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Please keep one copy of this office policy statement for your records. A second copy, signed and dated, will be kept in your file.  It is very important that you read the entire statement carefully before signing. 

General Standards
As a clinical psychologist licensed by the Oregon Board of Psychologists Examiners I subscribe to the APA Revised Ethical principles.  A copy of this ethical code is available for your inspection.  

I work from an integrative orientation using gestalt, cognitive-behavioral, dialectical behavior therapy, and sensorimotor therapy interventions.  I recognize that change in behavior can lead to changes in thoughts and beliefs and, conversely, that changing thoughts and beliefs can lead to behavior change.  I work collaboratively with my clients as they learn to handle difficult emotions, relationship issues, and problematic behaviors.

Occasionally individuals may go through periods in therapy that may result in increased emotional discomfort, changes in their relationships, or a temporary worsening of their symptoms.  These periods should subside as the work progresses.  Remember that you always retain the right to request changes in treatment or to refuse treatment.  I encourage you to discuss any personal doubts, concerns, or discomfort regarding your treatment with me, at any time.  

Confidentiality
I abide by the laws and ethical principles that govern privilege and confidentiality. I will not disclose to anyone anything you tell me, not even the fact that you are a client, without your written permission via a signed release of information form.  There are a few exceptions to these standards:

1.
It is legally required of me that I act so as to prevent physical harm to yourself or others when there is “clear and imminent” danger of that happening.

2.
I am legally required to report cases of ongoing child, elder and disabled abuse.

3.
I may have to release clinical information to insurance carriers as required for payment or review of your claim.

4.
I may have to release your records when ordered to do so by court subpoena.  However, I will discuss the details of privilege with you beforehand and request a written release from you if I judge this to be in your best interest. 

5.
I may use electronic transmission to send treatment plans, reports or evaluations to your insurance company, specific agencies or other providers.

6.
Email correspondence is not confidential.

Appointments
My fees are the following:  $250 for an initial Assessment session, $150 per 60 minute Individual session, $130 per 45 minute Individual session, and $50 per group session. All sessions are arranged by appointment only.  I will meet you at the exact time agreed upon.  If I am late I will make up the missed time or prorate your bill.  If you are late I will charge the full fee and you will lose that portion of time from your session.  If you need to cancel an individual therapy appointment, you will not be charged for the appointment if you notify me at least 24 hours in advance of the scheduled appointment.  Late cancelled sessions are charged at half the full rate, and no-show sessions are charged at the full rate. Late cancel fees will not be applied if the session is rescheduled within the same week. Fees charged for missed sessions are not reimbursable by insurance companies.  Cancellations can be phoned into the office, or emailed, any time, day or night. 


Telephone Calls and Emergencies
My voicemail service enables you to call my office at any time, day or night, and leave a message for a return call.  I typically return calls within twenty-four hours on days I am in the office. You can also email me, and I typically return emails within one business day. In the case of a life-threatening emergency call the Crisis Line at 503-988-4888 (Multnomah County, OR), 503-291-9111 (Washington County, OR), 503- 655-8401(Clackamas County, OR), 360-696-9560 (Clark County, WA) or go to the nearest hospital emergency room.






Initials: 


Fees

· I, the client (or person acting for the client), request that the therapist named below provide professional services to me. 

· I agree to pay $


co-pay or fee per individual, couples or group therapy session. 
· I agree that I am responsible for the charges for services provided by this therapist to me (or this client), although other persons or insurance companies may make payments on my (or this client’s) account.
· I agree that this financial relationship with the therapist will continue as long as the therapist provides services or until I inform him, in person or by certified mail that I no longer wish to receive services.  
· I agree to meet with this therapist once before discontinuing therapy. I agree to pay for services provided to me (or this client) up until the time I discontinue treatment. 
Signature of client (or person acting for client)



Date
Printed Name                                                                                  

I acknowledge that I have received the Notice of Privacy Practices and HIPAA standards.  I have been provided an opportunity to discuss any questions regarding this information, with the provider.

Signature of client (or person acting for client)



Date

Printed Name                                                                                  

I, Amanda Starr, PsyD, have discussed the issues above with the client (and or the persons acting for the client).

Signature of Therapist






Date

copy accepted by client             copy kept by therapist  

