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WELCOME! Selecting a therapist is a significant personal decision and I appreciate the trust you are 

placing in our meeting. I encourage your questions and active involvement in this collaborative process. 

Thank you for your interest in working together. 

Why is this Document Important? 

This document establishes our contract for counseling and psychotherapy services (“counseling”). It 

provides details about my professional background, approach to counseling, and services I offer. It also 

explains your rights as a client and what you can expect of me, including my policies for appointments and 

fees. I believe it is essential information for you to have. It is also a legal requirement that I provide it to 

you. Please read it carefully and share any questions you have with me before signing the last page. 

About Me, My Practice & My Approach to Counseling page 1 

What You Can Expect from Counseling page 2 

Your Rights to Make Choices about the Services You Receive page 2 

Availability of In-Person & Telemedicine Services page 2 

Physical Presence in Washington State When Receiving Services page 2 

Fees, Payment & Insurance page 3 

Contacting Me & Accessing Emergency Mental Health Care page 4 

Appointment & Scheduling Policies page 4 

Your Rights to Privacy & Confidentiality page 5 

Your Professional Records page 6 

Referrals, Concerns & Complaints page 6 

Social Media Policy page 6 

Safe Conduct Policy page 7 

Client Acknowledgement of Disclosure & Consent to Services (to sign and return) page 9 

About Me, My Practice & My Approach to Counseling 

I enjoy supporting people cultivate their connections and enliven their lives through their relationships with 

others and with themselves. I assist adults of all backgrounds, relationship statuses and structures, genders and 

sexual orientations explore concerns they face, including communication, commitment, trust, intimacy, gender, 

sex and sexuality, monogamy, ethical non-monogamy and polyamory, anxiety, stress, depression, trauma, 

substance use, aging, loss and grief. I can also assist in your explorations of existential questions and concerns, 

such as meaning/meaninglessness, belonging/isolation, choice/constraints, and living/mortality. 

My therapeutic orientation is integrative and focuses on process, experience and emotion in human relationships. 

I practice from attachment-oriented, trauma-informed and culturally-sensitive perspectives and employ methods 

recognized as evidence-based by the mental health professional community. My specialized training includes 

emotionally focused therapy for couples (EFT) and individuals (EFIT), emotion focused therapy for individuals 

(EFT-I), Gottman method couples therapy, and discernment counseling for partners deciding whether or not to 

remain in a relationship with each other. 

I am a Licensed Mental Health Counselor in Washington State (LMHC; License LH60914094) and a 

Certified Discernment Counselor (Doherty Relationship Institute) with nine years of clinical experience. I 

conduct business as Enliven Counseling Therapy, which has been my solo private practice since 2016. I am a 

clinical member of the Washington Mental Health Counselors Association, and a member in good standing of 

the International Centre for Excellence in EFT (ICEEFT), Washington EFT (WAEFT), and the Seattle Center 

for EFT. My professional work is guided by the American Association for Marriage and Family Therapy 

(AAMFT)’s Code of Ethics (2015) and the American Counseling Association (ACA)’s Code of Ethics (2014).† 

https://www.aamft.org/imis15/Content/Legal_Ethics/Code_of_Ethics.aspx
https://www.counseling.org/resources/aca-code-of-ethics.pdf
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I earned a BA in History and Political Science from the University of Victoria, an MA in Clinical Mental Health 

Counseling from City University of Seattle, and have completed graduate-level courses at several other universities. 

I engage in ongoing professional development, including clinical consultation, education, and research. Since 2015, I 

have completed 325+ hours of advanced clinical training at the Seattle Center for EFT, the Vancouver Center for 

EFT, the Southern California Institute of Emotion Focused Therapy, the Gottman Institute, and the Doherty 

Relationship Institute and elsewhere, including training directly with Dr. Sue Johnson, Dr. Leslie Greenberg, Dr. 

Robert Elliott, Dr. Serine Warwar, Dr. Steven Harris, Dr. Rebecca Jorgensen, Dr. Veronica Kallos-Lilly, Roy 

Hodgson and Yolanda Von Hockauf. I have been an adjunct lecturer at Seattle University’s counselor training 

program and served for five years on the Seattle Counselors Association’s Board of Directors. I am also a Washington-

state approved supervisor for trainee clinicians, and provide education, supervision and consultation to other clinicians, 

sit on professional committees, and volunteer in the Seattle community. 

