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INFORMATION FOR PATIENTS AND CONSENT TO TREATMENT 

Welcome to my practice!  I am grateful to have the opportunity to be of help to you.  This document 

provides information and answers some questions about therapy in general and my specific practice.  

Please read it thoroughly and bring it with you to our first session.  We can discuss in person any 

questions that you have, and I will ask you to sign a copy.  

About Psychotherapy 

I take a holistic and integrative approach to therapy and believe it is important to consider the 

framework of each person’s unique experience and cultural background.  My approach is tailored to 

meet the needs of individual patients based on their presenting concerns and goals for therapy.  I most 

commonly use methods associated with cognitive behavior therapy (CBT), dialectical behavior therapy 

(DBT), and interpersonal therapy.  Although my approach may differ depending on your concerns, I 

always place a strong importance on the therapeutic relationship and I value any feedback you may 

have about our relationship and your experience in therapy.  During your first appointment, we will 

discuss your goals and expectations for therapy and what I believe may be the best way to approach 

working on your concerns.  The frequency of our meetings will differ depending on different factors, and 

we will discuss this more in detail during our first meeting. 

Being an active, willing participant in therapy is important in order to meet your goals.  Collaboration 

between you and me will be essential in addressing your presenting concerns.  In order to receive the 

most benefit from the process of therapy, you will need to attend appointments consistently and will 

likely have to practice the things we discuss outside of sessions. 

If we decide that my practice seems to be a good match, we will discuss your goals, the frequency with 

which we will meet, and whether supplementary consultations (such as with a dietitian, physician, or 

psychiatrist) are warranted.  If we decide that my practice is not a good match, I will offer you referrals 

to other therapists.  It is important to know that while change typically takes time, it is characterized by 

forward and backward movements, and takes consistent focus and effort. 

The Benefits and Risks of Therapy 

As with any powerful treatment, there are some risks as well as many benefits associated with therapy.  

It is helpful to carefully consider both the risks and benefits when make treatment decisions.  For 

example, in therapy there is a risk clients will, for a time, have uncomfortable or increased levels of 

anxiety, guilt, anger, frustration, sadness, loneliness, helplessness, or other difficult feelings.  Clients may 

recall unpleasant memories, and these feelings or memories may bother a client at work or in school.  

Sometimes a client’s problems may temporarily worsen after the beginning of treatment.  Most of these  
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risks are to be expected when people are making important changes in their lives.  Additionally, even 

with our best efforts, there is a risk that therapy may not work for you. 

You should also know that the benefits of therapy have been shown in numerous well-designed 

research studies.  Therapy often leads to 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.  Personal goals and values may become clearer 

and the ability to live out these goals and values may become easier.  Clients may grow in many 

directions – as people, in close relationships, in work or school, and in the ability to have increased joy 

and ease in life.  I do not take on clients that I do not think I can help.  Therefore, I will enter our 

relationship with optimism about our progress.   

Consultations and Collaboration 

Eating disorders are complex disorders that affect you physically, emotionally, and socially.  Because of 

this, I highly value collaboration with other providers.  Most individuals recovering from an eating 

disorder strongly benefit from meeting with a dietician and it is important to be evaluated for medical 

causes and consequences of the eating disorder.  Thus, eating disorder treatment often involves a 

treatment team including a dietitian, the client’s primary care physician, and a psychiatrist.  If you are 

treated by another professional, I will coordinate my services with them.  Additionally, in order to 

provide the best possible services, I may consult with other mental health professionals. 

About Confidentiality 

I will treat all of the information you share with me with great care.  The law protects the privacy of all 

communications between a client and a psychologist.  I will disclose no information obtained from you, 

or the fact that you are my patient, except with your written consent. However, there are some 

important exceptions to this rule of confidentiality, as required by law. We will discuss these issues at 

your initial evaluation, but you may reopen the conversation at any time during our work together. 

I. Uses and Disclosures Requiring Authorization or Consent  

HIPAA allows health care providers to use or disclose your protected health information (PHI) for 

treatment, payment, and health care operations purposes.  In most situations, I will ask you to sign a 

“release of information” form before I talk about you or send my records about you to anyone.  If the 

client is under 18 years of age, the written consent of one legal guardian is necessary.  You may read or 

make changes to this form at any time.   

Mental Health Medical Records is the term used for my formal record of the services provided to you, 

and these contain the dates of our sessions, your diagnosis, functional status, symptoms, progress, our  
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plan, and any psychological testing reports.  Your health records will be stored electronically and will be 

password protected to ensure security and confidentiality. 

