
Tracey Beagle LPC, PC 
 

Statement of Understanding and Consent for Treatment 
 Psychotherapy is not like a medical doctor visit; it calls for a very active effort on your part. In 
order for the therapy to be most successful, you will have to work on things we talk about both during our 
sessions and at home. 
 Psychotherapy can have benefits and risks. Since therapy often involves discussing unpleasant 
aspects of your life, you may experience uncomfortable feelings like sadness, guilt, anger, frustration, 
loneliness, and helplessness. On the other hand, psychotherapy often leads to better relationships, 
solutions to specific problems, and significant reductions in feelings of distress. But there are no 
guarantees of what you will experience. 
 In couples therapy, if you and your partner decide to have some individual sessions, what you say 
in those individual sessions will be considered to be a part of the couples therapy, and can and probably 
will be discussed in our joint sessions. Do not tell me anything you wish to be kept secret from your 
partner. I will remind you of this policy before beginning such individual sessions. 
 I am generally available by appointment only, Tuesday through Friday. You may call and leave a 
confidential message at any time and I will return your call as soon as possible, sometimes before 8 AM 
or after 8 PM. My policy for after-hours coverage is to leave a message and I will return your call the next 
business day. If you are in need of urgent or emergency services after hours, contact your local social 
services crisis line (Washington County: 503-291-9111) or dial 911.  

Please understand that information obtained from you is confidential under Oregon law. 
Information may not be shared with anyone without your permission except in the following 
circumstances: 

1. When a court order is received 
2. When there is a reasonable cause to believe that you will hurt yourself or someone else. 
3. When there is reasonable suspicion to believe that abuse/neglect of a child, elderly person, 

disabled person, or any animal is occurring or has occurred. 
4. Information necessary for billing purposes, justification for treatment, and resolution of a 

complaint. 
Your initial beside each of the following indicates your understanding and consent for treatment: 
 
 ______ I understand that I may withdraw consent for treatment at any time. 
  
 ______ I understand and have reviewed statement of financial responsibilities. 
 
 ______ I have received a professional disclosure statement. 
 
 ______ I have received a copy of HIPPA’s Notice of Privacy Practices. 
 
 ______ I understand that any records sent to or retrieved from other professionals will be marked 
and directed as “NO FURTHER DISCLOSURE” to protect your privacy 
Your signature indicates that you understand this “Statement of Understanding and Consent for 
Treatment” and agree to the above. I hereby give Tracey Beagle, LPC consent to provide my treatment. 
 
 
_________________________   ____________________________  _____________ 
Print Name    Client Signature    Date 
 
 
 



Tracey Beagle, LPC PC

Statement of Understanding and Consent for Electronic Communication

I utilize various methods of communication to maintain contact with clients. Please understand this
office is portable and thus phone contact with me will be on a cellular phone through a secure router in
this office. There are various methods of contact with me including phone and email. I utilize text
messaging in very limited circumstances and only for scheduling or basic information purposes.

Please be aware that electronic communication via telephone or email may not be secure for either
party. Due to the nature of this type of communication, there is a potential for interception or
misdirection of your information. Your use of phone or email to communicate protected health
information indicates that you acknowledge and accept the possible risks associated with such
communication. Please consider communicating any sensitive information in person to protect your
privacy. The type of information transmitted via email should be used for scheduling or other incidental
issues only. Contacts to discuss all other issues should be made preferably in person or via phone if
arises.

As a general rule, I do not have contact with clients outside of the office that is unrelated to mental
health treatment. This rule applies to various internet messaging sites, social networking sites, and
general emails unrelated to our professional relationship. Please understand that any contacts or
requests for contacts will not be confirmed or acknowledged to protect your privacy as well as to
eliminate a dual relationship.

_____ I understand the risks associated with utilizing any electronic methods of communication and
agree to do so at my own risk.

_____ I understand email contacts will be for scheduling and incidental purposes. All other forms of
communication will be made preferably in person or via phone if emergency arises.

___________________ __________________________________ _____________

Print Name                                             Client signature                                                             Date



 

 



Statement of Financial Responsibility and Authorization to Bill Insurance

Fees: The fee for professional services is $200 for the initial intake session and $175 for each
individual  session after initial intake session. Payment and insurance copays are due in full  by
cash, check, or credit card at the beginning of each session. You are responsible for these bills
including any portion not covered or reimbursed by your insurance company. Ultimately, if you do
not pay as agreed, your account may be turned over to an attorney or a collection agency for
collection and you will be held responsible for any legal or collection costs incurred.

Cancellation Policy: Please call (no email or text) in advance to change or cancel an appointment to
allow that time for another person. You are able to leave a message 24 hours a day. If you do not
show for an appointment and do not call to cancel within 24 hours of the session, you will be billed
$65. Health insurance does not cover this fee.

Payment Policy and Agreement: In the event that my account has not been paid within 90 days, or
I miss an appointment without canceling at least 24 hours in advance, I authorize Tracey Beagle,
LPC to charge the following account for services according to the financial policies and payment
agreement above. At which time, the account will be charged any unpaid balance.
_________________________________________________________________________________

Type of Card:
Visa Mastercard Amex Debit

Account Number:______________________________ Expiration Date:__________________________
Card Holder Name:_____________________________ Security Code:___________________________
Address:______________________________________ Billing Zip Code:_________________________
Telephone:____________________________________ Email for receipt:________________________
Signature:__________________________________________________________________________

Insurance Company: ________________________________ Member ID Number: ______________
Group Number: _________________________ Customer Service Phone Number: _________________
Primary Subscriber (if not myself): __________________ DOB of Subscriber: ________________
Address of Subscriber: __________________________ Subscriber's Employer: ____________________

Covered Under Secondary Insurance? Yes No Name of Plan: __________________________

I have read this Statement of Financial Responsibility. I understand that I am responsible for my bill,
payable to Tracey Beagle, LPC.

_________________________          _________________________________________      _______

Print Name                                              Client Signature                                                                  Date
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