Enliven Therapy actively supports community causes and social justice efforts. A portion of all practice income 

is used to fund diverse Washington non-profits and mental health training scholarships. Additionally, I offer pro 

bono relationship counseling for those who can’t afford full-rate fees. Ask me for more information. 

What You Can Expect from Counseling 

Counseling can be a fulfilling and life-changing process. For example, counseling can help you form deeper and 

more satisfying relationships, reduce feelings of concern and distress, lead to new ways of understanding yourself 

and others, assist you in making significant life changes or decisions, increase your joy, pleasure and happiness, 

and improve your general health and well-being. Counseling can also involve risks, including the emergence or 

intensification of challenging feelings or thoughts. It is important for us to discuss any such feelings or thoughts as 

they arise. While it is not possible to offer any guarantees about how your course of counseling will unfold, you 

are most likely to benefit from consistent attendance. I encourage us to talk about your expectations and experiences 

on a continuing basis. 

Your Rights to Make Choices about the Services You Receive 

You have the right to: (a) choose your own therapist; (b) select or decline any treatment offered to you in 

counseling; (c) decide how frequently and for how long you wish to participate in counseling; and (d) end 

counseling at any time, with or without notice to me. When you would like to end therapy, I recommend 

scheduling a final session to review your therapeutic progress and your plans for the future. 

Availability of In-Person & Telehealth Services 

Throughout the COVID-19 public health emergency and beyond, Enliven Therapy will be following healthcare 

facility recommendations from the Washington State Department of Health and King County-Seattle Public 

Health. This means that, for the foreseeable future, all client services will be offered using an encrypted, secure 

telemedicine delivery platform. Please let me know if receiving services this way presents specific difficulties 

for you. By signing this Disclosure, you are agreeing to receive telehealth services. You can find the most 

up-to-date information about my COVID-19 office policies and services on my website or by asking me. 

Physical Presence in Washington State When Receiving Services 

Mental health providers, like most other health care providers, are regulated and licensed on a state-by-state basis 

in the United States. I am licensed to provide services in Washington State and have a legal obligation to practice 

within the scope of my license. For this reason, you generally will need to be physically present in 

Washington State when you attend counseling sessions or receive other services from me. If you expect to 

be out-of-state, please ask me in advance if I am able to meet with you under a treatment waiver or other 

https://drive.google.com/file/d/1FQHIiMbdu1qvS936248SLmKyl5CrVr5k/view?usp=sharing
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reciprocal permission to practice in your expected location. If you are not physically present in Washington State 

and have not made previous arrangements with me, I reserve the right to cancel any scheduled sessions and/or 

to end any session already in progress, and bill your account in keeping with my “Appointment & Scheduling 

Policies” (below). By signing this Disclosure, you are agreeing to provide accurate information about your 

physical location each and every time you receive services from me. 

Fees, Payment & Insurance 

By signing this Disclosure, you are agreeing to pay the following fees for the services you receive – 

Session fees: Current fees are as follows – 

Initial consultation by secure video or phone (20-30 minutes) Free 

Individual Counseling  55-60 minute sessions  $160 

Relationship Counseling 75-80 minute sessions  $210 

55-60 minute sessions  $160 

Discernment Counseling 120-minute sessions  $325 

90-minute sessions  $250 

Late cancellation / late rescheduling fee (per session)  $100* 

Late arrival / missed appointment fee (per session)  equal to session fees above* 

*See “Rescheduling, Cancellations & Late Arrival/Missed Appointment Policies” on page 4 for full information. 

Session fees are due and payable on the day you are scheduled to receive services. On request, I will send you 

monthly receipts. Written notice of any fee changes will be provided to you at least 30 days before they take effect. 

Payment: You can pay by card (debit, credit, HSA/FSA) or check. A HIPAA-secure third party will process 

and store all card transaction details. Checks should be made payable to “Enliven Counseling Therapy” and sent 

to Enliven Counseling, 6325 18th Avenue NE, Suite B, Seattle, WA, 98115. 

Pro bono / Reduced-Rate Sessions: Please let me know if session fees pose a financial difficulty for you. I offer 

pro bono / reduced-fee counseling as part of my commitment to helping ensure equitable access to high-quality 

services for those who can’t afford full-fee rates. Ask me for a copy of my office’s Reduced Fee Policy. 

