
 
AGREEMENT AGREEMENT FORFOR  PSYCHOTHERAPY SERVICESPSYCHOTHERAPY SERVICES     

FOR MINORSFOR MINORS  
 
This document (the Agreement) contains important information about the professional services and 
business policies of the office of Terry L. Chapman LLC dba TLC Collaborative Counseling [hereafter 
referred to as TLC Collaborative Counseling].  It also contains summary information about the Health 
Insurance Portability and Accountability Act (HIPAA), a federal law that stipulates privacy and client 
rights with regard to the use and disclosure of your Protected Health Information (PHI) used for the 
purpose of treatment, payment, and health care operations.   
 
HIPAA requires that you be provided with a Notice of Privacy Practices (the Notice) for use and 
disclosure of PHI for treatment, payment and health care operations.  The Notice, which is available at the 
office, explains HIPAA and its application to your personal health information in greater detail.  The law 
requires that your signature acknowledging that you have been provided with this information be 
obtained by the end of this session. 
 
Although these documents are long and sometimes complex, it is very important that you read them 
carefully.  Your therapist can discuss any questions you have about the procedures.  When you sign this 
document, it will also represent an agreement between the office of TLC Collaborative Counseling, 
your therapist, and you.  You may revoke this Agreement in writing at any time.  That revocation 
will be binding unless action has been taken in reliance on it; if there are obligations imposed by your 
health insurer in order to process or substantiate claims made under your policy; or if you have not 
satisfied any financial obligations you have incurred. 
 
PSYCHOTHERAPEUTIC SERVICES 
 
Therapist training and practice: Therapist training and practice:  Terry Chapman is a Licensed 
Independent Clinical Social Worker (LICSW) who is licensed to practice in West Virginia 
(DP00943687).  Ms. Chapman received a Master of Social Work Degree from West Virginia University 
in 2010.  Ms. Chapman’s primary therapeutic approaches are EMDR, Internal Family Systems (IFS), the 
Daring Way, Progressive Counting and CBT. 
 
Dr. Michael Richards is a Licensed Graduate Social Worker (LGSW) who is licensed to practice in West 
Virginia (BP00944922).  Dr. Richards offers counseling for couples, depression, anxiety, anger 
management, life stage transitions, family conflict, parenting skills and grief and loss.  He provides 
counseling and life-coaching to individuals, families, and groups. Dr. Richard’s therapeutic approaches 
include Transpersonal and Integrative Therapies, Cognitive Behavioral Therapy, Mindfulness based CBT, 
and EMDR. 
 
Dr. James Dunbar is a Licensed Graduate Social Worker with a Doctorate of Philosophy in Psychology 
degree.  Dr. Dunbar has 7 years of experience as rehabilitation counselor for the Department of Defense 
counseling Veterans and their families.  Dr. Dunbar’s approach to therapy includes holistic, cognitive and 
humanistic therapies. 
 
The office does not provide custody evaluation recommendations or medication or prescription 
recommendations or legal advice, as these activities do not fall within the scope of practice. 
 
Risks and benefits: Psychotherapy can have benefits and risks.  Part of your rights as a client is to know 
the risks and benefits of treatment.  Most people find participation in therapy can result in a number of 
benefits, including improving interpersonal relationships and resolution of the specific concerns that led 
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you to seek therapy.  Therapy works best when you have a clear goal and are open to working both 
inside and outside the session.  Effective psychotherapy requires your 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.  There is a risk that you might experience considerable discomfort or strong 
feelings during difficult work.  For most people this is a temporary experience and it can lead to important 
insight and work.  Your therapist may challenge some of your assumptions or perceptions or propose 
different ways of looking at, thinking about, or handling situations, which can cause you to feel very 
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.  Sometimes another family member views a decision that is positive for one 
family member quite negatively.  In psychotherapy, you, as the client are ultimately responsible for 
change or non-change.  There is no guarantee that psychotherapy will yield positive or intended results. 
 
