call or text me at 949-837-6970. 

ENDINGS:  If you are unhappy with any aspect of therapy, please don’t just leave – I ask that you talk to me to see if we can work it 
out. Even if we can’t, endings usually feel better this way. Of course, you may end therapy at any time, and I am happy to assist with 
referrals. It is my ethical duty to provide therapy only when I feel you are actively participating and benefiting from the sessions. I may 
end treatment if there have been repeated no-shows, late-cancellations, repeated treatment interruptions, or for lack of payment.   
                                                                                                                                                         M. Joan McCloskey, MS, LMFT, Liic..# 22594 

PLEASE SIGN THE FOLLOWING IF USING YOUR INSURANCE OR EMPLOYEE ASSISTANCE PROGRAM: 
“I authorize the release of any information necessary (including notes, treatment summaries and diagnosis) to process 

insurance or Employee Assistance claims, to prove medical necessity for treatment, to request additional sessions, or to comply 
with mandated quality control or administrative chart reviews from the insurance plan." 

(Sign here) :X    

(If applicable, second client sign here): X    

“I authorize payment of benefits to M. Joan McCloskey, LMFT (Sign here): X   

mailto:mjoanmcloskey@gmail.com
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REFERRALS/GROUP: A referral to another provider may become necessary if it becomes clear in my opinion that your issues 
would be better treated by a professional with different expertise. It is unethical for me to practice beyond the level of my 
competence, education, training, or experience. I am not responsible for the care received from professionals to whom I refer 
you. Agreements made between you and I do not involve other professionals in the office suite, who each operate independent 
solo practices, and are not part of a group. 

PATIENT RIGHTS: You have the right to ask any questions about your treatment or refuse to participate in treatment at any time. 
This office does not discriminate in the delivery of health care services based on race, ethnicity, national origin, citizenship 
or immigration status, religion, gender, gender identity, age, mental/physical disability, medical condition or history, sexual 
orientation, evidence of insurability, or payment source. 

By signing below, you acknowledge you have read this Agreement, and you acknowledge receipt of my Notices of Privacy 
Practices. My Notice of Privacy Practices provides information about how I may use and disclose your private health information. 
I encourage you to read it in full. My Notice of Privacy Practices is subject to change. If I change my Notice, I will give you a 
revised Notice. If you have left treatment, you may obtain the revised notice from me at the above address and phone number. 

If you have any questions about the Notice, or any of the above, please feel free to ask. 

X___________________________________      X______________________________________    _________________ 
Signature              Printed Name           Date 

X___________________________________      X______________________________________    _________________ 
    Signature, second client (if applicable)             Printed Name, second client (if applicable)           Date 

__________________________________________________________  __________________ 
                      (Clinician) M. Joan McCloskey, MS, LMFT.                                        Date               

                                                                                             M. Joan McCloskey, MS, LMFT, Lic. #22594



Limits of the Therapy Relationship: What Clients Should Know 

Psychotherapy is a professional service I am able to provide to you. However, because of the nature of therapy, 
our relationship has to be different from most other relationships. It may differ in how long it lasts, in the topics 
we discuss, or in its goals. It must also be limited to the relationship of therapist and client only. If we were to 
interact in any other ways, we would then have a "dual relationship," which might be harmful and may not 
be legal. The different therapy pro�sions all have rules against such relationships to protect us both. Let me 
explain why having a dual relationship is not a good idea. 

Dual relationships can set up conflicts between your best interests and my best interests. What is best for 
you might not be what is best for me, and I must put your interests before my own, because you are my client 
So we must have only one relationship. 

Because I am your therapist, dual relationships like these are improper: 

• I cannot be your supervisor, teacher, or evaluator for custody, disability, or similar issues.
• I cannot serve as your advocate or take your side in any legal matter or court action.
• I cannot be a therapist to my relatives, friends (or the relatives of friends), people I know or knew

socially, or business contacts.
• I cannot have any other kind of business relationship with you besides for therapy. For example, I can

not employ you, lend to or borrow from you, trade or barter yeur services (such as for tutoring, repair
ing, child care, etc.) for mine, or trade goods for therapy.

• I cannot give legal, medical, financial, or any other type of professional advice.
• I cannot have any kind of romantic or sexual relationship with a current or former client, or with any .

other people close to a client.
• We should not exchange gifts.
• I will not "friend" clients on social media or accept clients' "friend" requests.

