Lisa Duez, LCSW, LLC
317 Oﬃce Square Lane
B202
Virginia Beach VA 23462-3650
757-347-8840

1. Informed Consent for Psychotherapy
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 ﬁlling in the checkbox at the end of this
document.

The Thereputic 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 considerable discomfort. Remembering unpleasant
events and becoming aware of feelings attached to those events can bring on strong feelings of anger, depression,
anxiety, etc. There are no miracle cures. I cannot promise that your behavior or circumstance will change. I can promise to
support you and do my very best to understand you and repeating patterns, as well as to help you clarify what it is that you
want for yourself.

Conﬁdentiality
The session content and all relevant materials to the your treatment will be held conﬁdential unless the you request 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 you threaten or attempt to commit suicide or otherwise conducts yourself in a manner in which there is a substantial
risk of incurring serious bodily harm.
2. If you threaten grave bodily harm or death to another person.
3. If the therapist has a reasonable suspicion that you 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.
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 context without using your name. My policies about
conﬁdentiality, as well as other information about your privacy rights, are fully described in a separate document entitled
Notice of Privacy Practices. You have been provided with a copy of that document and we have discussed those issues.
Please remember that you may reopen the conversation at any time during our work together. If we see each other
accidentally outside of the therapy oﬃce, I will not acknowledge you ﬁrst. Your right to privacy and conﬁdentiality is of the
utmost importance to me, and I do not wish to jeopardize your privacy. However, if you acknowledge me ﬁrst, I will be

more than happy to speak brieﬂy with you, but feel it appropriate not to engage in any lengthy discussions in public or
outside of the therapy oﬃce. Due to the importance of your conﬁdentiality and the importance of minimizing dual
relationships, I do not accept friend or contact requests from current or former clients on any social networking site
(Facebook, LinkedIn, etc). I believe that adding clients as friends or contacts on these sites can compromise your
conﬁdentiality and our respective privacy. It may also blur the boundaries of our therapeutic relationship. If you have
questions about this, please bring them up when we meet and we can talk more about it.

Professional Fees
Unless otherwise disussed, the standard fee for the initial intake is $130.00 and each subsequent session is $120.00. I
will bill insurance companies, or provide you with a super bill so that you can receive reimbursement. Insurance beneﬁts
are veriﬁed prior to your session. Please be aware that you are responsible for any fees not covered by your insurance,
including copayments. Any checks returned to my oﬃce are subject to an additional fee of up to $25.00 to cover the
bank fee that I incur. If you refuse to pay your debt, I reserve the right to use an attorney or collection agency to secure
payment. At times, there may be a need for case coordination (writing letters; phone calls). it is my practice to charge this
amount on a prorated basis (I will break down the hourly cost) for other professional services that you may require such as
report writing, telephone conversations that last longer than 15 minutes, attendance at meetings or consultations which
you have requested, or the time required to perform any other service which you may request of me. If am required to
appear in court, the fee is at minimum of $300 for 6 hours of time, which is to be paid prior to the court date. If you
anticipate becoming involved in a court case, I recommend that we discuss this fully before you waive your right to
conﬁdentiality. If your case requires my participation, you will be expected to pay for the professional time required even if
another party compels me to testify. It is my policy to charge a $60.00 no show fee for appointments not canceled within
24 hours. In the event that circumstances arise that could not be helped, the fee will be waived. I will work with you to
reschedule you as soon as possible. As a convenience, I am able to send you text reminder, and you can conﬁrm your
appointments via text. In the event that there are unpaid balances, an invoice will be provided, and payment is due upon
receipt.

Credit Card Authorization
I authorize Lisa Duez, LCSW, LLC to keep my credit card on ﬁle and charge my credit card account for:Charges for
services rendered- Charges for missed appointments (including those not canceled within 24 hours). Balances of
charges not paid by me within 30 days. I understand that I may revoke this agreement at any time by providing a request
in writing. Lisa Duez, LLC agrees to charge only for reasons agreed upon in Psychotherapy, Supervision, or Consultation
agreement. I use a HIPAA complaint services called IVY pay, and/or oﬀer payment through my electronic health record
(TheraNest).

