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Shelby Johnson, PhD, 1010 Lamond Avenue, Durham, NC 27701 
 

OUTPATIENT SERVICES AGREEMENT & INFORMED CONSENT 
 
Welcome to my practice. This document contains important information about my 
professional services and business policies. It also contains summary information about 
the Health Insurance Portability and Accountability Act (HIPAA), a federal law that 
provides privacy protections and patient rights about the use and disclosure of your 
Protected Health Information (PHI) for the purposes of treatment, payment, and health 
care operations. When you sign this document, it will also represent an agreement 
between us. We can discuss any questions you have at any time. 
 
PSYCHOLOGICAL SERVICES & SESSIONS 
Therapy is a relationship between people that works in part because of clearly defined 
rights and responsibilities held by each person. As a client, you have certain rights and 
responsibilities that are important for you to understand. There are also legal limitations 
to those rights that you should be aware of.  As your therapist, I have corresponding 
responsibilities to you. These rights and responsibilities are described in the following 
sections. 
 
Psychotherapy has both benefits and risks. Risks may include experiencing 
uncomfortable feelings, because the process of psychotherapy often requires 
discussing the unpleasant aspects of your life.  However, psychotherapy has been 
shown to have benefits for individuals who undertake it, often leading to a significant 
reduction in feelings of distress, increased satisfaction in interpersonal relationships, 
greater personal awareness and insight, increased skills for managing stress, and 
resolutions to specific problems.  However, there are no guarantees about what will 
happen.  Psychotherapy requires a very active effort on your part. In order to be most 
successful, you will have to work on things we discuss outside of sessions. 
 
Our first 1-3 sessions will involve an evaluation of your needs. At the end of this period, 
we will have discussed some of your strengths, challenges, and goals. This will give me 
an idea of what skills I can offer in our work together. This information will also be used 
to develop a treatment plan with your input. If you need help finding additional or 
alternative therapy services, I will help you locate these.  
 
APPOINTMENTS 
If psychotherapy is started, we will usually schedule one 50- to 55-minute session per 
week at a time we agree on. Therapy time is reserved exclusively for you. If you need to 
cancel an appointment, let me know at least 24 hours in advance by phone or 
voicemail.  Appointments which are missed or canceled with less notice will be billed to 
you in full. Insurance companies will not reimburse you for late cancellation and no 
shows.  In addition, you are responsible for coming to your session on time; if you are 
late, your appointment will still need to end on time. 
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PHONE CALLS, OTHER CONTACT, AND EMERGENCIES 
I provide non-emergency outpatient therapy services by scheduled appointment. You 
can leave messages for me on my business line: 919-964-1268.  I check my messages 
on business days and intend to return calls within 24 hours.  In case of an emergency, 
you may try to reach me at the above number.  If you cannot reach me and are 
experiencing an emergency, you should dial 911 or go to the nearest emergency room 
and ask for the mental health worker on call. 
 
Electronic communication (texting or emails) is not private. Although an email address 
appears on my card, please use it only by prior arrangement with me.  Do not use email 
or texting for emergencies or for canceling sessions.  
 
I may use the USPS to mail information to you regarding appointment reminders, billing 
information, or other information about treatment alternatives, or services that might be 
of interest to you (i.e. support group schedules, etc.). If you do not wish to receive 
mailings, please notify me. 
 
I practice a strict policy of not “friending,” “following,” and/or communicating with current 
or previous clients or their families through social media. I enforce this policy to protect 
your privacy and to keep the boundaries of our therapeutic relationship. 
 
PROFESSIONAL FEES 
The standard fee for the initial intake session is $150.00  
Individual therapy sessions are $125.00. 
 
Professional time is billed at $125/hr. In addition to weekly appointments, it is my 
practice to charge for related therapy services on a pro-rated basis.  Therefore, I will 
break down the hourly fee for any other professional services that you may require such 
as report writing, telephone conversations that last longer than 10 minutes, or other 
related professional services. 
 
You are responsible for remitting payment at the time of your session unless prior 
arrangements have been made. Payment may be made by check, cash, or credit card. I 
require that information on a current credit card remain on file with my office.  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. Accounts will be considered overdue 30 days from the statement 
date. If payment is not received, you will be charged 2% of the balance. If any special 
circumstances have occurred to affect your ability to pay, please discuss a change in 
your payment plan with me. When accounts are more than 60 days past due, I may 
refer your account to an attorney, collection agency or small claims court. You will be 
responsible for paying all collection costs. 
 