Generally, if using insurance, your health insurance company will receive the dates of our appointments, 

my charges, a diagnosis, and perhaps a brief treatment plan.  If you are concerned about this, please 

discuss it with me.  Please understand that I have no control over how these records are handled at the 

insurance company.  My policy is to provide only as much information as the insurance company will 

need to pay your benefits. 

You may revoke your permission to release PHI, in writing, at any time, by contacting me. If there is an 

emergency and I cannot ask your permission, I am allowed to share information if I believe you would 

have wanted me to do so, or if I believe it will be helpful to you.  

II. Possible Uses and Disclosures with Neither Consent nor Authorization  

I may use or disclose information without your consent or authorization in the following circumstances, 

as legally required: 

1. If I have reason to believe that a child or an incapacitated adult is a victim of abuse or neglect, 

the law requires that I file a report with the appropriate government agency.  Once such a 

report is filed, I may be required to provide additional information. 

2. If I have reasons to believe that you are a serious threat of harm to yourself or another person, 

the law requires me to take appropriate action to protect you or that other person.  This usually 

means telling others about the threat. 

3. If you were sent to me by a court for evaluation or treatment, the court expects a report from 

me.  If this is your situation, please talk with me before you tell me anything you do not want 

the court to know.  You have a right to tell me only what you are comfortable having disclosed 

to the court.  However, withholding information may be harmful to you. 

4. If you are suing someone, being sued, or being charged with a crime and you tell the court that 

you are seeing me, I may then be ordered to show the court my records.  Please consult your 

lawyer about these issues. 

5. I may occasionally find it helpful to consult with other health and mental health professionals 

about a case.  During a consultation, I make every effort to avoid revealing any identifying 

information about the client.  The other professionals are also legally bound to keep the 

information confidential.   

If such a situation arises, I will make every effort to fully discuss it with you before taking any action and 

I will limit my disclosure to what is necessary. 



 

 

4 

 

Michelle Mannia, PSYD,HSPP 

6301 University Commons, Suite 310 ◦ South Bend, Indiana 46635 
574-261-9473 ◦ www.drmichellemannia.com  

About Our Appointments 

The therapy process involves responsibility and commitment on the part of the clinician and the client.  

You will receive the most benefit if you attend your sessions regularly and participate actively in the 

therapy process.  Please arrive on time for your appointments and make arrangements to stay for the 

duration of the session.  If you arrive late for the session, we will only be able to meet during the 

originally scheduled time, and will not be able to extend the session.   

The first visit will be an initial evaluation and consists of a diagnostic evaluation during which we will 

assess the nature of your concerns or problems, how they came to be and how they affect your current 

functioning, and determine the best course of treatment.  Follow-up appointments are typically once a 

week and last 50 minutes.  I will make every attempt to notify you in advance if I need to reschedule an 

appointment. 

Treatment of a Minor 

Permission for treatment of a minor is to be given by the custodial parent or legal guardian.  At least one 

custodial parent must accompany the client to the first appointment.  The parent or legal guardian who 

has given the permission for treatment is responsible for payment of fees.  Clients under 18 years of age 

should be aware that the law may allow parents and guardians to examine their child’s treatment 

records.  Because privacy in psychotherapy is often crucial to successful progress, it is sometimes my 

policy to request an agreement from parents that they consent to limit their access to their child’s 

records.  In such a situation, I will provide only general information about the progress of the child’s 

treatment and his or her attendance at scheduled sessions.  Any other communication will require the 

child’s authorization, unless the child is in danger or is a danger to someone else, in which case I will 

notify the parents of my concerns.  Before giving parents any information, I will discuss the matter with 

the child, if possible, and do my best to handle any objectifications he or she may have. 

Fees, Payments, and Billing 

You are responsible for payment at the time of services unless other arrangements have been made in 

advance.  My current therapy fee is $150.00 for the initial 50-minute consultation session and $130.00 

for each subsequent 50 minute psychotherapy session.  Please pay for each session in full (or provide 

your co-pay if you are using an insurance plan) at the end of each session.  There is a $20.00 returned 

check fee plus any bank charges.  There may be other charges for additional time spent on your case.  

For example, telephone consultations, diagnostic testing, request for letters or documentation, etc.  You 

will be made aware of such charges before they are incurred. 
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I am currently a participating provider for Anthem.  If you have a different type of insurance, I will supply 

you with an invoice for my services and you can use this to apply for reimbursement.  You are 

responsible for paying the fees we agree upon.  

If your account has not been paid for more than 60 days and arrangements for payment have not been 

agreed upon, I have the option of using legal means to secure the payment.  This may involve hiring a 

collection agency or going through small claims court which will require me to disclose otherwise 

confidential information.  If such legal action is necessary, its costs will be included in the claim. 

