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Associate Counselling Psychologist

INFORMED CONSENT for CLIENTS 



Name:							Emergency Contact Name:
Contact Number:					Emergency Contact Number:			
Address:


Starting counselling is a major decision and you may have many questions. The following information is offered to inform clients, parents and guardians of some procedures and policies of our practice.  If you have other questions or concerns, please ask and your therapist will do their best to give you all the information you need.  
	
Professional Services
	
Consultation: This process begins with an initial consultation in which the clinician will ask some important questions and engage you in some activities to get to know you and your family member better and to help understand the specific concerns. All of these activities work together to provide the answers you need to overcome your current challenges so it is very important that you participate in these exercises as fully as possible. 

Therapy: Within the first few sessions, you and your therapist will establish goals for working together, and your therapist will develop a fluid treatment plan. As the counselling progresses, this plan may change. Counselling is most effective if we work collaboratively. As such, you are expected to come to your sessions on time, to complete any tasks we agree upon, and to do your best to talk about the concerns, behaviours, thoughts, and feelings that are bothering you.  If anything about our counselling troubles or disappoints you, we strongly encourage you to talk about that in your session so that we can address your concerns.
	
Termination of Therapy: The process of therapy may conclude when you have met your goals and/or gained maximum benefit from the process. As the consenting adult you have the right to terminate or end your involvement in the therapy process at any time. A terminating session should be held with the client before cessation of therapy.

Confidentiality

Confidentiality is maintained as part of the counselling and assessment process. It is your legal and ethical right that our sessions and records about you are kept private. Your written authorisation is required for any release of information or records. In general, your therapist or examiner will not tell anyone what you tell him/her. They will not reveal that you are receiving treatment from them. In all but a few rare situations, your confidentiality is protected by the rules and ethics of our profession. 
· We may consult with other professionals in the mental health field in order to give you quality service, but in doing so your identity or any identifying information will not be disclosed. 
· All other consultations (i.e. HR personnel, primary physician etc.) will only be sought after obtaining your authorization via a signed “release of information form.”  



Exceptions to Confidentiality: 
· Mandated exceptions are: court orders, imminent danger to you, your child or another person, or suspected abuse, maltreatment or neglect of vulnerable persons including children and the disabled.  
· If I feel like you pose a danger to yourself or others, contact may be made with your emergency contact or mental health crisis team in order to keep you safe.
                                                           
· A Child’s Right to Privacy: If you are referring your child/ward for therapy his/her sense of privacy is an important aspect of the therapeutic process. While it is essential that we work closely with you on understanding and supporting your child's therapy. In order to ensure the privacy of this arrangement, it is essential that children not feel any obligation to give an accounting of the events that occur during sessions. This should be viewed as their own private hour with the therapist. 

Payment:
The invoice will be sent 48 hours prior to the appointment and should be paid online 24 hours before the 	appointment time. Please share confirmation of payment with me by email at info@jhanillebrooks.com or 	WhatsApp 876-839-5123.

Please make payable to:
Jhanille Brooks
JN Bank personal savings account 
#002094613706
New Kingston branch
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Cancellation Policy
· Clients are required to provide at least 24 hours' notice for appointment cancellations or rescheduling requests. This allows us to offer the appointment slot to another client in need of services.
· Cancellations made less than 24 hours before the scheduled appointment time will be considered late cancellations.
· No-shows (clients who do not attend their scheduled appointment without prior notice) will also be considered as late cancellations.
· Late cancellations or no-shows may be subject to a cancellation fee of 50%. 
· Payment of Cancellation Fees: Clients are responsible for paying any applicable cancellation fees. These fees must be settled before scheduling any future appointments.
· Exceptions to the Policy: I understand that emergencies and extenuating circumstances may arise. In such cases, please contact me as soon as possible to discuss your situation. I will do my best to accommodate your needs while maintaining fairness to all clients.
· Rescheduling Policy: Clients are encouraged to reschedule appointments in advance whenever possible to avoid cancellation fees. I will work with you to find a mutually convenient alternative appointment time.





Considerations:
E- Therapy, an online counselling service, is not suitable for all clients or for all therapeutic needs. It is offered at the sole discretion of the therapist, on a temporary basis and may be withdrawn if it is found to be ineffective or impractical. 

There are risks that arise from E-Therapy including, but not limited to, the possibility that: the transmission of 	client information could be disrupted or distorted by technical failures interrupted by unauthorized persons. 	Should this happen we will wrap-up the session by phone call and reschedule if necessary.

Requirements at home:
In order to facilitate E-therapy at home, we ask that you have ALL of the following in place
i) Reliable internet access
ii) A charged, functioning video streaming device with Skype (or Zoom if your therapist requires this) 		downloaded and logged in
iii) Careful attention to NOT recording the session on any device or to the cloud. Disable these settling if they are 	available and in use
iv) Access to a phone - for a call to be made if internet access fails during the session
v) A quiet, private space with adequate lighting where the client may speak without concern of being overheard 	or interrupted for the 50 minutes of the interaction.
vi) Your therapist will advise you, ahead of the session, if additional materials will be required for in-session 	activities.

In order to facilitate a satisfactory therapeutic engagement, I will ensure the above requirements are fulfilled on 	my end.
************************************
	
Client: Please sign below indicating that you understand, and are in agreement with the policies of this practice statement as explained to you, and are willing to enter into a therapeutic relationship.

Parent / Guardian: In keeping with the Child Care and Protection Act (2004), a parent or an adult with responsibility for the care and protection of the child (guardian) must review this document and signify consent for therapy for any child under 18 years. Please sign below to indicate that you have reviewed, understand, and are in agreement with the policies of this practice statement.

I the undersigned have read and understood the preceding statement and hereby consent to engaging in therapeutic services as outlined above with the therapist named below:


_________________________________      			_________________
Signature of Client 						 Date
    
______________________________
Name in Print
	

_________________________________      			_________________
Signature of Parent/Guardian (for client under 18 years old)		 Date

______________________________
Name in Print
	


I have met with this client and parent/guardian regarding the above information, and have responded to any questions. I have given the client a copy of this agreement. 


________________________________				________________	
              Signature of Therapist						 	 Date


_________________________________                         	 	__________________
Name of Therapist 						 	Title




	
