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JAMES L. BRODERICK, PHD 
735 STATE ST., SUITE 514 

SANTA BARBARA, CA 93101 
(805)708-3020 

 

Agreement for Service/Informed Consent 

 
Introduction: 
 
This Agreement is intended to provide important information regarding the practices, policies 
and procedures and to clarify the terms of the professional therapeutic relationship between 
Therapist and Client. Any questions or concerns regarding the contents of this Agreement 
should be discussed with Therapist prior to signing this agreement.  
 
Benefits and Risks of Therapy: 
 
You can expect to benefit from psychotherapy although there is no guarantee this will be your 
experience. Maximum benefit will come from regular attendance and following agreed upon 
treatment goals and recommendations.  
 
Psychotherapy is a process where there is a discussion of many issues, life events, personal 
experiences and memories for the purpose of creating positive change in order to live life more 
fully. There are many benefits to psychotherapy which include, but aren't limited to, reduced 
stress and anxiety, a decrease in negative thoughts and self-sabotaging behaviors, improved 
interpersonal relationships, increased comfort in social, work, and family settings, increased 
capacity for intimacy, and increased self-confidence. Such benefits include an active 
participation in the therapeutic process, honesty, and a willingness to change feelings, thoughts 
and behaviors. There is no guarantee that therapy will yield any or all of these listed benefits.  
 
As you face your goals it is possible that you may temporarily feel worse. Psychotherapy  can 
also result in some discomfort, including remembering and discussing previous unpleasant 
events, feelings and experiences. The process may evoke strong feelings of sadness, anger, 
fear, etc. There may be times when therapist challenges perceptions and assumptions, and 
offers different perspectives. Resolving life issues may result in unintended outcomes, including 
changes in work and interpersonal relationships.  
 
During the therapeutic process, many find that they feel worse before they feel better. This is 
generally a normal course of events. Personal growth and change may be easy and swift at 
times, but may also be slow and frustrating. Provide your Therapist with ongoing feedback 
about your progress throughout treatment. 
 
Confidentiality: 
 
All the information and records obtained in the course of your psychotherapy will be held in the 
strictest confidence and privacy, and will not be disclosed without your written consent, or in the 
case of a minor client the written consent of the parents or legal guardian.  
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Limits of Confidentiality: 
 
There are specific legally mandated exceptions to the client/therapist relationship. A licensed 
mental health professional is mandated to report these exceptions: 
 
Duty to Warn and Protect: 
In cases in which a client discloses or implies a plan for suicide, a mental health  
professional is required to notify legal authorities and make reasonable attempts to 

notify the family of the client. When a client discloses intentions or a plan to harm another 

person, the mental health professional is required to warn the intended victim and report this 
information to legal authorities.  
 

Abuse of Children and Vulnerable Adults 
If a client states or suggests that he or she is abusing a child (or vulnerable adult) or has 
recently abused a child (or vulnerable adult), or a child (or vulnerable adult) is in danger of 
abuse, the mental health professional is required to report this information to the appropriate 
social service and/or legal authorities. 
 

Prenatal Exposure to Controlled Substances 

Mental Health care professionals are required to report admitted prenatal exposure to 
controlled substances that are potentially harmful. 
 

Minors/Guardianship 

Parents or legal guardians of non-emancipated minor clients have the right to access the 
clients’ records. When a child is under 16 years old parents are entitled to know the nature and 
progress of the child's therapeutic services and have access to the material discussed in 
therapy unless: 1) reasonable suspicion of child abuse or neglect or 2) minor client is seeking 
alcohol and/or drug treatment, or pregnancy or birth control counseling.  
 

Insurance Providers  

When applicable, Insurance companies and other third-party payers are given information that 
they request regarding services to clients. Information that may be requested includes type of 
services, dates/times of services, diagnosis, treatment plan, and description of impairment, 
progress of therapy, case notes, and summaries. Therapist has no control over how Insurance 
companies use client information.  
 