Fees for Other Services: You will not be charged for telephone calls or other services that require 15 minutes or 

less of my time per week. Fees for most other professional services are billed at $40 per 15 minutes (or portion 

thereof), including telephone calls, meetings or conversations with other professionals you have requested or 

authorized, and completing documentation at your request. I do not offer evaluation, testing, forensic or expert 

witness services, as these lie outside the scope of my private practice and/or may conflict with my role as your 

counselor. If I am subpoenaed – or otherwise requested or required to participate – in a legal or administrative 

matter related to you or to which you are a party, you agree to compensate me at the rate of $175 per hour (or 

portion thereof) including all reasonable preparation and travel time. A four-hour minimum ($700) for services 

related to legal or administrative matters is due and payable in advance. All other services will be invoiced, with 

fees payable immediately and due within 14 days. 

General information about using health insurance: I am considered an “out-of-network” (OON) provider for 

most health insurance plans and networks. This means you will pay me directly for services you receive. It is 

your responsibility to advise me if you wish to use your insurance plan benefits and for letting me know about any 

changes that may affect your coverage in a timely manner. At your request, I will provide detailed receipts (called 

“super bills”) for you to submit to your insurer for reimbursement. Your insurer is responsible for processing and 

sending any reimbursements owed directly to you. You are responsible for paying for any services you choose 

to receive regardless of their eligibility for reimbursement under your health insurance plan. 
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Using insurance for individual counseling: I recommend you find out what OON coverage your plan includes before 

your first session. Using your insurance will require a medical diagnosis to determine your eligibility for 

benefits and may limit the ways we are able work together, including therapeutic focus or modality, and 

session length, number or frequency. 

Using insurance for relationship counseling & discernment counseling: Your relationship (rather than an individual) 

is the focus and identified client in these forms of counseling, and so all adults receiving services will be listed on 

superbills. Most insurance plans do not deem these services medically necessary and decline to cover them. 

For this reason, receiving reimbursement using your insurance may not be possible and, when covered, your 

relationship/discernment counseling sessions may in limited in length, number or frequency of treatment. If you have 

questions about your coverage, I recommend contacting your insurer and asking, “Under my plan, is CPT 

code 90847 with ICD-10 diagnosis code Z63.0 with an out-of-network provider a covered benefit?” 

Contacting Me & Accessing Emergency Mental Health Care 

Contacting me: E-mail, text messages, and social media are not secure forms of communication. For this reason I 

invite you to contact me between sessions by telephone at (206) 327 3351. Please leave me a message about 

where and when I can reach you if I do not answer, as I don’t return missed calls without a message. I am the 

only person who listens to messages left at this number and generally will return your call by the following business 

day. To protect against risks to your privacy, I recommend we minimize e-mail correspondence (except for 

scheduling appointments when I have your permission to do so) but will generally respond briefly to messages you 

send me. I do not exchange text or instant messages with clients. If I expect to be unavailable for an extended 

period I will arrange coverage with another clinician and provide you with their contact information. You can also 

contact me by writing to Enliven Counseling, 6325 18th Avenue NE, Suite B, Seattle, WA, 98115. 

Accessing emergency mental health care: I am not equipped to provide emergency mental health care services as 

part of my private practice. If you are unable to reach me and need immediate assistance, please contact your 

primary care physician or visit the nearest emergency or urgent care service. You can also call or text the Crisis 

Lifeline at 988 (available 24/7) or contact Emergency Services at 911. 

Appointment & Scheduling Policies 

Scheduling: I meet with most clients on recurring days and times, and typically confirm our next appointment at the 

end of each session. If you have other needs, or a calendar that doesn’t make fixed meeting times feasible, I will do 

my best to accommodate you on an “as needed” and “as available” basis. To schedule or change an appointment 

between sessions, please call (206) 327 3351 or e-mail scheduling@enliventherapy.com. If you have given me 

written permission to contact you by e-mail, I can send you courtesy reminders for your appointments. Regardless 

of whether you receive courtesy reminders, you are responsible for attending on the day and time we have scheduled. 