Insurance
In order for us to set realistic treatment goals and priorities, it is important to evaluate what resources you have available to
pay for your treatment. If you have a health insurance policy, it will usually provide some coverage for mental health
treatment. With your permission, my billing service and I will assist you to the extent possible in ﬁling claims and
ascertaining information about your coverage, but you are responsible for knowing your coverage and for letting me know
if/when your coverage changes. Due to the rising costs of health care, insurance beneﬁts have increasingly become
more complex. It is sometimes diﬃcult to determine exactly how much mental health coverage is available. Managed
Health Care plans such as HMOs and PPOs often require advance authorization, without which they may refuse to
provide reimbursement for mental health services. These plans are often limited to short-term treatment approaches
designed to work out speciﬁc problems that interfere with a person’s usual level of functioning. It may be necessary to
seek approval for more therapy after a certain number of sessions. While a lot can be accomplished in short-term therapy,

some patients feel that they need more services after insurance beneﬁts end. Some managed-care plans will not allow
me to provide services to you once your beneﬁts end. If this is the case, I will do my best to ﬁnd another provider who will
help you continue your psychotherapy. You should also be aware that most insurance companies require you to
authorize me to provide them with a clinical diagnosis. (Diagnoses are technical terms that describe the nature of your
problems and whether they are short-term or long-term problems. All diagnoses come from a book entitled the DSM 5.
There is a copy in my oﬃce and I will be glad to let you see it to learn more about your diagnosis, if applicable.). Sometimes
I have to provide additional clinical information such as treatment plans or summaries, or copies of the entire record (in rare
cases). This information will become part of the insurance company ﬁles and will probably be stored in a computer.
Though all insurance companies claim to keep such information conﬁdential, I have no control over what they do with it
once it is in their hands. In some cases, they may share the information with a national medical information databank. I will
provide you with a copy of any report I submit, if you request it. By signing this Agreement, you agree that I can provide
requested information to your carrier if you plan to pay with insurance. In addition, if you plan to use your insurance,
authorization from the insurance company may be required before they will cover therapy fees. If you did not obtain
authorization and it is required, you may be responsible for full payment of the fee. Many policies leave a percentage of the
fee (which is called co-insurance ) or a ﬂat dollar amount ( referred to as a co-payment ) to be covered by the patient.
Either amount is to be paid at the time of the visit by check or cash, or card. In addition, some insurance companies also
have a deductible, which is an out-of-pocket amount, that must be paid by the patient before the insurance companies
are willing to begin paying any amount for services. This will typically mean that you will be responsible to pay for initial
sessions with me until your deductible has been met; the deductible amount may also need to be met at the start of
each calendar year. Once we have all of the information about your insurance coverage, we will discuss what we can
reasonably expect to accomplish with the beneﬁts that are available and what will happen if coverage ends before you
feel ready to end your sessions. It is important to remember that you always have the right to pay for my services yourself
to avoid the problems described above, unless prohibited by my provider contract. If I am not a participating provider for
your insurance plan, I will supply you with a receipt of payment for services, which you can submit to your insurance
company for reimbursement. Please note that not all insurance companies reimburse for out-of-network providers. If you
prefer to use a participating provider, I will refer you to a colleague.

Contacting Me
I am often not immediately available by telephone. I do not answer my phone when I am with clients or otherwise
unavailable. At these times, you may leave a message on my conﬁdential voice mail and your call will be returned as soon
as possible, but it may take a day or two for non-urgent matters. If, for any number of unseen reasons, you do not hear
from me or I am unable to reach you, and you feel you cannot wait for a return call or if you feel unable to keep yourself
safe, 1) contact Community Mental Health Services of Virginia Beach (I can provide these numbers for you and they are
listed in the phone book), 2) go to your Local Hospital Emergency Room, or 3) call 911 and ask to speak to the mental
health worker on call. I will make every attempt to inform you in advance of planned absences, and provide you with the
name and phone number of the mental health professional covering my practice.

