Margaret G. Mickelson, LMFT, ATR
Licensed Marriage, Family and Child Therapist
MFC 35838
Registered Art Therapist
ATR 01-016
228 West Main Street
Tustin, California 92780
949/303-9053
AGREEMENT FOR SERVICE / INFORMED CONSENT (ADULTS)
Introduction
This Agreement is intended to provide [name of patient] _____________________________________
(herein “Patient”) with important information regarding the practices, policies and procedures of Margaret
Mickelson, LMFT, ATR (herein “Therapist”), and to clarify the terms of the professional therapeutic
relationship between Therapist and Patient. Any questions or concerns regarding the contents of this
Agreement should be discussed with Therapist prior to signing it.
Therapist Background and Qualifications
Therapist is a Licensed Marriage and Family Therapist (MFC 35838), licensed with the California Board
of Behavioral Science in June of 1999. Therapist is a member of the California Association of Marriage
and Family Therapists.
Therapist is also a Registered Art Therapist (ATR), registry number 01-016. This registration was issued
by the Art Therapy Credentials Board in January of 2001.
Therapist is EMDR Certified (Eye Movement Desensitization and Reprocessing) in June 2016 by EMDR
International Association.
Therapist’s theoretical orientation can be described as an integrative and multi-discipline approach.
Risks and Benefits of Therapy
Psychotherapy is a process in which Therapist and Patient discuss a myriad of issues, events, experiences
and memories for the purpose of creating positive change so Patient can experience his/her life more fully.
It provides an opportunity to better, and more deeply understand oneself, as well as, any problems or
difficulties Patient may be experiencing. Psychotherapy is a joint effort between Patient and Therapist.
Progress and success may vary depending upon the particular problems or issues being addressed, as well
as many other factors.
Participating in therapy may result in a number of benefits to Patient, including, but not 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 may also require substantial effort on the part of
Patient, including 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 the benefits
listed above.
Participating in therapy may also involve some discomfort, including remembering and discussing
unpleasant events, feelings and experiences. The process may evoke strong feelings of sadness, anger,
fear, etc. There may be times in which Therapist will challenge Patient’s perceptions and assumptions, and

offer different perspectives. The issues presented by Patient may result in unintended outcomes, including
changes in personal relationships. Patient should be aware that any decision on the status of his/her
personal relationships is the responsibility of Patient.
During the therapeutic process, many patients 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. Patient should address any concerns he/she has regarding his/her progress in
therapy with Therapist.
Professional Consultation
Professional consultation is an important component of a healthy psychotherapy practice.
As such, Therapist regularly participates in clinical, ethical, and legal consultation with appropriate
professionals. During such consultations, Therapist will not reveal any personally identifying information
regarding Patient.
Records and Record Keeping
Therapist may take notes during session, and will also produce other notes and records regarding
Patient’s treatment. These notes constitute Therapist’s clinical and business records, which by law,
Therapist is required to maintain. Such records are the sole property of Therapist. Therapist will not alter
his/her normal record keeping process at the request of any patient. Should Patient request a copy of
Therapist’s records, such a request must be made in writing. Therapist reserves the right, under California
law, to provide Patient with a treatment summary in lieu of actual records. Therapist also reserves the right
to refuse to produce a copy of the record under certain circumstances, but may, as requested, provide a
copy of the record to another treating health care provider. Therapist will maintain Patient’s records for ten
years following termination of therapy. However, after ten years, Patient’s records will be destroyed in a
manner that preserves Patient’s confidentiality.
Confidentiality
The information disclosed by Patient is generally confidential and will not be released to any third party
without written authorization from Patient, except where required or permitted by law. Exceptions to
confidentiality, include, but are not limited to, reporting child, elder and dependent adult abuse, when a
patient makes a serious threat of violence towards a reasonably identifiable victim, or when a patient is
dangerous to him/herself or the person or property of another.
Patient Litigation
Therapist will not voluntarily participate in any litigation, or custody dispute in which Patient and another
individual, or entity, are parties. Therapist has a policy of not communicating with Patient’s attorney and
will generally not write or sign letters, reports, declarations, or affidavits to be used in Patient’s legal
matter. Therapist will generally not provide records or testimony unless compelled to do so. Should
Therapist be subpoenaed, or ordered by a court of law, to appear as a witness in an action involving
Patient, Patient agrees to reimburse Therapist for any time spent for preparation, travel, or other time in
which Therapist has made herself available for such an appearance at Therapist’s usual and customary
hourly rate of $250.00.
Psychotherapist-Patient Privilege
The information disclosed by Patient, as well as any records created, is subject to the psychotherapist-

