Jennifer McCarron, LMFT

418 Stump Rd., Suite 207

Montgomeryville, PA 18936
215-361-7654

CONSENT FOR TREATMENT FORM

I, understand and agree to the following:

Treatment provided by Jennifer McCarron LMFT is voluntary in nature and | may terminate
treatment at any time.

The information disclosed during therapy will remain strictly confidential, requiring signed
authorizations from all parties if information is to be shared with outside parties (with the
exception of insurance companies).

If | reveal information to my therapist indicating | may be a safety threat to myself or others,
my therapist may be permitted and/or mandated by law to reveal this information to other
persons or agencies for the safety of myself or others.

FEE AGREEMENT

The fee per visit is $110, or the designated Co-Pay of $ , payable at the start of
each session. | understand it is my responsibility to contact the insurance company regarding
my co-pay amount for each session, and that my payment (exact cash or check) is due at the
start of every appointment, including the initial one.

I am financially responsible for any amount not covered by the insurance. (Some insurance
companies authorize, but no not pay for relationship and/or family therapy.)

| understand that 24 hours notice of cancellation i s required to allow others waiting for

an appointment an opportunity to be seen. If lam u  nable to give 24 hours notice of
cancellation, | will be responsible for a $60.00 ch  arge.

My signature below indicates | understand and agree to the “Consent For Treatment Form” and “Fee
Agreement” policies above:

Client’s Signature (age 14 and over): Date:

Parent’s Signature (under 14 years): Date:

Therapist’s Signature: Date:




JENNIFER MCCARRON, LMFT
418 Stump Road, Suite 207
Montgomeryville, PA 18936

215-361-7654

CLIENT INFORMATION FORM
(Please print)

Name(s):

*If under 18, parents’ names

Date of Birth

Home Address: City: State: Zip:

Home phone: Mobile: Work:

Preferred number for therapist to contact you:

Can | leave messages for you regarding appointments at the numbers above? Y N

If no, please indicate any restrictions:

Email Subscribe to Newsletter? Y N
Employer/Company Name Occupation

*If Student , Grade Last Completed __ Name of Current School

Emergency Contact Relation to Client

Phone:

INSURANCE INFORMATION (if applicable)

Name of Health Insurance ID#

Are you the primary insurance subscriber? (Circle one) Yes No

If not, name of subscriber Relation to subscriber

Subscriber’s Date of Birth

Subscriber's Employer

Below for Office Use Only

Insurance Co./EAP
Initial Authorization Number
Co-payment: Visits/year







