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INFORMED CONSENT AND 

 AGREEMENT FOR PSYCHOTHERAPY SERVICES 
 
Thank you for choosing HIR Wellness Center. I realize that starting counseling is a major 
decision and you may have many questions.  This document is intended to provide you with 
information regarding my professional services and business policies, State and Federal Laws 
and your rights.  If you have other questions or concerns, please ask and I will try my best to 
give you all the information you need. Lea S. Denny has earned a Master’s Degree in Clinical 
Mental Health Counseling from Mount Mary University, Milwaukee, WI and a Bachelor’s 
Degree in Psychology from the University of Wisconsin-Milwaukee (UWM), Milwaukee, WI. 
She is licensed by the State of Wisconsin as a Licensed Professional Counselor – In Training 
(#3414 - 226). Lea practices standard theoretical approaches to therapy for most conditions.  
These include, but are not limited to, Sensorimotor, neuro-counseling, Gestalt, person-
centered, narrative, family systems, attachment, mindfulness, and Trauma Focused Cognitive 
Behavioral Theories. Treatment approaches vary depending on the person or condition.  
Treatment practices, philosophy and risks will be discussed with you at your first appointment. 
 
HIR Wellness Center Founder and Executive Director is Lea S. Denny. My office, which is 
located at 8626 W Greenfield Ave, West Allis, WI 53214, is shared with another therapist, but 
our practices, records and rooms are separate 
 
Note: In referring to the position of Lea S. Denny, the terms “counselor, 

psychotherapist, therapist, and mental health professional/practioner” are used 
interchangeably in this document.  

 
FINANCIAL/INSURANCE ISSUES: HIR Wellness Center operates on a free, sliding fee scale 
or fee for service basis. If your agreement is to pay for services, you will be expected to pay 
your fee at the time of service. I do not submit claims to insurance companies. You are 
responsible for payment at each session. Any reduction of fees will be at the therapist’s 
discretion. I reserve the right to periodically adjust my fees, and will notify clients in advance of 
any change.   
 
 Fees: Individual therapy  $125   (50 min. session) 
  Family therapy  $125   (50 min. session) 
  Group therapy  $60   (75-90 min. session) 

Phone calls $80/hr. (on a pro rata basis, for calls with 
you or a third party, lasting more 
than 10 min.) 

Missed or cancelled appointment            $80 (if missed or cancelled with        
               less than 24 hours notice) 

http://www.hirwellnesscenter.org/
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                     Court appearances and prep.   $200/hr.  
 NMT Consultations                                             $150/hr.  
  Other services                        To be determined 
 
 Delinquent Accounts: You understand that you are responsible for all charges incurred 

and that services must be paid in full at the time of service, unless other arrangements 
have been made in advance. Should your account become delinquent, you agree that if 
it becomes necessary for the account to be referred to a collection agency, you will pay 
the actual balance due plus any collection expenses of 30-50% of balance owed, plus 
any attorney fees. 

 
Informed Consent - 2 

 
CONFIDENTIALITY: Your verbal communication and clinical records are strictly confidential 
and will not be released to any third party without written authorization from you except where 
required or permitted by law. Exceptions include, but are not limited to: a) information shared in 
professional consultation and for case supervision, b) information (diagnosis and dates of 
service) that you choose to share with your insurance company to process claims, c) 
information you and/or your child or children report about physical or sexual abuse; then, by 
Wisconsin State Law, I am obligated to report this to the Department of Children and Family 
Services, d) situations in which you pose a threat of serious harm to yourself or someone else, 
e) circumstances for which you sign a release of information to have specific information 
shared, f) when required by law, and e) as outlined in the “Notice of Privacy Practices.”  
 
If you participate in couples or family therapy, I will not disclose confidential information about 
your treatment unless all persons who participated in the treatment provide written 
authorization to release information. However, when conducting couples/marital and family 
therapy, I employ a “no secrets” policy regarding information revealed in individual 
conversations. This means I will not keep secrets that interfere with the integrity of the 
couples/family therapy (e.g. revealing an affair, substance abuse, intent to leave the 
relationship). Such information may need to be revealed in therapy to effectively continue. 
 
