In-Depth Therapy, LLC 
2095 West 6th Ave, Suite 205
Broomfield, CO 80020
www.indepththerapy.org
Client's Rights:  The practice of both licensed and unlicensed mental health professionals is regulated by the Colorado State Department of Regulatory Agencies.  Direct any concerns regarding the practice of mental health to the State Board listed below.  You are entitled to ask me about my methods of therapy, the techniques used, and the duration of therapy, if known.  You may seek a second opinion from another therapist or terminate therapy at any time.  In a professional relationship, sexual intimacy is never appropriate and should be reported to:  
State of Colorado Mental Health Grievance Board

1560 Broadway Street  #1370
Denver, Colorado  80202

(303) 894-7766

Confidentiality:  Information disclosed to a licensed marriage and family therapist, a licensed social worker, a licensed professional counselor, a licensed psychologist, or an unlicensed psychotherapist is privileged communication and cannot be disclosed in any court of competent jurisdiction in the State of Colorado without the consent of the person to whom the testimony sought relates. Therefore, what you say and do in counseling sessions will be kept in strict confidence.  

There are exceptions to the general rule of legal confidentiality. These exceptions are listed in the Colorado statutes (C.R.S. 12-43-218). You should be aware that provisions concerning disclosure of confidential communications shall not apply to any delinquency or criminal proceedings, except as provided in section 13-90-107 C.R.S. There are exceptions that I will identify to you as the situations arise during therapy. These include situations in which you are at serious risk to harm yourself or others, such as in the case of potential suicide, homicide, child abuse and neglect, grave disability from mental illness or when you provide written authorization to release information. If you have any questions or would like additional information, please feel free to ask.
Under Colorado law, C.R.S. § 14-10-123.8, parents have the right to access mental health treatment information concerning their minor children, unless the court has restricted access to such information. If you request treatment information from me, I may provide you with a treatment summary, in compliance with Colorado law and HIPAA Standards.
Emergency Situations: While emergency situations occur, crisis intervention, frequent psychiatric hospitalization and emergency services are not generally handled in private practice. This practice is a non-medical practice and does not offer around-the-clock care. Clients are assumed to be self-responsible. Private practice clinicians can not assume responsibility for clients’ day-to-day functioning as can institutions (agencies, inpatient hospital settings, etc.).

The client must discuss any expectation of after-hours care with the therapist upon intake so that, if

necessary, an appropriate referral can be made. If you do need to get in touch with your therapist after hours, please contact them directly. My voice mail is available 24 hours a day and messages will be returned as soon as possible, upon the scheduled next business day communicated.  If an emergency arises outside of business hours and/or if a client is unable to contact their clinician, you must go to your local emergency hospital room, or call 911.

For non-emergency 24 hour contact, please call your therapist directly.
West Pines- Behavioral Health (303) 467-4080 (This is a psychiatric hospital for inpatient/overnight care that you can go directly to for an emergency assessment.)
Adams County

(303) 287-8001  24-hour crisis line

Arapahoe County

(303) 795-6187  24-hour crisis line

Aurora County

(303) 617-2400  24-hour crisis line
Boulder County

(303) 447-1665  24-hour crisis line




(303) 460-0404  24-hour crisis line for under 18

Denver County

(303) 436-6266  24-hour crisis line

Douglas County

(303) 795-6187  24-hour crisis line,  *Includes unincorporated Arapahoe County

Jefferson County

(303) 425-0300  24-hour crisis line
Metro Crisis Line

(888) 885-1222  24-hour crisis line serving all Denver-Metro Counties
Length, Frequency, and Number of Sessions: Clients usually meet once a week for sessions of 50 minutes in length.  Sessions with couples are usually scheduled weekly; however, groups and families may meet weekly for ninety (90) minutes. The number of sessions varies with individuals and the nature of their problems as well as the goals of therapy, but a minimum of ten to twelve sessions should be expected.  A copy of your records will be retained for five (5) years after the completion of therapy (CRS 12-43-203(3), 12-43-22(1)(u).

Fees:  
Individual Psychotherapy: 
starting at $100 per 60 minute session





  $150 per 90 minute session

· Sliding fee scale available upon request.

· The services provided under the standard rate include:  office appointments, phone calls and third-party consultations.

· Phone calls requiring more time than to establish an appointment will be billed to the client. It is suggested that if you need time with your therapist that you schedule an appointment.

Couples and/or Family Therapy: 
$125 per 60 minute session





$200 per 90 minute session

· Services provided under the couples rate include: office appointments, phone calls and third-party consultations.

· Phone calls requiring more time than to establish an appointment will be billed to the client. It is suggested that if you need time with your therapist that you schedule an appointment.
Group Rate: $75.00 

· Each group session will run approximately 90 minutes

· The client is responsible for payment at the end of each group.

· The cancellation policy also applies to group sessions.
Special Rates: $200.00

· The services provided under the special rate include: Depositions, court preparations, court appearances, third-party consultations involved in any legal dispute and travel time.

· There is a minimum time charged of one hour for these professional services.

Case Management: $100.00 

· Insurance does not cover this service; the client is responsible for payment.
· A credit card authorization form must be completed prior to service.