The therapeutic process: Typically, the first few sessions will involve an evaluation of your needs.  By 
the end of the evaluation, your therapist will be able to offer you some initial impressions of what your 
therapeutic work will include and a treatment plan to follow, if you decide to continue with therapy.  You 
should evaluate this information along with your own opinions of whether you feel comfortable working 
with your therapist.  If you have questions about your therapist’s work with you, please bring them up for 
discussion whenever they arise.  If your doubts persist, your therapist will be happy to help you set up a 
meeting with another mental health professional for a second opinion or referral.  You have the right to 
discontinue therapy at any time you choose.  It is recommended that you and your therapist plan for and 
discuss termination ahead of time because there is value to taking time for closure. 
 
If you are under eighteen years of age, please be aware that the law may give your parents or guardians 
the right to obtain information about your treatment and/or examine your treatment records.  If your 
therapist believes it necessary to the therapeutic process she will request a written agreement from your 
parents or guardians indicating that they consent to give up access to such information and/or to your 
records.  If they agree, therapist will provide them only with general information about your therapy 
subject to your approval, or, if your therapist feels it is important for them to know in order to make sure 
that you and people around you are safe.  Exceptions to the afore-mentioned agreement are if your 
therapist believes there is a high risk that you will seriously harm yourself or someone else.  Before 
giving them any verbal or written information, your therapist will discuss the matter with you, if possible.  
Your therapist will do her best to resolve any differences that you and your therapist may have about what 
your therapist is prepared to discuss.  
 
Meetings: The frequency of your sessions will depend on your needs and your therapist’s availability, 
typically weekly.  Your sessions will usually last for 55-60 minutes unless we make other arrangements.  
Therapy is most effective if you and your therapist are able to meet consistently and on time.  There will 
be occasions where changes in the normal meeting time must be made, such as absence due to vacation or 
business travel.  It is helpful to anticipate these changes in advance and discuss them.  If you must make 
an unanticipated change or cancellation, please do so with at least 24 hour notice.  Except in a few 
unusual or unforeseeable circumstances, you will be a $50 no-show fee if you do not call to cancel.  It is 
important to note that insurance companies do not provide reimbursement for sessions that you did not 
attend. 
 
How to reach your therapist:  If you need to reach the office between scheduled appointments, you can 
leave a confidential message at 681-404-6094.  Your therapist will return your call as soon as possible, 
typically later that day.  Your therapist will be happy to respond to your call and will not charge for phone 
calls up to 10 minutes.  If you have a complex situation that requires counseling over the phone, and the 
call exceeds 10 minutes, then there is a $20 charge for each additional 10 minutes of your therapist’s 
time.  Please note that TLC Collaborative Counseling and associated therapists can provide videotherapy 
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if your insurance provider authorizes such service or you wish to pay out of pocket.  TLC Collaborative 
Counseling uses Clocktree as their videotherapy platform. 
 
 
TLC Collaborative Counseling is an outpatient practice and as such is not prepared to handle 
emergencies.  If an existing client is in crisis you may call the office of TLC Collaborative Counseling 
and your therapist or the on-call therapist will meet for a crisis session or recommend that you go to the 
nearest emergency room.  If you believe you will need a therapist with 24-hour coverage the office will 
be happy to make a referral.  When your therapist is out of town for an extended period of time, you will 
be provided the name of a colleague you can contact in case of an urgent need. 
 
 
CONFIDENTIALITY 
 
The ethics code of the National Association of Social Workers, West Virginia law, and the federal 
HIPAA all protect the privacy of all communications between a client and a mental health professional.  
Except when disclosure is required by law, the office of TLC Collaborative Counseling and your therapist 
may only release information about your treatment to others if you sign a written authorization.  This 
authorization will remain in effect for a length of time you determine.  You may revoke the authorization 
at any time, which will be in effect from that point forward.  However, the office or its representatives 
may have already communicated with the party prior to your revocation.  If you have concerns about this, 
please discuss it with your therapist. 
 
When disclosure is required by law: There are some situations in which your therapist is legally 
obligated to take actions in order to attempt to protect certain individuals from harm, and your therapist 
may have to reveal some information about a client’s treatment. 
 

§ If your therapist knows or has reason to suspect that a child has been, or is in immediate 
danger of being, a mentally or physically abused or neglected child, the law requires that your 
therapist file a report with the appropriate governmental agency, usually Child Protective 
Services.  
 

§ If your therapist has substantial cause to believe that an adult is in need of protective services 
because of abuse, neglect or exploitation your therapist must report this and may be required 
to provide additional information. 
 