patient privilege. The psychotherapist-patient privilege results from the special relationship between
Therapist and Patient in the eyes of the law. It is akin to the attorney-client privilege or the doctor-patient
privilege. Typically, the patient is the holder of the psychotherapist-patient privilege. If Therapist received
a subpoena for records, deposition testimony, or testimony in a court of law, Therapist will assert the
psychotherapist-patient privilege on Patient’s behalf until instructed, in writing, to do otherwise by Patient
or Patient’s representative. Patient should be aware that he/she might be waiving the psychotherapistpatient privilege if he/she makes his/her mental or emotional state an issue in a legal proceeding. Patient
should address any concerns he/she might have regarding the psychotherapist-patient privilege with his/
her attorney.
Fee and Fee Arrangements
The usual and customary fee for service is $140.00 per 50-minute session. Sessions longer than 50minutes are charged for the additional time pro rata. Therapist reserves the right to periodically adjust this
fee. Patient 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 payors, or by
agreement with Therapist.
The agreed upon fee between Therapist and Patient is______________. Therapist reserves the right to
periodically adjust fee. Patient will be notified of any fee adjustment in advance.
From time-to-time, Therapist may engage in telephone contact with Patient for purposes other than
scheduling sessions. Patient is responsible for payment of the agreed upon fee (on a pro rata basis) for any
telephone calls longer than ten minutes. In addition, from time-to-time, Therapist may engage in telephone
contact with third parties at Patient’s request and with Patient’s advance written authorization. Patient is
responsible for payment of the agreed upon fee (on a pro rata basis) for any telephone calls longer than ten
minutes.
Patients are expected to pay for services at the beginning of each session. Therapist accepts cash and
checks.
Insurance
Patient is responsible for any and all fees not reimbursed by his/her insurance company, managed care
organization, or any other third-party payor. Patient is responsible for verifying and understanding the
limits of his/her coverage, as well as his/her co-payments and deductibles.
Therapist is not a contracted provider with any insurance company, managed care organization. Should
Patient choose to use his/her insurance, Therapist will provide Patient with a statement, which Patient can
submit to the third-party of his/her choice to seek reimbursement of fees already paid to Therapist.
Cancellation Policy
Patient is responsible for payment of the agreed upon fee for any missed session(s). Patient is also
responsible for payment of the agreed upon fee for any session(s) for which Patient failed to give
Therapist at least 24 hours notice of cancellation. Cancellation notice should be left on Therapist’s voice
mail at 949/303-9053.
Therapist Availability

Therapist’s office is equipped with a confidential voice mail system that allows Patient to leave a message
at any time. Therapist will make every effort to return calls within 24 hours (or by the next business day),
but cannot guarantee the calls will be returned immediately. Therapist is unable to provide 24-hour crisis
service. In the event that Patient is feeling unsafe or requires immediate medical or psychiatric assistance,
he/she should call 911, or go to the nearest emergency room.
Termination of Therapy
Therapist reserves the right to terminate therapy at his/her discretion. Reasons for termination include, but
are not limited to, untimely payment of fees, failure to comply with treatment recommendations, conflicts
of interest, failure to participate in therapy, Patient needs are outside of Therapist’s scope of competence
or practice, or Patient is not making adequate progress in therapy. Patient has the right to terminate
therapy at his/her discretion. Upon either party’s decision to terminate therapy, Therapist will generally
recommend that Patient participate in at least one, or possibly more, termination sessions. These sessions
are intended to facilitate a positive termination experience and give both parties an opportunity to reflect
on the work that has been done. Therapist will also attempt to ensure a smooth transition to another
therapist by offering referrals to Patient.
Acknowledgement
By signing below, Patient acknowledges that he/she has reviewed and fully understands the terms and
conditions of this Agreement. Patient has discussed such terms and conditions with Therapist, and has had
any questions with regard to its terms and conditions answered to Patient’s satisfaction. Patient agrees to
abide by the terms and conditions of this Agreement and consents to participate in psychotherapy with
Therapist. Moreover, Patient 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.
_____________________________________________________________________________________
_______________________________________________
Patient Name (please print)
_______________________________________________
Signature of Patient (or authorized representative)

