VERONICA SULLIVAN, PH.D.
LICENSED PSYCHOLOGIST
PSY#24340
518-894-8263

INFORMED CONSENT FOR PSYCHOLOGICAL SERVICES

INTRODUCTION TO SERVICES:

VERONICA SULLIVAN, PH.D. PROVIDES A VARIETY OF CLINICAL SERVICES INCLUDING: INTAKE ASSESSMENT, SHORT- AND
LONG-TERM TERM INDIVIDUAL COUNSELING, COUPLES COUNSELING, GROUP COUNSELING, AND PSYCHIATRIC AND OTHER
REFERRALS. SERVICES ARE PROVIDED FROM AN INTEGRATED PERSPECTIVE, PRIMARILY INCORPORATING COGNITIVE
BEHAVIORAL AND INTERPERSONAL THEORIES. ALL SERVICES AND RECOMMENDATIONS ARE FOR THE BEST INTEREST OF THE
CLIENT(S).

RISKS, BENEFITS, AND RESPONSIBILITIES:

| UNDERSTAND THAT THERE MAY BE BOTH RISKS AND BENEFITS ASSOCIATED WITH PARTICIPATION IN COUNSELING.
COUNSELING MAY FACILITATE MY ABILITY TO BE SELF-SUPPORTIVE, IMPROVE MOOD AND WELL-BEING, ENHANCE MY
OCCUPATIONAL PERFORMANCE AND DECISION-MAKING ABILITY, IMPROVE RELATIONSHIPS WITH SELF AND OTHERS, EXPAND
MY ABILITY TO DEAL WITH EVERYDAY STRESS, AND PROVIDE A CLEARER UNDERSTANDING OF MYSELF, MY VALUES, AND MY
GOALS. THERAPY TYPICALLY INCLUDES DISCUSSING UNCOMFORTABLE THOUGHTS, MEMORIES, EVENTS, SITUATIONS, AND
MORE. VERONICA SULLIVAN, PH.D.. MAY DETERMINE THAT | WOULD BE BETTER SERVED BY TERMINATING SERVICES AND/OR
MAKING A REFERRAL TO ANOTHER PROVIDER. | UNDERSTAND THAT IT IS MY RESPONSIBILITY TO ACTIVELY PARTICIPATE IN
THE THERAPEUTIC PROCESS AND TREATMENT. RECOMMENDED HOMEWORK MAY BE AN INTEGRAL ASPECT OF TREATMENT.

CANCELLATION (NO-SHOW) PoLICY:

| UNDERSTAND THAT THE NO-SHOW/LATE CANCELLATION POLICY STATES | MUST CHANGE OR CANCEL MY APPOINTMENT
AT LEAST 24 HOURS AHEAD OF THE SCHEDULED TIME OR | WILL BE RESPONSIBLE FOR PAYING THE FULL SESSION FEE. IN
ADDITION, IF | NO-SHOW, | MUST CALL 518-894-8263 WITHIN 48 HOURS TO CONFIRM THAT | WANT TO KEEP MY NEXT
SCHEDULED APPOINTMENT. IF | DO NOT CALL WITHIN 48 HOURS AFTER | NO-SHOW, MY NEXT APPOINTMENT WILL BE
AUTOMATICALLY CANCELLED AND THE TIME MAY BE NO LONGER BE AVAILABLE.

MANDATED THERAPY:

VERONICA SULLIVAN, PH.D. PROVIDES COURT- AND EMPLOYER-ORDERED THERAPY SERVICES. | UNDERSTAND THAT IT IS MY
RESPONSIBILITY TO INFORM VERONICA SULLIVAN, PH.D. DURING MY FIRST SESSION IF | ANTICIPATE REQUIRING
DOCUMENTATION OF COUNSELING FOR MANDATED THERAPY.

COUNSELING RECORDS:

| UNDERSTAND THAT MY COUNSELING RECORDS ARE BOTH PAPER AND ELECTRONIC AND INCLUDE THE INFORMATION |
PROVIDED AND DOCUMENTATION OF ANY RELATED INTERACTIONS CONCERNING ME (E.G., INDIVIDUAL/GROUP COUNSELING,
PHONE CALLS, CONSULTATION, EMAILS, ETC.). COUNSELING RECORDS ARE PROTECTED BY MULTIPLE SECURITY MEASURES
IN COMPLIANCE WITH STATE, FEDERAL, AND PROFESSIONAL REGULATIONS.

CONFIDENTIALITY:

| UNDERSTAND THAT MY COUNSELING SESSIONS WILL BE CONFIDENTIAL AND MY COUNSELING RECORDS WILL NOT BE
RELEASED TO ANYONE WITHOUT MY PERMISSION EXCEPT UNDER THE FOLLOWING CIRCUMSTANCES: IF | PRESENT A LIFE-
THREATENING DANGER TO MYSELF OR ANOTHER PERSON; IF A MINOR CHILD IS AT RISK OF BEING ABUSED OR NEGLECTED; IF
| AM UNDER 18 YEARS OF AGE AND DISCLOSE THAT | AM THE VICTIM OF ABUSE OR NEGLECT, IF AN ELDERLY PERSON OR
DEPENDENT ADULT IS BEING ABUSED OR NEGLECTED; OR IF A VALID SUBPOENA OR COURT ORDER IS ISSUED FOR MY
RECORDS.

| UNDERSTAND THAT TO PROVIDE OPTIMAL TREATMENT VERONICA SULLIVAN, PH.D. MAY CONSULT WITH OTHER MENTAL
HEALTH PROVIDERS REGARDING MY CASE WITHOUT PROVIDING INFORMATION IDENTIFYING ME.

EMERGENCY CONTACT:
| UNDERSTAND THAT VERONICA SULLIVAN, PH.D. IS NOT AVAILABLE 24 /7 FOR EMERGENCIES. IF | HAVE A PSYCHOLOGICAL
EMERGENCY, | AGREE TO CALL 911 OR GO TO MY NEAREST EMERGENCY ROOM IMMEDIATELY.

CONSENT:

| HEREBY STATE THAT | HAVE READ, UNDERSTAND, AND AGREE TO ABIDE BY THE INFORMATION OUTLINED ABOVE REGARDING
COUNSELING SERVICES. | HEREBY GIVE MY CONSENT TO VERONICA SULLIVAN, PH.D. TO EVALUATE, TREAT, AND/OR MAKE
REFERRALS TO OTHER TREATMENT PROVIDERS AS NEEDED. | UNDERSTAND THAT | AM WELCOME TO ASK VERONICA
SULLIVAN, PH.D. QUESTIONS ABOUT THIS FORM, THAT | CAN WITHDRAW MY CONSENT TO TREATMENT AT ANY TIME, AND
THAT THIS CONSENT WILL REMAIN IN EFFECT UNTIL SUCH TIME THAT | INFORM YVERONICA SULLIVAN, PH.D. THAT | CHOOSE
TO TERMINATE THIS CONSENT. | UNDERSTAND THAT VERONICA SULLIVAN, PH.D. WILL PROVIDE ME WITH A LIST OF
ALTERNATIVE MENTAL HEALTH TREATMENT PROVIDERS UPON REQUEST.
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