Diana Elwyn, M.S.  

MFT license #MFC 30349
820 Capitola Road
Santa Cruz, CA 95062
(831) 427-9028

New Client Information

This form is to clarify the legal and business portion of our relationship. Please read the following information carefully and feel free to discuss with me any questions or concerns you might have.

Confidentiality:

Absolute privacy is the basic right of anyone who seeks counseling.  All information shared is strictly confidential and cannot be released without your explicit written consent.  There are three important exceptions to client/therapist privilege.  1.)  Any threats of murder or bodily harm to self or other.  2.) Any knowledge of child or elder abuse or neglect.  3.)  A court order.
Payment and Missed Appointments:

Therapy sessions, unless otherwise arranged, last 50 minutes.  Individual sessions are $120, and couples or family sessions cost $140.  If you have insurance coverage, I am happy to bill your insurance company and receive reimbursement directly. However I still require payment in full for the first session. If you chose to do ongoing work, I will confirm your insurance and any balance will be used for co payments. Appointments that are cancelled or broken without 48 hours notice will be charged full fee.  These charges are not reimbursed by insurance companies. I have a limited number of sliding scale slots, please feel free to inquiry about this if the fee is an obstacle to treatment.
Alternative  Sessions:

An effective approach to treatment is when a team of providers coordinate closely on a treatment plan.  Occasionally it seems appropriate to do a co therapy session with a Nutrition Therapist.  I work closely with Barbara Christie, MS RD and the fee for a session with both of us present is $200 for 50 minutes and $280 for 80 minutes.  I am also available for phone sessions as my free time permits.  Any phone contact which is unrelated to the business portion of our relationship will be considered a phone session and the fee will be prorated according to the regular fee.

Seeing You Outside of Therapy:

If we happen to see each other outside of my office, I will protect your confidentiality by not initiating contact.  

Drugs and Alcohol:

I consider the use of drugs and alcohol to be impediments to effective therapy and I ask all clients to refrain from using during the 24 hour period prior to the session.  If you have any problem with this let me know.  If you come to the session under the influence I will cancel the session and you will be responsible for its payment.

Termination:  
When you decide to end or temporarily discontinue therapy,   please let me know ahead of time so we can schedule a closing session.  I find such a session to be valuable for both of us.

I understand and agree to the above conditions.
Signature: ________________________________________________

Printed name: __________________________________ Date________
