Shana Sutcliffe, LPC, NCC
Pearland, Texas
Phone: (281) 948-5355

CLIENT REGISTRATION
Today’s Date: _________________

How did you find me? _______________________

Client’s Name: ________________________________________________________________
Date of Birth: _____________________________

Age as of today: _______________

Social Security #: __________________________

Drivers License #: ______________

Home Address: ________________________________________________________________
City: ___________________________

State: _____________

Phone: ________________________

Email: ___________________________________

Contact you most prefer:

Zip: _____________

Phone call
Text
Email
Other: _______________________________________________

Occupation: _________________________________

Full-time

Part-time

Employer: ____________________________________________________________________
College attended / Degree: _______________________________________________________
If you are currently a student, where do you attend school:_______________________________
Marital Status: Single

Married

In a relationship

How many marriages: ______________________

Divorced

Widowed

Married how long: ______________

Children’s ages and genders: _____________________________________________________
______________________________________________________________________________
______________________________________________________________________________
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MEDICAL INFORMATION
Are you being treated by a physician (PCP, etc) for a medical condition?
YES NO
Who is your physician? __________________________________________________________
For what are you being treated? ___________________________________________________
Current medications: ____________________________________________________________
______________________________________________________________________________

Are you being treated by a psychiatrist?
YES NO
Who is your psychiatrist? ________________________________________________________
For what are you being treated? ___________________________________________________
Current medications: ____________________________________________________________
______________________________________________________________________________

EMERGENCY CONTACT
Name of Emergency Contact: _____________________________________________________
Relationship to Client: __________________________________________________________
Contact Phone Number: _________________________________________________________
By signing, the client is granting consent for the therapist to reach out to their emergency contact
if the need arises (safety concerns, medical emergencies, etc.). The client understands that this is
not consent to discuss therapeutic treatment in general, and will only be used in the case of
emergency.
______________________________________________________________________________
Client Signature
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Date

HISTORY
Have you ever been in therapy before?
YES NO
If so, who did you see and when? __________________________________________________
______________________________________________________________________________
Have you ever received inpatient psychiatric treatment?
YES NO
If so, where and when? __________________________________________________________
______________________________________________________________________________
Have you experienced suicidal thoughts or have you made an attempt (currently or in the past)?
YES NO
______________________________________________________________________________
______________________________________________________________________________
Have you considered harming someone else (currently or in the past)?
YES NO
______________________________________________________________________________
______________________________________________________________________________
What symptoms or feelings are currently causing the most concern for you?
______________________________________________________________________________
______________________________________________________________________________
Describe your sleep – how many hours do you average, how restful do you feel your sleep is, are
there any problems falling or staying asleep, do you have difficulty waking up in the morning?
______________________________________________________________________________
______________________________________________________________________________
Describe your diet – do you eat protein and vegetables every day, eat fast food more than once a
week, drink soda (including diet) more than once a week?
______________________________________________________________________________
______________________________________________________________________________
Have you ever experienced auditory or visual hallucinations?
YES NO
If yes, describe: ________________________________________________________________
______________________________________________________________________________
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Do you have a history of physical or sexual abuse, domestic violence, or other traumatic
experiences?
YES NO
Please explain: ________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
Do you ever drink alcohol or use recreational drugs?
YES NO
If so, how often and how much? ___________________________________________________
______________________________________________________________________________
Do you ever use prescription medications in amounts over the recommended dose or that do are
not prescribed to you in particular?
YES NO
If yes, what do you take, how often, and how much?
______________________________________________________________________________
______________________________________________________________________________
Have you ever been in rehab for alcohol, drugs, or prescription medications?
YES NO
Describe: _____________________________________________________________________
______________________________________________________________________________
Do you have a history of excessive behaviors (gambling, video gaming, reckless driving,
overspending, etc.)?
YES NO
Describe: _____________________________________________________________________
______________________________________________________________________________
THERAPY GOALS
Why did you decide to enter therapy now? __________________________________________
_____________________________________________________________________________
What are your top three goals for therapy – what would you most like to see accomplished?
______________________________________________________________________________
______________________________________________________________________________
What do you think are your greatest strengths? _______________________________________
______________________________________________________________________________
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Shana Sutcliffe, LPC, NCC
2006 Broadway, Suite 104
Pearland, TX 77581
Phone: (281) 948-5355