Except for serious emergencies or unforeseen health problems, you will be charged $60 for sessions 

cancelled with less than 24-hour notice.  Please be mindful of cancelling your appointments in advance 

to avoid this charge.  Your insurance provider will not reimburse you for these missed or canceled 

appointments.  If it is possible, I will try to find another time to reschedule the appointment. 

 If there is any problem with my charges, my billing, your insurance, or any other money-related point, 

please bring it to my attention.   

If You Need to Contact Me 

Because I do outpatient evaluation and therapy in a limited practice, I am not quickly accessible in 

between scheduled sessions.  I do not have an on-call service and check messages only a  couple of 

times per day, so if you have an emergency or are in crisis, you should immediately go to the emergency 

room of your local hospital or call the area suicide prevention crisis line for assistance.  Once your safety 

is assured, please call me and leave me a message letting me know what has occurred. 

For non-emergency situations, you may leave a message on my voicemail and I will return your call as 

soon as I can (usually within 24 hours).  I find that telephone therapy does not work as well as face-to-

face therapy and so I discourage it and generally suggest that we discuss your concerns in our sessions 

when possible.  Phone calls are typically reserved for changes in appointments.  Additionally, please be 

aware that e-mail may not be a secure form of communication and you are encouraged to not 

communicate personal health information through e-mail. 

Statement of Principles and Complaint Procedures 

I fully abide by all of the rules of the American Psychological Association (APA) and by those of my state 

license.  Problems can arise in our relationship, just as in any other relationship.  If you are not satisfied 

with any area of our work, please raise your concerns with me at once.  I will make every effort to hear 

any concerns you have and to seek solutions to them.  If you feel that I, or any other therapist, has 

treated you unfairly or has broken a professional rule, please tell me.  You can also contact the state or 

local psychological association and speak to the chairperson of the ethics committee.  You may also  
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contact the state board of psychologist examiners, the organization that licenses individuals in the 

independent practice of psychology.  

In my practice as a therapist, I do not discriminate against clients because of age, sex, marital/family 

status, race, color, religious beliefs, ethnic origin, place of residence, veteran status, physical disability, 

health status, sexual orientation, or criminal record unrelated to present dangerousness.  This is a 

personal commitment, as well as being required by federal, state, and local laws and regulations.  I will 

always take steps to advance and support the values of equal opportunity, human dignity, and 

racial/ethnic/cultural diversity.  If you believe you have been discriminated against, please bring this 

matter to my attention immediately. 

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 you harming someone else.  Please write down the name and information of your 

chosen contact person in the space provided. 

Name: _______________________________________________________________________________ 

Phone: _______________________________________________________________________________ 

Address: _____________________________________________________________________________ 

Relationship to you: ____________________________________________________________________ 

Our Agreement 

I, the client (or his or her parent or guardian), understand that I have the right not to sign this form.  My 

signature below indicates that I have read and discussed this agreement.  I understand that any of the 

points mentioned above can be discussed and may be open to change.  If at any time during the 

treatment I have questions about any of the subjects discussed in the document, I can talk with you 

about them and you will do your best to answer them.  I understand that after therapy begins I have the 

right to withdraw my consent to therapy at any time, for any reason.  However, I will make every effort 

to discuss my concerns about my progress with you before ending therapy with you.  

I understand that no specific promises have been made to me by this therapist about the result of 

treatment, the effectiveness of the procedures used by this therapist, or the number of sessions 

necessary for therapy to be effective. 
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I have read, or have had read to me, the issues and points in this document.  I have discussed those 

points that I did not understand, and have had my questions fully answered.  I agree to act according to 

the points covered in this document.  I hereby agree to enter into therapy with Michelle Mannia, PsyD, 

HSPP and to cooperate fully and to the best of by ability, as shown by my signature here. 

 

___________________________________________________  __________________________ 

Signature of client (or person acting for client)    Date 

 

___________________________________________________   

Printed name 

 

Relationship to client: □ Self  □ Parent  □ Legal Guardian 

             □ Healthcare custodial parent of a minor (less than 14 years of age) 

             □ Other person authorized to act on behalf of the client – specify 

 

 

 

I, the therapist, have met with this client (and/or his or her parent or guardian) for a suitable period of 

time, and have informed her or him of the issues and points raised in this document.  I have responded 

to all of his or her questions.  I believe this person fully understands the issues, and I find no reason to 

believe this person is not fully competent to give informed consent to treatment.  I agree to enter into 

therapy with the client, as shown by my signature here. 

   

 

 

___________________________________________________  __________________________ 

Michelle Mannia, PsyD, HSPP      Date 

 