§ In an emergency, if your therapist believes that a client presents a substantial risk of 
imminent and serious injury to him/herself, your therapist may be required to take protective 
actions, including notifying individuals who can protect the client or initiating emergency 
hospitalization. 
 

§ If your therapist believes that a client presents a substantial risk of imminent and serious 
injury to another individual, your therapist may be required to take protective actions.  These 
actions may include notifying the potential victim, contacting the police, or seeking 
hospitalization for the client. 

 
If such a situation arises, your therapist will make every effort to fully discuss it with you before taking 
any action and your therapist will limit my disclosure to what is necessary. 
 
When disclosure may be required: There are some disclosures that do not require your Authorization, 
as follows: 
 

§ If a government agency is requesting the information for health oversight activities, the office 
may be required to provide it for them. 
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§ If a client files a complaint or lawsuit against the office of TLC Collaborative Counseling or 
your therapist then the office and your therapist may disclose relevant information regarding 
that client in defense.  

 
§ If you are involved in a court proceeding and a request is made for information concerning 

your diagnosis and treatment, such information is protected by the therapist-client privilege 
law.  The office and your therapist cannot provide any information without your (or your 
legal representative’s) written authorization, or a court order.  If you are involved in or 
contemplating litigation, you should consult with your attorney to determine whether a court 
would be likely to order your therapist to disclose information. 

 
§ In couple and family therapy, or when different family members are seen individually, even 

over a period of time, confidentiality and privilege do not apply between the couple or among 
family members, unless otherwise agreed upon.  Your therapist will use their clinical 
judgment when revealing such information.  Your therapist will not release records to any 
outside party unless authorized to do so by all adult family members who were part of the 
treatment. 

 
The above are unusual situations that arise relatively infrequently.  Typically your therapist will ask you 
for an advance authorization before disclosing any information about you.  While this written summary of 
exceptions to confidentiality should prove helpful in informing you about potential problems, it is 
important that you discuss with your therapist any questions or concerns that you may have now or in the 
future.  The laws governing confidentiality can be quite complex.  The therapists at TLC Collaborative 
Counseling are not attorneys. In situations where specific advice is required, formal legal advice may be 
needed. 
 
Health insurance & confidentiality of records: Disclosure of confidential information may be required 
by your health insurance carrier or HMO/PPO/MCO/EAP in order to process the claims.  Per your 
authorization, only the minimum necessary information will be communicated to the carrier.  The office 
has no control or knowledge over what insurance companies do with the information submitted 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 and privacy.  The risk stems from the 
fact that mental health information is likely to be entered into insurance companies’ computers.  
Accessibility to companies’ computers is always in question as computers are inherently vulnerable to 
break-ins and unauthorized access. 
 
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 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 (client’s) nor your attorney’s, nor anyone else acting on your behalf will call 
on the office of TLC Collaborative Counseling or your therapist to testify in court or at any other 
proceeding, nor will a disclosure of the psychotherapy records be requested unless otherwise agreed upon.  
 
Consultation:  Ms. Chapman, Dr. Dunbar and Dr. Richards, consult regularly with other professionals 
regarding the office’s clients; however, client’s identity remains completely anonymous, and 
confidentiality is fully maintained. 
 
PROFESSIONAL RECORDS 
 
You should be aware that, pursuant to HIPAA, your therapist might keep Protected Health Information 
about you in two sets of professional records.  One set constitutes your Clinical Record.  It includes 
information about your reasons for seeking therapy, a description of the ways in which your problem 
impacts on your life, your diagnosis, the goals that are set for treatment, your progress towards those 
goals, your medical and social history, your treatment history, any past treatment records that received 
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from other providers, reports of any professional consultations, your billing records, and any reports that 
have been sent to anyone, including reports to your insurance carrier. 
 