Rescheduling, Cancellations & Late Arrival/Missed Appointment Policy: Please provide me with a minimum of 

48 hours advance notice if you want to change or reschedule your appointment. I understand unexpected 

events can occur. However, when we schedule a session, I reserve that time exclusively for you. If you cancel or 

reschedule with less than 48 hours’ notice, you will be billed a late cancellation/rescheduling fee of $100.* If you 

arrive late, please understand that I am unable to extend your session time or reduce your session fee. Additionally, 

if you are late by more than 10 minutes (or, due to insurance rules, 5 minutes for individual clients using insurance) 

without advance notice or do not arrive at all, you will be billed a missed appointment fee equivalent to your session 

fee.* All clients are permitted one free late cancellation or missed session. Late rescheduling/cancellation 

and missed appointment fees are not covered by insurance. 

*You will not be billed for the first 3 events we both agree were due to sudden illness or serious emergency. 

mailto:scheduling@enliventherapy.com
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Sickness & Substance Use Policy: Effective work in counseling requires energy, clarity and focus. For this reason, 

I ask you to reschedule if you are sick or under the influence of alcohol, cannabis or other substances. 

Additionally, attending sessions in such a condition may place the health and safety of others at risk. I reserve the 

right to cancel or end our session if you appear sick or otherwise impaired, and to bill your account for the session. 

Lack of Contact Policy: For us to do effective work together, it is important for us to stay in contact and meet 

on a regular basis. For this reason, and except with advance agreement from me, if you: 

a) cancel or miss two or more consecutive appointments (whether you pay fees or not); or  

b) do not meet with me for an appointment at least every thirty (30) days 

we both will understand that you have chosen to conclude your course of treatment and end any continuing 

professional relationship with me. If you wish to restart services, you will need to pay any outstanding fees, select 

an available appointment time, and complete new intake paperwork. If no appointment times are available, you 

will be offered the option of joining my wait-list or receiving referrals to other clinicians. 

Your Rights to Privacy & Confidentiality 

General: You have every right to expect what you share in counseling to be kept private. The law and my 

professional ethics generally require me to treat what we discuss in counseling as both confidential and legally 

privileged. Your rights, my duties to uphold them, and potential limitations to both are discussed in greater detail 

in my Privacy Policy. Please let me know if you have particular concerns or questions about your privacy 

and confidentiality. 

Digital communications: With your permission, I may communicate with you by e-mail or other digital means. 

However, it is important for you to be aware these methods do not provide secure modes of communication and 

that I cannot guarantee the confidentiality of content communicated by e-mail or cellular telephone, including text 

or voice messages directed to or from telephone numbers you provide me. I recommend keeping digital 

communications brief and avoiding discussion of sensitive personal matters or health concerns. 

Professional Consultation: Part of providing you with the highest quality of care and enhancing my work as a 

therapist involves regular participation in professional consultations. As part of this process, I may discuss our work 

with other licensed mental health professionals while being careful not to disclose your identity. These professionals 

share a legal and ethical responsibility to protect your privacy and confidentiality. 

Exceptions to confidentiality: There are limited exceptions to the confidentiality I am able to offer you. Healthcare 

providers are designated “mandatory reporters” by Washington State. Accordingly, I have a legal obligation to 

disclose information about you in specific circumstances, including if: 

 you share information relating to the abuse or neglect of a child or vulnerable adult; or 

 you plan or threaten to harm yourself or other people, or I have reason to believe you pose an imminent 

risk of harm to yourself or others. 

If these situations arise in our work together, I will make reasonable efforts to discuss options with you before 

disclosing any information. 

Permission to record sessions: I will not create any audio- or video-recordings without your specific, written 

permission. Allowing me to record our sessions provides an unparalleled way for me to review and reflect on our 

progress toward your therapeutic goals, and may lead to increased positive outcomes for you, while also presenting 

the possibility of risk to your confidentiality and privacy. Additionally, recordings facilitate consultations with other 

mental health professionals, so you may benefit from additional professional expertise regarding your situation. 

Recordings also assist my continuing professional development, education, and research as a clinician.  
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Recordings are not part of your client file; they are kept in separate locked storage. Recordings are used only for 

approved clinical, professional development, and research purposes. I reserve the right to delete any recordings I 

have created at my sole discretion. 