There are important differences between therapy and friendship. While I expect us to be friendly and 
respectful, as your therapist I cannot be a typical friend. Friendships are two-way exchanges, but in therapy I 
will offer very little about myself and my feelings, because our fo,cus is on you and your needs and dev�op
ment. Friends usually see you only fron:i their personal viewpoints and experiences, and I will try to be more 
objective and nonjudgmental. Friends may want to find quick and simple solutions to your problems so that 
they can feel helpful, but these responses may not be in your long-term best interest, which is our goal. Thera
pists can focus on issues and motives that are not apparent and that require persistent exploration for change 
to occur. Friends do not usually follow up on their advice to see whether it was useful; therapists do follow up 
to be more helpful. Friends may feel a need to have you do what they advise; a therapist offers you options 
and helps you choose what is best for you. A therapist's responses to your situation are based on tested theo
ries and proven methods of change, not just personal experiences. To preserve your confidentiality, therapists 
are required to keep the identity of their clients private. Therefore, I will let you take the lead on whether to 
acknowledge or recognize me if we meet in a public place, and I will decline to attend your family's gatherings 
if you invite me. Lastly, when our therapy is completed, I will not be able to be a friend to you like your other 
friends. 

In sum, my duty as a therapist is to care for you and all my clients, but only in the professional role of 
therapist. Please note any questions or concerns on the back of this page so we can discuss them. 

·-

___________________________________
Client's Signature                                                Date

_________________________________
Client's Signature                                  Date

M. Joan McCloskey, MS, LMFT, License #22594
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Limits to Confidentiality 

All written and verbal communications between you and your therapist cannot be 
shared with another party and will be held in strict confidence unless you provide 
written permission to release information about your treatment. Noted exceptions are 
as follows: 

Duty to Warn and Protect 
A therapist is a mandated reporter and is required under law to ‘warn and protect’. If 
a client disclose intentions or plans to harm another person, the therapist is required 
to warn the intended victim and report this information to legal authorizes. In 
addition, therapist may be required or permitted to break confidentiality when they 
have determined that a patient presents a serious or life threatening harm to 
themselves. The therapist is legally obligated to take whatever actions seem 
necessary to protect the client from harm.  

Abuse of Children and Vulnerable Adults 
If a client states or suggests that he or she is abusing or had recently abused a child 
(or dependent, impaired or senior adult) or that there is a danger that a child ) or 
dependent, impaired or senior adult) will be abused, a therapist is required to report 
this information to the appropriate social service and/or legal authorities.  

Minors and Confidentiality 
Communications between therapist and clients who are minors (under the age of 18) 
are confidential. However, parents and other guardians are usually involved in their 
treatment. Consequently, a therapist, in the exercise of his or her professional 
judgement, may discuss the treatment progress of a minor patient with the parent. 

Insurance Providers 
Insurance companies require information regarding their subscribers. The information 
that may be requested includes types of service, dates/times of services, diagnosis, 
treatment plans and description of impairment, progress of therapy, case notes and 
summaries.  

I have read and agree to the above limits on client confidentially and understand their 
meanings and ramifications. 

__________________________________________________________________________ 
Client’s name (please print)   Client’s name (please print) 

__________________________________________________________________________    
Client’s signature (Client’s parent or guardian if under 18)   Date 

__________________________________________________________________________ 
Client’s signature (Client’s parent or guardian if under 18)   Date 

M. Joan McCloskey MS LMFT, License #: 22594
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M. Joan McCloskey, LMFT
Licensed Marriage and Family Therapist, License No. 22594 

23421 South Pointe Drive, Suite #130, Laguna Hills, CA 92653 
Phone: 949-837-6970  Email: mjoanmcloskey@gmail.com

Would you like copies of any of the forms you just signed: 
Yes___  No___

If yes, indicate the form you’d like copied:

All papers signed___ The papers I’ve indicated below______

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

________________________________________________
Signature    Date

_______________________________________________
Signature     Date

mailto:mjoanmcloskey@gmail.com
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M.Joan McCloskey, LMFT
Licensed Marriage & Family Therapist

23421 South Pointe Drive, Suite #130, Laguna Hills, CA 92653 
949-837-6970, Email:  mjoanmcloskey@gmail.com

License No. 22594

NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW 
YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. 

I am required by law to maintain the privacy and security of your protected health information (“PHI”) and to provide you with 
this Notice of Privacy Practices (“Notice”). I must abide by the terms of this Notice, and I must notify you if a breach of your 
unsecured PHI occurs. I can change the terms of this Notice, and such changes will apply to all information I have about 
you. The new Notice will be available upon request, in my office, and on my website.

