
Nate Sawyer Counseling 
4 Round Spring Lane Durham, NC 27712 

423-650-9528 
	

Policies and Services Agreement 
	

I am required by federal law to provide you with this information in written form, and 
to obtain your signature indicating your understanding and acceptance of the 
contents. 
 
PSYCHOLOGICAL SERVICES 
Psychotherapy varies depending on the therapist and the patient, and each situation’s 
particular challenges. In working with various aspects of life, you may experience a 
range of feelings and emotions. Therapy has also been shown to have many benefits, 
including improved relationships, solutions to specific problems, and a significant 
reduction in feelings of distress. However, there are no guarantees of what will be 
experienced.  
 
Our first few sessions will involve an evaluation of your needs and concerns. By the 
end of those sessions, I will be able to offer some first impressions of what our work 
will include, and a plan for moving ahead. You should evaluate this information and 
decide on whether you feel comfortable working with me.  
 
ABOUT THE SESSION 
Payment is due at the time of service. Checks, cash, debit and all major credit cards 
are accepted.  
 
I will manage time boundaries, and appreciate your sensitivity in this matter. 
 
Other services, such as consultation with other professionals, report writing, 
school visits, or services outside the therapy session may be billable.  Legal 
proceedings, including preparation time and transportation, are billed at $250 per 
hour, even if I am called to testify by another party. 
 
CANCELLATIONS ______  (Please initial here.) 
Please provide 24-hour advance notice of cancellation. Otherwise, there is missed 
appointment fee - unless the appointment can be rescheduled during that business 
week.  
 
CONTACTING ME 
If I am not immediately available by telephone, feel free to leave a message on my 
confidential voicemail. I typically return calls that same day. Email and/or texting 
can be used, but they are not completely secure and confidentiality cannot be 
guaranteed. I do not maintain continuous accessibility for emergencies. If you have 
emergency and can’t wait for a return call, please contact your family physician or 
the nearest emergency room and ask for the psychiatrist on call. If I am unavailable 
for an extended period of time, I will provide you with the name of a colleague to 
contact, if necessary.  
 
 
 
 
 
 
 
 
LIMITS ON CONFIDENTIALITY 



The law protects the privacy of all communications between a patient and therapist. In 
most situations, I can only release information to others about your treatment if you 
provide written authorization on a form that meets HIPAA requirements. There are 
other situations that require only your advanced, written consent. Your signature on 
this agreement provides the consent for those situations, which are as follows: 
 

• I occasionally find it helpful to consult with a Supervisor, or other health and 
mental health professionals about our work. As a Licensed Marriage and Family 
Therapist Associate, I practice under the supervision of Adam Matthews, LMFT, 
and meet with him regularly to review work. During a consultation, I make every 
effort to avoid revealing your identity. The other health professionals are also 
legally bound to keep the information confidential. If you don’t object, I will 
not tell you about these consultations unless I feel that it is important to our 
work together. 

• If I believe that you present an imminent danger to your own health or safety, I 
may be obligated to seek hospitalization on your behalf, or to contact family 
members or others who can help provide protection. 
 

 
MINORS AND PARENTS 
The law allows parents of clients under 18 years of age who are not emancipated to 
examine their child’s treatment records. Because privacy in psychotherapy is often 
crucial to successful progress, particularly with teenagers, I usually request that 
parents agree to give up access to the teenager’s records. If you agree, I will provide 
you only with general information about the progress of your child’s treatment, and 
their attendance at scheduled sessions. I will also provide parents with a summary of 
their child’s treatment when it is complete. Any other communication will require the 
child’s authorization. However, if I feel that the child is in danger or is a danger to 
someone else, I will notify the parents of my concern. If possible, I will discuss the 
matter with the child first, and do my best to handle any objections they may have.  
 
DELINQUENT ACCOUNTS 
If you have an outstanding balance that has not been paid for more than 60 days, I 
retain the right to use legal means to collect the balance due. I will protect 
confidentiality by making every effort to disclose only the relevant information 
needed to secure payment.  
 
 
INSURANCE  
If you plan to use insurance, I will file the claims for the agencies with whom I am “in 
network.”  In that case, your co-pay is due at the time of service.  We can discuss the 
pros and cons of using insurance if you are unsure. If you are not using insurance, 
payment is due at the time of service. 
 
 
__________________________          _______________________________          ________________ 
Print Name                                            Client Signature          Date 
 
 
__________________________          _______________________________           ________________ 
Print Name                                            Client Signature          Date 
 


