DR. ANJALI PINJALA, LMFT-S, LPC-S, SAP, CISD

16314 Pelican Beach Lane, Houston TX 77044

(713) 408-1608
help@pinjalacounseling.com


Consent  
I _______________________, hereby give full consent to participate in mental health therapy with Dr. Pinjala and will continue until I indicate otherwise or until it is determined that services are no longer needed. I authorize Dr. Pinjala to exchange information with other agencies or professionals with whom there is a cooperative agreement for purpose of coordinating treatment. I understand all information presented will be maintained confidentially. 
 Session length / Cancellations / Emergency: I understand that therapy sessions are approximately 55 minutes long. If I am unable to keep my appointment, I understand I am required to give a 24 hour notice. Further, if I do not give a 24 hour notice I will be charged the rate of a full session. If for any reason my therapist is unavailable to deal with an emergency I will contact 911 or go to the nearest hospital.

Client Rights
As a client receiving therapeutic services, you have the following rights. (If you are under 16 years of age, some of these rights are assigned to your parents/ guardian). 
· To get the best services possible to meet my needs.
· To communicate in the language I understand.
· To give input for my goal plan.
· To an explanation of the benefits, effects, alternatives and risk of all services I receive.
· To decide to refuse treatment and receive an explanation of possible consequences of refusing.
· To get an explanation of the qualifications, titles and responsibilities of the staff working with me.
· To refuse to participate in research and still receive treatment.
· To my records being kept in a confidential manner.
· To request access to my records by following policies and procedures for such requests.
· To be free from mistreatment, abuse, neglect and exploitation.
· To make a complaint about my services without such complaints being used against me.
Confidentiality
 Your information will be kept in a confidential manner and will not be shared with anyone except for the following exception: danger to yourself or others, if you are a minor your information can be requested by your legal guardian, third party payer source, or if subpoenaed by the courts. Couples and families seeking marriage counseling and/or family therapy please understand that the record of treatment services provided cannot be released without authorization from all adults present in treatment.

To maintain confidentiality I would like to be contacted in one or more of the following manner: 
_______ email _________phone
  
I confirm that my therapist has discussed the above information with me. My signature below indicates my understanding of and my agreement to accept the policies listed above. 

__________________________________________________

_______________________
Client Signature







Date