Except for the specific purposes set forth below, I will use and disclose your PHI only with your written authorization 
(“Authorization”). It is your right to revoke such Authorization at any time by giving me written notice of your revocation. 
Uses (Inside Practice) and Disclosures (Outside Practice) Relating to Treatment, Payment, or Health Care 
Operations Do Not Require Your Written Consent. I can use and disclose your PHI without your Authorization for the 
following reasons:

1. For your treatment. I can use and disclose your PHI to treat you, which may include disclosing your PHI to
another health care professional. For example, if you are being treated by a physician or a psychiatrist, I can
disclose your PHI to him or her to help coordinate your care, although my preference is for you to give me an
Authorization to do so.

2. To obtain payment for your treatment. I can use and disclose your PHI to bill and collect payment for the
treatment and services provided by me to you. For example, I might send your PHI to your insurance company
to get paid for the health care services that I have provided to you, although my preference is for you to give
me an Authorization to do so.

3. For health care operations. I can use and disclose your PHI for purposes of conducting health care
operations pertaining to my practice, including contacting you when necessary. For example, I may need to
disclose your PHI to my attorney to obtain advice about complying with applicable laws.

Certain Uses and Disclosures Require Your Authorization. 
1. Psychotherapy Notes. I do not keep “psychotherapy notes” as that term is defined in 45 CFR § 164.501; rather, I

keep a record of your treatment and you may request a copy of such record at any time, or you may request that I
prepare a summary of your treatment. There may be reasonable, cost-based fees involved with copying the record
or preparing the summary.

2. Marketing Purposes.  As a psychotherapist, I will not use or disclose your PHI for marketing purposes.
3. Sale of PHI. As a psychotherapist, I will not sell your PHI in the regular course of my business.

Certain Uses and Disclosures Do Not Require Your Authorization. Subject to certain limitations mandated by law, I can 
use and disclose your PHI without your Authorization for the following reasons:

1. When disclosure is required by state or federal law, and the use or disclosure complies with and is limited to the
relevant requirements of such law.

2. For public health activities, including reporting suspected child, elder, or dependent adult abuse, or preventing
or reducing a serious threat to anyone’s health or safety.

3. For health oversight activities, including audits and investigations.
4. For judicial and administrative proceedings, including responding to a court or administrative order, although my

preference is to obtain an Authorization from you before doing so.
5. For law enforcement purposes, including reporting crimes occurring on my premises.
6. To coroners or medical examiners, when such individuals are performing duties authorized by law.
7. For research purposes, including studying and comparing the mental health of patients who received one form

of therapy versus those who received another form of therapy for the same condition.
8. Specialized government functions, including, ensuring the proper execution of military missions; protecting the

President of the United States; conducting intelligence or counter-intelligence operations; or, helping to ensure
the safety of those working within or housed in correctional institutions.

9. For workers' compensation purposes. Although my preference is to obtain an Authorization from you, I may
provide your PHI in order to comply with workers' compensation laws.

10. Appointment reminders and health related benefits or services. I may use and disclose your PHI to contact you
to remind you that you have an appointment with me. I may also use and disclose your PHI to tell you about
treatment alternatives, or other health care services or benefits that I offer.

Page 1
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NOTICE OF PRIVACY PRACTICES  (pg. 2)

Certain Uses and Disclosures Require You to Have the Opportunity to Object.
1. Disclosures to family, friends, or others. I may provide your PHI to a family member, friend, or other person

that you indicate is involved in your care or the payment for your health care, unless you object in whole or in
part. The opportunity to consent may be obtained retroactively in emergency situations.

YOUR RIGHTS YOUR REGARDING YOUR PHI
You have the following rights with respect to your PHI:

1. The Right to Request Limits on Uses and Disclosures of Your PHI. You have the right to ask me not to use
or disclose certain PHI for treatment, payment, or health care operations purposes. I am not required to agree
to your request, and I may say “no” if I believe it would affect your health care.

2. The Right to Request Restrictions for Out-of-Pocket Expenses Paid for In Full. You have the right to
request restrictions on disclosures of your PHI to health plans for payment or health care operations purposes if
the PHI pertains solely to a health care item or a health care service that you have paid for out-of-pocket in full.

3. The Right to Choose How I Send PHI to You. You have the right to ask me to contact you in a specific way
(for example, home or office phone) or to send mail to a different address, and I will agree to all reasonable
requests.

