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INFORMED CONSENT
Thank you for choosing my office for therapy. This document is intended to inform you of my
policies, State and Federal Laws and your rights. Today’s appointment will take approximately
45 – 50 minutes. I realize that starting therapy is a major decision and you may have many
questions. Please feel free to ask any questions that are not answered in this document or during
your initial consultation.
Credentials I have earned a Bachelor of Arts Degree in Psychology and a Masters Degree in
Counseling Psychology from Temple University. I am licensed by the State of New Jersey and
Connecticut as a Licensed Professional Counselor and by the State of New York as a Mental
Health Counselor. I have over 20 years of clinical experience, treating adolescents, adults and
families using individual and family therapy. Treatment approaches vary according to the
person and the condition. Treatment practices, philosophy, plan limitations and risks will be
discussed with you today. Malpractice Insurance is provided through HealthCare Service
Providers.
Confidentiality/Emergency Issues Your verbal communication and clinical records are strictly
confidential except for: a) information (diagnosis and dates of service) shared with your
insurance company to process your claims, b) information you and/or your child report about
child or elder abuse. c) where you sign a release of information to have specific information
shared, d) if you provide information that informs me that you are in danger of harming yourself
or others e) information necessary for case supervision or consultation and f) or when required
by law. The SAFE Act (i.e., Secure Ammunition and Firearms Enforcement Act) was enacted
into law in New York on 1/15/13. Although it is essentially a gun-control law, it contains
specific reporting duties for Licensed Mental Health Counselors, which will become effective on
March 15, 2013. The SAFE Act’s primary purpose is to regulate access to and possession of
firearms in New York. The New York Governor’s Office states that one of the goals of the Act
is: “keeping guns out of the hands of convicted felons and potentially dangerous mental health
patients.” As a Licensed Mental Health Counselor, I am required to make a report to the Director
of Community Services when using reasonable professional judgment, I conclude that a person
that I am treating is likely to engage in conduct that would result in serious harm to self or
others. These situations have rarely occurred in my practice. If a similar situation occurs, I will
make every effort to fully discuss it with you before taking any action.
I may occasionally find it helpful to consult other professionals about a case. During a
consultation, I make every effort to avoid revealing the identity of my patient. The consultant is
also legally bound to keep the information confidential. If you don’t object, I will not tell you
about these consultations unless I feel that it is important to our work together.
While this written summary of exceptions to confidentiality should prove helpful in informing
you about potential problems, it is important that we discuss any questions or concerns that you
may have at our next meeting. I will be happy to discuss these issues with you if you need
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specific advice, but formal legal advice may be needed because the laws governing
confidentiality are quite complex, and I am not an attorney. If you request, I will provide you
with relevant portions or summaries of the state laws regarding these issues.
If an emergency situation for which the client or their guardian feels immediate attention is
necessary, the client or guardian understands that they are to contact the emergency services in
the community (911) for those services. I will follow those emergency services with standard
counseling and support to the client or the client's family.
In case of an emergency that takes place during business hours, please contact your Licensed
Mental Health Counselor by phone. Please do not email your Licensed Mental Health Counselor
for any situation that requires immediate or urgent response, as the Licensed Mental Health
Counselor does not continuously monitor his email accounts. If you are not able to reach your
Licensed Mental Health Counselor or it is after business hours or weekends, please inform a
spouse, family member or close friend of your emergency, if appropriate. If necessary, you
should contact the emergency room at your local hospital or call 911.
In keeping with professional standards and legal requirements, your records and information that
you disclose to a Licensed Mental Health Counselor are confidential. Your records consist of
your contact information, initial consultation information, progress notes, assessment
information, and a termination report. Records are kept for your benefit and therefore, you may
have access to your record, unless the information it contains is determined to be detrimental to
you. In that case, you may request a summary of the information contained therein. At times, it
may be necessary to consult with other professional staff in order to provide the best possible
service. However, I will not share information about you without your written authorization,
which allows us to communicate with specific others.
You should be aware that email is not a secure or confidential means of communication. Please
keep this in mind when sending messages to your Licensed Mental Health Counselor via email
that contain sensitive information that you would not want to be known publicly.
Contacting Clients At times, it may be necessary to contact you between sessions. Please
indicate how you wish to be contacted, being aware that we cannot guarantee confidentiality and
security of any of these means of communication. Please check all that apply:
__Cell Phone:

_______________________

__Phone(Landline):

___________________________________

__Email:

_______________

__Mail:

___________________________________
___________________________________

If any of your information changes, please notify your Licensed Mental Health Counselor as
soon as possible.