Other Rights
If you are unhappy with what is happening in therapy, I hope you will talk with me so that I can respond to your concerns.
Such comments will be taken seriously and handled with care and respect. You may also request that I refer you to
another therapist and are free to end therapy at any time. You have the right to considerate, safe and respectful care,
without discrimination as to race, ethnicity, color, gender, sexual orientation, age, religion, national origin, or source of
payment. You have the right to ask questions about any aspects of therapy and about my training and experience.

Termination of Services

Individuals stop attending therapy for many reasons. If there have not been any sessions in 90 days time, your ﬁle will be
closed and the therapeutic relationship will be terminated. You are welcome to begin services again by scheduling an
appointment.
I understand and agree to these terms of service

2. Notice of Privacy Practices
THIS NOTICE DESCRIBES HOW HEALTH INFORMATION MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS
TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.
I. MY PLEDGE REGARDING HEALTH INFORMATION:
I understand that health information about you and your health care is personal. I am committed to protecting health
information about you. I create a record of the care and services you receive from me. I need this record to provide you
with quality care and to comply with certain legal requirements. This notice applies to all of the records of your care
generated by this mental health care practice. This notice will tell you about the ways in which I may use and disclose
health information about you. I also describe your rights to the health information I keep about you, and describe certain
obligations I have regarding the use and disclosure of your health information. I am required by law to:
• Make sure that protected health information (“PHI”) that identiﬁes you is kept private.
• Give you this notice of my legal duties and privacy practices with respect to health information.
• Follow the terms of the notice that is currently in eﬀect.
• I can change the terms of this Notice, and such changes will apply to all information I have about you. The new Notice will
be available upon request, in my oﬃce, and on my website.
II. HOW I MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU:
The following categories describe diﬀerent ways that I use and disclose health information. For each category of uses or
disclosures I will explain what I mean and try to give some examples. Not every use or disclosure in a category will be listed.
However, all of the ways I am permitted to use and disclose information will fall within one of the categories.
For Treatment Payment, or Health Care Operations: Federal privacy rules and regulations allow health care providers who
have direct treatment relationship with the client to use or disclose the client’s personal health information without the
client’s written authorization, to carry out the health care provider’s own treatment, payment or health care operations. I
may also disclose your protected health information for the treatment activities of any health care provider. This too can be
done without your written authorization. For example, if a clinician were to consult with another licensed health care
provider about your condition, we would be permitted to use and disclose your person health information, which is
otherwise conﬁdential, in order to assist the clinician in diagnosis and treatment of your mental health condition.
Disclosures for treatment purposes are not limited to the minimum necessary standard. Because therapists and other
health care providers need access to the full record and/or full and complete information in order to provide quality care.
The word “treatment” includes, among other things, the coordination and management of health care providers with a
third party, consultations between health care providers and referrals of a patient for health care from one health care
provider to another.
Lawsuits and Disputes: If you are involved in a lawsuit, I may disclose health information in response to a court or
administrative order. I may also disclose health information about your child in response to a subpoena, discovery request,
or other lawful process by someone else involved in the dispute, but only if eﬀorts have been made to tell you about the
request or to obtain an order protecting the information requested.
III. CERTAIN USES AND DISCLOSURES REQUIRE YOUR AUTHORIZATION:
1. Psychotherapy Notes. I do keep “psychotherapy notes” as that term is deﬁned in 45 CFR § 164.501, and any use or
disclosure of such notes requires your Authorization unless the use or disclosure is:
a. For my use in treating you.