POLICIES AND CONSENT FOR COUNSELING
Thank you for choosing me as your counselor. This document is designed to inform you of my
background and to explain the boundaries of our professional relationship. I am a Licensed
Professional Counselor with training in working with adults, couples, and groups. I hold a
Master’s Degree in Counseling from the University of Houston-Clear Lake; I have been fully
licensed since 2010 and in private practice since 2012.
PLEASE INITIAL EACH SECTION AS YOU READ IT. Feel free to ask questions at any
time.
__________ Goals of Therapy: Counseling is a process whereby the counselor helps you
help yourself with the problems you are experiencing. Together, we assess your concerns and
establish goals for counseling. I will not make decisions for you, but will facilitate you reaching
your goal. Counseling may be beneficial for most people, while at the same time there is a risk
for experiencing intense feelings (sadness, anger, fear, guilt, anxiety, etc.). It is important to
remember that these feelings are a natural and normal part of the counseling process. While I am
familiar with a variety of therapeutic approaches and use strategies from many, my primary
approaches are Cognitive-Behavioral and Solution Focused. The idea is to identify the thoughts
that lead to problematic behavior and challenge them in order to form new, healthier behavior
patterns.
__________ Length of Counseling: Each client will have different issues to address in
counseling so there is no set number of sessions you will need to attend. We will decide together
how often you should attend counseling, and for how long. Termination of counseling may occur
at any time and may be initiated by either of us. If there has been no contact with you for 90
days, your file will become inactive but can be reactivated if or when you return to counseling.
__________ Dependent Clients: If a parent or guardian of a child under 18 requests services,
the clinician would need permission from the guardian or parent to counsel that child. However,
I do not provide services for clients under the age of 18. If the client is under the parent’s or
legal guardian’s insurance, financial responsibility for copays and other fees fall on the client
unless otherwise arranged. All rules pertaining to confidentiality apply to clients over the age of
18, regardless of who may be financially responsible for coverage.
___________ Messages: Voicemails, emails, and texts left for me are returned as soon as
possible, generally within 24 hours. If leaving a voicemail, please leave your name and number,
along with the reason for your call. Please know that I do not answer the phone when I am with
clients and I do not have administrative staff or an answering service. Please also understand I
do not provide 24-hour crisis counseling. If you experience an emergency requiring immediate
attention, please call 911 or go to your nearest emergency room.
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__________ Appointments: Counseling sessions are by appointment only, and I am often not
in the office unless I have clients scheduled. The length of the counseling session is usually 4560 minutes. Longer or shorter sessions may be arranged as requested, but may not be covered by
insurance. As an appointment is reserved for you, I ask that you provide 24 hours’ notice if you
are unable to attend an appointment. The late cancellation/no show fee is $50. You are
financially responsible for the missed session unless you have given the proper notice. Insurance
does NOT cover these fees. If you are using EAP, sessions not cancelled within 24 hours will be
deducted from the total number of sessions available. If you are going to be late, please call or
text to let me know. Late start sessions will still end on time. If you are more than 15 minutes
late, the session will be rescheduled unless otherwise agreed.
__________ Counseling Fees: My standard fee for an individual psychotherapy session is
$150.00; couples therapy sessions are $200.00. Sessions that are pre-arranged to be longer or
shorter are pro-rated accordingly. Different fee arrangements have been negotiated with some
managed care companies. Clients agree to a $25 fee for any returned check.
__________ Filing with Insurance: I file with your insurance company as a courtesy to you.
However, you are responsible for all charges that are not paid by your insurance company. In
addition, I do not pre-verify your benefits. The client is expected to know the limits and rules of
their policies, where they stand on deductibles, and what their copay should be prior to the first
session. The client is also expected to update their insurance information if it changes. In
addition, not all insurance policies will cover telehealth; clients should verify with their
insurance company what their telehealth allowances are prior to the first session.
__________ Referrals: Should you or I believe that a referral is needed, I am happy to
provide the names of several other providers in the area. You will be responsible for contacting
them and evaluating their fit with you and your circumstances.
__________ Records: All of our communications become part of your record; records are my
property and are my responsibility to maintain. Adult client records are disposed of seven years
after the file is closed (date of last contact).
__________ Court: If you are attending therapy as a condition of a court case or to fulfill a
court-related requirement, please let me know. I will not serve as an expert witness or provide
testimonial services. If you or your attorney request records, please provide a signed disclosure
release; if a court (not a lawyer) subpoenas documents, I will prepare them accordingly. A $100
document preparation fee will be assessed to your account. If I am subpoenaed to appear in
court, there will be a fee of $2000 per day, plus travel expenses if applicable.
__________ Disability and Workman’s Comp Claims: As of January 1, 2018, I will not
complete short term, long term, or social security disability claims, or Workman’s Comp claims.
These forms are best completed by your primary care physician, psychiatrist, or other medical
professional.
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Confidentiality and Client’s Rights: Clients are assured that confidentiality is protected by
ethical practice and the laws of the State of Texas. There are few exceptions to confidentiality
that are legally mandated. In general terms they include:
__________ a requirement to notify relevant others if a client has any intentions to
harm themselves or another person
__________ a requirement to report any incidence of suspected
abuse/neglect/exploitation of a child, elderly person, or person with a disability
___________ to file insurance or work with a managed care company; information
regarding your treatment, diagnosis, prognosis and the specific issue for which you have
come to treatment are available to the insurance or managed care company
__________ I make every effort to release only the minimum information about you that is
necessary for the purpose requested. Once this information is turned over to the insurance or
managed care company, mandated agency, relevant authority, or entity to whom the client has
granted permission to release information, the counselor has no control over how the information
is to be used.
__________ I am licensed by the State of Texas and will practice ethical and proven
techniques of therapy. For licensure and compliant information, please call: 512-837-6658, or
write to Texas State Board of Examiners of Professional Counselor, 1100 W. 49th street, Austin,
TX 78756-3183
I look forward to being of service to you and encourage you to participate actively and to stay
informed about your counseling process.
Acknowledgement: I have read and understand this document. I recognize that I have the
opportunity now and in the future to discuss any question I may have with my counselor. I
agree to the practices and policies delineated herein. I can request a copy of this
agreement at any time.
Client signature: _____________________________________
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Date: __________________

