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APPointmen‘c, Payment and Conﬁclentialitu Policies

Welcome: 1am Pleased that we have this oPPortunity to work together. | hopc our work he]Ps to 1CorthC9 your
sense of we”-being as you Clevelop more clari’cg, connection, and comPassion in your life. Please read the

Fo”owing imPortant information. I invite youto express any ques‘cions or concerns that you may have.

Our Work: My work with PCOPIC is usua”g medium to long term. 1 have found that this type of work results in
lasting in-depth life changes for Peoplc. This type of change is cultivated tl'xrougl'l commitment, consistency, anda
saFe, nurturing, honest, working relations]qip‘ | commit mgsehc to creating a trusting space in which you feel seen,
heard, and accepte& bg me. What I ask oFgou inreturn, is that you commit to investing in Hourse]F -tobe engaged
in the process, a”owingyourselmc as best you can, to be who you are. | recognize and deeplg res[:)ect the effort it
takes on your Par’c to make this commitment. Togetl’ler, we can create a container that suPPorts your grow’ch in
the most oPtimal way. Inmy ProFessional experience, I have found that this container develops best when we meet
weeklg - so that is what | ask of my clients. | encourage you to consider this, and if any questions or thougl'lts

arise, Please let me know so we can discuss these.

Fees and Insurance: Fees are due at the time of your aPPointmcnt unless other arrangements have been made in
advance, Pagab[e bg cash, check, or credit card. If you pay bg credit card, 1 will chargc the card after the session
and if you would like a receiPt, I will Provide it at our next session. For checks or cash, | aPPreciate Payment at the
start of the session. Some insurance companics may reimburse for services. If your insurance company covers
some Portion omcgour 1Cee, I will assist you bg Provicling bi”ing statements and other necessary information. You
are rcsponsiblc for bi”inggour insurance company and arrangjng to receive reimbursement clircctl& Itis

understood that you are ultimatelg resPonsible for Pagment of your therapg services.
Te]ePhone consultations beyond 15 minutes in Iength are clﬁarged at my hourlg rate.

There may be a bank service fee for any checks that are returned from the bank. 1 will noth('g you bg Phone if this

occurs. Pagmcnt of this bank fee is due at your next aPPointment along with your rcgular fee.

Cancellations and Missed Appointments: if for some reason you cannot make your scheduled aPPointmcnt,
LI

Please cancel as far in advance as Possible. | recluest that you let me know with a minimum of 24 hours notice. If
an aPPointment is missed or cancelled with less than 24-hours notice, you are rcsPonsib]e for the full fee of the
missed or cancelled aPPointment. hcyou need to cancel or reschedule an aPPointmentJ P]easc call my office
voicemail at 50%.224.6559 to leave a message. Please do not use email to change our aPPointments, asthatis a
less reliable way for me to receive your message. it you don't receive a confirmation call back from me in a

reasonable amount of time it means that | didn't receive your message and I ask that you call again.
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Emergencu Procedures: If there is an emergency and | cannot be reached, Please contact your P]ﬂgsician, the
emergency room at the hospital nearest you, or the mental health crisis line at (50%) 988-4888.

Conﬁdentialitu: Counse[ing is most effective when PeoPle feel theg cantalk oPenly in an environment that is
Private. I am committed to the conﬁclentiality and Privileged communications of all clients. I will not share your
ersonal information unless yousigna release that gjves me Permission to talk with a speciﬁ'c party. However, the

?o”owing [imitations and exceptions exist:

1.) You Provide me with your consent to release information;

2)1 have reason to believe that Yyouare a danger to 30urse|1C or to someone e]se;

3.) You disclose abuse, neg]ec’c, or exploita’cion ofa chilc{, elderlg, or disabled person;
4.) I am ordered bg a court to disclose information; or

5.) I need to release speciﬁc information to your insurance Provicler in order to receive Pagment for services

lalso Present cases in group or individual consultation. 1do my best to disguise the identit9 of my clients (U do not

reveal names or use other identhcging information) so that | may Protect your Privacg. Do you give me Permission

to present your case in group consultation? Yes_ No or individual consultation? Yes No
(Please initial) (Please initial)
May | thank the person who referred you? Yes_______ No_ (Please initial)

Please do not use email to communicate sensitive information to me. Email is not secure and conﬁclentiali’cg cannot

be Pro’cected.

Termination: After the first couPle of meetings, we’ll assess if | can be of benefit to you. i at any Point cluring
Psychotherapg, it's determined bg either of us that 'm not effective in helpinggou reach your tl'leraPeutic goals,
we'll discuss it and, if aPProPriate, and with your agreement, we’ll terminate treatment. Insuch a case, Pll Provide
you with a number of referrals and, i 1 have your written consent, Pll Provicle her or him with the essential
information needed to help with the transition. You have the riglﬁt atany time to seek another Progessional’s

oPinion, consult with another therapist, or terminate therapg.

Ido request that we discuss termination together in session. If you decide that you would like to end tlﬂerapg, I
request that your last aPPointment with me to be in my oxcﬁce, not b9 Phone or letter. This allows time for review of

t]’"IC WOF‘{ 3OU have CIOI’IC in therapg and CIOSUFC thWCCI’] us.



Lisa Popelka, MS, LPC

503.85%.0170
811NW 20th Avenue, Suite 503, Portland, Oregon 97209
Licensed Professional Counselor - Oregon License No. CA014

Additional Issues: 1 apprecia’ce the time you have taken to read this. Itis imPor’cant to be aware that sometimes
People exPerience emotional discomfort or c]'langes in rela’cions]’rips as aresult of working toward goals of
treatment. Please discuss any concerns you notice so that we can work togetl'ler to helP you cope with these
cl'langes and create a more Positive outcome. One of the most important rigl'xts you have as a client is that you are
alwags free to ask questions and communicate concerns as tl'leg arise for you now or at any Point cluringyour

treatment. Please feel free to let me know directig how I can be of assistance to you.

| very much look forward to worlcing with you.

Authorization for Treatment: | have read this form and have had the chance to discuss it with the theraPist who

is worlcing with me. Iunderstand the information stated, and | agree to Participate in treatment under the
conditions described. | gjve Pcrmission for Lisa C. Popclka, MS, LPC, to Proviclc necessary treatment, or to make

an aPProPriate referral for me, and I understand that | can end therapy at any time | wish.

Client:

Print Name Signatu re Date Signec]



