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Informed Consent for Treatment & Information 

 

 

Welcome! This packet contains important information regarding your sessions with 

Libby Steele, MSEd., LPC, therapist. Please read carefully and retain for your records. 

 

Entering therapy requires a commitment of time, energy and resources, and often requires some courage to make the first 

appointment. Your commitment will be honored here and you will be treated with respect. While you will leave some 

sessions feeling better, you will end others feeling emotionally tired. We admire you for engaging in this personal growth 

and healing process. Please review the following materials in advance of your first session. 

 

Sessions, Fees, & Insurance 

Individual and couples therapy sessions are typically 45 minutes. Fees must be paid at the time of session (individual 

therapy sessions are $115.00, Parenting, Family and Marital therapy sessions are $150.00). For your convenience, 

you may keep a credit card on file to be run on the day of your session. Checks are to be made payable to Steelee LLC.  

 

If you have a session with more than one therapist, regardless of who asks for the meeting (you or the therapist) you will 

be billed as follows: $100 for each therapist. The second therapist in the session may not be covered/reimbursed by your 

insurance company. 

 

Insurance: It is the sole responsibility of the client to determine which services provided by your therapist are 

reimbursable by your health insurance. The client is encouraged to inquire into insurance coverage at the outset of 

treatment. Your therapist is not responsible for determining coverage in any form including pre-existing condition, 

duration of coverage, and particular provider credentials.  

 

While insurance forms and receipts can be provided to you, it may be to your benefit to not use any insurance benefits, 

due to the following reasons: 1) PRIVACY. Many insurance companies ask for your complete medical record and this is 

kept in their computer database. We have no control over how this information is used or who has access to it. Therefore, 

we cannot guarantee confidentiality on any information released to your insurance company. 2) You have complete 

CONTROL (except the standard confidentiality exceptions) over all information about you, who has it and what is done 

with that information. 3) You receive NO psychological DIAGNOSIS that anyone else is aware of (when you use 

insurance a diagnosis has to be submitted to them). 4) You have CONTROL over the frequency of your sessions and how 

long you feel you need to come. 

 

Cancellations and Missed Appointments 

If you find it necessary to cancel a scheduled appointment, 24 hours’ notice is required by contacting Libby Steele. When 

less than 24 hours’ notice is given, you will be responsible to pay the session fee. Missed appointment fees are not 

covered under any insurance.  

 

Client’s Rights 

You have a right to competent and professional service. You have the right to be treated with respect. You have the right 

to a therapeutic relationship without physical, sexual, verbal or other abuse or exploitation. You have the right to file a 

complaint. You have a right to evaluate our services. You have a right to request to modify, review or release your clinical 

file. You have a right to be given a referral to a different therapy provider if the terms or costs of these services are not 

agreeable to you. 

 

Confidentiality  

Federal and Ohio law require that issues discussed with a therapist be confidential. The information you reveal will not be 

discussed by the therapist with anyone without a signed authorization from you. Your right to strict privacy will be 

protected. The release of confidential materials may be legally required of your therapist in the following situations: 1) If 

your therapist believes you present a clear and substantial risk of imminent serious harm to yourself (suicide) or others 

(homicide); 2) Suspected child or elder abuse or neglect; 3) Instances where the court subpoenas records; and 4) If you 

file a complaint or lawsuit against Steelee LLC. 
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Litigation 

Steelee LLC, is a therapeutic practice that does not and will not provide forensic services. We feel that this jeopardizes the 

therapeutic alliance.  

 

Emergencies 

In the event of an emergency involving threat to self or others please go directly to a hospital emergency room or call 911. 

Emergencies are urgent issues requiring your immediate action. Our general philosophy regarding emergencies is that 

clients are assumed to be self-responsible (i.e. autonomous, functioning, not in need of day to day supervision). In 

addition, as private practice clinicians we cannot assume responsibility for our client’s day to day functioning as can 

an institution nor can we be available for 24-hour per day crisis care. 

