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INTAKE POLICIES PACKET 
INFORMED CONSENT POLICIES 

INFORMED CONSENT: As your therapist, I have an ethical obligation to help you make an informed decision about 
seeking treatment to address your concerns. At any time throughout this process, you may ask me to explain why I am 
requesting information or suggesting a new approach. I will be glad to explain the purpose behind my techniques, and 
the model from which I am operating. I want you to be active in your therapy with the understanding that you know 
what is best for you. So please, question me and I will do my best to answer.  
 
The following outlines possible risks and benefits associated with therapy.  
POSSIBLE THERAPY RISKS AND BENEFITS:  
The possible risks of participating in therapy may include: 

• Therapy is not an exact science, so there is no guarantee as to therapeutic outcomes. Some people 
experience no improvements in their situation, and a few may even think things are worse after treatment.  

• Addressing the experience of intense and uncomfortable feelings, as well as displeasing relationship patterns.  
• Therapy can sometimes lead to individual decisions that can be disruptive for yourself and/or your family.  
• Some health insurance companies will not cover the cost of therapy.  

The possible benefits of participating in therapy may include: 
• Resolution of specific concerns brought to therapy, resulting in greater happiness as an individual and 

increased relational harmony.  
• Increased understanding of family and personal goals and values.  
• A healing of emotional wounds inflicted in the past or present. 
• The acquisition of healthy coping skills to assist you in relating to others.  

The signatures at the end of this form indicate that the risks and benefits of therapy have been discussed with all 
participating members. Concerns or questions about these risks and benefits may be discussed at any point during the 
therapeutic process.  

CONFIDENTIALITY POLICIES 
INFORMATION DISCLOSURE: As your therapist, my goal is to provide a safe place for you to openly explore 
personal issues. I am committed to guarding your right to privacy, within the limits of the law. There are certain 
situations in which a therapist is required by law to reveal information obtained during therapy. 
Required disclosure will occur in the following circumstances:  

• When a reasonable suspicion of abuse and/or neglect of a child or vulnerable adult is present. A report will 
be made to appropriate protective agencies if a report has not already been made in the past.  

• When you report physical or sexual abuse you had experienced as a child, even if you are an adult now 
and even if the perpetrator is deceased.  

• When you threaten grave bodily harm to others. A report will be made to the appropriate authorities, as well 
as to those people whom you have threatened.  

• When you are suicidal or threaten significant bodily harm to yourself. I will obtain help from others in your 
life, such as family members and members of your treatment team, to do what is necessary to keep you safe.  

• When a court of law issues a legitimate court order.  
• When you are in probation or parole period or another legal situation that would require disclosure. 

 
CONSENT TO RELEASE INFORMATION: Except in the above circumstances, I will release information about you 
only if you provide a written request. Releases of information for families and couples in therapy require the written 
permission of every participating member in treatment able to execute a waiver. 
COURT-RELATED CASES: I do not make judicial court-related appearances at a client’s request or a client attorney’s 
request. I do not write assessment, evaluation, or qualifying letters, or provide case documentation to judges or any 
court system on behalf of clients. 
CASE CONSULTATION: I am a Licensed Clinical Marriage and Family Therapist. In order to provide excellence in 
clinical services and in accordance with customary professional behavior, I occassionally participate in confidential 
case consultations and supervision with other licensed therapists. No identifying information is revealed about clients 
during supervision.  



 

 
Lauren Aycock Anderson, MS, LCMFT, NCC 

Counseling for Creatives, LLC 
443-687-9951  

lauren@counselingcreatives.com 
 

 2 

CONFIDENTIALITY IN THE GREATER COMMUNITY: We live in a small community. There may be times that I will 
run into you in the surrounding areas. I am committed to protecting your confidentiality. As a result, I will not initiate a 
conversation with you or acknowledge that I know you. It is your decision whether you would like to acknowledge me. If 
you choose not to, please know that I understand your actions and I will not take offense. 
CONFIDENTIALITY FOR MINORS: Clients under the age of 18 are considered minors and all therapy contracts must 
be signed by their custodial parent(s) and/or legal guardian(s). Therefore, custodial parents and/or legal guardians 
have a right to information shared in the session, particularly information concerning the minor’s safety. Parents and 
guardians should be aware that exercising this right may be detrimental to the therapeutic process, and so may wish to 
allow confidentiality between the child and therapist. *Parents of children under 16: Please see adolescent 
counseling info form.* 
SPECIAL CONCERNS: There are special confidentiality concerns for couples, families, and groups in treatment:  

