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Informed Consent 
 
Therapy is often one of the final steps in the process of healing from emotional distress found in one’s life.  It is 
often difficult to acknowledge the need for therapy and to reach out for the services.  I would like to 
congratulate you on taking this first step and provide you with important information about my professional 
services policies.  Please let me know if you have any questions or concerns regarding the following policies. 
 
Our Providers 
 
LaKettra Priestly 
She has over twelve years of experience performing a wide variety of functions working in residential and 
behavioral health organizations serving youth and adults with disabilities and other special needs.  Additionally, 
she has provided direct services to youth in the capacity of a career counselor, therapist, and probation officer. 
She is licensed by the state of Texas as a Licensed Clinical Social Worker (40548). She has a Bachelor of Social 
Work from Southwest Texas State University, San Marcos, Texas and a Master of Social Work from Texas 
State University, San Marcos, Texas. 
 
 First  
 
Counseling Purposes, Goals, and Techniques 
 
It is anticipated that each session will last approximately 45-60 minutes depending on our discussion and the 
therapeutic needs of each individual as established in the treatment plan.  During our initial meetings, your 
therapist will work with you to gather information regarding your past, your current circumstances, your needs, 
concerns, and goals.  As this information is gathered, you will work with your therapist to develop and define 
your goals as well as therapeutic milestones and create a treatment plan that will assist you in reaching each of 
those goals.  
 
It is important to remember that therapy is a process, as there are no quick fixes.  In order for the therapy 
sessions to be successful and for you to see individual growth, you must be committed to the therapeutic 
process and we must develop a symbiotic therapeutic relationship.  Therapy involves a large commitment of 
time, money, and energy.  I recommend consistency to provide continuity and momentum for growth and 
change. 
 
The Process of Therapy 
 
Risks and Benefits: 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.  Working toward 
these benefits; however, requires effort on your part.  Psychotherapy requires your very active involvement, 
honesty, and openness in order to change your thoughts, feelings, and/or behavior.  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 unpleasant events, feelings, or thoughts can result in you 
experiencing considerable discomfort or strong feelings of anger, sadness, worry, fear, etc … or experiencing 
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anxiety, depression, insomnia, etc. Your therapist may challenge some of your 
assumptions or perceptions, or propose different ways of looking at, thinking 
about, or handling situations that can cause you to feel upset, angry, depressed, challenged, or disappointed.  
Attempting to resolve issues that brought you to therapy in the first place, such as personal or interpersonal 
relationships, may result in changes that were not originally intended. Psychotherapy may result in decisions 
about changing 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. 
 
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 their view of the possible outcomes of treatment. If you have any unanswered questions about 
any of the procedures used in the course of your therapy, their possible risks, your therapist’s expertise in 
employing them, 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, your therapist has an ethical obligation to assist you in obtaining 
these treatments. 
 
Terminating Treatment: You always have the option to terminate treatment at any time, for any reason. It is 
customary to discuss this with your therapist in session, so that any concerns either you or your therapist have 
may be adequately addressed. If your therapist feels that therapy is not benefiting you, your therapist will also 
discuss this with you. 
 
Fees Effective April 1, 2015 
 
Clients are seen by appointment. Appointment times run from 45-60 minutes each session. The rate for each 
session is as follows: 
 
Initial Assessment - $130.00 
Individual Therapy- $120.00 
Family/Couples Therapy - $130.00 
Crisis Counseling- $120.00 
 
Acceptable forms of payment are cash, check or credit card. Please submit your payment to the counselor at the 
beginning of each session. Clients will be charged for phone calls lasting more than 10 minutes. The rate for 
counselor’s participation in legal proceedings is $200 per hour with a minimum of 3 hours per day.  Several 
insurance plans are currently accepted including BCBSTX, AETNA, HUMANA, SENDERO, SUPERIOR, 
TRADITIONAL MEDICAID, SETON EMPLOYEE PLAN, SETON-CHIP/MEDICAID, and UNITED 
HEALTHCARE.  You are responsible for all charges not covered by the insurance company.  It is your 
responsibility to notify me if prior authorization for services is required.  Failure to provide information related 
to prior authorization will result in patient responsibility for full payment of services. 
 