___________________________
Date

_____________________________________________________________________________________
I understand that I am financially responsible to Therapist for all charges, including unpaid charges by my
insurance company or any other third-party payor.
_________________________________________________
Name of Responsible Party (Please print)
_________________________________________________
Signature of Responsible Party
Date

Client Information
Margaret G. Mickelson, LMFT, ATR
228 West Main Street Tustin, CA 92780 949-303-9053
Administrative Record (Please complete prior to first session.)
Client name: _______________________________________________ Date of birth: _____/______/_________
Address: _____________________________________________________________________________________________
City: _______________________________________ State: ___________________ Zip code: _________________
E-mail address: _____________________________________________________________________________________
Work Telephone: (______) ___________________ Home Telephone: (_______) ____________________
Cell Number: (_____) __________________________ OK to leave messages?
Sex:

Male

Yes

No

Female Client Social Security Number: ___________-________-___________

Employer: ___________________________________________________________________________________________
School: _______________________________________________________________________________________________
Marital Status:

Married

Single

Divorced

Widowed

Emergency Contact: __________________________________ Telephone: (______) _____________________
Relevant Medical Conditions: _____________________________________________________________________
Medications (dosage, dates of prescription, names of prescribing professionals):
___________________________________________________________________________________________________________
Allergies/adverse reaction to treatments: _______________________________________________________
Primary Care Physician Name: _____________________________________________________________________
Address: _______________________________________ City: ___________________ Zip code: _______________
Reason for seeking counseling today (include any prior history of counseling for mental
health, alcohol or drug recovery. Please use reverse side of paper if needed.):
____________________________________________________________________________________________________________
Who may I thank for your referral? ________________________________________________________________
Client’s signature: ___________________________________________ Date: _________________________________

