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AUTHORIZATION TO BILL CREDIT CARD 
 
 

I,         hereby authorize Linda Wiskerchen, LCSW, 
RPT-S, to bill my credit card:  
 
 
Account #           Exp. Date    
 
Security Code #      
 
Name as it appears on the card           
 
Address           City    
 
State     Zip Code      Phone Number:       
 
I furthermore understand that a 48-hour cancella�on �me frame is needed to cancel 

appointments and that I am fully financially responsible for client services including any “No-

Show” or “Late Cancella�on” or “Missed” appointments.  The fee for “No-Show,” “Late 

Cancella�on” or “Missed” appointments is $150.00. 

 

I also understand that by using a credit card, a $3.00 service charge will be added to all credit 

card transac�ons.   

 
 
 
 
 
              
Authorized Signature      Date 
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Informed Consent for Assessment and Treatment 
 
The purpose of this document is to help you make an informed decision about participating in treatment. Please 
read it carefully and discuss with me any questions that you may have.  A copy of this form is available upon 
request.   
 
About the Therapy Process 
It is important for you to know that child & family therapy has risks and benefits.  Therapy often requires 
recalling unpleasant events and struggling with troubling issues.  Consequently, people sometimes experience 
uncomfortable feelings such as sadness, fear, or loneliness and family distress or concerning behaviors may 
increase.  However, therapy has been shown through research to be beneficial to adults, children, couples, and 
families.  Although there are no guarantees about the outcomes of therapy, families can experience improved 
closeness and communication and children and adolescents often demonstrate a reduction in concerning 
behaviors and an increase in emotional well-being.  I utilize individual child therapy, play therapy, parent 
support and consultation, family therapy, social skill building, cognitive behavioral therapy, expressive arts 
therapy and relaxation/mindfulness skills in my work with children and families.   
 
Parent involvement is an integral part of child therapy. Sessions may include parent involvement in the session, 
sometimes through talk and sometimes through an activity or play.  When parents are willing to join their 
children in a playful manner, it can greatly increase the effectiveness of therapy sessions.  
 
An important part of child therapy includes regular meetings with parents. These meetings are an essential 
part of your child’s growth in therapy.  During these meetings, we will discuss your child’s progress in therapy, 
changes in behavior at home and school and your ongoing concerns.  We may also discuss family history and 
family interactions as relevant to treatment.  Consultation, and education will be provided if needed.  Parents 
will often ask: How long does (play) therapy take? Each play therapy session varies in length but usually last 
about 30 to 50 minutes. Sessions are usually held weekly. Research suggests that it takes an average of 20 play 
therapy sessions to resolve the problems of the typical child referred for treatment. Of course, some children 
may improve much faster while more serious or ongoing problems may take longer to resolve.  
 
If you have information that you want me to know before a session with your child, please email or call me 24 
hours before the session so that I have time to receive the information and plan the session accordingly.   
 
Custody/Guardianship 
Consent for services can only be authorized by a current legal guardian.  For divorced parents, consent may be 
given by the parent authorized to make medical decisions. If parents hold joint custody regarding medical 
decisions, consent of both parents is required.  A copy of the divorce decree must be included in the client file 
indicating the custodial arrangement.  Permission from both parents, regardless of the custodial arrangement 
is the practice of this office. 
 
About Me 
I am a private practitioner in this office and hold no formal or legal association to the other practitioners 
providing behavioral health services in this office/suite. I am licensed with the State of Arizona Board of 
Behavioral Health Examiners to practice independently as a Licensed Clinical Social Worker-Clinical Supervisor.   I 
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have a master’s degree in Social Work.  I am Registered Play Therapist-Supervisor.  I am certified by the Arizona 
Association for Play Therapy.   
 
Client Rights 

1. You have the right to ask questions about and /or refuse any therapeutic technique or recommended 
treatment and the right to be advised of the consequences of such refusal or withdrawal. 