Medicaid/Medicare 
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Clients are seen by appointment.  Appointment times run from 45 to 60 minutes. 
All appointments are billed to Medicaid/Medicare after the appointment.  Each 
client is responsible for maintaining and notifying me of on-going eligibility.  If there is a lapse in coverage or if 
Medicaid/Medicare refuses payment on a claim, you will be billed at the regular rate which is noted above.  If 
you are aware of a changed in your Medicaid/Medicare status, please notify me as soon as possible to avoid 
disruption of services. 
 
Cancellations 
A minimum 24-hour notice is required and appreciated for rescheduling or cancellation of an appointment.  A 
fee of $120.00 will be charged for missed sessions without such notification. Excessive cancellations with or 2 
sessions without advanced notice will result in a referral to an alternate provider for therapy services. 
 
 
Your Counseling Records 
 
Your records will be kept on file for 7 years and will only be available to the counselor and her staff who have 
need for it.  Your records may be shared with another professional or agency which referred you and/or to 
which you agree to be referred.  Your case may be discussed anonymously with other professionals only for 
consultation purposes.  Please see the Notice of Privacy Practices for additional information on ways your 
information may be shared with others. 
 
Confidentiality and Required Reporting 
 
The Texas Health & Safety Code states that communication between the therapist and client as well as the 
client’s records be confidential. There are some limits to confidentiality and these include: 

 
1. I am required to report suspected abuse or neglect of minors, elderly or disabled persons. 
2. I may take reasonable action to inform medical or law enforcement personnel if I determine that there is 

a probability of imminent physical injury by the client to the client or others.  
3. I may receive a court order in legal matters. 
4. Your insurance provider will require information such as a diagnosis and dates of service in order to 

utilize your mental health or EAP benefits. 
 
Telephone and Emergency Procedures 
 
If you need to contact your therapist between sessions, please leave a message on the voicemail and your call 
will be returned as quickly as possible. If an emergency arises, please indicate it clearly in your message.  
 
If you need to talk to someone right away, or if there is a life-threatening emergency, please call 911.  
 
Complaints 
 
If you have a complaint that you feel we are unable to resolve, you may contact the Texas State Board of Social 
Workers, Attn: Complaints Management and Investigative Section P.O. Box 141369 Austin, Texas 78714-
1369. 
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Consent to Treatment 
 
I have read or have had satisfactorily explanations and I understand this disclosure of information, policies and 
client agreement. Any questions that I had about this statement including fees and payment policies have been 
answered and explained to my satisfaction (for client under the age of 18, consent must be given and this form 
must be signed by either a parent or legal guardian). I understand and agree to the description of confidentiality 
and the exceptions as stated above. I consent to counseling under the terms described above. My signature 
below indicates that I have received a copy of this form. 

 
      
   
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
_________________________________ 
Date 
 
_________________________________ 
Client Name 
        
_________________________________ 
Signature (Client or Guardian) 
 
 
 
 

 
 
_________________________________ 
Address 
 
_________________________________ 
City, State, Zip 
 
_________________________________ 
Phone 
 
_________________________________ 
Email 

 

 

 I have reviewed and acknowledge acceptance of the 

Hope Family Guidance the cancellation policy. X_____ 

 I understand I will be charged a missed session fee of 

120.00 for all cancelations less than 24 hours     

X______ 

 I have been given information on the Hope Family 

Guidance Notice of Privacy Policy and understand that I 

may request a written copy of the policy or review it 

electronically at www.hfguidance.com   X_____ 

 I understand multiple cancellations will lead to a 

referral for sessions with a new provider. X_____ 


