
Judy Foddrill, MFT
507 Natoma Street
Folsom, CA  95630

Disclosure Statement & Agreement for Services

Welcome to my counseling center.  I look forward to assisting you in pursuing your goals.  It is very important
to me that your experience here is both productive and helpful.  If at any time you have any questions or
concerns about your treatment, please discuss them with me.  I am committed to helping you accomplish what
you have come here to achieve.

Introduction

This document is intended to provide important information to you regarding your treatment.  Please read the
entire document carefully and be sure to ask any questions you may have regarding its contents.

Therapy involves both benefits and risks.  Risks include the possibility of experiencing uncomfortable levels of
feelings like sadness, guilt, anxiety, anger, loneliness, and helplessness.  Therapy often requires recalling
experiences, some of which may be unpleasant.  Therapy may involve making changes that can feel threatening
to you and those close to you.  Should you notice any negative effects, please tell me immediately. I will make
every effort to remedy the situation or provide you with names of other therapists should you prefer a referral.
Psychotherapy has been shown to have benefits for those who undertake it.  It often leads to reduction of
feelings of distress, and to better relationships and resolution of specific problems.

Children do not have the cognitive ability to benefit from “talk” therapy as do adults.  If I am seeing your
child(ren), most sessions will include different forms of play therapy.  Such avenues as games, stories, sandtray,
puppetry, or arts will be used to allow the child to do his/her therapy work.

Physical Examination

It is strongly recommended that each client obtain a thorough physical exam prior to commencing therapy. This
is especially important if you are suffering from symptoms of anxiety or depression, headaches, and/or weight
gain/loss.  Symptoms may be biologically caused or may be there for a protective reason.  With your prior
authorization I will communicate with other health care providers for the sole purpose of coordinating
medical/behavioral care.

Appointment Scheduling and Cancellation Policies

Sessions are typically scheduled to occur one time per week at the same time and day if possible.  I may suggest
a different amount of therapy depending on the nature and severity of your concerns.  Your consistent
attendance greatly contributes to a successful outcome. In order to cancel or reschedule an appointment, you
must notify me at least 24 hours in advance of your appointment.  If you do not provide at least 24 hours notice
in advance, you will be charged a $120 cancellation or no show fee.  Please understand that your insurance
company will not pay for missed or cancelled sessions.
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Fees and Insurance

The fee for service is $120.00 per individual or conjoint (marital/family) therapy session, unless otherwise
agreed upon.  Individual and conjoint sessions are approximately 50 minutes in length.

Please inform me if you wish to utilize health insurance to pay for services.  If I am a contracted provider for
your insurance company, we will discuss the procedures for billing your insurance.  The amount of
reimbursement and the amount of any co-payments or deductible depends on the requirements of your specific
insurance plan.  You should be aware that insurance plans generally limit coverage to certain diagnosable
mental conditions.  You should also be aware that you are responsible for verifying and understanding the limits
of your insurance coverage.  Although I am happy to assist your efforts to seek insurance reimbursement, I am
unable to guarantee whether your insurance will provide payment for the services provided to you.  Please
discuss any questions or concerns that you may have about this at the beginning of treatment.

If for some reason you find that you are unable to continue paying for your therapy, please inform me as soon as
possible and I will help you to consider any options that may be available to you at that time.

Returned Check Fee

There is a twenty-five dollar ($25.00) service charge for all checks returned by the bank.

About the Therapy Process

It is my intention to provide services that will assist you in reaching your goals.  Based upon the information
that you provide and the specifics of your situation, I will provide recommendations to you regarding your
treatment.  I believe that therapists and patients are partners in the therapeutic process.  You have the right to
agree or disagree with my recommendations.  I will also periodically provide feedback to you regarding your
progress and will invite your participation in discussion.

Due to the varying nature and severity of problems and the individuality of each patient, I am unable to predict
the length of your therapy or to guarantee a specific outcome or result.

Termination of Therapy

The length of your treatment and the timing of the eventual termination of your treatment depend on the
specifics of your treatment plan and the progress you achieve.  It is a good idea to plan for your termination, in
collaboration with me.  I will discuss a plan for termination with you as you approach the completion of your
treatment.

You may discontinue therapy at any time.  If you or I determine that you are not benefiting from treatment,
either of us may elect to initiate a discussion of your treatment alternatives.  Treatment alternatives may include,
among other possibilities, referral, changing your treatment plan, or termination of your therapy.

Litigation Limitation

Due to the nature of the therapeutic process and the fact that if 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 proceeding
(such as, but not limited to divorce and custody disputes, injuries, lawsuits, etc.) neither you (client) nor your
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attorney, nor anyone else acting on your behalf will call me to testify in court or any others proceeding, nor will
a disclosure of the psychotherapy records be requested.

IF YOU HAVE ANY QUESTIONS ABOUT MY OFFICE POLICIES OR ABOUT PSYCHOTHERAPY,
PLEASE ASK BEFORE SIGNING BELOW.  YOUR SIGNATURE INDICATES THAT YOU HAVE READ
MY POLICIES AND AGREE TO ENTER THERAPY UNDER THESE CONDITIONS.  FURTHER, IT
INDICATES YOUR UNDERSTANDING THAT I MAY TERMINATE THERAPY IF YOU DO NOT
COMPLY WITH THE POLICIES OR IF I FEEL YOU ARE NOT BENEFITTING FROM TREATMENT

Client/Parent
Signature  ___________________________________________ Date:  ______________

Spouse’s Signature ____________________________________ Date: ______________

I have reviewed this agreement with the client(s) listed above.

Clinician ____________________________________________ Date: ______________
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