4. The Right to See and Get Copies of Your PHI. Other than “psychotherapy notes,” you have the right to get an 
electronic or paper copy of your medical record and other information that I have about you.
I will provide you with a copy of your record, or a summary of it, if you agree to receive a summary, within 30
days of receiving your written request, and I may charge a reasonable, cost-based fee for doing so.

5. The Right to Get a List of the Disclosures I Have Made.
You have the right to request a list of instances in which I have disclosed your PHI for purposes other than
treatment, payment, or health care operations, or for which you provided me with an Authorization. I will
respond to your request for an accounting of disclosures within 60 days of receiving your request. The list I will
give you will include disclosures made in the last six years unless you request a shorter time. I will provide the
list to you at no charge, but if you make more than one request in the same year, I will charge you a reasonable
cost-based fee for each additional request.

6. The Right to Correct or Update Your PHI. If you believe that there is a mistake in your PHI, or that a piece of
important information is missing from your PHI, you have the right to request that I correct the existing
information or add the missing information.  I may say “no” to your request, but I will tell you why in writing
within 60 days of receiving your request.

7. The Right to Get a Paper or Electronic Copy of this Notice. You have the right get a paper copy of this
Notice, and you have the right to get a copy of this notice by e-mail. And, even if you have agreed to receive
this Notice via e-mail, you also have the right to request a paper copy of it.

HOW TO COMPLAIN ABOUT MY PRIVACY PRACTICES
If you think I may have violated your privacy rights, you may file a complaint with me, as the Privacy Officer for my practice, 
and my address and telephone number are located at the top of this form.  

You can also file a complaint with the U.S. Department of Health and Human Services Office for Civil Rights by:
1. Sending a letter to 200 Independence Avenue, S.W., Washington, D.C. 20201;
2. Calling 1-877-696-6775; or,
3. Visiting www.hhs.gov/ocr/privacy/hipaa/complaints.

I will not retaliate against you if you file a complaint about my privacy practices.

EFFECTIVE DATE OF THIS NOTICE
This notice went into effect on _________________________.

____________________________________________ ______________________________________________
Signature    Date  Signature    Date

11/30/18

M.Joan McCloskey, MS, LMFT #22594
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ACKNOWLEDGEMENT OF RECEIPT OR NOTICE OR PRIVACY PRACTICES 

By signing this form, you acknowledge receipt of the Notice of Privacy Practices that I have 
given to you. My Notice of Privacy Practices provides information about how I may use and dis-
close your protected health information. I encourage you to read it in full. 

My Notice of Privacy Practices is subject to change. If I change my notice, you may obtain a 
copy of the revised notice from me by contacting me at (949) 837-6970. 

If you have any questions about my Notice of Privacy Practices, please contact me at: 
23421 South Pointe Drive, Suite #130, Laguna Hills, CA., 92653.  

I acknowledge receipt of the Notice of Privacy Practices of M. Joan McCloskey, MS, LMFT 
#22594. 

Signature: _________________________________ Date: ______________________________ 
       (patient/parent/conservator/guardian) 

Signature: _________________________________ Date: ______________________________ 
(patient/parent/conservator/guardian) 

INABILITY TO OBTAIN ACKNOWLEDGEMENT OF RECEIPT OF NOTICE  
OF PRIVACY PRACTICES 

I made good faith attempts to obtain my patients acknowledgement of his or her receipt of my 
Notice of Privacy Practices, including _________________________________. However, be-
cause of _______________________________________ I was unable to obtain my patient’s 
acknowledgement.  

Signature of Provider: ________________________ Date: ____________________________ 

Copyright California Association of Marriage and Family Therapists 2003. Rev. 04/03 
UPDATED July 2022



Statement Regarding Non-Applicability of Red Flags Rule 

I have made a good faith determination that this practice, a sole proprietorship (partnership 
or professional corporation), is not covered by the Red Flags Rule. This business is a private 
practice where I provide mental health/psychotherapy services to patients. 

I have read the Red Flags Rule and other related information and believe that the Red Flags 
Rule does not apply to this practice. I believe that this business is not a “creditor” under the 
definition and meaning of the term in the Rule. I do not regularly extend, renew, or continue 
credit. I do not regularly arrange for the extension, renewal, or continuation of credit. I am 
not an assignee of an original creditor who participates in the decision to extend, renew, or 
continue credit. 

