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    (818) 880-6559    
To keep us all safe,  I am currently only offering psychotherapy online during the COVID 19 pandemic. 
Let me take this time to extend to you a warm welcome to my practice.  I look forward to spending this and other time with you. Please read the following carefully. If you have any questions, please feel free to discuss them before signing. Understanding the following responsibilities and obligations helps to optimize our client/therapist relationship. 
You have the right to a confidential relationship with me. Within certain legal limits (listed below), information revealed by you during therapy will be kept confidential and will NOT be revealed to anyone without your written consent.  However, I am required or permitted by law to reveal information you tell me during the course of therapy to other agencies without your written consent in the following situations: 
1. Client presents an imminent danger to self or to others. 
2. I have reasonable suspicion of child or elder abuse. 
3. If you are in therapy by order of a court of law, the results of tests or the treatment ordered must be revealed to that court. 
4. If a court of law issues a legitimate subpoena. 
LENGTH OF SESSION: A session is 50 minutes long, ten minutes shy of a full hour (or longer if otherwise agreed to, in which case your fee will be adjusted accordingly). I will be prepared to begin our sessions at the time we have agreed upon. I make concerted efforts to be on time for each client and adhering to the 50-minute hour allows me to be. Time beyond the usual 50- minute period is available and will be charged on a pro-rata basis.  
PAYMENT OF SERVICES: Clients are expected to pay for services at the time they are rendered or prior. Please notify me if any problem arises during the course of your therapy regarding your ability to make a timely payment. Please be advised there will be a $15.00 charge for any returned checks. I am also on Venmo at Catherine DeMonte @CatherineDeMonte.
INSURANCE REIMBURSEMENT: Therapy services are charged in full to the client and not to the insurance company.  I can provide you with an insurance receipt which you can submit to your insurance company if you wish.  It is your responsibility to determine what your insurance coverage includes and what the limits of coverage are. Reimbursement from an insurance company is not guaranteed.
CANCELLATION OF APPOINTMENTS: To maintain continuity, it is very important to attend your scheduled sessions. I understand situations may arise that necessitates your inability to attend our scheduled sessions. A minimum of 24 hours’ notice is required for rescheduling or cancellation of an appointment to avoid charge. The full fee will be charged without such notification. If I am given more than 24 hours’ notice that you must cancel, you will not be charged for the missed appointment and I will try to accommodate your request to reschedule within that week. 
PROFESSIONAL COMPLAINT:
The Board of Behavioral Sciences receives and responds to complaints regarding services provided within the scope of practice of LMFTs. You may contact the board online at www.bbs.ca.gov, or by calling (916) 574-7830. 
As your therapist I agree to:
1. Maintain as confidential all our therapy sessions unless directed by law as stated previously.                                                                                              

2. Discuss termination of therapy or referral to another therapist whenever deemed appropriate.

3. Uphold all legal and ethical standards of my profession.

 
Date : ________________________________________________________________________
Client’s Name : ________________________________________________________________
(Parent's Name if Client is a minor): _______________________________________________
My pronouns are: _____________________  My current gender identity is: ________________
My sexual orientation is:_________________________________________________________ 
Address: ______________________________________________________________________
City: ___________________________________  State: ______________Zip:_____________   
Home Phone: (            ) ____________________ Business Phone: (           ) _________________
Cell: (           ) __________________________________________________________________
May I leave a message for you on your voicemail (if so, which number is best?)  Yes ⁫   No⁫  

Leave message on cell 𐄂      Business phone  𐄂     Home Phone  𐄂
Email address: _________________________________________________________________
May I send an email to this email address?  Yes  𐄂    No⁫  
Person & Number to call in Emergency: 
Name: ______________________________________________________________________________
Phone Number: (              ) ____________-_________________ Relationship: ______________ 
Marital Status: _______________  How long?: _________ Number of Marriages: ___________
List all Family Members Living with you:
Name:_______________________________________________________   Age: ___________
_______________________________________________________________”______________
_______________________________________________________________”______________
_______________________________________________________________”______________
_______________________________________________________________”______________
Your Age: (or child’s age)____ _____________________________________”______________
What is your birth order?  Are you the youngest, middle, eldest, a twin?  How many siblings, including deceased, do you have? 
_____________________________________________________________________________  
______________________________________________________________________________
Do you know your own birth history and Mother’s pregnancy history with you?  (Or please list your child’s history if this is re. your child):  _________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
Please list any and all major childhood events and trauma: divorced or absent parents? Deaths? Frequent moves?, etc. and your age (if possible) at time of occurrence: 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
Please list any current significant life events, trauma, and symptoms.  “Events” include divorce, births or death in the family, a recent move, etc., “Symptoms” would include things like excessive sleep, depression, anxiety, mood swings, panic attacks, overeating, weight loss, sexual dysfunction, etc.
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
Pertinent Past/Present Medical Care? (hospitalizations, accidents, current medications): ______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
List and describe any drug and alcohol use: ______________________________________________________________________________
______________________________________________________________________________
Previous therapy? If so when, and your age at the time:
______________________________________________________________________________
______________________________________________________________________________
Why are you seeking therapy at this time?  ______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
Occupation: ___________________________________________________________________
Employer: _____________________________________________________________________
Employer Address: ______________________________________________________________
Who is Responsible for account?: __________________________________________________
Referred to me by?: ______________________________________________________________________________
May I thank this person with your permission?    Yes (   No (
Please print Your Name: 
__________________________________________________________________  Date:    /    /  
Signature:  __________________________________________________________________________
Signature denotes agreement to the contract
Welcome!