Giving your Informed Consent
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I have received and read this Licensed Mental Health Counselor’s “Informed Consent” and agree
to abide by its terms during our professional relationship.
I do hereby seek and consent to take part in counseling services by the Licensed Mental Health
Counselor named below. I understand that the success of my treatment is significantly based on
my attending sessions regularly, working on the behavioral changes and / or 'homework'
assigned by my Licensed Mental Health Counselor between sessions, and communicating
honestly. I understand the best way to see results is to implement the changes my Licensed
Mental Health Counselor suggest between sessions. I have had all of my questions answered
fully.
I attest that no promises have been made to me regarding the results or length of treatment, or of
any procedures provided by this Licensed Mental Health Counselor. I agree that in order to
achieve improvement or results I must be an active participant in the counseling process.
I agree that I am responsible for the charges for services provided by this Licensed Mental
Health Counselor to me. I agree to pay the fee of $300 per session for these services. I agree that
this financial relationship with this Licensed Mental Health Counselor will continue as long as
the Licensed Mental Health Counselor provides services or until I inform him or her, in person
or by certified mail, that I wish to end it. I agree to meet with this Licensed Mental Health
Counselor at least once before stopping counseling services. I agree to pay for services provided
to me up until the time I end the relationship. I am aware that I may stop my treatment with my
Licensed Mental Health Counselor at any time. If I do, I understand that I will still be
responsible for payment of services rendered to that date, and that termination may not be in my
best interest, and may not achieve the results I am seeking.
Print Name_____________________________________
Signature ______________________________________

Financial/Insurance As a courtesy I will bill your insurance company, HMO, responsible party
or third party payer for you, when applicable. I ask that at each session you pay your co-pay or
my full fee. It is my policy to require a credit card on-file with my office. Co-pays, missed
appointment fees, consultation fees and letter writing fess will be billed to the card on-file. For
patients who wish to be reimbursed through their out-of-network benefits, I will issue you a
statement each month which you may submit for reimbursement. After 60 days any unpaid
balance will be charged 1.5% interest per month (18% APR). In the event that an account is
overdue and turned over to a collection agency, the client or responsible party will be held
responsible for any collection fee charged to my office to collect the debt owed.
Lastly, if you need to cancel or reschedule an appointment, please give 24 business hours
advance notice, otherwise you will be billed at the hourly rate ($300.00). I do make
exceptions to this policy for extenuating circumstances but you need to discuss the reason with
your Licensed Mental Health Counselor. Three absences are permitted per annum, beyond that,
I do charge for missed appointments. You may schedule two sessions in one week to avoid an
absence. I sincerely appreciate your cooperation and at any time, if you have any questions
regarding insurance, fees, balances or payments please feel free to ask.
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My professional fees may be adjusted annually on January 1 of each year (beginning January
2015) to address rising costs. My fee for a 50-minute session is $300. In addition to weekly
appointments, I charge this amount for other professional services you may need, though I will
break down the hourly cost if I work for periods of less than one hour. If I agree to provide such
services, they can include report writing, telephone conversations lasting longer than 10 minutes,
attendance at meetings with other professionals you have authorized, preparation of records or
summaries, and the time spent performing any other service you may request of me. If you
become involved in legal proceedings that require my participation, you will be expected to pay
for my professional time even if I am called to testify by another party. Because of the high level
of involvement, I charge $500 per hour for preparation and attendance at any legal proceeding.
Signature(s)_________________________________________Date______

Coordination of Treatment It is important that all health care providers work together. As
such, I would like your permission to communicate with your primary care physician and/or
psychiatrist. Your consent is valid for one year. Please understand that you have the right to
revoke this authorization, in writing, at any time by sending notice. However, a revocation is not
valid to the extent that I have acted in reliance on such authorization. If you prefer to decline
consent no information will be shared.
____You may inform my physician(s)

____I decline to inform my physician

NAME:_________________________________________________
ADDRESS:______________________________________________
PHONE:_________________________________________________
Signature(s)__________________________________________Date________
Consent for Treatment of Children or Adolescents I/We consent that
_____________________________________ may be treated as a client by Brian Daniel Norton,
M.Ed., LMHC.
Signature(s)________________________________________Date__________
I, the Licensed Mental Health Counselor, have discussed the issues above with the client. My
observations of the person’s behavior and responses give me no reason to believe that this person
is not fully competent to give informed and willing consent. My signature below indicates that
this information was accepted and understood by the client, and that I will keep a copy of this
document in the client’s permanent file.
Signature:______________________________________________________________
Name (Print):___________________________________________________________
Date:___________________________________________________________________