Notice of Privacy Practices
I. THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE
REVIEW IT CAREFULLY.
II. I HAVE A LEGAL DUTY TO SAFEGUARD YOUR PROTECTED HEALTH INFORMATION
(PHI)
I am legally required to protect the privacy of your PHI, which includes information that can be used to
identify you that I've created or received about your past, present, or future health or condition, the
provision of health care to you, or the payment of this health care. I must provide you with this Notice
about my privacy practices, and such Notice must explain how, when, and why I will “use” and “disclose”
your PHI. A “use” of PHI occurs when I share, examine, utilize, apply, or analyze such information within
my practice; PHI is “disclosed” when it is released, transferred, has been given to, or is otherwise divulged
to a third party outside of my practice. With some exceptions, I may not use or disclose any more of your
PHI than is necessary to accomplish the purpose for which the use or disclosure is made. And, I am legally
required to follow the privacy practices described in this Notice.
However, I reserve the right to change the terms of this Notice and my privacy policies at any time. Any
changes will apply to PHI on file with me already. Before I make any important changes to my policies, I
will promptly change this Notice and post a new copy of it in my office and on my website (if applicable).
You can also request a copy of this Notice from me, or you can view a copy of it in my office or at my
website, which is located at (insert website address, if applicable).
III. HOW I MAY USE AND DISCLOSE YOUR PHI.
I will use and disclose your PHI for many different reasons. For some of these uses or disclosures, I will
need your prior written authorization; for others, however, I do not. Listed below are the different
categories of my uses and disclosures along with some examples of each category.
A. Uses and Disclosures Relating to Treatment, Payment, or Health Care Operations Do Not Require
Your Prior Written Consent. I can use and disclose your PHI without your consent for the following
reasons:
1. For Treatment. I can use your PHI within my practice to provide you with mental health treatment,
including discussing or sharing your PHI with my trainees and interns. I can disclose your PHI to physicians, psychiatrists, psychologists, and other licensed health care providers who provide you with health
care services or are involved in your care. For example, if a psychiatrist is treating you, I can disclose your
PHI to your psychiatrist to coordinate your care.
2. To Obtain Payment for Treatment. I can use and disclose your PHI to bill and collect payment for the
treatment and services provided by me to you. For example, I might send your PHI to your insurance
company or health plan to get paid for the health care services that I have provided to you. I may also
provide your PHI to my business associates, such as billing companies, claims processing companies, and
others that process my health care claims.
3. For Health Care Operations. I can use and disclose your PHI to operate my practice. For example, I
might use your PHI to evaluate the quality of health care services that you received or to evaluate the
performance of the health care professionals who provided such services to you. I may also provide your
PHI to my accountant, attorney, consultants, or others to further my health care operations.
4. Patient Incapacitation or Emergency. I may also disclose your PHI to others without your consent if
you are incapacitated or if an emergency exists. For example, your consent isn't required if you need
emergency treatment, as long as I try to get your consent after treatment is rendered, or if I try to get your
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consent but you are unable to communicate with me (for example, if you are unconscious or in severe pain)
and I think that you would consent to such treatment if you were able to do so.
B. Certain Other Uses and Disclosures Also Do Not Require Your Consent or Authorization. I can
use and disclose your PHI without your consent or authorization for the following reasons:
1. When federal, state, or local laws require disclosure. For example, I may have to make a disclosure to
applicable governmental officials when a law requires me to report information to government agencies
and law enforcement personnel about victims of abuse or neglect.
2. When judicial or administrative proceedings require disclosure. For example, if you are involved in a
lawsuit or a claim for workers’ compensation benefits, I may have to use or disclose your PHI in response
to a court or administrative order. I may also have to use or disclose your PHI in response to a subpoena.
3. When law enforcement requires disclosure. For example, I may have to use or disclose your PHI in
response to a search warrant.
4. When public health activities require disclosure. For example, I may have to use or disclose your PHI to
report to a government official an adverse reaction that you have to a medication.
5. When health oversight activities require disclosure. For example, I may have to provide information to
assist the government in conducting an investigation or inspection of a health care provider or organization.
6. To avert a serious threat to health or safety. For example, I may have to use or disclose your PHI to avert
a serious threat to the health or safety of others. However, any such disclosures will only be made to
someone able to prevent the threatened harm from occurring.
7. For specialized government functions. If you are in the military, I may have to use or disclose your PHI
for national security purposes, including protecting the President of the United States or conducting
intelligence operations.
8. To remind you about appointments and to inform you of health-related benefits or services. For example,
I may have to use or disclose your PHI to remind you about your appointments, or to give you information
about treatment alternatives, other health care services, or other health care benefits that I offer that may be
of interest to you.
C. Certain Uses and Disclosures Require You to Have the Opportunity to Object.
1. Disclosures to Family, Friends, or Others. I may provide your PHI to a family member, friend, or
other person that you indicate is involved in your care or the payment for your health care, unless you
object in whole or in part. The opportunity to consent may be obtained retroactively in emergency
situations.
D. Other Uses and Disclosures Require Your Prior Written Authorization. In any other situation not
described in sections III A, B, and C above, I will need your written authorization before using or disclosing any of your PHI. If you choose to sign an authorization to disclose your PHI, you can later revoke such
authorization in writing to stop any future uses and disclosures (to the extent that I haven't taken any action
in reliance on such authorization) of your PHI by me.
IV. WHAT RIGHTS YOU HAVE REGARDING YOUR PHI
You have the following rights with respect to your PHI:
A. The Right to Request Restrictions on My Uses and Disclosures. You have the right to request
restrictions or limitations on my uses or disclosures of your PHI to carry out my treatment, payment, or