Furthermore, I do not regularly engage in creditor-debtor relationships with patients because 
that could place me in unethical dual relationships with patients. In fact, such relationships 
are avoided whenever possible. I do not ordinarily or regularly allow for installment payments 
or multiple payments after services are completed. I do not regular open or maintain credit 
accounts. My patients regularly pay for services at the time those services are provided either 
immediately before or immediately after sessions.  

I understand that combating identity theft is a worthwhile objective, although the risk of 
identity theft in my practice is minimal. I know all of my patients personally. I have read 
articles and other materials authored by the Federal Trade Commission and the World Privacy 
Forum. I have also read information published by the California Association of Marriage and 
Family Therapists, my professional association. I will carefully consider how to identify and 
detect suspicious activity in my practice, and when necessary, respond in a manner I 
determine to be appropriate in order to prevent identity theft or to mitigate the harm it can 
cause. My response will be based on legal, ethical, and clinical considerations and obligations 
so as to not negatively affect the therapist-patient relationship I have with patients. 

_________________________________________________________________________________ 
Signature       Date 

_________________________________________________________________________________ 
Signature       Date 

M. Joan McCloskey MS, LMFT, License #22594
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M. Joan McCloskey, LMFT, License No. 22594
23421 South Pointe Drive, Suite #130, Laguna Hills, CA 92653
Phone: 949-837-6970  Email: mjoanmcloskey@gmail.com

Self-Pay Agreement

Member/Client Name: __________________________________________________  Date of Birth:_____________________

        I am signing this agreement to indicate that I am seeking treatment with  ____________________________________________ 
(provider name) and to attest that I understand my treatment, starting on ____________________ (date), will not be covered by 
insurance because:

____ I have no insurance coverage/I am not aware of any insurance coverage for the services I am seeking.  If it turns out at 
             a later date that I did have coverage, I waive any future right to be reimbursed by my insurance plan for services that 
            have already been provided.
____ I am currently  covered by  insurance, but I am choosing not to use this coverage for my  treatment.  In doing so, I 

understand that my  provider will not be billing the insurance plan.  I understand that in doing so I waive any future 
right to be reimbursed by my insurance plan for services that have already been provided. 

____ I have been notified by my provider or by my health plan that my therapy will not be covered by my plan because:
____ it is not a covered benefit under my benefit plan
____ it is not covered by my plan because it does not meet the plan's medical necessity standards
____ my benefits for this service have been exhausted or terminated
____other: ____________________________________________________________________________

____ While some of the treatment I desire is  covered by  my  insurance plan, some is not, and I am willing to pay  for the non-
covered treatment (ex. extended sessions, phone or video sessions)
______ Extended session agreement:  I understand that insurance typically  covers only  one 50-minute couples/

family  session per day, or one 45- or 60-minute individual session per day, depending on the plan.  Because 
of this, I am aware that my  therapist is able to bill my  insurance plan only  for this time period per day.  If my 
therapist is a provider for my  insurance plan, I understand that it will be my  responsibility  to pay  for the 
copayments or deductibles for the part of the session that will be billed to the insurance PLUS the total cost 
for any  additional time I desire beyond that session.  If the therapist is NOT a provider for my  plan, I 
understand I will be expected to pay  in full for the entire extended session,  and if I wish to seek 
reimbursement from my  health plan, I understand I will be given an invoice that reflects only  covered portion 
of the session, i.e. the 45- or 60-minute individual session or 50 minutes couple session.

____ Other:__________________________________________________________________________________________

If  this is the result of a decision by my plan, I have been informed about the reason, and am aware of the appeal 
process at my plan and through my State Department of Insurance or Managed Health Care.  I  have elected not to 
appeal or am in the process of appealing this decision.  In the meantime/instead,  I choose to continue treatment and 
pay out of pocket, understanding I will not be reimbursed by my plan unless I am successful on appeal.  

I have chosen to begin/continue treatment with my provider on a self-pay basis starting ______________(date), which is no 
earlier than the date below.  I agree that the provider may collect charges for the proposed services at the rates outlined below:

Description of Service to be Provided Approximate Cost

I understand plan maximums that apply  to medically  necessary  covered services will not apply  and will not limit the amount I may 
become obligated to pay  for the proposed services.  I understand that I have a right to a copy  of this form.  This consent is subject to 
revocation at any time except to the extent that action has been already taken in reliance thereon.  I understand that in signing this I 
waive any future right to be reimbursed by my insurance plan for services that have already been provided.  
I have read and understand this agreement.  By  signing this agreement, I know  that I am creating a binding contract that is legally 
enforceable against me by the provider.

________________________________________________ ______________________
Signature of client      Date
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