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Agreement for Services/Informed Consent  

 
Introduction:  
This Agreement is intended to provide [name of Client]____________________________________________   
(herein “Client”) with important information regarding the practices, policies and procedures of Glen F. Pastores, LMFT  
(herein “Therapist”), and to clarify the terms of the professional therapeutic relationship between Therapist and Client.   
Any questions or concerns regarding the contents of this Agreement should be discussed with Therapist prior to signing it.   
  
About the Therapy Process  
It is the Therapist’s intention to provide services that will assist Client in reaching his/her goals. Psychotherapy is a 
process in which Therapist and Client discuss a myriad of issues, events, experiences and memories for the purpose of 
creating positive change so Client can experience his/her life more fully. It provides an opportunity to better, and more 
deeply understand oneself, as well as, any problems or difficulties Client may be experiencing. Psychotherapy is a joint 
effort between Client and Therapist. Progress and success may vary depending upon the particular problems or issues 
being addressed, as well as many other factors. Please be aware that although therapy is designed to be helpful, it may at 
times be difficult and uncomfortable.    
  
Confidentiality   
The information disclosed by Client is generally confidential and will not be released to any third party without written 
authorization from Client, except where required or permitted by law. Exceptions to confidentiality, include, but are not 
limited to, reporting child, elder and dependent adult abuse, when a Client makes a serious threat of violence towards a 
reasonably identifiable victim, when a Client is dangerous to him/herself or the person or property of another, or when a 
valid court order is issued for medical records.    
 
Social Media 
Glen F. Pastores, LMFT does not accept friend requests from current or former clients on any social networking site 
(including but not limited to professional social media sites). Adding friends can compromise client confidentiality, along 
with blurring boundaries of the therapeutic relationship. Your therapist will not follow clients on any social media interface, 
nor respond to posts by current/former clients. Messaging Glen F. Pastores via any social interface as a way to schedule 
or communicate is not encouraged. If clients need to contact Glen F. Pastores between sessions, the best way to do this 
is via phone call or email. 
 
Financial Terms and Insurance   
Upon verification of Client’s health plan/insurance coverage and policy limits, Insurance carrier will be billed for Client and 
Therapist will be paid directly by the carrier. Client will be responsible for any applicable deductibles and co payment at 
the time of service.  By signing below, Client agrees to make these payments at each appointment; and understands that 
if in case Client is not eligible at the time services are rendered, Client is responsible for payment, even if the 
determination is made after services are rendered.  Returned checks are subject to a $30 fee. Please note that the 
amount of reimbursement and the amount of any co-payments or deductible depends on the requirements of Client’s 
specific insurance plan. Client should be aware that insurance plans generally limit coverage to certain diagnosable 
mental conditions.    
 
FEE/CHARGE FOR LATE CANCELLED/MISSED APPOINTMENTS/ REQUEST OF RECORDS.  
BY INITIALING AT THE END OF THIS LINE, I ACKNOWLEDGE THAT IN THE EVENT OF A “NO SHOW” OR FAILURE  
TO GIVE 24-HOUR NOTICE (within business days Monday – Friday) PRIOR TO A CANCELLATION, I AGREE TO PAY   
A $60.00 FEE FOR NO-SHOW/LATE CANCELLATION.  THIS CHARGE IS SOLELY MY RESPONSIBILITY AND WILL  
NOT BE PAID BY MY INSURANCE.                   __________ initial  
  
 I ACKNOWLEDGE THAT IN THE EVENT I SIGN TO REQUEST MY RECORDS TO BE RELEASED, I AGREE TO PAY 
A $30 FEE FOR RELEASE OF RECORDS AND/OR SUMMARY OF RECORDS.                              _________ initial  
  
Client Litigation   
Therapist will not voluntarily participate in any litigation, or custody dispute in which Client and another individual, or entity, 
are parties. Therapist has a policy of not communicating with Client’s attorney and will generally not write or sign letters, 
reports, declarations, or affidavits to be used in Client’s legal matter. Therapist will generally not provide records or 
testimony unless compelled to do so. Should Therapist be subpoenaed, or ordered by a court of law, to appear as a 
witness in an action involving Client, Client agrees to reimburse Therapist for any time spent for preparation, travel, or 
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other time in which Therapist has made him/herself available for such an appearance at Therapist’s usual and customary 
hourly rate of $160.00.   
Court appearance/ legal involvement will likely result in the need to terminate therapy and refer Client to another 
therapist.   
  