Of course, you are under no obligation to allow me to record the work we are doing together and your choice will 

not affect your ability to receive, or continue receiving, services from me. You may also decide to withdraw any 

permission previously given at any time by letting me know in writing. 

Your Professional Records 

General: In keeping with state and federal law, I will create and maintain records related to our work 

together. Unless you request otherwise and I agree, I may maintain records about you in paper and/or digital 

form. These procedures and policies are explained in greater detail in my Privacy Policy. 

Who is the client in relationship / discernment counseling? If I am meeting with you for relationship or 

discernment counseling, we each understand that the professional records I create belong equally to each 

of you and that you, in combination, are the client. For this reason, each individual involved in the therapy 

generally must provide written permission before I am able to release any records or other information. 

Your rights to examine, receive copies, and request corrections to your records: On request, except in 

exceptional circumstances, you have a right to examine and/or receive copies of the records I keep about 

you and our work. You may also ask for corrections or amendments to your records by explaining in writing 

why and how you think your records should be changed. I undertake to discuss any requests with you and, 

while I have the right to deny them, generally will work to accommodate you. 

Your right to limit the records kept about you and the treatment you receive: Under WAC 246-809-035, 

you may request treatment records not be created or retained about you or the counseling you receive. In 

such cases, your record will consist only of this Professional Disclosure Form, dates on which you receive 

counseling, payment records, and your written request that minimal records by made or retained. Although 

I have the right to refuse such requests, I will generally work to accommodate you unless I am obliged to 

keep treatment records due to your use of your insurance benefits or to fulfill some other legal duty. 

Referrals, Concerns & Complaints 

If you have concerns about the work we are doing together it is best if we can discuss them as they arise. 

In particular, if it seems we are on the wrong track or if something I say or do bothers you, it can be 

therapeutically productive for us to explore your concerns in counseling. 

In some situations, you or I may think it is in your best interests to end our work together. Should this occur, 

I will explore options with you and offer you referrals to other mental health professionals. State law also 

requires me to let you know (a) that you have legal protection against unprofessional conduct by me or any 

other licensed healthcare professional in Washington State; (b) that you can file a complaint regarding my 

services or professional conduct with the Department of Health; and (c) the contact information to use for 

doing so. You may, of course, utilize your rights without fear of reprisal from me. 

Social Media Policy 

I maintain a website and social media presence for the purposes of sharing information and updates about my 

clinical practice with others. You are welcome to view these sites and read or share articles posted there but I do 

not recommend “liking” or commenting on them. Doing so may compromise your confidentiality and, should 

you decide to do so, you understand and accept this risk. 

https://apps.leg.wa.gov/wac/default.aspx?cite=246-809-035
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In keeping with ethical standards, I avoid viewing clients’ information online, including clients’ social media 

accounts (e.g., TikTok, Instagram, Facebook, LinkedIn, etc.), and decline friend or contact requests from current 

or former clients on these sites, as doing so can compromise privacy, blur the boundaries of our professional 

relationship, and/or lead to dual relationships or to the acquisition of therapeutically unhelpful information. 

Safe Conduct Policy 

I am committed to fostering a safe, secure, and respectful environment for all present – including clients, 

providers, and visitors – and reserve the right to take appropriate measures to address abusive, disruptive, 

threatening, or aggressive behavior. The following behaviors are expressly prohibited at all times anywhere 

on Enliven Therapy premises or within our working environment, including in virtual or telehealth settings: 

 Engaging in any action or behavior that would reasonably be interpreted as gender, racial, ethnic, cultural, 

religious, or sexual orientation harassment or any other bias prohibited by law. 

 Engaging in behavior that would reasonably be interpreted as sexual harassment. 

 Bringing any weapon to, or carrying any weapon on, the premises; a license to carry a weapon does not 

supersede this prohibition. 

 Brandishing or using any weapon or other instrument to threaten or assault anyone on our premises or within 

our working environment. 

 Engaging in any act or threat of violence or intimidation, or behavior that would reasonably be interpreted as 

such acts, in relation to anyone on our premises or within our working environment. 

 

Thank you for taking the time to read this document! 
 

Once we have discussed any questions you may have, please sign and date TWO copies of the attached 

acknowledgement form and return the final page to me. 

