PLEASE READ AND SIGN THIS DOCUMENT AND BRING IT TO THE APPOINTMENT 


Vittorio Comelli, PsyD

Clinical Psychologist

 PSY 21880

1939 Divisadero  Street, Suite 3

San Francisco, CA 94115

Telephone: (415) 637-2895

info@vittoriocomellipsyd.com
www.vittoriocomellipsyd.com
OFFICE POLOCIES

PSYCHOLOGICAL SERVICES: Psychotherapy typically consists of an initial consultation and assessment of your needs. By the end of the evaluation, I will be able to offer you some first impressions and recommendations. The frequency and type of treatment will be decided between you and me.  If you have questions about treatment, we should discuss them whenever they arise. 
CONFIDENTIALITY: All information disclosed within sessions is confidential and may not be revealed to anyone without written permission except where disclosure is permitted or required by law.  Disclosure may be required in the following circumstances.
• When there is a reasonable suspicion of abuse to a child, elder or dependent adult.

• When the patient communicates a serious threat of bodily injury to others.

• When the therapist has a reasonable belief that the client may be a danger to themselves.

• When disclosure is otherwise required by law.

If I need to receive professional consultation for your case in order to insure optimal treatment, no consent is necessary.  In such cases, neither your name nor identifying information is revealed.
PAYMENT: My hourly fee is $130.00. Payment is due at the end of each session unless other arrangements are made.  A prorated amount will be charged for other services including report writing, preparation of records or treatment summaries, consulting with other professionals with your permission, and the time spent performing any other service you may request of me.  Please notify me if any problems arise during the course of your therapy regarding your ability to make timely payment.  In circumstances of unusual financial hardship, I may be willing to negotiate a fee adjustment or payment installment plan.
CANCELLED/MISSED APPOINTMENTS:  A scheduled appointment means that time is reserved for only you.  You are financially responsible for all regularly scheduled appointments, whether or not you are able to attend.  I require a minimum of 24 hours advanced notice for cancelled appointments. I will do my best to reschedule appointments if you anticipate missing your regular time.  Three weeks notice for vacations and other prolonged absences from treatment is required in order to avoid payment.
ADDRESS CHANGES:  Please advise me if you change your address, telephone number, place of employment or insurance coverage.

EMERGENY TREATMENT:  I usually return calls within 24 hours.  If you are having a life threatening emergency, please call 911.  When I am out of town or otherwise unavailable, I will provide you with the name of a qualified professional who will be available in my absence.

LITIGATION CHARGES:  If I am required to attend a deposition, hearing or other legal proceeding, you will be billed at $300.00 per hour for my time, including preparation, travel time and time spent at the legal proceeding.

TERMINATION OF TREATMENT:  Patients have the right to terminate treatment at any time, as their participation is voluntary.  In such case, we will set a date for termination, review the progress achieved thus far, identify any remaining issues and identify appropriate referral sources.  The therapist may also terminate treatment if psychotherapy is contraindicated, if an issue emerges that is beyond the scope of this therapist’s competence or if payment is not timely.  

YOUR SIGNATURE BELOW INDICATES THAT YOU HAVE READ AND UNDERSTAND THIS AGREEMENT AND AGREE TO ITS TERMS.  YOUR SIGNATURE ALSO SERVES AS ACKNOWLEDGEMENT THAT YOU HAVE RECEIVED THE CALIFORNIA HIPAA NOTICE OUTLINING PATEINT RIGHTS.  

______________________________________________________________________________

Patient Name (Print) 


   Patient Signature                                         Date

______________________________________________________________________________

Parent or Legal Guardian (if applicable)                                             Child’s Name (if applicable)