Please sign the following, if using insurance plan or Employee Assistance Program  
“I authorize the release of any information (including treatment summaries and diagnosis) necessary to process insurance 
or Employee Assistance claims, or to request additional sessions.  I authorize payment of benefits to be made to Glen F. 
Pastores, LMFT for services provided.”                                          
  
Client’s signature: _______________________________________    
  
General consent for treatment (if a client is a minor)  
“On the client’s behalf, I (legal guardian, legal representative) authorize Glen F. Pastores, LMFT to deliver mental health 
services to the client.  I accept that the child’s records are confidential and that by law, I cannot have access to the child’s 
records if such access would be detrimental to the child.”  
  
______________________________________________________  
Client (legal guardian) initials  
  
Minors and Confidentiality  
Communications between Therapist and clients who are minors (under the age of 18) are confidential.  However, parents 
and other guardians who provide authorization for their child’s treatment are often involved in their treatment.   
Consequently, Therapist may discuss the treatment progress of a minor Client with the parent or caretaker. Please ask or 
discuss with Therapist any questions or concerns with regards to this topic.  Therapist generally requires the consent of 
both parents prior to providing any services to a minor child. If any question exists regarding the authority of  
Representative to give consent for psychotherapy, Therapist will require that Representative submit supporting legal 
documentation, such as a custody order, prior to the commencement of services.  
  
Therapist Availability/Emergencies  
Client may leave Therapist a voicemail message at any time. Non urgent phone calls are returned during workdays 
(Monday through Friday) within 48 hours.  Therapist is not available to return calls on Saturdays or Sundays or after 7:00 
pm (M-F). In the event of a medical emergency or an emergency involving a threat to your safety or the safety of others, 
please call 911 to request emergency assistance OR San Diego Crisis Hotline: 1-888-724-7240, Veterans Crisis 
Line: 800-273-8255.  
  
Termination of Therapy  
Therapist reserves the right to terminate therapy at his/her discretion. Reasons for termination include, but are not limited 
to, untimely payment of fees, failure to comply with treatment recommendations, conflicts of interest, failure to participate 
in therapy, Client needs are outside of Therapist’s scope of competence or practice, or Client is not making adequate 
progress in therapy. Client has the right to terminate therapy at his/her discretion. Upon either party’s decision to 
terminate therapy, Therapist may recommend treatment alternatives. Treatment alternatives may include, among other 
possibilities, referral or changing Client’s treatment plan.   
 
 
Communicating with Therapist  
Y   
N  

Therapist may send mail to Client’s home address.  Y   
N  

Therapist may send mail to Client’s work address.  
  

Y   
N  

Therapist may communicate with Client by email, text  
(including appointment reminders).  Client’s email is:  
_______________________________________  
(Client understands that email is not a completely private 
form of communication.)  

Y   
N  

Therapist may send a fax to Client.  Client’s fax no.  
is __________________________  

Y   
N  

Therapist may call Client at:   
Home__________________ Message ok?   Y or N  
Cell phone______________ Message ok?   Y or N  

    
Work:  Message ok?   Y or N  
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Acknowledgement  
  
By signing below, Client acknowledges that he/she has reviewed and fully understands the terms and conditions of this 
Agreement. Client has discussed such terms and conditions with Therapist, and has had any questions with regard to its 
terms and conditions answered to Client’s satisfaction. Client agrees to abide by the terms and conditions of this Agreement 
and consents to participate in psychotherapy with Therapist. Client acknowledges that he/she has been given a copy of the 
therapist’s Health Insurance Portability and Accountability Act (HIPAA) Patient Notice of Privacy Practices which describes 
how records and information about my treatment will be handled.   
  
  
Client Name (please print): __________________________________________________________________  
  
________________________________________________________________________________________    
Signature of Client (or legal guardian/legal representative)  
  
Date: __________________________________________    
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