2. You have the right to end therapy at any time without any moral, legal or financial obligations other 
than those already accrued.  If you wish. I will provide you with the names of other qualified therapists. 

3. You have the right to participate in treatment decisions and in the development and periodic review and 
revision of your treatment plan. 

4. You have the right to request your medical and billing records.  Please see HIPAA form for procedure. 
 
Therapy Services and Fees 

1. Session Fee: A therapy hour is 50 minutes. My standard fee is $150 per 50-minute session.  I request 
payment of fee or co-payment at the time of service.  If you are on a Health Plan for which I am a 
provider I will bill your insurance company for you.  Any deductibles or co-payments are due at the time 
of the visit.  Returned checks will be charges a $25 fee.  You are encouraged and are responsible to 
schedule sessions as you feel will be helpful.  I will recommend a schedule that I believe will be most 
beneficial for your goals.  

2. No-Show/Late Cancel:  If you are unable to attend your scheduled appointment, you must call 48 hours 
in advance, or you will be charged a $150 No-Show/Late Cancel Fee. This is the client’s responsibility as 
insurance will not cover this.  

3. Insurance Benefits:  My office does call and check on Outpatient Mental Health Benefits. This is not a 
guarantee of coverage/payment, and the insurance companies do state this before benefits are given.  
You are ultimately responsible for payment of professional services rendered regardless of insurance 
coverage.  

4. Other Fees: Most fees are billed at $150/hour in 15-minute increments.  Client phone calls: Free for the 
first 10 minutes and then pro-rated at $150/hour. All other phone calls and services (i.e., consultation 
with a psychiatrist, reading extensive emails) charged at $150/hour. Legal: Any work related to legal 
situation (i.e., attorney calls, writing reports, making copies, court appearances) will be billed at 
$300/hour (billed in 15-minute increments). Refund: If a client is due a refund, this will be provided by 
check or credit within 5 business days of therapist becoming aware of refund amount due.  

 
Therapist Availability & Emergency Procedures 

1. This practice does NOT have the capacity to respond to counseling emergencies.  Emergencies should be 
directed to 911 or to the local 24-hour crisis line at (480) 784-1500.  If your child has a psychiatrist, you 
should also contact him/her in times of emergent need.  

2. You may leave a message at any time on my confidential voicemail at (480) 861-9624. I check messages 
frequently throughout the day and will return your call as soon as I am ale.  On weekends and holidays, I 
check my messages less frequently and may only respond to urgent calls.  Non-urgent phone calls are 
generally returned within 48 hours. If I haven’t returned your call within 48 hours, please call again. 

3. Email and text communication is for non-emergencies only.  It may be used for appointment changes, 
referrals and non-clinical questions.  I check emails as often as possible, but if you are canceling an 
appointment with less than 48 hours notice, please call the number listed above.  I have no way to 
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guarantee the confidentiality of electronic communication so please use at your own discretion.  All 
non-routine emails/texts will be printed out and kept as part of your permanent record. 

 
Confidentiality (Please refer to HIPAA Notice for additional information). 
The confidentiality of all counseling interactions is protected by law.  Anything you tell me is considered 
privileged information and will be held in confidence by me.  I will not release any information to others about 
you unless you give me explicit permission to do so in writing, by signing a release of information form.  There 
are certain situations in which, as a therapist, I am mandated by law to reveal information obtained during 
therapy to other persons or agencies without your permission.  Also, I am not required by law to inform you of 
my action in this regard.  These circumstances include: medical emergencies, the existence of a threat of danger 
to self or others, reasonable suspicion of current child abuse, abandonment or neglect, dependent adult or elder 
abuse, a court order, third party billing claims requirements, receipt of properly executed consent form, and 
where otherwise legally required (such as to comply with worker compensation laws, or to comply with the USA 
Patriot Act.  The HIPAA Notice of Privacy Practices, on the website and available on request, details the 
considerations regarding confidentiality, privacy, and your records.  This packet also contains information about 
the right to access your records and the details of the procedures to obtain them, should you choose to do so.  
Periodically, the HIPAA Notice may be revised.  Any changes to these privacy practices can be found online at 
www.hhs.gov. 
 