• I view the family or couple as a “treatment unit.”  
• I will not reveal any individual’s confidences to others in the treatment unit.  
• It is important for you to be aware that secrets shared individually with me are generally not healthy for you or 

your family. For this reason, if an individual member or subset of the family/couple discloses a confidence that 
has bearing on other participating members, I will encourage the person(s) to reveal the information to the 
other member(s). I will provide support for you in finding ways to disclose the information.  

• Should you reveal to me a secret that you refuse to disclose to other participating member(s) and that which 
puts me in a position of compromising my honest relationship with others in the treatment unit, therapy will be 
terminated.  

GENERAL POLICIES 
FEE INFORMATION: The fees are $125.00 for a 50-minute and $175 for a 90-minute individual, couple, or family 
therapy session. Payment is expected in full at the time of the service. Acceptable forms of payment are cash, check, 
or American Express, Mastercard, Visa, or Discover credit cards. If your check is deposited with insufficient funds, you 
will be charged an additional $35 to cover bank fees. If a check is returned by the bank more than twice during your full 
course of treatment, I reserve the right to refuse any future checks and an alternative method of payment will be 
required. If your account is more than 30 days overdue and suitable arrangements have not been agreed to by me, I 
have the option of using legal means to secure payment, including collection agencies, attorneys, or court proceedings. 
(If such legal action is necessary, the costs of such proceedings, including but not limited to legal fees, collection 
agency fees and court costs, will be included in the claim.)  
CANCELLATION POLICY: The full fee for the session will be charged in the event of missed appointments or for 
cancellations made with less than 24-hour notice. In rare instances and at my discretion, such as a genuine 
emergency, the charge will be waived due to circumstances that are clearly beyond your control. Missed appointments 
will be charged to your credit card that is kept on file (please see “Payment Agreement”).There is no late cancellation 
or no show fee for group therapy sessions only. Please RSVP for group therapy sessions and notify me of 
cancellations ahead of time, out of courtesy.  
INSURANCE INFORMATION: I do not bill insurance companies directly. However, I can provide you with a statement 
of services for you to submit to your insurance company upon your request. 
OUTSIDE CONSULTATION: At times, it may be important for me to contact other professionals who are helping you 
or your family members. Such professionals include, but are not limited to school teachers, psychiatrists, physicians, or 
attorneys. I will not make such contact without the written consent of all participating family members.  
CONTACT INFORMATION: The phone number to reach me is 443-687-9951 and the e-mail address is 
lauren@counselingcreatives.com. I make every effort to return calls, texts, and e-mails within 24 hours. My business 
hours vary, but are typically Tuesday - Thursday 11:00 am - 7:30 pm and Friday 11:00 am – 5:00 pm. Phone, email, 
and text messages sent Saturday - Monday will be returned the next Tuesday, unless Tuesday is a holiday. E-mails, 
texts, and phone calls should be used only for the purposes of regular scheduling, scheduling a crisis 
session, or alerting me that you or your partner intends to hurt him or herself or someone else. Other issues 
that come up during the week between sessions should be logged in your journal and discussed at your next therapy 
session. It is not appropriate to ask the therapist to act as a mediator over the phone or to call after 6:00 pm to discuss 
relationship problems. Phone conversations that last longer than 15 minutes will incur a charge.  
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EMERGENCIES: Due to the nature of my work, I am often not immediately available by telephone. I do, however, 
check my phone periodically for messages. If you are in need of immediate attention, do not wait for me to 
respond before taking action. Please call 911 or the 24-hour Baltimore Crisis Intervention Hotline at 410-433-
5175 or go to your nearest hospital emergency room.  
THERAPY TERMINATION: When it is time to stop therapy, it is important that there be time given before terminating 
to bring closure to the therapeutic relationship by talking about what has taken place during our time together. In most 
cases, I recommend one session be held to discuss the termination of treatment. If you do not contact me to schedule 
a therapy session in the one month following your last appointment, I will attempt to contact you (via phone, e-mail, or 
mail) to touch base with you. If you do not respond, I will close your case within one week after contact. You are 
welcome to return to therapy at any point in the future, even if your case has been closed. 
DOCUMENTATION RETENTION: Documents related to cases are kept for seven years or, if the client is a minor, until 
a minor child is seven years past the age of 18, as required by law. At that time, all records are destroyed by deleting 
and/or shredding to protect your confidentiality. Documents related to cases in which clients are deceased are retained 
for three years after the client’s death, unless the documents already were destroyed after seven years of case 
inactivity.  
SOCIAL MEDIA POLICY: Clients are welcome to follow my professional Facebook page at 
Facebook.com/therapy4artists or my Instagram @therapy4artists. I will not follow client social media pages nor will I 
accept any friend requests from clients to my personal Facebook. If I happen to follow a client already or we are friends 
on Facebook, I may unfollow/unfriend clients at the start of therapy. This is done to protect the therapeutic relationship 
from any external interaction that may affect treatment.  
 
