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	A.       GENERAL STATEMENT OF POLICY:
           Statement of Purpose:  To provide a mechanism to involve the patient in this aspect of his/her care, and to 

            provide a knowledge base for patients to exercise their right to informed choice regarding treatment. 
B.         SCOPE:   This policy covers Psychiatry.
C.          ADMINISTRATION & PROCEDURE:
             Patients have a right to be informed regarding the procedures, benefits, possible discomforts and possible 
             negative effects of any treatment that is proposed to address their needs. They also have a right to know the

             qualifications of any professional administering a proposed intervention. The following mechanism assures

             that these rights will be insured specifically with regard to the provision of psychotherapy and counseling 

             interventions.
D.         PROCEDURE:  
             A.  Prior to providing any psychotherapy or counseling services, clinical staff will inform the patient of their 

                   qualifications and specialty.

             B.  In clear and non-technical terms, clinical staff will inform patient of the particular form of psychotherapy or 

                  counseling they will be providing and the nature of intervention strategies and techniques that may be 

                  employed in the course of treatment.

              C.  The patient will be given a copy of the Informed Consent to Psychotherapy and Counseling form to read 

                    and sign prior to the beginning of treatment. Time will be given to explain any information that is unclear. 

                    The original form will be entered into the patient’s medical record, and the patient will be given a copy. If 

                    necessary, the Informed Consent to Psychotherapy and Counseling will be read and/or translated to the 

                    patient.
                         (See Informed Consent for Psychotherapy and Counseling form attached.)

             D.  Patients who receive psychotherapy from a resident. Physician will not be billed for these services since 

                   they are required part to training experience for residents. Patients will sign the attached form which will 

                   then be placed in their chart.

F.         DISTRIBUTION:   This policy shall be given to Psychiatry.


TEXAS TECH HEALTH SCIENCES CENTER

Department of Neuropsychiatry
Individual Psychotherapy:  Information and Consent to Participate

This agreement summarizes the procedures and policies that are associated with your understanding and/or continuing individual psychotherapy at TTUHSC, Department of Neuropsychiatry and Behavioral Sciences and specifies understanding of your responsibilities as regard the therapeutic relationship in addition to the responsibilities of your therapist toward you as a patient. 
A. The Department of Neuropsychiatry and Behavioral Sciences residency program has the dual purpose of serving the community and training resident psychiatrist.  All or part of your therapy may be conducted by a resident psychiatrist under the supervision of a licensed therapist. 
B. Individual psychotherapy, as an insight-oriented, interactive therapeutic process, requires your commitment to attend sessions as scheduled and to devote yourself to the work of self-improvement and self-development, toward the goals of psychotherapy that have been developed by you in cooperation with your therapist, A simple description of psychotherapy would be:  A helping relationship, in a professional context, in which a solution is sought for the emotional, psychological, or behavioral problems of the patient.  This usually takes place through a series of open and honest discussions and/or structured therapeutic experiences. 

C. The following are expectations as regards your role in individual psychotherapy:

1. Sessions will be attended regularly with advance notice for appointments that cannot be met.

2. Sessions are scheduled for 50-60 minutes in length.

3. The course or duration of psychotherapy over time will be a matter of determined mutually by you and your therapist. 

4. The responsibility for payment of fees is yours. 

5. Your commitment to work diligently on goals mutually established in therapy sessions is underscored by this agreement.

D. If you do not wish to become or remain engaged in psychotherapy, you may conclude treatment at any time.

E. The following stipulations apply to the therapist as regards the psychotherapy commitment:

1. Sessions will be attended regularly with advanced notice for appointments that cannot be met, both on your part and the part of the therapist.

2. Communication between you and your therapist is held as confidential and privileged, as is communication between the resident psychiatrist (therapist) and the supervising therapist.  Information is revealed to others only with your consent or that of your legal representative, except in those unusual circumstances in which not to do so would result in clear and imminent danger to you or others.  Important exceptions to confidentiality under which information contained in your file may be released with or without your consent are as follows:

Suspected child abuse/neglect;

Suspected elder abuse/neglect;

Suspected intent of the patient to harm him/herself or someone else; and/or

Receipt of a court order.
3. In most cases, you may review your treatment record if you feel that such is necessary and you may arrange for copies to be made of such materials.  Notes from individual therapy sessions are abbreviated and maintained in your record and your perusal of such notes may not necessarily be helpful to you.  Portions may be withheld if treating professional determines release could be harmful to your physical, mental or emotional health. 

Agreement of Understanding

My signature below indicated that I have been advised of my rights to confidentiality and their limits and/or have read this document and understand it.  I hereby give consent for psychotherapy services and understand that I can revoke this consent for treatment at any time by providing written notice to the TTUHSC Neuropsychiatry Clinic. 

Patient (12 years and older)





Date


Parent/Legal Guardian (if applicable)



Date


Witness







Date
