JENNIFER A. WOFFORD, MSW, LICSW


CONSENT FOR THERAPY TREATMENT

And Acknowledgement of Privacy Practices

Client (Your) Goals for Therapy Treatment:

___________________________________________________________________________
___________________________________________________________________________
Confidentiality:  All therapy sessions and written materials are kept in strict confidence. In mental health care, confidentiality and privacy are central to the practice of a therapeutic relationship. In offering telehealth counseling services, I use a HIPAA compliant, secure, and private zoom account.  I currently offer video, phone (telehealth) sessions, and in-person sessions, depending on circumstances.  In the event the Client selects to meet in a public park or neighborhood, then the client acknowledges that complete confidentiality and privacy cannot be guaranteed.  In the event a client chooses to meet in person in my office during Covid, the client agrees to hold harmless Jennifer Wofford, therapist, from any and all claims or concerns of contracting an illness. Therapist cannot guarantee that meeting outdoors or in person will not be a risk, including the risks to confidentiality, and the risk of potential exposure to disease. In keeping with federal and state laws, if the therapist suspects that a child may be harmed, or if the therapist suspects that the client is a potential danger to him/herself, or to another person, then confidentiality will be broken, as issues of safety override confidentiality.

HIPAA Rights:  The client is hereby notified of their rights under HIPAA for confidentiality, and acknowledges said notice.  The Health Insurance Portability and Accountability Act of 1996 requires that all medical records used or disclosed by this provider, whether electronic, oral or written, be kept strictly confidential.  The client is aware of their full HIPAA rights, including but not limited to the following: the client has the right to request to inspect and copy their records; the right to specify any and all restrictions they wish regarding disclosure of their records; the right to amend his/her protected health information; and the right to receive an accounting of disclosures made of protected health information. As an out-of-network provider, all client records are completely confidential and not disclosed to insurance companies.
Agreement for Therapy Services:  Jennifer A. Wofford, Licensed Independent Certified Clinical Social Worker (LICSW), licensed in MA, DC, MD, agrees to provide mental health therapy services to the client(s) and to work together to accomplish the client’s goals for treatment. The client(s) acknowledge that therapy aims to be both supportive and challenging.  Client(s) acknowledge that therapy can at times be challenging, or involve inner work, and methods as outlined on the therapist’s website, and client(s) enters therapy ready to work towards their goals.  Client(s) agrees to attend scheduled appointments, and give 48-hour notice for cancellations. Client(s) are responsible for asking questions about my policies, practice, or treatment if you do not understand or agree with an approach or method.  Therapist agrees to explain therapy methods offered, and collaborate on which methods serve your goals.  Client(s) agrees that in cases of emergency or psychiatric distress, client(s) will go to an emergency room, or call their Medical doctor. 
I have read and understood the above, and agree to give my consent for therapy treatment.

________________________________________________
_______________

Signature of Client (please sign, rather than type)

Date
________________________________________________
_______________

Signature of Second Client (please sign)



Date
________________________________________________
_______________

Jennifer A Wofford, MSW, LICSW, LCSW-C


Date