Shana Sutcliffe, LPC, NCC
2006 Broadway, Suite 104
Pearland, TX 77581
Phone: (281) 948-5355

Notice of Privacy Practices
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION.
PLEASE REVIEW THIS NOTICE CAREFULLY AND INITIAL IN THE SPACE
PROVIDED.
Your health record contains personal information about you and your health. This information
about you that may identify you and that relates to your past, present or future physical or mental
health or condition and related health care services is referred to as Protected Health Information
(“PHI”). This Notice of Privacy Practices describes how I may use and disclose your PHI in
accordance with applicable law, including the Health Insurance Portability and Accountability
Act (“HIPAA”), regulations promulgated under HIPAA including the HIPAA Privacy and
Security Rules, and the Texas State Board of Examiners of Professional Counselors. It also
describes your rights regarding how you may gain access to and control your PHI.
I am required by law to maintain the privacy of PHI and to provide you with notice of our legal
duties and privacy practices with respect to PHI. I am required to abide by the terms of this
Notice of Privacy Practices. I reserve the right to change the terms of our Notice of Privacy
Practices at any time. Any new Notice of Privacy Practices will be effective for all PHI that I
maintain at that time. I will provide you with a copy of the revised Notice of Privacy Practices by
posting a copy on my website, sending a copy to you in the mail upon request or providing one
to you at your next appointment.
HOW I MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU
For Treatment. Your PHI may be used and disclosed by those who are involved in
your care for the purpose of providing, coordinating, or managing your health care treatment and
related services. This includes consultation with clinical supervisors or other treatment team
members. I may disclose PHI to any other consultant only with your authorization.
For Payment. I may use and disclose PHI so that I can receive payment for the
treatment services provided to you. This will only be done with your authorization. Examples of
payment-related activities are: making a determination of eligibility or coverage for insurance
benefits, processing claims with your insurance company, reviewing services provided to you to
determine medical necessity, or undertaking utilization review activities. If it becomes necessary
to use collection processes due to lack of payment for services, I will only disclose the minimum
amount of PHI necessary for purposes of collection.
For Health Care Operations. I may use or disclose, as needed, your PHI in order to
support my business activities including, but not limited to, quality assessment activities,
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employee review activities, licensing, and conducting or arranging for other business activities.
For example, I may share your PHI with third parties that perform various business activities
(e.g., billing or typing services) provided we have a written contract with the business that
requires it to safeguard the privacy of your PHI. For training or teaching purposes PHI will
be disclosed only with your authorization.
Required by Law. Under the law, I must disclose your PHI to you upon your request. In
addition, we must make disclosures to the Secretary of the Department of Health and Human
Services for the purpose of investigating or determining our compliance with the requirements of
the Privacy Rule.
Without Authorization. Following is a list of the categories of uses and disclosures
permitted by HIPAA without an authorization. Applicable law and ethical standards permit me
to disclose information about you without your authorization only in a limited number of
situations.
As a Licensed Professional Counselor in the state of Texas, it is my practice to adhere to more
stringent privacy requirements for disclosures without an authorization. The following language
addresses these categories to the extent consistent with the Texas State Board of Examiners of
Licensed Professional Counselors Code of Ethics and HIPAA.
Child Abuse or Neglect. I may disclose your PHI to a state or local agency that is
authorized by law to receive reports of child abuse or neglect.
Judicial and Administrative Proceedings. I may disclose your PHI pursuant to a
subpoena (with your written consent), court order, administrative order or similar process.
Deceased Patients. I may disclose PHI regarding deceased patients as mandated by
state law, or to a family member or friend that was involved in your care or payment for care
prior to death, based on your prior consent. A release of information regarding deceased patients
may be limited to an executor or administrator of a deceased person’s estate or the person
identified as next-of-kin. PHI of persons that have been deceased for more than fifty (50) years
is not protected under HIPAA.
Medical Emergencies. I may use or disclose your PHI in a medical emergency situation
to medical personnel only in order to prevent serious harm. I will try to provide you a copy of
this notice as soon as reasonably practicable after the resolution of the emergency.
Family Involvement in Care. I may disclose information to close family members or
friends directly involved in your treatment based on your consent or as necessary to prevent
serious harm.
Health Oversight. If required, I may disclose PHI to a health oversight agency for
activities authorized by law, such as audits, investigations, and inspections. Oversight agencies
seeking this information include government agencies and organizations that provide financial
assistance to the program (such as third-party payors based on your prior consent) and peer
review organizations performing utilization and quality control.
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Law Enforcement. I may disclose PHI to a law enforcement official as required by law,
in compliance with a subpoena (with your written consent), court order, administrative order or
