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Name _____________________________  Phone #'s _Cell-_________________Work-_______________Home​-________________ 

Address____________________________________________________________________________ _(zip>___________________  

Birth Date_____________   SSN- _________________   Employer___________________________Group#___________________ 

Insured Name_________________  ID#___________________________________  Ins. Co. & phone-  ​​​______​​​​​​​​​​________________

Copay for Outpatient Psychotherapy- _________________  per session    Maximum yearly? _______________________________

Medicationss: yes  no                 MD- ______________________________;  __________________________________________  

Emergency Contact Person ____________________________________________________________________________________

Past Therapy Experiences- _____________________________________________________________________________________

___________________________________________________________________________________________________________
                                               Consent For Treatment 
      This is to certify that I give permission to : Marc Sadoff, M.S.W., B.C.D. CA Lic.# 11725  

to provide psychotherapuetic treatment for myself or my child ________________.

While under most circumstances all communication between the client and the therapist is confidential, California State Law mandates the reporting of actual or suspected child or elder abuse to the appropriate agency.   If you speak in therapy about an intention to take harmful or dangerous action against another person, it is my duty to warn the person/or the family of the person who is likely to suffer the results of harmful behavior.  Similar actions are taken with clients who may have suicidal thoughts and desires.  Clients talking about feeling  violent or suicidal is confidential; whereas talking about actual  plans to commit violence in the near future are actionable by me.  I will take the steps necessary to protect you or others. 
                                Other Client and Therapist Agreements
FEES- We have agreed upon your fee of  $150 (or $______ ) per hour.   It's helpful to handle any scheduling and financial business at the start each session.  Please make checks payable to Marc Sadoff LCSW.  Please have the check pre-written as this allows for more time for the therapeutic work.   


The clinical hour is fifty minutes long.   You are responsible for paying in full for missed individual or group sessions.  

INSURANCE-  I will assist in any way possible to help you secure reimbursement; however, if for any reason the insurance company refuses to cover the charges, you are responsible for the services rendered.   I will give you a monthly statement of charges if requested.

Email Correspondence-   You may correspond with me at my email address of Marc@RealHope.com, but do not cancel appointments using only an email notice.  I do not check my email throughout the day, so I require that an official cancellation of an appointment be done via telephone and left on my office voicemail.

PHONE CALLS- I am available to you by phone in times of emergency.   Generally, there is no charge for brief phone calls (less than 10 minutes).   I am here for you in times of stress.  If more than 10 minutes is needed, we will agree on any charges during the call.   Please don't hesitate using the paging system on my answer service when there are schedule changes or you need a prompt response from me.

RESCHEDULING- I understand that emergencies arise which interfere with our scheduled time together.  When we have agreed to a regular time every week I keep the time available for you from week to week.  If you cannot be here you may make a new appointment within the same calendar week, at no extra charge, if I have an appointment time available.  Less than one days notice is considered a late cancellation and will be charged at the regular fee or some fraction agreed upon.  I can be flexible with late cancel fees in extraordinary situations.

I have read and understand these guidelines.






                                                            ___         
____                             







  Signature of Client
                     Date






        ____________________________     _____________







 Marc Sadoff, MSW
                      Date





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

      Consent For My Health Care Professionals To Consult With Each Other
                     
               I authorize Mr. Marc Sadoff, MSW,BCD to speak  with ____________________   regarding the aspects of my treatment which are checked below.   This form is reciprocal in that I authorize ________________________  to speak with Mr. Marc Sadoff, MSW, BCD

Dr.’s phone number- ______________   Doctor’s Address- ______________________
   This release will be valid for one year from the date below.

_______



__________________________________
  Date




                   Signature

______



__________________________________

  Date






Print Name

