Megan Allen, Ph.D. 
Licensed Psychologist #22150
849 Menlo Ave
Menlo Park CA 94025
650-503-3175

Contract and Consent for Psychological Services

Name of Child: _________________________

[bookmark: _GoBack]Date of Birth: __________________________

This document contains important information about the professional services and business policies of Dr. Megan Allen.  Please read it carefully and note questions that arise so they can be addressed.  When you sign this document, it represents an agreement between us.  

I authorize Megan Allen, Ph.D. to see my child for psychological evaluation and/or treatment.  In authorizing these services I understand that: 

1. Assessment: Dr. Allen will select assessment tools based on the referral question and inform the parents of the nature and purpose of the assessment tools to be used.  At the end of the assessment, she will meet with the parents to share the general results and any recommendations about the child’s need for additional services.  To protect the child’s privacy and confidentiality of standardized tests, she will not share the actual content of the child’s responses, but will describe the findings in sufficient detail as to provide an understanding of the results. 
2. Treatment: If the child is referred for treatment, the first few sessions will involve an evaluation of the child’s current problems, concerns, and needs. At the end of the evaluation period, Dr. Allen will discuss her clinical impressions and recommended approach to treatment with the parents. During this evaluation period, it is important both Dr. Allen and the parents/child determine if she is the best person to provide the services needed to meet specific treatment goals.  If indicated, a referral to a more appropriate therapist will be provided (e.g., the presenting problem is outside of the scope of Dr. Allen’s clinical expertise). The therapeutic goals will involve collaboration between Dr. Allen, the parents, and the child. She will meet with the parents at regular intervals to inform them of their child’s progress and discuss ways to provide additional support at home and school.  To protect the child’s privacy, she will not share the actual content of the therapy unless the child has agreed that specific information can be shared, or when sharing information necessary for the safety of the child. Treatment typically ends when Dr. Allen and the parents jointly determine the child has achieved satisfactory progress in achieving the treatment goals.
3. Confidentiality: The information obtained during the course of the evaluation or treatment is confidential and will not be shared with others without written consent.  The only exceptions are in the case of a court order or if there is a concern about the safety of the child or others.  If it should be necessary to release information in an exceptional circumstance, every effort will be made to discuss the situation with the parents/child prior to the release of the information. 
4. Record Keeping: The laws and standards for psychologists require that Dr. Allen keep treatment records.  These may include information about diagnosis, therapy goals, progress in treatment, documentation of mandated disclosures, and other information.  Clients have a right to view their records unless doing so would be likely to cause substantial harm or endangerment. 
5. Minors: For minors under the age of 18, the law may provide parents or legal guardians the right to examine treatment records.  It is Dr. Allen’s policy to request a verbal agreement from parents to permit confidentiality between Dr. Allen and clients under the age of 18.  If parents agree, Dr. Allen will provide only general information about the work together, or further details as appropriate and/or agreed upon by the minor.  However, if there is a  high risk that the minor may harm themselves or someone else, Dr. Allen will notify parents of her concern.  Before giving parents information Dr. Allen will discuss the matter with the minor, if possible, and do her best to handle any objections the minor may have about what she is prepared to discuss with the parents. 
6. Professional Fees: 
Therapy: the fee for a 45-50 minute therapy session is $180.  The same rate will apply on a prorated basis to additional professional services such as school visits, consultations with other professionals, extended phone calls (over 5 minutes in length), and other miscellaneous activities.  

Assessment: Evaluation sessions are billed at $260 per hour.  Scoring of psychological tests and rating forms are also billed at $260 per hour.  This fee also covers brief telephone conversations with the child’s pediatrician or teacher, review of records, travel time, and report writing.  

Legal Proceedings: Should Dr. Allen’s participation be required in legal proceedings, her fee will be doubled. 

Payment: Payment is expected at the time of the session.  Payment can be in the form of cash or check.  Late payments in excess of one month overdue will be assessed a finance charge of $25 per month. Dr. Allen will mail out receipts at the end of each calendar month. 
7. Insurance Reimbursement: Certain health insurance policies will provide some coverage for out of network mental health treatment and/or assessment.  This usually occurs as reimbursement for fees you have already paid for clinical services. Dr. Allen will complete forms and provide parents with any information they may need to receive these benefits; however, please be aware that it is the client’s responsibility to provide payment before submitting this information to the insurance company. Because not all clinical services are covered by every insurance provider, it is important that each client find out exactly what services their insurance policy covers at the outset of evaluation or treatment. Please be aware that most insurance companies require psychologists to provide them with certain information regarding the client’s treatment (e.g., diagnosis, treatment plan, treatment summary, fees). If Dr. Allen is required to provide information about treatment to an insurance company for purposes of fee reimbursement, she will first request your authorization and written consent for release of this information.
8. Cancellations and Missed Appointment: If you wish to change a scheduled appointment, it is important that you provide at least 24 hours advance notice, in order to avoid being billed for the session. Appointments canceled within this 24- hour window will be billed at half the rate for the first cancellation and the full rate if another cancellation is made within 24 hours.  
9. Contacting me:  You may contact Dr. Allen at 650-503-3175.  Although Dr. Allen is not often immediately available by phone, she checks her voicemail on a regular basis and returns calls Monday, Tuesday, and Friday of the week (with the exception of holidays). If there is an emergency or you feel that you cannot wait for Dr. Allen to return your call, dial 911 or proceed to your nearest emergency room immediately.
Your signature below indicates that you have read and understand the information in this document and agree to abide by its terms.

______________________________        	________________________________
Signature of Parent/Guardian		        	Date

____________________________________
Printed Name of Parent/Guardian
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