similar document, for the purpose of identifying a suspect, material witness or missing person, in
connection with the victim of a crime, in connection with a deceased person, in connection with
the reporting of a crime in an emergency, or in connection with a crime on the premises.
Specialized Government Functions. I may review requests from U.S. military
command authorities if you have served as a member of the armed forces, authorized officials for
national security and intelligence reasons and to the Department of State for medical suitability
determinations, and disclose your PHI based on your written consent, mandatory disclosure laws
and the need to prevent serious harm.
Public Health. If required, I may use or disclose your PHI for mandatory public health
activities to a public health authority authorized by law to collect or receive such information for
the purpose of preventing or controlling disease, injury, or disability, or if directed by a public
health authority, to a government agency that is collaborating with that public health authority.
Public Safety. I may disclose your PHI if necessary to prevent or lessen a serious and
imminent threat to the health or safety of a person or the public. If information is disclosed to
prevent or lessen a serious threat it will be disclosed to a person or persons reasonably able to
prevent or lessen the threat, including the target of the threat.
Research. PHI may only be disclosed after a special approval process or with your
authorization.
Fundraising. We may send you fundraising communications at one time or another.
You have the right to opt out of such fundraising communications with each solicitation you
receive.
Verbal Permission. I may also use or disclose your information to family members that
are directly involved in your treatment with your verbal permission.
With Authorization. Uses and disclosures not specifically permitted by applicable law
will be made only with your written authorization, which may be revoked at any time, except to
the extent that I have already made a use or disclosure based upon your authorization. The
following uses and disclosures will be made only with your written authorization: (i) most uses
and disclosures of psychotherapy notes which are separated from the rest of your medical record;
(ii) most uses and disclosures of PHI for marketing purposes, including subsidized treatment
communications; (iii) disclosures that constitute a sale of PHI; and (iv) other uses and disclosures
not described in this Notice of Privacy Practices.
YOUR RIGHTS REGARDING YOUR PHI
You have the following rights regarding PHI we maintain about you. To exercise any of these
rights, please submit your request in writing to the Privacy Officer, Shana Sutcliffe, at 2006
Broadway, Suite 104, Pearland, TX 77581.
Right of Access to Inspect and Copy. You have the right, which may be restricted only
in exceptional circumstances, to inspect and copy PHI that is maintained in a “designated record
set”. A designated record set contains mental health/medical and billing records and any other
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records that are used to make decisions about your care. Your right to inspect and copy PHI will
be restricted only in those situations where there is compelling evidence that access would cause
serious harm to you or if the information is contained in separately maintained psychotherapy
notes. I may charge a reasonable, cost-based fee for copies. If your records are maintained
electronically, you may also request an electronic copy of your PHI. You may also request that a
copy of your PHI be provided to another person.
Right to Amend. If you feel that the PHI I have about you is incorrect or incomplete,
you may ask me to amend the information although we are not required to agree to the
amendment. If I deny your request for amendment, you have the right to file a statement of
disagreement with me. I may prepare a rebuttal to your statement and will provide you with a
copy. Please contact the Privacy Officer if you have any questions.
Right to an Accounting of Disclosures. You have the right to request an accounting of
certain of the disclosures that I make of your PHI. I may charge you a reasonable fee if you
request more than one accounting in any 12-month period.
Right to Request Restrictions. You have the right to request a restriction or limitation
on the use or disclosure of your PHI for treatment, payment, or health care operations. I am not
required to agree to your request unless the request is to restrict disclosure of PHI to a health plan
for purposes of carrying out payment or health care operations, and the PHI pertains to a health
care item or service that you paid for out of pocket. In that case, I am required to honor your
request for a restriction.
Right to Request Confidential Communication. You have the right to request that I
communicate with you about health matters in a certain way or at a certain location. I will
accommodate reasonable requests. I may require information regarding how payment will be
handled or specification of an alternative address or other method of contact as a condition for
accommodating your request. I will not ask you for an explanation of why you are making the
request.
Breach Notification. If there is a breach of unsecured PHI concerning you, I may be
required to notify you of this breach, including what happened and what you can do to protect
yourself.
Right to a Copy of this Notice. You have the right to a copy of this notice.
COMPLAINTS
If you believe I have violated your privacy rights, you have the right to file a complaint
in writing with our Privacy Officer, Shana Sutcliffe, LPC, at 2006 Broadway, Suite 104,
Pearland, TX 77581. You may also file a complaint in writing to the Secretary of Health and
Human Services at 200 Independence Avenue, S.W. Washington, D.C. 20201 or by calling
(202) 619-0257. I will not retaliate against you for filing a complaint.
The effective date of this Notice is August 6, 2014.