b. For my use in training or supervising mental health practitioners to help them improve their skills in group, joint, family, or
individual counseling or therapy.
c. For my use in defending myself in legal proceedings instituted by you.
d. For use by the Secretary of Health and Human Services to investigate my compliance with HIPAA.
e. Required by law and the use or disclosure is limited to the requirements of such law.
f. Required by law for certain health oversight activities pertaining to the originator of the psychotherapy notes.
g. Required by a coroner who is performing duties authorized by law.
h. Required to help avert a serious threat to the health and safety of others.
2. Marketing Purposes. As a psychotherapist, I will not use or disclose your PHI for marketing purposes.
3. Sale of PHI. As a psychotherapist, I will not sell your PHI in the regular course of my business.
IV. CERTAIN USES AND DISCLOSURES DO NOT REQUIRE YOUR AURTHORIZATION. Subject to certain limitations in the law,
I can use and disclose your PHI without your Authorization for the following reasons:
1. When disclosure is required by state or federal law, and the use or disclosure complies with and is limited to the
relevant requirements of such law.
2. For public health activities, including reporting suspected child, elder, or dependent adult abuse, or preventing or
reducing a serious threat to anyone’s health or safety.
3. For health oversight activities, including audits and investigations.
4. For judicial and administrative proceedings, including responding to a court or administrative order, although my
preference is to obtain an Authorization from you before doing so.
5. For law enforcement purposes, including reporting crimes occurring on my premises.
6. To coroners or medical examiners, when such individuals are performing duties authorized by law.
7. For research purposes, including studying and comparing the mental health of patients who received one form of
therapy versus those who received another form of therapy for the same condition.
8. Specialized government functions, including, ensuring the proper execution of military missions; protecting the
President of the United States; conducting intelligence or counter-intelligence operations; or, helping to ensure the safety
of those working within or housed in correctional institutions.
9. For workers' compensation purposes. Although my preference is to obtain an Authorization from you, I may provide
your PHI in order to comply with workers' compensation laws.
10. Appointment reminders and health related beneﬁts or services. I may use and disclose your PHI to contact you to
remind you that you have an appointment with me. I may also use and disclose your PHI to tell you about treatment
alternatives, or other health care services or beneﬁts that I oﬀer.
V. CERTAIN USES AND DISCLOSURES REQUIRE YOU TO HAVE THE OPPORTUNITY TO OBJECT.
1. Disclosures to family, friends, or others. I may provide your PHI to a family member, friend, or other person that you
indicate is involved in your care or the payment for your health care, unless you object in whole or in part. The opportunity
to consent may be obtained retroactively in emergency situations.
VI. YOU HAVE THE FOLLOWING RIGHTS WITH RESPECT TO YOUR PHI:
1. The Right to Request Limits on Uses and Disclosures of Your PHI. You have the right to ask me not to use or disclose
certain PHI for treatment, payment, or health care operations purposes. I am not required to agree to your request, and I
may say “no” if I believe it would aﬀect your health care.
2. The Right to Request Restrictions for Out-of-Pocket Expenses Paid for In Full. You have the right to request restrictions
on disclosures of your PHI to health plans for payment or health care operations purposes if the PHI pertains solely to a
health care item or a health care service that you have paid for out-of-pocket in full.
3. The Right to Choose How I Send PHI to You. You have the right to ask me to contact you in a speciﬁc way (for example,

home or oﬃce phone) or to send mail to a diﬀerent address, and I will agree to all reasonable requests.
4. The Right to See and Get Copies of Your PHI. Other than “psychotherapy notes,” you have the right to get an electronic
or paper copy of your medical record and other information that I have about you. I will provide you with a copy of your
record, or a summary of it, if you agree to receive a summary, within 30 days of receiving your written request, and I may
charge a reasonable, cost based fee for doing so.
5. The Right to Get a List of the Disclosures I Have Made. You have the right to request a list of instances in which I have
disclosed your PHI for purposes other than treatment, payment, or health care operations, or for which you provided me
with an Authorization. I will respond to your request for an accounting of disclosures within 60 days of receiving your
request. The list I will give you will include disclosures made in the last six years unless you request a shorter time. I will
provide the list to you at no charge, but if you make more than one request in the same year, I will charge you a
reasonable cost based fee for each additional request.
6. The Right to Correct or Update Your PHI. If you believe that there is a mistake in your PHI, or that a piece of important
information is missing from your PHI, you have the right to request that I correct the existing information or add the missing
information. I may say “no” to your request, but I will tell you why in writing within 60 days of receiving your request.
7. The Right to Get a Paper or Electronic Copy of this Notice. You have the right get a paper copy of this Notice, and you
have the right to get a copy of this notice by e-mail. And, even if you have agreed to receive this Notice via e-mail, you also
have the right to request a paper copy of it.
ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY NOTICE
Under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), you have certain rights regarding the use
and disclosure of your protected health information. By checking the box below, you are acknowledging that you have
received a copy of HIPPA Notice of Privacy Practices.
I acknowledge receipt of Privacy Notice