Patient Litigation: 

In order to protect the integrity of the therapeutic relationship Therapist will not voluntarily 
participate in any litigation, or custody dispute with an individual, entity, or third parties. 
Therapist will generally not provide records or testimony unless compelled to do so. If Therapist  
is subpoenaed, or ordered by a court of law, to appear as a witness in legal action, a $175.00 
per hour fee will be charged to client.  
 
Client Financial Responsibilities: 
 
The fee for service is $175.00 per 50-minute session. Therapist reserves the right to periodically 
adjust this fee. Client will be notified of any fee adjustment in advance. In addition this fee may 
be adjusted by contract with insurance companies, managed care organizations, or other third-
party payers, or by agreement with therapist. 
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Clients are expected to pay for services at the time services are rendered. Therapist accepts 
cash, check, or credit card. Please always have an active insurance and credit card on file.  
 
Insurance Payments: 
 
Client is responsible for any and all fees not reimbursed by their insurance company, managed 
care organization, or any other third-party payer. Client is responsible for verifying and 
understanding the limits of their coverage, as well as their co-payments and deductibles. 
 
Cancellation Policy: 
 
A full fee of $175 will be charged for missed appointments or no show cancellations with less 
than 24 hour notice. Payment will need to be made prior to next scheduled visit. Cancellation 
notice should be left on Therapist’s cell phone/text at (805) 708-3020, or email: 
bshastajim@aol.com . 
 
Therapist Availability: 

Clients can leave a confidential voice mail anytime at (805) 708-3020. Therapist will make every 
effort to return calls within 24 hours (or by the next business day), but cannot guarantee that 
calls will be returned immediately. Therapist is unable to provide 24-hour crisis service. In the 
event that Client is feeling unsafe or requires immediate medical or psychiatric assistance, 
he/she should call 911, or go to the nearest emergency room. 
 
Completion of Therapy: 
 
There are many ways that indicate therapy is complete. Typically it occurs when the Client and 
Therapist agree that the treatment goals have been achieved.  
 
Therapist reserves the right to terminate therapy at their discretion. The reasons can include but not 
limited to client not meeting their financial obligations, lack of treatment progress, conflicts of 
interest, therapist scope of practice, or client's lack of participation in the treatment process.  
 
Client also has the right to terminate therapy at their discretion. Upon either party’s decision to 
complete therapy therapist recommends that client participate in at least one, or possibly more 
completion sessions. These sessions are intended to facilitate a positive completion experience 
and give both parties an opportunity to reflect on the treatment that has occurred. Therapist will  
attempt to ensure a smooth therapeutic transition to another therapist by offering referrals to 
Client. 
 
Acknowledgement of Services  and  Informed Consent for Treatment: 

By signing below, Client acknowledges that he/she has reviewed and fully understands 
treatment services to be provided. Client has fully discussed to their satisfaction with Therapist 
the terms and conditions for treatment services. Client agrees to abide by the terms and 
conditions of this treatment agreement and gives their consent to participate in psychotherapy 
with Therapist. Client also agrees to hold Therapist free and harmless from any claims, 
demands, or suits for damages from any injury or complications whatsoever, save negligence, 
that may result from such treatment. By signing below Client also understands financial 
responsibility for all charges, including unpaid charges by insurance companies or any other 
third-party payers. 
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Client Signature: 
 
Client Name (please print):                 Phone: 
 
_____________________________________________                _______________________ 
 
Client Signature (Client's Parent/Guardian if under 16):                    Date: 
 
_____________________________________________                 ______________________ 
 
 
Address :  
 
___________________________________________________________________________                      
 
 
Mailing address if different from above: 
 
___________________________________________________________________________ 
 
In Case of Emergency Contact: 
 
_________________________________________________            ___________________ 
Name                                                                                                             Phone 
 
  
 
 
 
 

 

 

 