______________________________________________________________________________
Client’s Signature
Date
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Shana Sutcliffe, LPC, NCC
2006 Broadway, Suite 104
Pearland, TX 77581
Phone: (281) 948-5355

Email and Texting Consent
HIPAA regulations and my professional Code of Ethics both require that I keep your Protected
Health Information private and secure. Email and text are convenient ways to manage
administrative concerns, such as scheduling appointments, but neither are 100% secure. Some of
the potential risks include misdelivery of email or text due to incorrectly typed address or phone
number, “hacking,” which gives a third party access to email content and addresses, and
internet/phone/email providers keeping copies of communications on their servers (which then
may be accessible by their employees).
For these reasons, I will not discuss clinical issues (the things we talk about during sessions)
via text or email. If you are comfortable with email and text, and understand the risks involved,
I’m happy to use those methods to address administrative concerns (e.g., scheduling, billing,
etc). If you are NOT comfortable using email or text, we can address those issues over the phone
or in person.
I regularly delete texts and emails from clients so that they are not visible from my phone or
computer, in case either of those devices is used by someone else. In addition, I will make every
effort to call or meet with you before resorting to either of these alternative means of
communication. Furthermore, I will not send mass emails or texts (emails or texts to more than
one person at a time), and these methods will not be used for marketing purposes. I do not add
clients to my contacts, so your name will not come up if you call or text – the only information
visible on the screen will be your phone number.
Please indicate your preference about email and text below.
__________ I consent to the use of EMAIL for administrative matters, and agree to
reserve clinical concerns for in-person or phone contact. If you DO NOT consent, leave this
line BLANK.