 

Communication 

Email and text message communication is for the express purpose of scheduling and billing communications. If you 

decide you want to utilize email as a form of communication between you and your therapist, you acknowledge that there 

are risks inherent in such communications and you accept those risks. Libby Steele and or Steelee LLC uses text 

messaging for the purpose of scheduling only. Communications outside the context of appointment scheduling or 

administrative items should be addressed in person or by phone.  

 

Group Consultation 

Your therapist participates in group consultation sessions with licensed mental health professionals on a weekly basis. 

This is a common and encouraged practice among mental health professionals. 

 

Supervision 

Steelee LLC is providing counseling services under supervision for the purpose of working toward status as a Licensed 

Professional Clinical Counselor from the State of Ohio Counselor, Social Worker, and Marriage & Family Therapist 

Board. Libby will seek consultation about your case with her clinical supervisor, Rochelle Dunn, MSEd., LPCC-S. She 

will have access to your confidential information to ensure that you receive the highest quality care. Should you have any 

concerns about your treatment, please contact Rochelle Dunn at 614-284-0423. 

 

Records and Records Custodian 

 

On occasion, Steelee LLC uses written memory aids prior to completing the clinical note taking process. These are 

transcribed into the clinical notes system used by Steelee LLC and then shredded.  

 

In the event that your therapist is incapacitated, it will be necessary for another therapist to take possession of your file 

and records. By signing this form, you consent to allow another licensed mental health professional whom your therapist 

designates to take possession of your file and records, to provide you with copies upon request, or to deliver them to a 

therapist of your choice. In signing this form below you agree that you will select a successor therapist within a reasonable 

time and will notify the appointed licensed mental health professional if you choose that option. 

 

Previous Treatment 

If you have participated in a therapeutic experience prior to coming to Steelee LLC, please request an Authorization to 

Release of Information form to submit to your previous provider. Your records cannot and will not be sent without your 

approval.  
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Acknowledgement of Informed Consent to Treatment & Notice of Privacy Practices 

 

 

Client/Legal Guardian Name: _________________________________________ Date of Birth________ 

 

I voluntarily agree to receive mental health assessment, care, treatment, or services and authorize Steelee LLC, to provide 

such care, treatment, or services as are considered necessary and advisable. I understand and agree that I will participate in 

the planning of my care, treatment, or services and that I may stop such care, treatment, or services that I receive through 

Steelee LLC, at any time. I also understand that there are no guarantees that treatment will be successful.  

 

By signing this Acknowledgement of Informed Consent to Treatment, I, the undersigned client, acknowledge that I have 

both read and understood all the terms and information contained herein and I agree to be bound by the provisions in this 

agreement. I have been offered a copy of the Acknowledgement of Informed Consent to Treatment. Ample opportunity 

has been offered to me to ask questions and seek clarification of anything unclear to me. If a minor is the client, I am 

signing on behalf of the minor as the authorized parent/guardian. (Information on minor rights will be shared with the 

minor.) 

 

I acknowledge that I have received an opportunity to review the Notice of Privacy Practices of Steelee LLC. I further 

acknowledge that a copy of the Notice of Privacy Practices has been offered to me. 

 

I have read the above and understand and agree to my responsibilities. I acknowledge that by signing this 

Acknowledgement of Informed Consent to Treatment, I give consent and such consent will continue until I withdraw 

consent by providing written notice of such withdrawal to Steelee LLC, at 465 Waterbury Court, Gahanna, Ohio 43230. If 

minor client, parent/legal guardian attests to having legal custody and consents to fees and treatment by this signature.  

 

 

Client/Legal Guardian Signature______________________________________ Date________________ 
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Adult Client Information 

 
 

___________________    ___________________________________________________________________   ____________________   _________ 

 Today’s Date                     Name (first, middle, last)                                                                                          Date of Birth                        Age 

 

 

________________________________________________________________________________________________________________________ 

Address       City                             State               Zip  

 

 

Primary Phone     ______________________________________ Email ___________________________________ 

                                                                                      

 

Emergency Contact Name____________________________Relationship _____________________   Phone_______________________  
 

Veteran?   ___No   ___ Yes–Branch of Military_______________  Time of Service______________________     

 