Except in unusual circumstances that involve a substantial risk of imminent psychological impairment or 
imminent serious physical danger to yourself and others, you may examine and/or receive a copy of your 
Clinical Record, if you request it in writing.  Because these are professional records, they can be 
misinterpreted by untrained readers.  For this reason, the office of TLC Collaborative Counseling asks 
that you initially review them in your therapist’s presence, or have them forwarded to another mental 
health professional so you can discuss the contents.  In most situations, the office may charge a small fee 
(up to $.50 per page) for copying and other expenses. The exceptions to this policy are contained in the 
attached Notice Form.  When more than one client is involved in treatment, such as in cases of couple and 
family therapy, the office will release records only with the signed authorizations from all the adults (or 
all those who legally can authorize such a release) involved in the treatment.  There are a few unusual 
circumstances in which the office of TLC Collaborative Counseling or your therapist might decline your 
request for access to your records.  In that case you have a right of review, which your therapist will 
discuss with you upon request. 
 
In addition, your therapist may also keep a set of Psychotherapy Notes.  These Notes are for your 
therapist’s own use and are designed to assist your therapist in providing you with the best treatment.  
While the contents of Psychotherapy Notes vary from client to client, they can include the contents of 
therapeutic conversations, analysis of those conversations, and how they impact on your therapy.  They 
also contain particularly sensitive information that you may reveal to your therapist that is not required to 
be included in your Clinical Record, and they also include information from others provided to your 
therapist confidentially.  These Psychotherapy Notes are kept separate from your Clinical Record.  Your 
Psychotherapy Notes cannot be sent to anyone else, including insurance companies without your written, 
signed Authorization.  Insurance companies cannot require your authorization as a condition of coverage 
nor penalize you in any way for your refusal to provide it.  As with your Clinical Record, you may 
request to examine these notes. 
 
PAYMENTS AND INSURANCE REIMBURSEMENT 
 
Fees:  Fees:  The fee is $120 per 30 minute session with client and/or family; and $150 for a 50-55 
minute session with client and/or family, $125 for conjoint family therapy, and $175.00 for an initial 
assessment session.  In addition to appointments, there is also a charge for other professional services you 
may need, such as report writing, extended telephone conversations (more than 10 minutes), preparation 
of records or treatment summaries.  In the unusual situation when a session extends significantly beyond 
the usual time frame, your charge may be adjusted for that session based on the time used.  
 
Billing, payment and insurance:  You are responsible for obtaining any necessary prior authorization 
for treatment from your insurance carrier.  The office may bill your insurance as a courtesy by prior 
arrangement; however, you are responsible for the entire fee (if using insurance, including any 
deductibles, co-payments, or co-insurance), regardless of insurance coverage or lack thereof.  You are 
expected to pay your deductible or co-pay at each session.  Insurance companies do not reimburse for all 
issues/conditions/problems, which are dealt with in psychotherapy.  At any time during treatment should 
you become ineligible for insurance coverage, you will notify your therapist and understand you will be 
responsible for full payment. 
 
If you wish to use your health insurance to seek payment for treatment, your therapist will ask you to fill 
out an authorization so that the office can provide information to your insurance company.  This 
authorization will be in effect for one year, but can be revoked at any time and will be effective for 
services rendered from that date forward. The office will make every effort to release only the minimum 
information about you that is necessary for the purpose requested.   If you have questions about the 
coverage, call your plan administrator.  Of course, your therapist will provide you with whatever 
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information they can based on experience and would be willing to assist you in understanding the 
information you receive from your insurance company. 
  
CLIENT’S RIGHTS 
You have certain rights with regard to your Clinical Record and disclosures of protected health 
information.  These rights include: 
 * requesting that your record be amended 

* requesting restrictions on what information from your Clinical Record is disclosed to others 
* requesting an accounting of most disclosures of protected health information that you have  
   neither consented to nor authorized 

 * determining the location to which protected information disclosures are sent 
* having any complaints you make about the office policies and procedures recorded in your  
   Records 
*the right to a paper copy of this Agreement, the attached Notice form, and the office’s privacy  
  policies and procedures.  Your therapist is willing to discuss any of these rights with you. 

 
CANCELLED/MISSED APPOINTMENTS 
Since a scheduled appointment means that time is reserved only for you, if an appointment is missed, 
cancelled or re-scheduled with less than 24-hour notice, you will be billed a $50 No Show fee directly.  
Your health plan does not cover payment for missed appointments; therefore, you are responsible for 
payment in full. 
 
INFORMED CONSENT 
I further authorize and request that my treating provider carry out mental health examinations, treatments, and/or 
diagnostic procedures, which now or during the course of my care are advisable.  I understand that the purpose of 
these procedures will be explained to me upon my request and subject to my agreement.  I also understand that while 
the course of therapy is designed to be helpful, it may at times be difficult and uncomfortable. 
 