INSURANCE REIMBURSEMENT 
 
I am currently in-network for BCBSNC (PPO and Indemnity) only.  If you are insured by 
BCBSNC, I will submit claims for services rendered and you will be responsible for your 
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co-pay at each session.  Clients with other insurance policies may elect to utilize their 
out-of-network benefits for therapy, and while I do not assist in filing these claims, I can 
provide a monthly statement of charges and payments if requested. This will require me 
to provide a diagnosis on the statement. 
 
If you plan to request reimbursement from your insurer, it is important that you contact 
them to discuss what out-of-network benefits are covered for mental health. Insurance 
companies vary in how much of my fee they will cover. The insurer may also require 
preauthorization for outpatient therapy. While I am able to help provide documentation 
for you to obtain reimbursement, you (not the insurance company) are responsible for 
full payment of fees for my services. Therefore, it is critical that you have a good 
understanding of your benefits for outpatient psychotherapy. 
 
CONFIDENTIALITY 
Your privacy is extremely important to me.  It is also protected by law. The laws of North 
Carolina require that most issues discussed during the course of therapy with a 
psychologist, social worker or psychiatrist remain confidential. There are exceptions. 
For example, I am required to notify appropriate authorities or release information in 
situations of suspected child abuse, of potential harm to oneself or others, or if a court 
subpoenas our records. In addition, you are permitted to waive this confidentiality by 
signing a release of information form.  
 
During therapy you may always request that some information be discussed with 
another person (e.g., your physician, spouse/partner, parent, etc.). If you desire that 
information be communicated about you to someone else, please ask for an information 
release form. If it would be useful to your treatment to discuss your situation with 
someone else, I will ask you to sign a release. If you learn that a third party (e.g., lawyer 
or parents) will be requesting information, please let me know promptly. To provide you 
with the best care possible, I may occasionally find it helpful to consult other health and 
mental health professionals. During a consultation, I make every effort to avoid 
revealing the identity of a client. The other professional(s) are also legally bound to keep 
the information confidential. If you don’t object, I will not tell you about these 
consultations unless I feel that it is important to our work together. 
 
You should also be aware that I have a contract with a web-based company that 
provides billing, clinical documentation, credit card processing, and scheduling services. 
As required by HIPAA, I have a formal business associate agreement in which it 
promises to maintain the confidentiality of your protected health information, except as 
specifically allowed in the contract or otherwise required by law. The company is 
certified HIPAA compliant. 
 
If I believe that a client presents an imminent danger to him/herself, I may be required to 
seek hospitalization for the patient, or contact family members or others who can help 
provide protection. 
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Parental involvement is essential to the successful treatment of minors and this may 
require that some private information be shared with parents. It is my policy to share 
only information that is considered necessary with a minor’s parents. Before giving 
parents information, this will be discussed with the child, if possible, to address 
objections (If this applies to you, see separate adolescent consent form, to be signed by 
both child and parent). 
 
Children over the age of 18 have the right to independently consent to and receive 
mental health treatment without parental consent. Information about that treatment 
cannot be disclosed without the client’s agreement. 
 
My practice is an independent practice. Although I share an office suite with other 
professionals, each therapist is an independent provider. 
 
If you have concerns about confidentiality at any time, please discuss them with me.  
 
OTHER RIGHTS AND ENDING THERAPY 
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 have the right to considerate, safe and respectful 
care, without discrimination as to race, ethnicity, gender, gender identity, sexual 
orientation, age, religion, or national origin. You have the right to ask questions about 
any aspects of therapy and about my specific training and experience.  
 
You may also request that I refer you to another therapist and are free to end therapy at 
any time. Effective psychotherapy requires an active commitment. It takes time, money, 
and effort. Sometimes therapy is hard work and doesn’t feel very good, but people 
usually find it helps them make rewarding changes and they are glad that they stuck 
with it. When you are thinking of stopping, it is my hope that you will talk with me about 
it so that we can resolve any problems and have a chance to say goodbye.  In a few 
special instances, I may stop working with you, even though you wish to continue. 
These would include a failure to meet the terms of our agreement, the need for services 
outside my area of competency, and failure to make progress in our work together. If 
this should happen, we will discuss the reason for stopping work together and discuss 
referral options. 
 
CONSENT TO PSYCHOTHERAPY 
Your signature below indicates that you have read this Agreement and the Notice of 
Privacy Practices and agree to their terms. 
 
________________________________________________________  _____________  
Client’s Signature        Date 
(18 and older) 
 
_______________________________________________________  _____________  
Parent or Legal Guardian’s Signature      Date  


