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Office Policies & Informed Consent
Welcome to my Practice. I help a wide range of clients live more harmoniously and heal emotional burdens.  I use a model of therapy called Internal Family Systems (IFS) which holds the premise that the mind is naturally multiple and that our core Self knows how to heal the parts of us that are in conflict.  Make sure to carefully read all of my policies below to get the most out of therapy and to ensure a strong therapeutic relationship.
Office Policies:
Weekly sessions are recommended in the beginning of therapy. If circumstances do not allow for weekly sessions, we can discuss if meeting every other week is appropriate. We can also discuss a potential timeframe for your treatment depending on your goals.
Sessions are 55-60 minutes long. They are offered by phone, Zoom, or in my Carrboro office. 
I communicate with clients by phone or email only.  You can leave a voicemail 24 hours a day at 202-246-2119. Please know email is not a secure medium and the security of messages cannot be guaranteed.  Urgent messages should be left on my phone’s voicemail. I do not communicate with clients via text. 
My fee is $210 for a 55-60 minute session. The agreed upon fee will be $210 unless we discussed and agreed upon otherwise. If additional time is needed to your session, please arrange for this in advance. My fee is pro-rated for longer sessions.  During your course of treatment please notify me with changes to your financial situation so we can plan for the best course of action.
You are held responsible for the fee for all appointments. Fees are paid via IVY Pay, a HIPAA-secure, easy to use, payment card system.  Following your first session, you will receive a text message from IVY Pay instructing you how to input your payment card information.
If you are unable to keep your appointment, please cancel as soon as possible by leaving a message on my voicemail.  If this is done at least 48 hours in advance of your appointment time, there will be no charge for the cancellation.  If you cancel your appointment within the 48 hour period, you will be charged for the session.  The only exception is in cases where there is a mutually convenient time to reschedule in the same week which is not guaranteed.  If you do not show for your scheduled appointment you will be responsible for covering the cost of the session. 
The following services are not covered by your session fee:
· Communication (in person, by telephone, or in writing) with other health care providers, employers, disability evaluators, school staff, or attendance at meetings. Please note that communications taking less than 10 minutes are free of charge. These calls are not made without your prior knowledge and authorization.
· In between session phone calls or emails (other than to schedule or reschedule appointments or brief check-in communication lasting less than 10 minutes).
· Interactions with attorneys, or court related activities. Please be aware that I do not voluntarily participate in legal activities, litigation, custody evaluations, or custody disputes relating to clients or their families. I will not provide testimony or records unless I am ordered to do so by a court of law.
Please read the following information carefully as it pertains to the terms by which I operate. If you have any questions, please ask for clarification.
· I authorize Shari Pfeffer, LCSW to render psychological or counseling services.
· I understand that the agreed upon fee will be paid by IVY Pay, cash, or check on the same day as my session.
· I understand that the standard psychotherapy session is 55-60 minutes in length.
· I agree to give 48 hours advanced notice if I wish to cancel or reschedule a session or I will take financial responsibility for the professional time I have reserved. I understand that I have access to a voice mail system that allows me to leave a message at any time. All reasonable efforts will be made to return calls requiring a response in a timely manner.
· I understand that 24-hour crisis services are not provided. I can attempt to call my therapist, but it is not guaranteed that she will be available. If I feel unsafe or require immediate psychiatric assistance, I will call 911 or go to the nearest emergency room.
· I understand that psychotherapy can involve benefits and risks. Therapy can involve discussing uncomfortable situations and feelings. However, therapy can also lead to solutions to problems, improvements in my relationships and a reduction in feelings of distress. I am aware that there are no guarantees as to what I will experience as a result of therapy. I understand that I can address any concerns I have about my treatment with my therapist at any time during a session.
· I understand, that in order to provide the best treatment possible, my therapist may consult with other professionals about my treatment and that no personal or identifying information about me or my family will be released without my written consent.
· I understand the following concerning my right to confidentiality, meaning that the therapist will not reveal what I have said to any other person without my permission. However, there are LIMITS TO CONFIDENTIALITY. I understand that under the following circumstances, the right to confidentiality may be waived:
a) if my mental condition becomes an issue in a lawsuit;

b) when there is reason to suspect physical, sexual or severe emotional child abuse, dependent adult abuse or elder abuse;

c) If there is reasonable cause to believe that I may be a danger to myself or others;

d) If I fail to assume financial responsibility for my bill and collection procedures are initiated.
· I understand that I, or my therapist, can terminate treatment at any time. My therapist may be compelled to terminate my treatment due to, (but not limited to): excessive no shows or cancellations; lack of payment; if adequate progress is not being made; or if my needs are outside of the scope of my therapist’s competence or practice. My therapist will make reasonable attempts to provide me with referrals to other providers should it become necessary to terminate my treatment.
· I understand that my therapist keeps notes regarding my treatment and these notes are the sole property of my therapist. If I request a copy of my records, my therapist reserves the right to provide a treatment summary in lieu of actual records.
My signature below indicates that I have read the information in this document and agree to abide by its terms during our professional relationship.
___________________________________         Date:__________________
Client electronic signature:  By initialing here I agree that I have read and agree to all policies and procedure__________________      Date:   ________________

