
Counselor-Client Services Agreement       1 

 

 

Welcome to my practice. This document contains important information about my professional services and business 

policies. It also contains summary information about the Health Insurance Portability and Accountability Act (HIPAA), 

which is a federal law that provides privacy protections and patient rights about the use and disclosure of your 

Protected Health Information (PHI) for the purposes of treatment, payment, and health care operations. Although this 

document may not be exciting to read, it is very important that you read and understand it. When you sign this 

document, you acknowledge that you understand this document and are giving your consent to participate in counseling 

services. We can discuss any questions you have when you sign it or at any time in the future. 

Counseling Services 

Counseling, as defined by the American Counseling Association, is “a professional relationship that empowers diverse 

individuals, families, and groups to accomplish mental health, wellness, education, and career goals.” I endorse this 

definition and especially strive to promote relational health and wellness for my clients.  

The counseling process may look very different from person to person, and even from session to session for the same 

individual. I use a variety of methods that I believe are effective based upon research and practice. I will not use 

methods that I perceive as harmful or ineffective. Nor will I use methods that are undesirable for you.  

There are some important things for you to understand about the counseling process before you begin: 

 Healing and growth are often gradual in nature. It may take several months before you begin to notice a 

significant improvement in your mood, thoughts, or behaviors. I like to give the analogy of a diet: You may have 

heard a person say, “I tried dieting, and it didn’t work.” You later find out that this person tried dieting for 7 

days. Similarly, counseling will likely take more than a week for real changes to occur. I generally recommend a 

minimum of 6 sessions, at which point we can collectively evaluate your progress and decide if and how to 

continue.  

 Successful therapy will require you to be an active participant. Counseling is not like swallowing a pill, which 

requires almost no effort on your part. You will need to work on the things we discuss in and outside of the 

sessions. The most satisfied clients tend to be those who are pursuing changes on their own, and use our 

sessions to solidify and accelerate the changes which they already initiated. 

 Counseling may have many benefits, but there are also risks. The most common downside is that you will 

experience uncomfortable or painful emotions—anger, sadness, confusion, guilt and shame, loneliness, and 

more. If this happens, I will help you work through these and will not leave you in such distress. Second, for 

many possible reasons, counseling may not be successful. I promise not to waste your time or money, if this is 

the case. I also promise not to leave you in a state of suffering. I know several professional agencies and other 

professionals who may better serve you. I will help you find another provider, or if you prefer, we will end the 

counseling service. Finally, although unlikely, there is a possibility that your symptoms may worsen. If this 

happens, I may refer you to more appropriate resources, such as a psychiatrist or psychologist.  

 

 

 

https://www.counseling.org/about-us/about-aca
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Appointments and Sessions 

You can schedule an initial appointment by calling me or using the scheduling link found on the website. After the initial 

appointment, we will figure out a regular time for your sessions (usually weekly or bi-weekly). Priority in scheduling is 

given to current clients and those with a history good attendance.   

The initial session is for 60-90 minutes, and all other sessions are 50-60 minutes. Within the initial session, you will 

provide me with a summary of the problems you are experiencing. I will also do a clinical interview, so you can expect to 

answer lots of questions. We do this so that I may gain much information in order to understand the issues, and we can 

begin to formulate goals for therapy. If, after the initial session, you do not wish to continue counseling with me, there is 

no obligation to do so.  

If you wish to cancel or reschedule an appointment, please contact me 24 hours before the appointment. If you do not 

contact me, you will need to pay a $20 fee before continuing. If there is an emergency and you do not contact me, I may 

not require you to pay the fee. I strive to be reasonable and will decide what constitutes as an emergency. If you are late 

for an appointment, your appointment will still need to end on time (50-60 minutes from when the appointment was 

supposed to start). 

If you wish to discontinue therapy at any time, please let me know. You may not feel comfortable telling me, but I 

promise to respect your decision and will not be upset. As the client, it’s ultimately your choice for when and how you 

end therapy. Any notification, even a phone call or email is appreciated compared to no contact.  

Fees and Payments 

The initial session (60-90 minutes) costs $60, and each following session (50-60 minutes) also costs $60. You will need to 

pay upfront with cash, check, or debit/credit card, and I will give you a receipt. If you cannot pay, but have a good 

payment history, I may allow you to pay at a later time. Costs for specific sessions are as follows: 

Individual:    $60 
Couple:    $60 
Family (2-4 family members):  $80 
College student (with ID):  $40 
Premarital Counseling:   $40 per session or $200 for 6 sessions (one free session) 

 
Contacting Me 

You may contact me by phone or email. I cannot promise to return your calls or messages on the same day they are 

sent, but I will do my best to respond promptly. Counseling takes place during our in-person sessions, but you may 

contact me if you have something you wish to share or have questions. If you cannot contact me and you need 

professional help, contact your doctor or another trusted health professional. If you are in an emergency, call 911. 