Gender: ___Female  ___Male  ___Transgender  ___Other_________________________________    
 

 

Background Information and History 
 

In your own words, describe what brings you here: _______________________________________________________________ 

 

____________________________________________________________________________________________________________ 

 

____________________________________________________________________________________________________________ 

 

What do you hope to take away from this experience? _____________________________________________________________ 

 

____________________________________________________________________________________________________________  

 

 

Please list the names and ages of children with whom you are involved in parenting: 

Name                Age  Name                        Age 

______________________________________________  __________________________________________________ 

 

______________________________________________  __________________________________________________ 

 

______________________________________________  __________________________________________________ 

 

How would you describe your relationship with the children? ______________________________________________________ 

 

____________________________________________________________________________________________________________  

 

____________________________________________________________________________________________________________  

 

____________________________________________________________________________________________________________ 
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PLEASE READ THE FOLLOWING CAREFULLY! 

 

1. 24-Hour Notice of Cancellation – Like any other professional whose billing is done on an hourly basis, I have 

opportunity cost associated with cancellations that occur without much notice. If you are unable to keep your scheduled 

appointment or group meeting, you  MUST notify me 24 hours in advance or you will be charged for the appointment or 

meeting time. Should your appointment be scheduled on a Monday, call our office number 614-852-4866 during the 

weekend and leave a voicemail noting your cancellation. There are NO exceptions. 

 

2. Payment for services is due at the time services are rendered.  I accept cash, Mastercard, Visa, American Express, 

Discover Card, HSA, or personal checks made payable to Steelee LLC.  I will not see you or your child until payment is 

rendered before the session begins. There are no exceptions. 

 

3. Libby Steele, MSEd., LPC and Steelee LLC are dedicated to providing the highest quality psychotherapy services 

available.  To that end, it is sometimes necessary to review records, discuss your situation with previous professionals, or 

meet with others.  Especially in the case of child or family therapy, numerous visits and calls to the school, teachers, 

minister, etc. may be necessary.  While I try to include these costs in my standard billing when possible, special meetings 

or protracted phone consultations may require a fee. Phone calls extending beyond 15 min will be billed to your account 

in quarter hour increments at the base session fee of $115. Please be assured that I will do everything possible to 

minimize these special fees. I will be happy to discuss fees, insurance, and payments with you -- please do not hesitate to 

call me if you have any questions.  

 

4. Libby Steele, MSEd., LPC and Steelee LLC are a therapeutic organization that does not and will provide forensic 

services.  We feel that this jeopardizes the therapeutic alliance. Included in this packet is an anti-litigation form, which 

you will be asked to sign even if you are NOT currently in litigation. This form becomes part of the file.   

 

5. I have a special team approach to child psychotherapy.  I am dedicated to providing a safe environment for your child to 

work out his/her emotional concerns.  This requires your child to form a special relationship with me.  In order to protect 

this special relationship, it is necessary to make sure that financial arrangements do not interfere with the treatment of the 

relationship. This includes not exchanging or discussing finances in front of the child. To optimize the treatment, please 

be prepared to keep a card on file. This will be done using a direct payment point of sale called IvyPay. Insurance forms 

and receipt(s) can be mailed automatically if requested.  

 

6. I make every effort return all calls, emails, texts within a 24 hr period Monday- Friday. I cannot provide emergency or on 

demand communication or care. If you are experiencing a clinical emergency please go directly to your nearest 

emergency room.  

 

 

I HAVE READ AND UNDERSTOOD THE ABOVE FINANCIAL STATEMENT AND AGREE TO THE PAYMENT 

TERMS HEREIN SET FORTH.  I AM RESPONSIBLE FOR PAYMENT FOR ALL SERVICES RENDERED, INCLUDING 

LATE CANCELS AND NO SHOWS.  I FURTHER UNDERSTAND THAT IF I LIST A THIRD PARTY AS RESPONSIBLE 

FOR PAYMENT, AND THEY DO NOT PAY, I AM STILL RESPONSIBLE FOR ANY MONIES DUE TO STEELEE LLC. 