3. Standard Intake Questionnaire

Complaint
What is your major complaint?:

Have you previously suﬀered from this complaint?:
If Yes, enter previous therapist(s) seen for complaint, describe treatment:

Aggravating Factors:

Relieving Factors:

Current Symptoms
(check all that apply)
Anxiety
Appetite Issues
Avoidance
Crying Spells
Depression
Excessive Energy
Fatigue
Guilt
Hallucinations
Impulsivity
Irritability
Libido Changes
Loss of Interest
Panic Attacks
Racing Thoughts
Risky Activity
Sleep Changes
Suspiciousness

Medical History

Exercise Frequency:

Exercise Type:

Allergies:

What medications are you currently using?:

Previous diagnoses/mental health treatment:

Previously treated by:

Previous medications:

Dates treated:

Previous medical conditions:

Previous surgeries:

Family History
Were you adopted? If yes, at what age?:

How is your relationship with your mother?:

How is your relationship with your father?:

Siblings and their ages:

Are your parents married?:

Did your parents divorce? If yes, how old were you?:

Did your parents remarry? If yes, how old were you?:

Who raised you? Where did you grown up?:

Family member medical conditions:

Family member mental conditions:

Treated with medication?:

Medications:

Present Situation
Work:

Are you married? If yes, specify date of marriage:

Are you divorced? If yes, specify date of divorce:

Prior marriages? If yes, how many?:

What is your sexual orientation?:

Are you sexually active?:

How is your relationship with your partner?:

Do you have child(ren)? If yes, how is your relationship with your child(ren)?:

Are you a member of a religion/spiritual group?:

Have you ever been arrested? If yes, when and why?:

Have you ever tried the following?

(check all that apply)
Alcohol
Tobacco
Marijuanna
Hallucinogens (LSD)
Heroin
Methamphetamines
Cocaine
Stimulants (Pills)
Ecstasy
Methadone
Tranquilizers
Pain Killers
If yes to any, list frequency/dates of use:

Have you ever been treated for drug/alcohol abuse? If yes, when?:

Do you smoke cigarettes? If yes, how many per day?:

Do you drink caﬀeinated beverages? If yes, how many per day?:

Have you ever abused prescription drugs? If yes, which ones?:

Additional
Anything else you want the therapist to know?:

0. Child and Adoescent Consent

Child and Adolescent Consent and Parental Agreement
Due to the conﬁdential nature of therapy, and the importance of the therapeutic relationship, it is necessary that all parties
understand the limitations of conﬁdentiality and privacy when children and/or adolescents attend therapy. As a practice, it
helpful to refrain from requesting detailed information about individual therapy sessions with my child/adolescent. I
understand that I will be provided with periodic updates about general progress, and/or may be asked to participate in
therapy sessions as needed. I understand that I will be informed about situations that could endanger my child or
adolescent. I know this decision to breach conﬁdentiality in these circumstances is up to the therapist’s professional
judgment and may sometimes be made in conﬁdential consultation with her consultant/supervisor.

Child and Adolescent therapy client:
Checking the box below indicates that you have reviewed the policies described above and understand the limits to
conﬁdentiality. If you have any questions as we progress with therapy, you can ask your therapist at any time.
I/We understand and agree to the terms of this agreement

