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Informed Consent for Counseling Services 
 
The client agrees to (Please initial): 
 
______ 1. The therapist shall provide counseling to individuals or groups as relates to personal, marital, couples or  

family matters. The therapist shall not offer medical, legal, or psychiatric services and cannot dispense  
medication. The therapist can refer the client to a psychiatrist if they believe medication may be                

beneficial. 
 
______ 2. The therapist shall provide counseling services to the client on an individual session basis. 
 
______ 3. Payment for session is required at the beginning of each session or in advance to the session at a rate of                       

$_________. 
 
______ 4. In the event the client fails to attend or cancels any scheduled session less than twenty-four hours in                    

advance, the client shall pay to the therapist an amount equal to the counseling session rate. Further details                  
are outlined in the Life In Motion Cancellation Policy. 

 
______ 5. After the third incident of failure to attend without twenty-four hours prior notification, Life in Motion                  

and the therapist(s) reserves the right to terminate this counseling agreement. Additionally, the client will not                
hold Life In Motion or the therapist(s) liable for the consequences incurred due to termination of this                 
counseling agreement. 

 
______ 6. Life in Motion reserves the right to refuse treatment to clients if the client’s account is outstanding to                    

include, but not limited to, a returned check. There will be a returned check fee of $35.00 added to the                    
account and the account must be brought current using cash or credit card to include applicable fees, before                  
this agreement can be reinstated. 

 
______ 7. The client gives the therapist permission to reproduce sessions in writing, or using audio/video recording                 

devices, for use in consultation with the supervisor or peer therapist of the therapist’s choice while upholding                 
confidentiality by changing the client’s identity (name) from the supervisor. 

 
______ 8. All counseling sessions between client and therapist shall remain confidential, unless expressly agreed               

upon in writing. Confidentiality is limited and is defined by state and federal law, which includes, but is not                   
limited to, incidents of abuse, violence, suicide attempts, unsafe behavior, or upon a court order from a judge.                  
Further information is outlined in the HIPAA Notices of Privacy statement. 
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______ 9. Should the client subpoena the therapist, representative of Life In Motion LLC., his/her notes or medical                  

file as part of any legal action, additional fees will be charged and are outlined in the Court Involvement Policy. 
 
______ 10. If necessary, the therapist shall refer the client to another therapist, physicians, governmental or                

private agencies deemed necessary by the therapist to be in the best interest of the client. 
 
 
*Disclosure statement- Life in Motion uses Marriage and Family therapy associates (MFTA), as well as licensed 
therapists (LMFT). MFTAs are associates that are working for state hours for the state of KY or IN and have been 
approved to practice in the field of Marriage and Family therapy by the states’ Board of Licensure of Marriage 
and Family Therapy. 
 
Informed Consent: 
 
I agree to the requirements of the items contained in the Informed Consent as listed above; and understand the                   
qualifications of the therapist(s) as contained in the Disclosure Statement as listed above. I do hereby                
acknowledge that I am executing my Informed Consent to receive and participate in counseling by the therapist(s).                 
I further agree to the terms outlined in the Cancellation Policy. I understand that the therapist will provide                  
Marriage and Family counseling sessions working within the standards of professional ethics as established by the                
American Association for Marriage and Family Therapy. 
 
 
__________________________________________________ ________________________________ 
Signature Date 
 
__________________________________________________ ________________________________ 
Signature Date 
 