I look forward to working with you, 

Joel Freedman, MA, LMHC 

Notes 

*Licensed Mental Health Counselors are regulated and licensed by the State of Washington’s Department of Health. 

The scope of practice for LMHCs is defined as “the application of principles of human development, learning theory, 
psychotherapy, group dynamics, and etiology of mental illness and dysfunctional behavior to individuals, couples, 

families, groups, and organizations for the purpose of treatment of mental disorders and promoting optimal mental 

health and functionality. Mental health counseling also includes, but is not limited to, the assessment, diagnosis and 

treatment of mental and emotional disorders, as well as the application of a wellness model of mental health” (RCW 

18.225.010(9)). 

Counselors practicing counseling and/or psychotherapy for a fee in Washington must be registered or certified with 

the Department of Health for the protection of the public health and safety. Registration of an individual with the 

Department does not include recognition of any practice standards, nor necessarily imply the effectiveness of any 

treatment. Should a client have a complaint, they are to first directly contact the counselor to attempt to resolve the 

matter. If the matter cannot be resolved through such avenues, then clients are to contact the HEALTH SYSTEMS 

QUALITY ASSURANCE (HSQA) COMPLAINT INTAKE, PO Box 47857, Olympia, WA 98504-7857. Phone: (360) 236-

5700. E-mail: HSQAComplaintIntake@doh.wa.gov; Web: 
http://www.doh.wa.gov/LicensesPermitsandCertificates/FileComplaintAboutProviderorFacility/ComplaintForms 

†You may view copies of the AAMFT & ACA Codes and Washington State regulations at my office. You can also 

access them at (1) https://www.aamft.org/imis15/Content/Legal_Ethics/Code_of_Ethics.aspx, (2) 

https://www.counseling.org/resources/aca-code-of-ethics.pdf  

and (3) https://www.doh.wa.gov/LicensesPermitsandCertificates/ProfessionsNewReneworUpdate/MentalHealthCounselor/Laws 

https://app.leg.wa.gov/RCW/default.aspx?cite=18.225.010
mailto:HSQAComplaintIntake@doh.wa.gov
http://www.doh.wa.gov/LicensesPermitsandCertificates/FileComplaintAboutProviderorFacility/ComplaintForms
https://www.aamft.org/imis15/Content/Legal_Ethics/Code_of_Ethics.aspx
https://www.counseling.org/resources/aca-code-of-ethics.pdf
https://www.doh.wa.gov/LicensesPermitsandCertificates/ProfessionsNewReneworUpdate/MentalHealthCounselor/Laws
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A. ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY POLICY & 
PROFESSIONAL DISCLOSURE STATEMENT (CONSENT TO TREATMENT & FEES AGREEMENT) 

By signing below, I/we acknowledge I/we have received a copy of the Professional Disclosure Statement, 

read it, and had opportunities to ask questions. I/we have also been offered a Notice of Privacy Policy. 

I/We, ______________________________     ____________________________ (PRINTED NAME(S)), 

(1) have read and accept the terms of this Professional Disclosure Statement;  

(2) authorize JOEL FREEDMAN to provide me/us with counseling and psychotherapy services via telemedicine; 

(3) understand session fees are: 55 mins/$160; 75 mins/$210; 90 mins/$250; 120 mins/$325, and agree to pay these fees; and 

(4) know I/we typically must provide 48 hours’ notice to cancel or reschedule sessions without charge. 

Client 1 Signature: __________________________________________    Date: ____________________ 

Client 2 Signature: __________________________________________    Date: ____________________ 
 

Acknowledgement of receipt returned by Client(s):  ______________________________________ ________________ 

   Joel Freedman, MA, LMHC  Date 

If acknowledgement of receipt has not been obtained: 

I, JOEL FREEDMAN, hereby state that I made a good-faith effort to obtain client acknowledgement of receipt of the Notice of Privacy 

Policy and Professional Disclosure Form. I also indicate the reason why such an acknowledgement was not obtained: 

  client refusal     other reason: __________________________  ________________________________    ______________ 

Joel Freedman, MA, LMHC       Date 

 OPTIONAL   B. CONSENT TO COMMUNICATION BY E-MAIL & CELLULAR TELEPHONE   OPTIONAL 
 

By choosing to provide an e-mail address AND/OR cellular telephone number below, I/we: 

(1) acknowledge that it is not possible to guarantee the security or confidentiality of information sent to and 
from these means of communication; and (2) accept and consent to all associated risks. 