· Prorated into 15 minute intervals after initial charge.
Victim Compensation:

· At this time we accept Victim Compensation reimbursement from Adams, Boulder, Broomfield, and Jefferson Counties. If you are entering into counseling as a result of a crime committed against you in one of these jurisdictions please notify me during our first session. 
· Please be advised, I have no control of, or responsibility for, confidentiality procedures employed by other parties, as third parties often create computerized records which might be accessible to others. 
Payment or insurance co-payment are due in full at the end of each session. Statements can be provided. All payments should be given by cash/check/credit card directly to your therapist, in person at each session. We accept private pay and offer a sliding fee scale, when necessary.
Some of our clinicians are on various insurance panels; however the client is responsible for the initial authorization for billing of insurance. If you do not get the initial authorization, and your insurance does not pay, you are responsible for any of the fees your insurance does not cover. Please speak with your therapist if you wish to use your insurance.

Some of our clinicians do not provide managed care for clients, which means; they will not manage or submit your insurance claims and reimbursements. However, if requested, we will provide you with an invoice/receipt for all payments made for counseling services. This invoice can then be directly submitted to your insurance provider. If your insurance company covers our services (individual counseling) they will reimburse you directly based on their predetermined customary percentage.
The charge for bounced checks is $35.00. If this occurs, the client is responsible for paying the prior session in full before the next appointment will be scheduled. From that time forward, the client will be held responsible for payment in cash at the beginning of each session.
Canceled Appointments: Cancellations or rescheduling of appointments must be made 24 hours in advance of the time of scheduled therapy.  If cancellation or rescheduling is not made within 24 hours of appointment and the client does not attend the scheduled appointment, the client will be billed $70.00 for the missed session. Exceptions will be made in case of emergency situations.  If you arrive for an appointment under the influence of non-prescription drugs or alcohol, the session will be terminated, the full fee will be charged, and suitable alternative transportation will be found for you. If you have any questions or would like additional information, please feel free to ask.
Phone Calls:  You can reach your therapist between the hours of 8:00 a.m. and 6:00 p.m., Monday through Friday.  When you call please leave a brief message including your phone number. We will return all calls within the next business day. Calls requiring more time than the scheduling of an appointment will be billed pro-rated by the hour. It is suggested that if you need time with your therapist that you schedule an appointment. 
Children: We do not provide care for your children and cannot be responsible for any child that is left unsupervised. So, we ask that you do not bring children unless they are receiving counseling services themselves. 

Email and Text Messaging: I grant consent for my counselor to correspond with me via e-mail and/or text messaging for the purpose of scheduling appointments only. I understand that e-mails/texts are not a secure form of communication and that confidentiality of any e-mailed/texted information cannot be ensured. Please be advised that e-mail/text are not to be used in order to communicate urgent matters or emergencies. I understand that I may revoke this authorization at any time by writing to except to the extent that action has already been taken to send the e-mail/text information. I also understand that any correspondence with my counselor is strictly confidential (privileged) and cannot be shared by me (the client) (or any person with access to my email/text messaging account) with third parties. My signature indicates that I understand the risks involved with e-mail/text messaging and that confidentiality cannot be guaranteed.
CLIENT’S CONSENT

I have read and discussed with you, the psychotherapist, and I understand what I can expect from therapy with you.  I realize that change and the accomplishment of therapy goals are primarily my responsibility.  I give my consent to enter therapy with you and agree to pay $__________ for each scheduled appointment.  I understand that signing this form does not commit me to a binding contract but indicates my consent to enter therapy with you.
Client Signature ______DO NOT SIGN THIS COPY____________  
Date ____________________

Client Signature ______DO NOT SIGN THIS COPY____________   
Date ____________________

Therapist Signature _____​____________________________

Date ____________________  

In the case of a minor client, I hereby give my consent for my child, ___________________________  to enter therapy with you.

Parent Signature(s) ______DO NOT SIGN THIS COPY____________  
Date ____________________

Credit Card Authorization

I authorize_________________________________________ to charge my MasterCard, Visa, or other approved credit card for any accrued balance (co-pays, deductibles, late cancellations, no-shows, check return fees, etc.). 

MasterCard   ________ 

Visa   ________ 

Other   __________

Cardholder’s Name: ___________________________________________

Card Number:
   ___________________________________________

Expiration Date (month/year):  __________________________________ 

Zip Code:  ________________________

Last 3 or 4 Digit Code found on the back of credit card   ______________

CLIENT’S CONSENT

I have read and discussed with you, the psychotherapist, and I understand what I can expect from therapy with you.  I realize that change and the accomplishment of therapy goals are primarily my responsibility.  I give my consent to enter therapy with you and agree to pay $__________ for each scheduled appointment.  I understand that signing this form does not commit me to a binding contract but indicates my consent to enter therapy with you.
Client Signature ________________________________________  
Date ____________________

Client Signature ________________________________________ 
Date ____________________

Therapist Signature _____________________________________  
Date ____________________  

In the case of a minor client, I hereby give my consent for my child, ___________________________  to enter therapy with you.

Parent Signature(s) _____________________________________
Date ____________________

