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Knute Anderson, Psy. D.

Clinical Psychologist License #23062
23 Altarinda Rd., Suite 212

Orinda, CA 94563

(925) 234-6676

PSYCHOTHERAPY OFFICE POLICIES

Welcome!  This document contains important information about my professional services and business policies.  Please read the following carefully and feel free to discuss any questions you have.  

DURATION AND FREQUENCY OF TREATMENT: There is no standard length of treatment.  Duration is based on your individual needs as mutually assessed on an ongoing basis.  To be effective, psychotherapy needs to take place on a regular basis. The best results occur when appointments are consistently scheduled and attended regularly.  I generally meet with clients weekly.  Additional sessions can usually be scheduled when the need arises.  Each session is 45 minutes long.  I will be prepared to begin and end our sessions on time. 

FEE: My fee is $140 per session.  Payment is due at the beginning of each session. Should your account become overdue (unpaid) and there is no agreement on a payment plan, I may use legal means (court, collection agency, etc.) to obtain payment. 

INSURANCE: I do not bill insurance companies directly.  If applicable, I will provide you with a monthly statement of services which you may submit to your insurance company. 

CANCELLATIONS:  Since scheduling of an appointment involves the reservation of time specifically for you, a minimum of 24 hours notice is required for rescheduling or canceling an appointment. The full fee will be charged for sessions missed without a full 24 hour advance notice.
VACATIONS:  Please let me know of any planned absences in advance.  I will do the same for you, and will provide you the name and number of a colleague whom you may contact should need arise in my absence. 

PHONE CALLS: If you need to contact me between sessions, please leave a message at 

(925) 234-6676 and I will return your call as soon as possible.  I generally return calls Monday through Friday between the hours of 9am and 6pm.  There is no charge for brief phone calls; however, I don’t not conduct psychotherapy by phone so if you need more time we can schedule an additional session or additional session time.  *Please note that this line does not receive text messages. If an emergency situation arises, call 911 and/or the 24 hour Psychiatric Emergency at (925) 646-2800, or go to your nearest emergency room.  
RISKS AND BENEFITS: While it has been repeatedly demonstrated that psychotherapy is of benefit to most people, there is no guaranteed outcome.  Risks include unexpected reactions that may be quite uncomfortable.  Benefits may include resolution of the specific concerns that brought you to psychotherapy, improved interpersonal relationships, lessening of anxiety and depression, enhanced understanding of your thoughts, feelings, and behaviors, and an increased sense of vitality and aliveness.  

YOUR RESPONSIBILITY in our work together, in addition to attending scheduled sessions and paying the agreed fee, is share your thoughts and feelings in as open and honest a manner as possible. I will ask for your feedback and views on your therapy and on our progress towards your goals.  The more open and honest you are with your feedback the better I will be able to collaborate with you towards meeting your unique treatment needs.
CONFIDENTIALITY:  All information about you and your therapy is confidential, and may not be revealed to anyone without your written permission, except as required by law in one of the following circumstances: (1) Where there is reasonable suspicion that a client is likely to hurt her/himself or another person if protective measures are not taken. (2) Where there is reasonable suspicion of child, dependant adult, or elder abuse. (3) Where information is ordered by the court pursuant to a legal proceeding.  In these instances, I will do everything in my power to minimize the amount of information provided.  
Additionally, in order to provide the highest standard of care it is sometimes necessary for me to consult with other professionals about a case.  During any consultation, I make every effort to protect the identity of my clients.  The consultant is also legally bound to confidentiality.  

In couple or family therapy, or when different family members are seen individually, confidentiality and privilege do not apply between the couple or among the family members.  I will use my clinical judgment when revealing such information, and will not release any information to an outside party unless I am authorized to do so by all adult family members who were part of the treatment.

AUDIO/VIDEO RECORDING:  I occasionally video and/or audio tape sessions for purposes of professional review and consultation.  Reviewing video/audio tapes between sessions facilitates optimal treatment planning and supports my ability to provide the highest level of care to my clients.  Once reviewed or used for purposes of professional consultation tapes are erased unless you and I have come to some other arrangement and this arrangement has been put in writing and signed by both of us. Participation in audio and/or videotaping of sessions is entirely voluntary and IS NOT a condition for treatment.  Consent to audio and/or videotaping of sessions may be revoked at any time.  