Client 1 Client 2 

E-mail: ___________________________________ E-mail: ___________________________________ 

Cell phone: ________________________________  Cell phone: ________________________________ 

___________________________ __________ ___________________________ __________ 
Signature Date Signature Date 
 

 OPTIONAL   C. PERMISSION TO RECORD COUNSELING SESSIONS   OPTIONAL 

By choosing to sign this form below, I/we grant JOEL FREEDMAN permission to create: 

(1) audio recordings AND/OR (2) video recordings (please CROSS OUT options that do not apply) 
of our counseling sessions. I/we know that recording equipment is present. I/we permit JOEL FREEDMAN 

to use of all or part of these recordings for purposes of (please CROSS OUT purposes that do not apply): 

i) assisting my counseling through review and/or professional consultation; 

ii) counselor’s professional education, research and/or certification. 

I/We understand that declining to grant permission will not affect access to counseling services, and that 
I/we may withdraw permission at any time without affecting the ability to continue receiving services. 

Client 1 Signature: __________________________________________ Date: _____________________ 

Client 2 Signature: __________________________________________ Date: _____________________ 
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A. ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY POLICY & 
PROFESSIONAL DISCLOSURE STATEMENT (CONSENT TO TREATMENT & FEES AGREEMENT) 

By signing below, I/we acknowledge I/we have received a copy of the Professional Disclosure Statement, 

read it, and had opportunities to ask questions. I/we have also been offered a Notice of Privacy Policy. 

I/We, ______________________________     ____________________________ (PRINTED NAME(S)), 

(1) accept the terms of this Professional Disclosure Statement; 

(2) authorize JOEL FREEDMAN to provide me/us with counseling and psychotherapy services via telemedicine; 

(3) understand session fees are: 55 mins/$160; 75 mins/$210; 90 mins/$250; 120 mins/$325, and agree to pay these fees; and 

(4) know I/we typically must provide 48 hours’ notice to cancel or reschedule sessions without charge. 

Client 1 Signature: __________________________________________    Date: ____________________ 

Client 2 Signature: __________________________________________    Date: ____________________ 
 

Acknowledgement of receipt returned by Client(s):  ______________________________________ ________________ 

   Joel Freedman, MA, LMHC  Date 

If acknowledgement of receipt has not been obtained: 

I, JOEL FREEDMAN, hereby state that I made a good-faith effort to obtain client acknowledgement of receipt of the Notice of Privacy 

Policy and Professional Disclosure Form. I also indicate the reason why such an acknowledgement was not obtained: 

  client refusal     other reason: __________________________  ________________________________    ______________ 

Joel Freedman, MA, LMHC       Date 

 OPTIONAL   B. CONSENT TO COMMUNICATION BY E-MAIL & CELLULAR TELEPHONE   OPTIONAL 
 

By choosing to provide an e-mail address AND/OR cellular telephone number below, I/we: 

(1) acknowledge that it is not possible to guarantee the security or confidentiality of information sent to and 
from these means of communication; and (2) accept and consent to all associated risks. 

Client 1 Client 2 

E-mail: ___________________________________ E-mail: ___________________________________ 

Cell phone: ________________________________  Cell phone: ________________________________ 

___________________________ __________ ___________________________ __________ 
Signature Date Signature Date 
 

 OPTIONAL   C. PERMISSION TO RECORD COUNSELING SESSIONS   OPTIONAL 

By choosing to sign this form below, I/we grant JOEL FREEDMAN permission to create: 

(1) audio recordings AND/OR (2) video recordings (please CROSS OUT options that do not apply) 
of our counseling sessions. I/we know that recording equipment is present. I/we permit JOEL FREEDMAN 

to use of all or part of these recordings for purposes of (please CROSS OUT purposes that do not apply): 

i) assisting my counseling through review and/or professional consultation; 

ii) counselor’s professional education, research and/or certification. 

I/We understand that declining to grant permission will not affect access to counseling services, and that 
I/we may withdraw permission at any time without affecting the ability to continue receiving services. 

Client 1 Signature: __________________________________________ Date: _____________________ 

Client 2 Signature: __________________________________________ Date: _____________________ 