Parents are encouraged to respect their minor child’s right to confidentiality.  Parents can be assured that the 
minor will be encouraged to share critical information and that the parents will be given information regarding 
therapy themes and treatment progress.   
 
Ms. Wiskerchen is conducting some treatment via telehealth. She most likely will use Sessions (HIPAA 
compliant) phone, ZOOM or FaceTime for client contact. If you request FaceTime or Zoom, your signature 
indicates your agreement with this form of contact which may not be HIPAA compliant.  
 
   (*Initial*) I have been informed of the limitations of confidentiality in terms of the treatment of 
a minor. I understand that special care and sensitivity may be required in releasing information to me about 
certain topics such as substance abuse and sexual activity.  I accept Linda Wiskerchen’s judgment regarding 
releasing information related to the treatment of this minor.  In addition, I understand that if Linda Wiskerchen 
believes this minor is in danger of hurting him/herself, I will be notified immediately.  In any custodial 
arrangement, both parents have the right to contact the therapist and inquire regarding their child’s treatment 
progress (unless otherwise indicated by the courts.  
 
In the event of my death or incapacity, the records for my clients that are actively receiving services (seen within 
the past month) will be given to one or more local behavioral health professionals to facilitate continuation of 
treatment.  In such a situation, you have the right to continue treatment with this professional, discontinue 
treatment, or ask for a referral.  Records for my inactive clients will be handled by a “records custodian,” which 
may be an individual or company.  The custodian will be responsible for satisfying record requests and 
destroying records when legal timeframes for records retention are satisfied.   
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Emails, Cell Phones, and Faxes 
Individual may choose to contact me via email or cell phone.  In doing so, they agree to the understanding that 
email and cell phone communication are not guaranteed confidential methods of communication, and they are, 
by choice, relinquishing their rights of confidentiality.  Please notify me if you decide to avoid or limit, in any 
way, the use of any or all communication devices, such as email, cell phone/texts or faxes.  If you communicate 
confidential or highly private information via electronic media, I will assume that you have made an informed 
decision and will view it as your agreement to take the risk that such communication may be intercepted. 
 
Social Media 
I do not accept friend/contact requests from current or former clients on any social networking site.  I believe 
that adding clients as contacts can compromise yur confidentiality and may also blue the boundaries of our 
therapeutic relationship.  My primary concern is your privacy.  Please note that I do not follow current or former 
clients on blogs or Twitter, etc. If there are things from your online life that you wish to share with me, please 
bring them into our sessions where we can view and explore them together.  
 
Legal Disputes 
   (*Initial*) I understand that this therapist is not conducting a custody or visitation evaluation 
for my child.  I agree not to involve the therapist in any custody or visitation disputes as I understand that would 
not be in the best interest of my child’s relationship with the therapist and would be counterproductive to the 
therapeutic process.  I agree not to involve the therapist in court proceeding s regarding any treatment of my 
child now or in the future, nor will the therapist be asked to share my child’s records regarding any such 
proceeding.   
 
   (*Initial*) I authorize evaluation and treatment from Linda Wiskerchen, LCSW, RPT-S, for myself 
and/or the child/children for whom I am legally responsible, and I agree to pay all fees for such treatment.  I 
acknowledge that I have access to a copy of this informed consent agreement and the HIPAA Notice of Privacy 
Practices (upon request). It is agreed that either of us may discontinue treatment at any time.  I also authorize 
the release of my/our DSM-5-TR diagnoses code, at my request, to be printed on a Claim and/or Superbill form 
to submit to insurance for possible benefits.  
 
 

Please SIGN and PRINT your name below: 
 

Parent:                  Date:     
 
 
Parent:                  Date:     
 
 
Minor:                  Date:     
 
 
Therapist: Linda Wiskerchen, lCSW, RPT-S  Linda Wiskerchen, LCSW, RPT-S   Date:     






