Bloomington Obstetrics and Gynecology

Counseling Services

Martha L. Matthews, Ph.D., H.S.P.P.

Licensed Psychologist * Licensed Mental Health Counselor


Consent to Treatment 

     I acknowledge that I have received, have read (or have had read to me), and understand the "Client Information" handout, the fee schedule and/or other information about the therapy I am considering.  I have had all my questions answered fully. 

     I do hereby seek and consent to take part in the treatment by the psychologist named above.  I understand that developing a treatment plan with this therapist and regularly reviewing our work toward meeting the treatment goals are in my best interest.  I agree to play an active role in this process.  I understand that I am consenting and agreeing only to those services my psychologist has advised and is qualified to provide within the scope of her license and training, or within the scope of those directly supervising the services received by me.

     I understand that no promises have been made to me as to the results of treatment or of any procedures provided by this psychologist. 

     I am aware that I may stop my treatment with this psychologist at any time with the understanding that I will be responsible for paying for the services I have already received.  If I choose to stop treatment, I have the right to receive a referral to another mental health practitioner of my choice and I may have copies of my records transferred to that practitioner. 

     I know that I must call to cancel an appointment at least 24 hours before the time of the appointment or by 8:30 a.m. if my appointment is on Monday.  If I do not cancel or do not show up, I will be charged for that appointment at the regular fee. 

     I am aware that an agent of my insurance company or other third-party payer may be given information about the type(s), cost(s), date(s), and providers of any services or treatments I receive.  I understand that if payment for the services I receive here is not made, the psychologist may stop my treatment. 

Confidentiality

1. Information about your contacts will be released only with your signed consent to do so except as required by state law in situations when limited disclosure is necessary to protect life.  The situations specified by Indiana state law are: child abuse, abuse of the elderly, and immediate danger of harm to self or others.

2. Pertinent information about your care may be discussed with other Bloomington Obstetrics and Gynecology providers without your written consent when such information is for the purpose of treatment planning and/or coordination of care.  

3. If your sessions include other individuals such as partners or family members, the written consent of each participant is required for record’s release.

4. Those participating in counseling/therapy groups contract with one another to preserve the identity of group members and the confidentiality of the content of sessions.

5. To assure the privacy of client information, I will not use electronic mail to communicate with clients about clinical services.

6. On occasion, our office or I may need to contact you by telephone.  Please tell me if you prefer that we do not leave our name and number on an answering machine or with a family member or roommate in your absence.

 ** See reverse side to sign this form.   

My signature below shows that I understand and agree with all of these statements. 

______________________________________________________    ____________________________

                  Signature of client (or person acting for client)                                                Date 

______________________________________________________    ____________________________

                                               Printed name                                                       Relationship to client

                                                                                                                                  (if necessary)

     I, the therapist, have discussed the issues on the reverse side of this sheet with the client (and/or his or her parent, guardian, or other representative).  My observations of this person's behavior and responses give me no reason to believe that this person is not fully competent to give informed and willing consent. 

______________________________________________________    ____________________________

                                      Signature of therapist                                                                  Date 

�  It is acceptable for you to leave the name (Bloomington OB-GYN) or the name (Dr. Marty Matthews) and the office phone number on an answering machine or with a family member or roommate in my absence.   

Please initial __________

�  Please do not leave the name (Bloomington OB-GYN) or the name (Dr. Marty Matthews) and the office phone number on an answering machine or with a family member or roommate in my absence. Instead, you may reach me by _______________________________________________________________________

Please initial __________

If I Need to Contact Someone about You 

If there is an emergency during our work together, or I become concerned about your personal safety, I am required by law and by the rules of my profession to contact someone close to you—perhaps a relative, spouse, or close friend. I am also required to contact this person, or the authorities, if I become concerned about your harming someone else. Please write down the name and information of your chosen contact person in the blanks provided 

Name: 

Address: 


Phone: 


Relationship to you: 

� Copy accepted by client  � Copy kept by therapist 

This is a strictly confidential patient medical record. Redisclosure or transfer is expressly prohibited by law.