health care operations. You also have the right to request that I restrict or limit disclosures of your PHI to
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family members or friends or others involved in your care or who are financially responsible for your care.
Please submit such requests to me in writing. I will consider your requests, but I am not legally required to
accept them. If I do accept your requests, I will put them in writing and I will abide by them, except in
emergency situations. However, be advised, that you may not limit the uses and disclosures that I am legally required to make.
B. The Right to Choose How I Send PHI to You. You have the right to request that I send confidential
information to you to at an alternate address (for example, sending information to your work address rather
than your home address) or by alternate means (for example, e-mail instead of regular mail). I must agree
to your request so long as it is reasonable and you specify how or where you wish to be contacted, and,
when appropriate, you provide me with information as to how payment for such alternate communications
will be handled. I may not require an explanation from you as to the basis of your request as a condition of
providing communications on a confidential basis.
C. The Right to Inspect and Receive a Copy of Your PHI. In most cases, you have the right to inspect
and receive a copy of the PHI that I that I have on you, but you must make the request to inspect and
receive a copy of such information in writing. If I don't have your PHI but I know who does, I will tell you
how to get it. I will respond to your request within 30 days of receiving your written request. In certain
situations, I may deny your request. If I do, I will tell you, in writing, my reasons for the denial and explain
your right to have my denial reviewed.
If you request copies of your PHI, I will charge you not more than $.25 for each page. Instead of providing
the PHI you requested, I may provide you with a summary or explanation of the PHI as long as you agree
to that and to the cost in advance.
D. The Right to Receive a List of the Disclosures I Have Made. You have the right to receive a list of
instances, i.e., an Accounting of Disclosures, in which I have disclosed your PHI. The list will not include
disclosures made for my treatment, payment, or health care operations; disclosures made to you;
disclosures you authorized; disclosures incident to a use or disclosure permitted or required by the federal
privacy rule; disclosures made for national security or intelligence; disclosures made to correctional
institutions or law enforcement personnel; or, disclosures made before April 14, 2003.
I will respond to your request for an Accounting of Disclosures within 60 days of receiving such request.
The list I will give you will include disclosures made in the last six years unless you request a shorter time.
The list will include the date the disclosure was made, to whom the PHI was disclosed (including their
address, if known), a description of the information disclosed, and the reason for the disclosure. I will
provide the list to you at no charge, but if you make more than one request in the same year, I may charge
you a reasonable, cost-based fee for each additional request.
E. The Right to Amend Your PHI. If you believe that there is a mistake in your PHI or that a piece of
important information is missing, you have the right to request that I correct the existing information or add
the missing information. You must provide the request and your reason for the request in writing. I will
respond within 60 days of receiving your request to correct or update your PHI. I may deny your request in
writing if the PHI is (i) correct and complete, (ii) not created by me, (iii) not allowed to be disclosed, or (iv)
not part of my records. My written denial will state the reasons for the denial and explain your right to file a
written statement of disagreement with the denial. If you don't file one, you have the right to request that
your request and my denial be attached to all future disclosures of your PHI. If I approve your request, I
will make the change to your PHI, tell you that I have done it, and tell others that need to know about the
change to your PHI.
F. The Right to Receive a Paper Copy of this Notice. You have the right to receive a paper copy of this
notice even if you have agreed to receive it via e-mail.
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V. HOW TO COMPLAIN ABOUT OUR PRIVACY PRACTICES
If you think that I may have violated your privacy rights, or you disagree with a decision I made about
access to your PHI, you may file a complaint with the person listed in Section Vl below. You also may
send a written complaint to the Secretary of the Department of Health and Human Services at 200
Independence Avenue S.W., Washington, D.C. 20201. I will take no retaliatory action against you if you
file a complaint about my privacy practices.
VI. PERSON TO CONTACT FOR INFORMATION ABOUT THIS NOTICE OR TO COMPLAIN
ABOUT MY PRIVACY PRACTICES
If you have any questions about this notice or any complaints about my privacy practices, or would like to
know how to file a complaint with the Secretary of the Department of Health and Human Services, please
contact me at: ______________________________________________________________________.
VlI. EFFECTIVE DATE OF THIS NOTICE
This notice went into effect on April 14, 2003.
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ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
By signing this form, you acknowledge receipt of the Notice of Privacy Practices that I have
given to you. My Notice of Privacy Practices provides information about how I may use and
disclose your protected health information. I encourage you to read it in full.
My Notice of Privacy Practices is subject to change. If I change my notice, you may obtain a
copy of the revised notice from me by contacting me at 949/303-9053.
If you have any questions about my Notice of Privacy Practices, please contact me at: 228 West
Main Street, Tustin, California 92780.
I acknowledge receipt of the Notice of Privacy Practices of Margaret Mickelson, LMFT.
Signature:

Date:
(patient/parent/conservator/guardian)

Margaret Mickelson, LMFT, ATR
Connections with the Heart
228 West Main Street
Tustin, California 92780
949-303-9053

Insurance Information:
Policy holder: _____________________________________________
Policy holder date of birth: __________________________________
Social Security Number: ____________________________________
Address/Street: ___________________________________________
City, State, Zip: ___________________________________________
Insurance Carrier: _________________________________________
Policy Number: ___________________________________________
Group Number: ___________________________________________
Client relationship to Policy Holder: ___________________________
Client’s name and date of birth (please include parents’ and child’s information
when applicable):
1. Name: ___________________________
2. Name: ___________________________
3. Name: ___________________________

Date of birth: ____________
Date of birth: ____________
Date of birth: ____________