BENEFITS & RISKS OF THERAPY: Psychotherapy is a process in which a wide range of 
issues, experiences, events, and memories are discussed with the purpose of creating positive 
change and/or an increased sense of wellbeing. It requires an active effort on your part. For 
therapy to be most successful there will be things you will need to work on during our sessions 
and between sessions. Therapy can lead to potential benefits such as personal growth, a 
greater sense of wellbeing, better relationships, improved communication and interpersonal 
skills, decreased negative thoughts, increased self-confidence, fewer self-sabotaging 
behaviors, improved coping skills, and a reduction in feelings of distress.  
 
Since therapy often involves discussing unpleasant aspects of your life, at times you may 
experience uncomfortable feelings such as sadness, guilt, anger, frustration, fear, and anxiety. 
At times I may challenge your perceptions and assumptions. The issues discussed may result 
in unintended outcomes, including changes in personal relationships. At times, a decision that 
is viewed positively for one family member is viewed differently by another. You should be 
aware that any decision affecting the status of your personal relationships is your sole 
responsibility. 
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During the therapeutic process, people often find that they feel worse before they feel better. 
The process leading to personal growth and change may, at times, be slow and frustrating. 
Sometimes it is easier and comes more quickly. There are no guarantees about what you will 
experience. Because each individual is unique, I cannot predict the length of your therapy or a 
specific outcome. Therapeutic counseling requires a commitment of time, money, and energy. 
 
Our first few sessions will involve an evaluation of your needs. During this time, you will also 
evaluate whether you feel comfortable working with me. As therapist and client(s), we are 
partners in the therapeutic process. You have the right to agree or disagree with my treatment 
recommendations and to ask questions about your treatment plan. You also have the right to 
ask about other treatments that may be beneficial.  
 
Appointment Scheduling and Cancellation Policy: Sessions are scheduled on a regular basis; 
frequency depends on the nature and severity of your concerns. Consistent attendance 
contributes to a successful outcome. If an appointment is missed, cancelled, or rescheduled 
with less than 24 hours notice, you will be charged the full fee for the missed session. 
Exceptions due to illness or emergencies will be considered individually. If at any time you 
have questions regarding fees, balances, or payments please feel free to ask. 
 
TERMINATION OF THERAPY: It is most helpful to plan your termination of therapy in 
collaboration with me. I will discuss a plan with you when you are near completion of your 
therapeutic goals. You may discontinue therapy at any time. If you or I determine that you are 
not benefiting from therapy, either of us may initiate a discussion of treatment alternatives. 
Alternatives may include, but are not limited to, referral, a change in treatment plan, or 
terminating therapy.  
 
 

Informed Consent - 3 
 
PROFESSIONAL CONSULTATION & COLLABORATION: As an important component of a 
healthy psychotherapy practice, I regularly participate in clinical, ethical, and legal consultation 
with appropriate professionals. During such consultations, I will not reveal any personal 
identification information regarding you or your situation. 
 
In order to provide quality services, I often need to collaborate with other professionals, such 
as your physician, psychiatrist, past therapists, and/or mental health professionals. You will be 
asked to complete a release of information consent form authorizing these exchanges.  
 
RECORDS & RECORD-KEEPING: The law and standards of my profession require that I 
keep treatment records. I will also write psychotherapy notes, which are not a part of your 
clinical file and will not be disclosed to you or to any entity. Your records may not be released 
without your consent, unless the law specifically allows for it. You may ask to see a copy (or a 
summary) of your clinical records, however I may limit what you can see depending on what I 
judge to be in your best interest. Because these are professional records, they can be 
misinterpreted by and/or be upsetting to untrained readers. If you wish to see your records, I 
recommend you review them in my presence so that we can discuss the contents. Clients will 
be charged an appropriate fee for any professional time spent in responding to information 
requests. Requests to see or amend your records must be in writing. Records are typically 
maintained for 7 years after termination of therapy. At that time records are shredded to  
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preserve confidentiality. Some data gathered in assessment or therapy may be used for 
research or education purposes. To preserved confidentiality, any such information will be 
completely stripped of all personal identifying information, and used only as part of group data 
 
