Gordon Shippey, MA, LPC
Druid Pointe Office Building

2751 Buford Highway 

Suite 707

Atlanta, GA 30324
404-530-9057
GENERAL INFORMATION & TREATMENT CONSENT

Please read the following information.  If you have any questions or concerns, I will be happy to address them before we begin our session together.

Information discussed during our sessions will be kept confidential unless the following circumstances apply:  1) clear or imminent danger to you or to others, 2) suspected child or elder abuse, and/or 3) a court order.

Therapy sessions are fifty (50) minutes.  

Your session is your personal reservation for that week.  If you must cancel an appointment, please call me no later than 24 hours before your session so that we can try to reschedule your appointment to another time.  Your credit card will be charged a $75 fee for scheduled sessions that are not canceled within 24 hours. 
Card Number:___________________________________________ Exp mo/year: ______ / ______ CVV________
Name on Card __________________________________________ Billing Zip Code _________________________

_______________ please initial                   Email Address for Receipts _____________________________________
I check my messages frequently throughout the day and will call you back as soon as possible.  If you have an emergency that cannot wait for my return call, please seek immediate attention at the nearest hospital emergency room or mental health center.

If you request that I share information with someone, you will be asked to sign a release of information.  NO information will be shared with any person or agency without a signed release.

Fees are payable by cash, check, Visa, MasterCard, American Express, or Discover card at the end of each session.  

_______________ please initial
This form documents that you, the client, have consented to treatment with Gordon Shippey, MA, LPC, including, but not limited to, psychotherapy and counseling.  This allows Gordon Shippey, MA, LPC, Inc. to provide services to you.

This form provides evidence that no guarantee is made by Gordon Shippey, MA, LPC concerning the outcome of treatment.  There is no guarantee that treatment will be successful.

This form also provides evidence that consent is given only after a full explanation has been provided by Gordon Shippey, MA, LPC.  

I am aware that the practice of medicine, psychiatry, clinical psychology, clinical social work, and other therapy by a licensed professional is not an exact science and I acknowledge that no guarantees have been made as to the result of evaluation or treatment.

I am aware that I am an active participant in the counseling process and that I share responsibility for my treatment.  My responsibilities in treatment include informing the therapist of any information that may be relevant to the problems or conditions being treated, assisted in setting goals for treatment, following therapeutic advice to the best of my ability, and ending treatment in a responsible way.

I, ____________________________________, do hereby voluntarily consent to care and treatment by Gordon Shippey, MA, LPC, their assistances and/or designees. I acknowledge that this form has been fully explained to me and I certify that I understand its contents.  I also understand that it is my sole responsibility to ask any questions or obtain any clarification necessary to my understanding this form fully. 
A copy of this will be gladly provided upon your request.

Signature of Client
     Date

Signature of Clinician
     Date

