[image: image1.jpg]() SYSTEMIC WELLNESS




Please read through the following informed consent agreement. What follows is a basic understanding between client and therapist. In general, what are listed below are the responsibilities and obligations of your therapist, and also some expectations of you as the client. Upon signing this document, it will represent an agreement between you and Systemic Wellness as your treatment provider. This document also contains important information about our professional services and business policies. Do not sign the informed consent unless you completely understand and agree to all aspects. If you have any questions, please discuss with your treatment providers. 
Voluntary Participation: All clients voluntarily agree to treatment, and accordingly may terminate outpatient therapy session any time without penalty. Intensive Outpatient Program requires 48-hour notice to avoid penalty fees. This time allows you to discuss your treatment options with your peers and treatment providers.

Client Involvement: All clients are expected to show up to appointments on time, prepared to focus on and discuss therapy goals and issues, and will not attend while under the influence of drugs. All clients are expected to be open and honest so your therapist can assist you with your goals. In order to make the most of your treatment, you will benefit from practicing skills at home, attending additional therapy sessions and/or support groups.

Therapist Involvement: Your therapist will be prepared at the designated time, (barring emergencies), and will be attentive and supportive in meeting the therapy goals and do everything possible to assist you in achieving a greater sense of self-awareness and work toward helping you resolve problem areas. 
Guarantees: Although the majority of people do get better in therapy, some do get worse. Accordingly, your therapist makes no guarantee of results. It is not possible to guarantee results such as: becoming happier, saving marriages, stopping drug abuse, becoming less depressed, and so forth. 
Risks of Therapy: Counseling may stimulate painful memories, unanticipated changes in your life, and uncomfortable feelings like sadness, guilt, anger, frustration, loneliness, and helplessness. In some cases client’s symptoms become worse during the course of therapy, occasionally necessitating hospitalization. Another risk of therapy is that throughout the process of therapeutic change it is not uncommon for clients to reach a point of change where they may feel they are different and no longer able to be the same person they were upon entering therapy. At times these feelings can be unsettling. 
Benefits of Therapy: The benefits of therapy can include: a higher level of functional coping, solutions to specific problems, new insights into self, more effective means of communicating in relationships, symptomatic relief, and improved self-esteem. 
Credentials and Qualifications: Counselors at Systemic Wellness hold a variety of degrees and is licensed in the state of Illinois. 
Colleague Consultation: In keeping with standards of practice, your therapist may consult with other mental health professionals regarding care and management of cases. The purpose of this consultation is to ensure quality of care. Your therapist will maintain complete confidentiality and protect your identity by not using real names or any identifying information. 
Confidentiality and Privilege: The information and content shared in therapy will remain confidential, except as noted in the next section: Exceptions to Confidentiality and Privilege. Your information will not be shared with anyone without your written consent. Your information is also privileged, which means that your therapist is free from the duty to speak in court about your counseling unless you waive that right, or a judge orders it. 
Exceptions to Confidentiality and Privilege: As a mandated reporter in the state of Illinois your therapist is legally obligated to violate confidentiality under the following circumstances: abuse, under the influence while pregnant, sexual misconduct by others, danger to yourself or others. 
Custody Issues & Therapy for Minors: It is the policy that for minor children, where legal custody is split (joint) between parents or guardians who are no longer married or cohabiting, we need signed Releases of Information from both parents.
Ethical Guidelines: Your counselor follows the American Psychological Association (APA) ethical guidelines.
Medical Records: You have the right to review your medical record however you do not own them; they are owned by Systemic Wellness and will be kept on file under HIPAA guidelines. If you are under the age 18, your parents have the right to review your medical records. 
Disputes and Complaints: Any disputes or complaints that cannot be resolved between the client and therapist can be directed towards the licensure of the therapist.
Emergency Contact: In the event of any mental health or substance abuse emergency, we encourage you to contact 911. 
Administrative Discharge: If your treatment team feels you are no longer benefiting from therapy or your therapist feels there is a conflict in values they may discuss termination. If you desire additional counseling your therapist will provide you with a referral competent to address your concerns. 
Cancellation Policy: If you fail to attend your scheduled appointment or give less than a 24 hour notice, your card on file will be charged $75.00.
As the client, my signature below indicates that I have been provided a copy of the Informed Consent for Therapy Agreement. My signature below confirms my understanding of all the rules and responsibilities of both the client and the therapist. My signature constitutes my agreement and compliance to this document. I, as well as my clinician, will abide by the stipulations listed herein.
Signature: ______________________________________________________             Date: ________________________

Signature of Parent/Guardian: ______________________________________
       Date: ________________________

Witness: _______________________________________________________              Date: ________________________
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