 
PSYCHOTHERAPIST/CLIENT PRIVILEGE: Information disclosed by you (including records 
created in the process of therapy), is subject to psychotherapist/client privilege. If I receive a 
subpoena for records, deposition testimony, or testimony in a court of law, I will assert the 
psychotherapist/client privilege on your behalf until instructed, in writing, to do otherwise by 
you or your representative. You should be aware that you might be waiving the 
psychotherapist/client privilege regarding your entire treatment if you make your mental or 
emotional state an issue in a legal proceeding. You should address any concerns you have 
regarding psychotherapist/client privilege with your attorney. 
 
CLIENT LITIGATION: I will not voluntarily participate in any litigation or custody dispute in 
which you and another individual, or entity, are parties. I have a policy of not communicating 
with client’s attorneys and will generally not write or sign letters, reports, declarations, or 
affidavits to be used in any client’s legal matter. I will generally not provide records or 
testimony unless compelled to do so by law. Should I be subpoenaed or ordered by a court of 
law to appear as a witness in an action involving you, you agree to reimburse me for any time 
spent for preparation, travel, or other time in which I have made myself available for such an 
appearance at a rate of $200 per hour. 
 
EMERGENCIES / THERAPIST AVAILABILITY 
You may leave a message for me at any time on my confidential voicemail: 414-315-7271. If 
you wish me to return your call, please leave your name, phone number(s), and a brief 
message regarding the nature of your call. Voicemail is checked regularly and phone calls are 
generally returned within 24 hours except on weekends and holidays. Please note, as a solo 
practitioner, I am unable to provide 24-hour crisis service. In the event of a medical 
emergency or an emergency involving a threat to your safety or the safety of others, 
you understand that you are to call 911 or go to the nearest emergency room. I will follow 
emergency services with standard counseling and support to the client or the client's family. 
When I am on vacation, unexpectedly called away, or unable to return calls in a timely manner, 
my voicemail message will provide information on who to call. In the unlikely event that I am 
unable to provide ongoing services Margo Camacho will provide those services and will 
maintain your records for a period of 7 years. Margo Camacho maybe contacted at 262-501-
1773. 
 

 Revised 10/30/2017 
Informed Consent - 4 

Acknowledgement of Informed Consent and Agreement 
 
By signing below, Client(s) acknowledges that Client(s) has reviewed and fully understands the 
terms and conditions of this Agreement. Client(s) agrees to abide by the terms and conditions 
of this Agreement and consents to participate in psychotherapy with Lea S. Denny. Moreover, 
Client(s) agrees to hold Lea S. Denny and HIR Wellness Center free and harmless from any 
claims, demands, or suits for damages from any injury or complications whatsoever, save 
negligence, that may result from such treatment. 



5 | P a g e  

 

 
 
 
 
If an emergency situation for which the client or their guardian feels immediate attention is 
necessary, the client or guardian understands that they are to contact emergency services 
(911) or go to the nearest emergency room for assistance. 
 
 
________________________________ ___________________________________ 
Client Name (please print) Signature of Client (or authorized representative) Date 
 
 
________________________________ ___________________________________ 
Client Name (please print) Signature of Client (or authorized representative) Date 
 
COORDINATION OF TREAMENT: It is important that all health care providers work together. 
As such, I would like your permission to communicate with your primary care physician and/or 
psychiatrist. Your consent is valid for one year. If you prefer to decline consent, no information 
will be shared.  
 
____You may communicate with my physician(s) ____I decline to allow you to 
communicate with my physician(s) 
 
PHYSICIAN NAME: 

___________________________________________________________________________ 

CLINIC: 

___________________________________________________________________________ 

ADDRESS: 

___________________________________________________________________________ 

PHONE: ___________________________________  

 

PHYSICIAN NAME: 

___________________________________________________________________________ 

CLINIC: 

___________________________________________________________________________ 

ADDRESS: 

___________________________________________________________________________ 

PHONE: ___________________________________  

 
Signature(s)__________________________________________________Date___________ 
 

 Revised 10/30/2017 