 

Print Name of Responsible Party:   ____________________________    

Signature of Responsible Party:  _    _______  Date:      

 (PRINT CLIENT NAME; if different than responsible Party)___________________________________________ 

Responsible Party Billing Address:________________________________________________________________ 

City:________________________________________State:__________________Zip:______________________ 

Number(s) we may contact responsible party(indicate if # is work, home or cell)____________________________ 
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Request for Communication 

 

 

Client/Legal Guardian Name_______________________________________________ Date of Birth________________ 

 

Name of Client (if they are a minor)__________________________________________Date of Birth________________ 

 

 

1. Please call, email and/or text me at the following numbers regarding appointments, payments/billing, and 

cancellations:  

 

Cell Phone ________________________________  May we leave a message?  ___Yes   ___No 

        May we send text messages? ___Yes   ___No 

Email  ________________________________   

        

 

2. Please list anyone who will call us to schedule/cancel/confirm appointments, make payments on your account, 

bring clients to their appointment, etc. (be sure to list your spouse, children, parents, assistants, babysitters/nanny, 

etc.) 

 

Name______________________________________________ Relationship to you________________________ 

Phone Number_______________________________________ 

 

Name______________________________________________ Relationship to you________________________ 

Phone Number_______________________________________ 

 

Name______________________________________________ Relationship to you________________________ 

Phone number_______________________________________ 

 

 

3. If you choose to communicate with your therapist via email or text messaging, please know that email and text messaging are 

only appropriate for scheduling and housekeeping purposes. Email and text messaging are not for clinical issues, due to the 

lack of confidentiality. Please note: • Any computer files referencing our communication are maintained using secure and 

encrypted measures. • Your therapist will not respond to personal and clinical concerns via email or text.  
 

 

Client/Legal Guardian Signature_______________________________________________ Date____________________ 
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Marital and Family Therapy Psychosocial Inventory 

Please complete the following information regarding your family prior to your first appointment and bring 

it with you to the session. If you are unsure of an answer or feel that a question does not apply, you may 

leave it blank. All information will be kept confidential. 

Date: 

Form completed by: 

Caregiver 1 Name: 

Gender:                                                            Date of birth:                                    Age: 

Race/Ethnicity:                                               Occupation:                                       Education Level: 

Caregiver 2 Name: 

Gender:                                                            Date of birth:                                    Age: 

Race/Ethnicity:                                               Occupation:                                       Education Level: 

Child Name: 

Gender:                                                            Date of birth:                                    Age: 

Race/Ethnicity:                                               Occupation:                                        

Education Level/Current Grade:                  If you are a student, name of school:  

Child Name:  

Gender:                                                            Date of birth:                                    Age: 

Race/Ethnicity:                                               Occupation:                                        

Education Level/Current Grade:                  If you are a student, name of school:  

Child Name: 

Gender:                                                            Date of birth:                                    Age: 

Race/Ethnicity:                                               Occupation:                                        

Education Level/Current Grade:                  If you are a student, name of school:  

What is the main concern that brings you to therapy? _________________________________________ 

_____________________________________________________________________________________ 
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_____________________________________________________________________________________ 

How long has this been a concern? ________________________________________________________ 

_____________________________________________________________________________________ 

What have you already tried to address the problem? Has anything been helpful so far? _____________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

What do you hope to get from therapy?  ___________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Is there any history of trauma or upsetting life events (such as abuse, life threatening accidents or medical 

concerns, family conflict, bullying, divorce, death or loss of loved ones, or natural disasters)?  

Yes ___ No ___ 

If yes, please describe 

___________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Have any family members received psychotherapy or counseling before? Yes ___ No ___   

If yes, please describe 

___________________________________________________________________ 

_____________________________________________________________________________________ 

Is there any use of drugs or alcohol by family members? Yes ___  No ___  

If yes, please describe __________________________________________________________________ 

_____________________________________________________________________________________ 

Please describe any current medical concerns for family members: ______________________________ 

_____________________________________________________________________________________ 
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Please share about any past and current stressors and major life changes that have impacted your family?  

______________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

What do you consider to be your family strengths? ___________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Is there any other information that I should know regarding your family?__________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 
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