I, __________________________________________, have read, understand, and accept the policies described in 
this agreement.   
 
YOUR SIGNATURE BELOW INDICATES THAT YOU HAVE READ THIS AGREEMENT AND AGREE TO 
ITS TERMS AND ALSO SERVES AS AN ACKNOWLEDGEMENT THAT YOU HAVE RECEIVED THE 
HIPAA NOTICE FORM DESCRIBED ABOVE. 
____________________________________________________________ _________________ 
Client name (print)    Date    Signature 
 
___________________________________________________________ __________________ 
Psychotherapist (print)     Date    Signature 
 
GENERAL CONSENT FOR TREATMENT OF A CHILD OR DEPENDENT 
I am the parent or legal guardian of the client and on the client’s behalf legally authorize the office of TLC 
Collaborative Counseling to deliver mental health care services to the client.  I also understand that all policies 
described in this statement apply to the client I represent. 
 
I was also notified that all material discussed during the psychotherapy sessions is confidential and can be released 
only with the permission of the holder of the privilege (parent/legal guardian).  I have been informed of the 
limitation to confidentiality in the agreement, which I have read and signed. 
 
In case of a minor, special sensitivity may be required in releasing information about certain topics such as drugs 
and sex.  I will accept (name of therapist) ____________________________   judgment in regard to releasing or 
sharing information obtained during the course of psychotherapy with the minor that may endanger or jeopardize the 
client's wellbeing. 
 
________________________________________________________ _________________ ____ 



7 
 

118 Adams Street, Suite 203 
Office:  681-404-6094             Fax:  681-404-6494 

Parent/Legal Guardian name (print)  Date    Signature 
 
(Client Copy) 
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I further authorize and request that my treating provider carry out mental health examinations, treatments, 
and/or diagnostic procedures, which now or during the course of my care are advisable.  I understand that 
the purpose of these procedures will be explained to me upon my request and subject to my agreement.  I 
also understand that while the course of therapy is designed to be helpful, it may at times be difficult and 
uncomfortable. 
 

I, __________________________________________, have read, understand, and accept the policies 
described in this agreement.   
 

YOUR SIGNATURE BELOW INDICATES THAT YOU HAVE READ THIS AGREEMENT AND 
AGREE TO ITS TERMS AND ALSO SERVES AS AN ACKNOWLEDGEMENT THAT YOU HAVE 
RECEIVED THE HIPAA NOTICE FORM DESCRIBED ABOVE. 
 
              
Client name (print)    Date    Signature 
 
              
Psychotherapist (print)     Date    Signature 
 
GENERAL CONSENT FOR TREATMENT OF A CHILD OR DEPENDENT 
I am the parent or legal guardian of the client and on the client’s behalf legally authorize the office of 
TLC Collaborative Counseling to deliver mental health care services to the client.  I also understand that 
all policies described in this statement apply to the client I represent. 
 
I was also notified that all material discussed during the psychotherapy sessions is confidential and can be 
released only with the permission of the holder of the privilege (parent/legal guardian).  I have been 
informed of the limitation to confidentiality in the agreement, which I have read and signed. 
 
In case of a minor, special sensitivity may be required in releasing information about certain topics such 
as drugs and sex.  I will accept my therapist’s judgment in regard to releasing or sharing information 
obtained during the course of psychotherapy with the minor that ma 
y endanger or jeopardize the client's wellbeing. 
 
              
Parent/Legal Guardian name (print)  Date    Signature 
 
       
Relationship to Client  
(Please attach proof of guardianship, for example, a court order or custody agreement, if applicable.) 
 
BILLING AND INSURANCE AUTHORIZATION POLICY 
 

1. I authorize use of this form for all of my insurance submissions.  
2. I authorize the release of information to my insurance company(s).  
3. I understand that I am responsible for the full amount of my bill for services provided.  
4. I authorize direct payment to my service provider.  
5. I permit a copy of this form to be used in place of an original.  
 
              
Client name (print)    Date    Signature 
 
          ___________________ 
Parent/Legal Guardian name (print)  Date    Signature 
(Therapist Copy for Client File) 