The signatures at the end of this form indicate that all participating members understand the nature of general policies 
in therapy as set forth above. Concerns or questions about general policies may be discussed at any point in the 
therapeutic process. This agreement will expire upon termination of therapy.  
 
SIGNATURES: By signing this form, I am indicating that I have read, understood, and agree to all of the 
informed consent, confidentiality and general policies listed in this Policies Packet.  
 
 
 
____________________________________________________________  
Printed Client Name  
 
 
____________________________________________________________ __________________  
Signature of Client or Parent/Guardian if minor     Date 
 
 
Signature of partner if participating in couples counseling: 
 
 
____________________________________________________________  
Printed Name  
 
 
____________________________________________________________ __________________  
Signature         Date 
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EMAIL APPOINTMENT REMINDERS:  
□ I would like to receive appointment reminders via email two days before my scheduled appointment.  
* Note: appointment reminders are only provided via email. If you choose not to receive reminders, you still are 
responsible for keeping your appointment date and time. 
 
THERAPY SESSION RECEIPTS:  
□ I would like to receive each of my therapy session receipts via email sent to the email address listed below.  
 
INSURANCE RECEIPTS :  
□ I would like to receive each of my insurance paper receipts in person at the following session.  
 
E-NEWSLETTER SUBSCRIPTION:  
□ I would like to receive a free monthly e-newsletter and occasional promotional emails (including self-care, 
relationship, anxiety, + creativity tips, workshop offers, and new services announcements) from Lauren A. Anderson, 
Counseling for Creatives, LLC sent through MailChimp services to my email address listed in the space provided.  
 
Email Address: __________________________________________  
 
Appointment information is considered to be “Protected Health Information” under HIPAA regulations. Although there is 
a disclaimer regarding your protected health information at the bottom of each email you receive, your confidentiality is 
not guaranteed. I understand that, in signing this document, I am waiving my right to keep this information 
completely private, and requesting that my information be handled as I have noted above. By ticking the boxes 
listed above, I am giving my permission for Lauren Anderson, Counseling for Creatives, LLC to send me information 
via the methods I selected. I give my permission to be contacted via any new methods that I choose if I change my 
preferences through my messaging account at any time. I understand that if I decide to communicate with Lauren 
Anderson, Counseling for Creatives, LLC via my own telephone, email, or online messaging system, I am also 
waiving my right to keep my health information completely private, as confidentiality for sensitive information 
transmitted via these methods may be at risk and cannot be guaranteed. I understand that my information will be 
stored as part of a paperless office on a secure server through a system called TheraNest and my credit card 
processed through their affiliate Vantage. If I have any questions regarding my file, I have shared them and received 
the information I requested regarding information security and storage.  
 
