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Office Policies and Consent for Psychotherapy Services 
 

This document has important information about my services and policies. Please read it carefully and 
ask me any questions that arise. By signing this document, you agree to the terms written below.  
 
Psychological Services  
Our first couple sessions will focus on evaluation/assessment of your current problem(s), and 
deciding on whether I am the best person to help you. If I determine that seeing another provider 
would be more appropriate, I will provide you with referrals. At the end of the evaluation, I will 
discuss my working understanding of the problem, treatment plan, and therapeutic objectives.  
 
We will work together to create specific treatment goals, and assess these throughout the treatment 
process, both in terms of whether you’ve achieved them, and/or whether they need to be revised.  
 
Research has shown that people can benefit greatly from psychological treatment. However, with 
each client, treatment results can vary and no guarantees can be made regarding the success or length 
of treatment. We usually meet once a week for a 50-minute session (in-person or by phone), unless 
we agree on other arrangements.    
 
Risk/Benefits of Psychotherapy 
Participation in therapy can result in a number of benefits to you, including resolving the specific 
problem(s) that led you to therapy, improving interpersonal relationships, and gaining more self-
confidence and self-esteem. Working toward these benefits, however, requires effort on your part. 
Psychotherapy requires your very active involvement, honesty, and openness in order to effectively 
change your thoughts, feelings and/or behavior. There may also be certain kinds of risks involved 
with therapy. For example, you may experience unpleasant feelings like sadness, guilt, anger, 
frustration, and anxiety. It can result in changes that were not originally intended. There is a small 
risk that your condition will worsen due to treatment. Nevertheless, most people find the benefits 
outweigh any such risks. Please ask me questions at any time about any aspects of your treatment. 
 
Confidentiality 
Discussions with a psychologist are confidential and protected by law. I may not disclose 
confidential information about you without your formal written consent. There are situations, 
however, in which I am legally required to break confidentiality. These include the following: if you 
are in danger of harming yourself or another person, or are unable to care for yourself; if you state 
that you intend to physically injure someone; if there is suspected elder, dependent adult, or child 
abuse, or neglect; if I am court ordered to release information as part of a legal proceeding, or as 
otherwise required by law. 
 
Confidentiality of E-Mail & Cell Phone Communications 
It is very important to be aware that e-mail and cell phone (also cordless phone) communication can 
be relatively easily accessed by unauthorized people, and so the privacy and confidentiality of such 
communication can be easily compromised. E-mails, in particular, are vulnerable to such 
unauthorized access due to the fact that servers have unlimited and direct access to all e-mails that go 
through them. 
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Emergencies 
If you have a clinical emergency (e.g., you are feeling suicidal, want to hurt someone, etc.), 
immediately call 911 or go to your nearest emergency room. If you live in Marin County, you may 
also call the 24-hour Psychiatric Emergency Service for Marin County (415-499-6666).  
 
If your problem does not require immediate emergency services, but you need to speak with someone 
urgently, Marin residents may call the 24-hour Marin County Crisis/Suicide Line at (415) 499-1100, 
and San Francisco residents may call the San Francisco 24-hour Suicide/Crisis Line at (415) 781-
0500. 
 
Therapeutic Approach 
I use Cognitive-Behavioral Therapy (CBT), which is a collaborative, skills-based, active approach to 
therapy that is scientifically validated for the treatment of anxiety, eating disorders, and depression. I 
also utilize Solution-Focused Therapy. I am honest, direct, and use humor to keep meetings more 
relaxed and enjoyable. The goal is to help you improve self-awareness, self-confidence, and acquire 
the particular skills and strategies that will allow you to function well in your life and be happy. 
 
Patient’s Role  
You are expected to play an active role in therapy, including working with me to identify therapy 
goals, and designing and completing homework assignments throughout the course of treatment. 
Your effort outside of therapy sessions is an integral part of the therapy process and studies show that 
positive outcomes in psychotherapy are strongly linked to clients’ active participation.   
 
Fees  
The fee for a 50-minute therapy session is $175. I offer two sliding scale spots for those with more 
limited finances. I also offer phone therapy sessions for those living outside the San Francisco Bay 
area, or who are unable to attend in-person sessions. Fees for longer or shorter sessions will be 
prorated from these fees. You will be charged the typical session fee (prorated according to length) 
for informational calls or emails longer than 10 minutes.  
 
Billing & Payment 
Payment is due at the beginning of each session. If you wish to receive insurance reimbursement for 
your sessions, it will be your responsibility to complete insurance forms and obtain reimbursement. I 
will be happy to provide you with an insurance statement with the appropriate diagnosis and 
procedure codes that your insurance company may require. 
 