++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++
__________ I consent to the use of TEXT messages for administrative matters, and agree
to reserve clinical concerns for in-person or phone contact. If you DO NOT consent, leave
this line BLANK.

SIGNATURE
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DATE

Shana Sutcliffe, LPC, NCC
2006 Broadway, Suite 104
Pearland, TX 77581
Phone: (281) 948-5355

INSURANCE/EMPLOYEE ASSISTANCE PROGRAM
RELEASE
Name of Policy Holder: _________________________________________________________
Relationship to client (self, spouse, parent, etc): ______________________________________
Policy Holder SS#: __________________________

DOB: ________________________

Policy Holder Employer: ________________________________________________________
Name of Insurance Company: ____________________________________________________
ID or Policy #: ___________________________

Group #: _____________________

If using Employee Assistance Program
Name of EAP: ______________________________

Authorization #: _______________

I, the undersigned, certify that I (and/or my dependents) have coverage as designated above and
assign directly to Shana Sutcliffe, MA, LPC, NCC all insurance benefits, if any, otherwise
payable to me for services rendered. I hereby authorize Shana Sutcliffe, MA, LPC to release any
information necessary to secure payment of benefits. I authorize this signature on all insurance
submissions. I also understand that I am responsible for all fees, including denied claims
and changes in copay amounts.
Signature and Date: _____________________________________________________________

INSURANCE OPT-OUT
I, the undersigned, am either uninsured, choose not to use my insurance to cover these services,
or am covered by an insurance not accepted by Shana Sutcliffe, MA, LPC. I understand that if I
become insurance or want to use my insurance to cover services, it will cover services going
forward but not retroactively.
Signature and Date: _____________________________________________________________
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Shana Sutcliffe, MA, LPC
2006 Broadway, Suite 104
Pearland, TX 77581
Phone: (281) 948-5355

POLICY FOR NO SHOW/LATE CANCEL
AND OUTSTANDING BALANCE DUE
When an appointment is reserved for you, I require notice at least 24 hours in advance if you are
unable to attend your appointment. I understand that emergencies happen, and will be happy to
work with you in those situations.
I UNDERSTAND THAT I WILL BE RESPONSIBLE FOR A MISSED APPOINTMENT
FEE OF $50. IN ADDITION, I UNDERSTAND THAT I WILL BE RESPONSIBLE FOR
ANY UNPAID BALANCE, INCLUDING CLAIMS UNPAID BY MY INSURANCE.

____________________________________________________________________________
CLIENT SIGNATURE

DATE

******************************************************************************

In an effort to prevent outstanding balances for late cancellations/no shows, copays, or other
fees, I ask that a credit or debit card be provided. I will not store this information electronically
and will provide a receipt if requested.
NAME AS IT APPEARS ON CARD: _____________________________________________

CREDIT CARD NUMBER: _____________________________________________________

EXPIRATION DATE: _________________________

SECURITY CODE: ___________

I CONSENT TO HAVING MY CREDIT CARD USED FOR THE PURPOSE OF
PAYING MY ACCOUNT BALANCE WITH SHANA SUTCLIFFE, LPC.
SIGNATURE and DATE: _______________________________________________________
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NOTICE OF CHANGE OF INSURANCE STATUS
I am currently on several insurance and EAP panels. However, there is a plan in place to
gradually separate from those panels. The reasons for this change are varied, and, I believe, can
be beneficial to the client:
•