 
 
____________________________________________________________  
Printed Name  
 
 
____________________________________________________________ __________________  
Signature         Date 
 
Signature of partner if participating in couples counseling: 
 
 
____________________________________________________________  
Printed Name  
 
 
____________________________________________________________ __________________  
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Signature         Date 
 
 

All Clients Must Complete This Form 
FINANCIAL AGREEMENT 

 
AGREEMENT: Please read the following Financial Agreement Policies completely and sign below.  
I understand that I am responsible for paying the full therapy session fee at the time the service is rendered. I 
understand that I can pay for services with cash, check, or credit card. I will be provided with an invoice, upon my 
request, in order to obtain reimbursement from my managed care or insurance company or to be used for tax 
deduction purposes.  
 
 
___________________________________________________________ _______________________ 
Signature          Date  
 
 
___________________________________________________________ _______________________ 
Signature of partner if participating in couples counseling   Date  
 
CREDIT CARD INFORMATION:  
 
Client Name: _____________________________________________________________________________  
 
Cardholder’s Name (Exactly as it appears on the card) ____________________________________________ 
 
Credit Card Number: ______________________________________ 
 
Expiration Date: ______________ CVV Code: _____________ 
 
Cardholder’s Billing Address: ________________________________________________________________  
 
________________________________________________________________________________________ 
 
Your payment receipts can be provided in the following therapy session or via email at your request.  
 
SIGNATURE: My signature below indicates that I agree to the above fee schedule and I authorize Lauren Anderson, 
Counseling for Creatives, LLC to charge $125 for 50-minute or $175 for individual, couple, or family therapy sessions 
to my credit card within 72 hours if a payment is not made at the end of the session, with either cash or check, after the 
above named client(s) meets for a session with Lauren Anderson, or if the above named client(s) is unable to 
attend a scheduled session and does not provide at least 24-hour advance cancellation notice. I understand 
that the FULL scheduled session fee will be charged even if the above named client(s) arrives to a therapy 
session late or leaves a therapy session early. I understand that any outstanding balance will be charged to this 
credit card if I do not pay by alternate means (cash, another credit card, check, etc.) after I am notified twice by Lauren 
Anderson, Counseling for Creatives, LLC to pay an outstanding balance. I understand that I am responsible for having 
a sufficient credit line available, and that I am responsible for all charges incurred by Lauren Anderson, Counseling for 
Creatives, LLC due to rejected credit card transactions. I understand that any charges will appear on my bank 
statement as “LAAnderson” charged via TheraNest. This authorization will expire upon termination of therapy and 
when the above named client’s account with Lauren Anderson, Counseling for Creatives, LLC, is settled.  
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__________________________________________________                ________________________________  
Signature of Cardholder       Date 
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Only Clients Seeking Couple Therapy Must Fill Out This Form 

 
COUPLE SHARED INFORMATION 

 
As a couple, we, ______________________ and __________________ understand that Lauren Anderson, 
Counseling for Creatives, LLC may see us for individual sessions in the context of couple therapy with my partner with 
whom I am seeking therapy services. We understand, therefore, that any material we discuss in individual sessions 
may be brought up in couples’ sessions if the therapist thinks it would be helpful to the course of therapy. We 
understand that the therapist will give me the opportunity to share with my partner the information identified as 
important for couples’ work prior to the therapist doing so.  
 
If there is material discussed in individual sessions that I do not want shared with my partner with whom I am seeking 
couple therapy, I must specifically request that the therapist keep that issue confidential. I understand that if the 
therapist believes that the material in question is important for the couples’ work, but that I do not want it shared, the 
therapist has the right to terminate the couples’ therapy.  
 
SIGNATURES:  
 
I have read, understood, and agreed with the guidelines for individual sessions within couple therapy. I have had ample 
opportunity to ask questions about these guidelines. I understand that my permission to share information from these 
sessions terminates immediately upon the discontinuation of couple therapy.  
 
 
 
____________________________________________________________  
Printed Name  
 
 
 
____________________________________________________________  __________________  
Signature          Date  
 
 
 
 
____________________________________________________________  
Printed Name  
 
 
 
____________________________________________________________  __________________  
Signature          Date  
 
 
 


