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INFORMED CONSENT FOR THERAPY 

General Information 
 
The therapeutic relationship is unique in that it is a highly personal and at the same 
time, a contractual agreement. Given this, it is important for us to reach a clear 
understanding about how our relationship will work, and what each of us can expect. 
This consent will provide a clear framework for our work together. Feel free to discuss 
any of this with me. Please read and indicate that you have reviewed this information 
and agree to it by initialing where indicating, and signing at the end of this document. 
 
The Therapeutic Process 

You have taken a very positive step by deciding to seek therapy. The outcome of your 
treatment depends largely on your willingness to engage in this process, which may, at 
times, result in unpleasant emotions. While I cannot promise that your behavior or 
circumstance will change, I promise to support you and do my very best to understand 
and help you. 

INFORMED CONSENT FOR PSYCHOLOGICAL EVALUATIONS 

Dr. Crawford-Thompson is a Licensed Clinical Psychologist with over twelve years of 
experience in evaluations and counseling with adults who have a variety of concerns. 
People who participate in her evaluations typically find this to be a very helpful and 
informative experience. Every effort will be made to make this a positive experience for 
you. 

Our psychological evaluations take place over three visits: 

1. An initial appointment of approximately 1-1.5 hours in which you share your goals 
and hopes for the process, and Dr. Crawford-Thompson asks you questions to 
obtain a complete history. You are welcome to bring a caseworker, spouse, 
parent, or other close family member or friend with you for support and to help 
share information. You will also have the opportunity to ask questions and share 
any concerns you might have about the process. 

2. Depending on the questions you or your referring provider has, please allow for 
3-4 hours for the second appointment. You will meet by yourself with Dr. 
Crawford-Thompson for this appointment. This appointment is individualized 
according to your needs, but typically consists of completing questionnaires and 
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other standardized psychological tests and assessment measures. Please bring 
necessary eyeglasses or hearing aids. Breaks and snacks will be offered, and 
every effort will be made to ensure your comfort. 

3. The third visit is an appointment with Dr. Crawford-Thompson in which you will 
receive verbal and written feedback on your results. You are welcome to bring a 
caseworker, spouse, parent, or other close family member or friend with you. You 
will be given a detailed, thorough report that details specific diagnoses and 
treatment recommendations. An hour is allotted to review results and discuss any 
questions or concerns you might have, but Dr. Crawford-Thompson is happy to 
talk with you further by phone if questions arise after this appointment. If you 
currently have a mental health treatment provider, they will also receive a copy of 
your evaluation report, and if you were referred for this service by a provider, that 
provider will also receive a copy of the evaluation report. 

CONFIDENTIALITY 
 
The session content and all relevant materials to the client’s treatment will be held 
confidential unless the client requests in writing to have all or portions of such content 
released to a specifically named person/persons. Limitations of such client held 
privilege of confidentiality exist and are itemized below: 
 

1. If a client threatens or attempts to commit suicide or otherwise conducts him/her 
self in a manner in which there is a substantial risk of incurring serious bodily 
harm. 

2. If a client threatens grave bodily harm or death to another person. 
3. If the therapist has a reasonable suspicion that a client or other named victim is 

the perpetrator, observer of, or actual victim of physical, emotional or sexual 
abuse of children under the age of 18 years. 

4. Suspicions as stated above in the case of an elderly person who may be 
subjected to these abuses. 

5. Suspected neglect of the parties named in items #3 and # 4. 
6. If a court of law issues a legitimate subpoena for information stated on the 

subpoena. 
7. If a client is in therapy or being treated by order of a court of law, or if information 

is obtained for the purpose of rendering an expert’s report to an attorney. 
8. Other circumstances as detailed in the Notice of Privacy Practices.  

Occasionally I may need to consult with other professionals in their areas of expertise in 
order to provide the best treatment for you. Information about you may be shared in this 
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context without using your name or other identifying information.  Please also see the 
Notice of Privacy Practices for additional information. 

UNDERSTANDING OF MEDICARE OPT-OUT 

If I am a Medicare beneficiary, I understand that Dr. Emily Crawford-Thompson has 
opted out of Medicare, which means that I accept full responsibility for payment of 
charges for all services rendered.  I understand that Medicare limits do not apply to 
what Dr. Emily Crawford-Thompson may charge for services.  I agree not to submit a 
claim to Medicare, Medigap, or other supplemental plans, or to ask Dr. Emily Crawford-
Thompson to submit a claim to Medicare, Medigap, or other supplemental plans.  I 
understand that Medicare, Medigap, and other supplemental plans will not provide 
payment for any services provided by Dr. Emily Crawford-Thompson, even those 
services that would have otherwise been covered by Medicare, Medigap, or other 
supplemental plans.  I understand that I have the right to obtain Medicare-covered 
services from a different provider who has not opted out of Medicare, and I am not 
compelled to enter into this private contract.  By signing this consent form, I attest that I 
am not currently in need of emergency or urgent care services.  I have received a copy 
of this consent form prior to receiving services.  Dr. Emily Crawford-Thompson agrees 
to retain a signed copy of this consent form for the duration of the opt-out period, and 
will provide CMS with a copy upon request.   

___________BY INITIALING HERE, I AM AGREEING THAT I HAVE READ, 
UNDERSTOOD AND AGREE TO THE ITEMS CONTAINED IN THIS DOCUMENT. 

Dr. Emily Crawford-Thompson does NOT do court-ordered evaluations including child 

custody evaluations, parenting evaluations, competency evaluations, or other legal or 

forensic evaluations.  Dr. Emily does not do evaluations for the court or assist in legal 

matters. 

__________BY INITIALING HERE, I AM AGREEING THAT I AM NOT IN A CURRENT 
LEGAL SITUATION, AND MY SERVICES ARE IN NO WAY COURT-RELATED. 

By signing below, I am indicating that I have read, understand, and agree to the 
information above, and I have received and reviewed a copy of this “Practice Policies” 
and “Notice of Privacy Practices,” and I understand the content including Limits to 
Confidentiality and Policies regarding late cancellations/no-shows.  These forms are all 
available on our website. A printed version is available upon request. 
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I acknowledge that I have received the information listed above from Columbia 
Psychology Healing Center LLC.  I also understand that it is very important that I read 
this information carefully before our next session.  
 
 
____________________________________________________________________   
Client or Parent/Guardian of Client Signature      
___________ 
 Date 
 
____________________________________________________________________  
Clinician Signature                                                                                                                 
__________ 
Date 
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