•

•

•

•

Increased confidentiality – I am unable to control a client’s information after it’s
submitted to the insurance company. Insurance and EAPs are also free to audit my
records and/or request additional clinical information that I cannot decline to provide as a
contracted clincian.
Increased flexibility – I would love to offer shorter sessions, longer sessions, sessions
held in the park as we walk, sessions conducted via webcam or phone, and a number of
other delivery methods. Few if any of these are covered under traditional insurance/EAP
arrangements.
Increased autonomy – Insurance and EAPs often limit the number of sessions a client is
able to receive under the parameters of the policy and insurance panels can deny
coverage for sessions for a number of reasons. I feel that clients are better served when
the client and therapist can determine how long therapy will last and under what
conditions.
Increased predictability – Insurance coverage changes if the client changes jobs, the
company changes providers, the policy gets modified, etc. Clients are also often
responsible for a far greater portion at the beginning of the year while they are working
on meeting their deductible. I believe clients are better served when there is
predictability and no fluctuations in the amount they’ll be charged for each session,
regardless of the time of year, whether or not they keep their job or coverage, and are not
at risk for sudden policy shifts.
Decreased reliance on the medical model – Filing for insurance requires a client to
receive a diagnosis, essentially a medical code for “what’s wrong” with the client.
Though diagnoses are helpful to communicate between providers about what symptoms
might be exhibited, I do not believe they always appropriate or useful for the client. In
addition, I do not operate from a “what’s wrong” perspective, preferring not to
pathologize the often fairly common human experiences for which people seek
counseling.

I understand that people pay a lot of money for their insurance benefits and absolutely
understand wanting to use them. I will work with all of my clients to go through the process as
painlessly as possible and will make every effort to give ample warning when a contract is set to
expire. In addition, I will have referrals available for clinicians in the area who do accept
insurance and never want it to be the prohibiting factor in whether or not the client seeks
counseling.
SIGNATURE and DATE: _______________________________________________________
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Shana Sutcliffe, MA, LPC
Pearland, TX 77581
Phone: (281) 948-5355

Informed Consent for Teletherapy
1. Teletherapy is the engagement of therapy services via face-to-face video transmission or over-the-phone
communication. It’s being offered as an alternative to in-person counseling. You have a right to decline at any
time. Please know, however, that your therapist is not offering in-person therapy in the foreseeable future. If
in-person counseling is required, your therapist will make appropriate referrals.
2. All policies and agreements outlined in my intake forms apply to teletherapy services. The laws that protect
the confidentiality of your personal information apply to teletherapy. There are certain exceptions to
confidentiality, which include, but are not limited to: reporting child and vulnerable adult abuse; imminent
harm to yourself or others; as a part of legal proceedings when information is requested by a court of law. All
other non-mandated disclosures require client consent, gained by completing a Release of Information form.
4. As with any form of mental health treatment, it is not a guarantee that teletherapy will be an effective form
of treatment. Teletherapy may not be as complete as in-person therapy. If your therapist assesses at any point
that teletherapy is not effective in helping you reach your therapy goals, your therapist may terminate
teletherapy services. If teletherapy services are terminated for any reason, your therapist will discuss another
plan with you in order for you to receive appropriate mental health services.
5. All attempts to keep information confidential and secure while using teletherapy services will be made.
While doxy.me is a secure platform, a guarantee of 100% confidentiality and security cannot be made due to
the inherent nature of technology and the internet. There are inherent risks to participating in teletherapy
services, which include, but are not limited to: the disruption of communication due to technological issues;
the interruption of personal information by unauthorized figures.
6. Certain protocols are in place in the event of an emergency or crisis situation. Emergency or crisis
situations include, but are not limited to: thoughts about hurting or harming yourself or others; having
uncontrolled psychotic symptoms; being in a life-threating situation; abusing drugs or alcohol in an unsafe
manner. By participating in teletherapy services, you agree to take the appropriate measures to ensure your
safety and the safety others. These measures include, but are not limited to: calling 911; contacting the
National Suicide Prevention Lifeline (1-800-273-8255) or another crisis service; going to the nearest hospital
or crisis facility. In the event of an emergency or crisis situation, your therapist may take the above measures
on your behalf.
7. Teletherapy requires the use of a computer, laptop, tablet, or telephone/cellular device. You are responsible
for ensuring proper connection, a disruption-free environment, and a properly charged device. If your session
time does not go the full length of session due to a non-connectivity, non-emergency interruption (which
includes, but is not limited to: background noise or distractions; taking another call; device losing power;
choosing to pause or end session), you may still be charged the full fee of session.
Your signature below serves as an acknowledgement that you have received the above form, you understand the
information provided, and you agree to its terms.
_____________________________________________
Client / Legal Guardian Signature

____________________
Date