My signature below indicates that I agree to have my (or my child’s) sessions with Dr. Anderson audio and/or video recorded for the purposes of treatment planning and consultation, and that I understand that I may relinquish this consent at any time without any penalty. 

Printed Name: ___________________________________
Date: __________________

Signature:  ______________________________________

MINORS: If you are seeking therapy for your minor child, it is important for you to understand my approach to child therapy and agree to some rules about your child’s confidentiality during the course of his/her treatment. The information herein is in addition to the information contained in the rest of this document and may supersede sections related to the treatment of adults. 
One risk of child therapy involves disagreements among parents and/or disagreement between parents and therapist regarding the best interests of the child. If such disagreements occur, I will strive to listen carefully so that I can understand your perspectives and fully explain my perspective. We can resolve such disagreements or we can agree to disagree, so long as this enables your child’s therapeutic progress.  Ultimately, you will decide whether therapy will continue. If either of you decides that therapy should end, I will honor that decision, however I ask that you allow me the option of having a few closing sessions with your child to appropriately end the treatment relationship.

Therapy is most effective when a trusting relationship exists between the psychologist and the patient.  Privacy is especially important in securing and maintaining that trust. One goal of treatment is to promote a stronger and better relationship between children and their parents. However, it is often necessary for children to develop a “zone of privacy” whereby they feel free to discuss personal matters with greater freedom. This is particularly true for adolescents who are naturally developing a greater sense of independence and autonomy. By signing this agreement, you will be waiving your right of access to your child’s treatment records.

It is my policy to provide you with general information about treatment status. I will raise issues that may impact your child either inside or outside the home.  If it is necessary to refer your child to another mental health professional with more specialized skills, I will share that information with you. I will not share with you what your child has disclosed to me without your child’s consent. I will tell you if your child does not attend sessions.  If needed, I can provide you with a general treatment summary that will describe what issues were discussed, what progress was made, and what areas are likely to require intervention in the future.

If your child is an adolescent, it is possible that he/she will reveal sensitive information regarding sexual contact, alcohol and drug use, or other potentially problematic behaviors. Sometimes these behaviors are within the range of normal adolescent experimentation, but at other times they may require parental intervention. We must carefully and directly discuss your feelings and opinions regarding acceptable behavior.  If I ever believe that your child is at serious risk of harming him/herself or another, I will inform you.

Although my responsibility to your child may require my involvement in conflicts between the two of you, I need your agreement that my involvement will be strictly limited to that which will benefit your child. This means, among other things, that each parent (or guardian) will treat anything that is said in session with me as confidential. Neither of you will attempt to gain advantage in any legal proceeding between the two of you from my involvement with your child. In particular, I need your agreement that in any such proceedings, neither of you will ask me to testify in court, whether in person, or by affidavit. You also agree to instruct your attorneys not to subpoena me or to refer in any court filing to anything I have said or done. Note that such agreement may not prevent a judge from requiring my testimony, even though I will work to prevent such an event. If I am required to testify, I am ethically bound not to give my opinion about either parent’s custody or visitation suitability. If the court appoints a custody evaluator, guardian ad litem, or parenting coordinator, I will provide information as needed (if appropriate releases are signed or a court order is provided), but I will not make any recommendation about the final decision. Furthermore, if I am required to appear as a witness, the party responsible for my participation agrees to reimburse me at the rate of $210 per hour for time spent traveling, preparing reports, testifying, being in attendance, and any other case-related costs.
DISPUTES: Any dispute arising out of or in relation to this agreement to provide psychotherapy services to you or your child shall first be referred to mediation, before, and as a pre-condition of, the initiation of arbitration. The mediator shall be a neutral third party chosen by mutual agreement. The cost of such mediation, if any, shall be split equally, unless otherwise agreed.  

I have read and fully understand the above Agreement; I agree to comply with these policies.

Printed Name: ___________________________________
Date: __________________

Signature:  ______________________________________

Printed Name: ___________________________________
Date: __________________

Signature:  ______________________________________

______________________ 

________________

Signature 



Date

Knute Anderson, Psy.D.