Address: 1330 E Cherry St 
Suite 204 
Springfield, MO 65802 

Phone:   712-470-4338 
Email:   austinboon77@gmail.com 
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Limits of Confidentiality 

The law protects the privacy of all communications between a counselor and a client. In most situations, I can only 

release information about your treatment to others if you sign a written release form that meets certain legal 

requirements imposed by HIPAA. There are other situations that require only that you provide written, advance consent.  

Your signature on this agreement provides consent for those activities, as follows:  

 I may occasionally find it helpful to consult other mental health professionals about your case. During a 

consultation, I make every effort to avoid revealing your identity. The other professionals are also legally bound 

to keep the information confidential. If you do not object, I will not tell you about these consultations unless I 

feel that it is important to our work together.  

 If a client files a complaint or lawsuit against me, I may disclose relevant information regarding that patient in 

order to defend myself.  

 If a client files a worker’s compensation claim, I must, upon appropriate request, provide a copy of the patient’s 

record to the Labor and Industrial Commission or the Workers’ Compensation Division of the Missouri 

Department of Labor and Industrial Relations, or the patient’s employer.  

There are some situations in which I am legally obligated break confidentiality. These are times when it is necessary to 

attempt to protect others from harm, and I may have to reveal some information about your treatment. If this occurs, I 

will limit the information I provide to only that which is necessary. Such situations are rare.   

 Abuse and neglect of children. If I have reason to believe a child has been or may be subjected to abuse or 

neglect or observe a child being subjected to conditions or circumstances that would reasonably result in abuse 

or neglect, the law requires that I file a report with the Missouri Division of Family Services. Once such a report is 

filed, I may be required to provide additional information.  

 Abuse and neglect of elderly and disabled persons. If I have reason to believe that an elderly or disabled adult 

presents a likelihood of suffering serious physical harm and is in need of protective services, the law requires 

that I file a report with Department of Social Services. Once such a report is filed, I may be required to provide 

additional information.  

 Threat of harm. If I believe that it is necessary to disclose information to protect against a clear and substantial 

risk of imminent serious harm being inflicted by you onto another person or yourself, I may be required to take 

protective action. These actions may include, initiating hospitalization and/or contacting the potential victim, 

and/or the police and/or the patient’s family. If such a situation arises, I will make every effort to fully discuss it 

with you before taking any action and I will limit my disclosure to what is necessary.  

 Court order. If I receive a court order or subpoena, I may release necessary information to the courts.  

Finally, there may be limitations to confidentiality when using technology. I will take care to see that our communication 

is protected from the public. It is important for you to be aware of any friends, family members, significant others or co-

workers who may have access to your computer, phone or other technology used in your counseling sessions.  

Professional Records 

I keep records of our counseling sessions, as well as communication that occurs outside of our session (e.g., phone calls, 

emails). Such records help guide the counseling process and allow us to review your progress. They will be kept 



Counselor-Client Services Agreement       4 

 

 

confidential with the exceptions of the points stated in the “Limits of Confidentiality.” You may view your records during 

our sessions as long as I may document your request. If you wish to have your records released, you are required to sign 

the “Authorization for Use and Disclosure of Protected Health Information.”  This form specifies 1) what information is 

to be released, 2) to whom, and 3) for what purpose(s). I will keep your records for 7 years or longer. Records will be 

kept either electronically on a USB flash drive or in a paper file within a cabinet. Both of these will be kept in a locked 

office at all times.  

Minors and Parents 

Patients under 16 or 17 years of age who are not emancipated and their parents should be aware that the law may allow 

parents to examine their child’s treatment records. However, privacy for children and adolescents is often very 

important for treatment to be successful. I do not want to become a spy for your children, or do something that would 

damage his or her trust. Therefore, when I do individual counseling with children and adolescents I ask that we—the 

parent, the child, and myself, mutually decide what information regarding the child I may provide to the parent. For 

example, if a parent wants to know if her adolescent son is using drugs illegally, and the adolescent agrees upfront to 

allow the me to share this information with the parent, I may do so if there is evidence of such (e.g., he discloses his 

drug use, he is exhibiting symptoms of drug use, etc.). In these situations, I will do my best to discuss this with the child 

before informing the parent, so as to maintain trust. Depending upon the situation, I may require that we make a formal 

contract. I will always provide parents with general information about the progress of their children and inform the 

parents if I have reason to believe a child has been or will be harmed. 

Informed Consent for Counseling  

By signing, you acknowledge that you have read and understood this agreement and give your consent to participate in 

counseling. 

 

______________________________      ______________________________ 

Printed Name of Client or Guardian      Date 

 

______________________________      ______________________________ 

Signature of Client or Guardian       Date 

 