There is a $20.00 fee for any returned checks, and a $20.00 fee for any balances not paid within 30 
days of the date of service. If your account has not been paid for more than 60 days, I may use legal 
means to secure the payment. This may involve hiring a collection agency or going through small 
claims court. If such legal action is necessary, its costs will be included in the claim. In most 
collection situations, the only information I would release regarding a client’s treatment is his/her 
name, the nature of services provided, and the amount due.  
 
Cancellations, Missed Sessions, Tardiness  
Since scheduling of an appointment involves the reservation of time specifically for you, a minimum 
of 24-hour notice is required for re-scheduling or canceling an appointment. Unless we reach a 
different agreement, the full fee of $175 for a 50-minute session will be charged for sessions missed 
without such notification. Sessions will end 50 minutes after the scheduled appointment time, even if 
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you are late. If (on a rare occasion) I begin a session late, I will make up the missed time in a 
mutually agreeable fashion (e.g., discounting the session, extending the session end time if possible, 
etc.). 
 
Consultation & Writing 
I write about psychology and related topics. Occasionally, I will consult with other professionals 
about treatment planning for my cases. Your signature below gives me permission to use information 
about your case and your treatment in either of these ways. Your name and other identifying 
information is never mentioned in consultation sessions or in my writings. I will always take 
reasonable efforts to protect your identity and maintain your confidentiality. 
 
Contacting Me  
Please leave a message for me at my voicemail number (415) 295-1383, and your call will be 
returned as soon as possible. I check my messages a few times a day (but rarely during the night 
time), unless I am out of town. I check my messages less frequently on weekends and holidays. If 
you have a clinical emergency, you should not wait for me to return your call. Please follow the 
emergency procedures described in the Emergencies section above.  
 
Termination 
You may end therapy at any time. A final session is recommended for closure of our work.  
 
 
 
I have read and understand this document and I have had my questions answered to my satisfaction. I 
accept, understand, and agree to abide by the contents and terms of this agreement and give my 
consent to participate in evaluation and/or treatment.  
 
 
 
_____________________________                       _______________________________ 
Name of client (please print)                                   Signature of client                         Date  
 
 
 
I also certify that I have received a copy of Dr. Orma’s Notice of Privacy Practices detailing the 
provisions of HIPAA and my privacy rights.  
 
 
 
______________________________                     _______________________________ 
Name of client (please print)                                   Signature of client                         Date 
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NOTICE OF PRIVACY PRACTICES 
(Health Insurance Portability and Accountability Act Provisions or HIPAA) 

 
This notice describes how medical information about you may be used and disclosed and 
how you can get access to this information. Please review it carefully.  
 
I am dedicated to maintaining the privacy of your personal health information as part of 
providing professional care. In addition, I am required by law to keep your information 
private.  
 
You have the following rights regarding your medical information:  
 
The right to inspect and obtain a copy of your medical record:  
Professional records constitute an important part of the therapy process and help with the 
continuity of care over time. According to the rules of HIPAA, your consultations are 
documented in two ways: 1) The clinical record (required) may include the date of your 
consultations, your reasons for seeking therapy, diagnosis, therapeutic goals, treatment 
plan, progress, medical and social history, treatment history, functional status, any past 
records from other providers, as well as any reports to your insurance carrier; 2) 
Psychotherapy notes (optional), consisting of the specific content or analyses of therapy 
conversations, how they impact the therapy (including sensitive information that you may 
reveal that is not required to be included in your clinical record), and notes of your 
therapist that may assist in treatment. Psychotherapy notes are kept separately from your 
clinical record in order to maximize privacy and security.  
 
You have the right to inspect and obtain a copy of your clinical record. Viewing the 
record is best done during a professional consultation in order to clarify any questions 
that you might have at the time. If you request a copy of your clinical record, I will 
provide it and charge you for my time ($150/hr pro-rated) and copying ($.05/sheet). 
Psychotherapy notes, however, if they are created, are not disclosed to third parties, 
HMOs, insurance companies, billing agencies, clients, or anyone else. They are for the 
use of a treating therapist in tracking the many details of the consultations that are far too 
specific to be entered into the clinical record.  
 
The right to request a correction or add an addendum to your psychological record  
If you believe that there is an inaccuracy in your clinical record you may request a 
correction. If the information is accurate, however, or if it has been provided by a third 
party (e.g., previous therapist, primary care physician), it may remain unchanged, and the 
request may be denied. In this case you will receive an explanation in writing with a full 
description of the rationale. You also have the right to make an addition to your record if 
you think it is incomplete.  
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The right to an accounting of disclosures of your psychological information to third 
parties  
You have the right to know if, when, and to whom your psychological information has 
been disclosed (exclusive of treatment, payment, and health care operations). However, 
you likely would already be aware of this, as you would have signed consent forms 
allowing such disclosures (e.g., disclosures to other psychotherapists, primary care 
physicians, specialists). This accounting must extend back for a period of 6 years.  
 
The right to request restrictions on how your information is used  
You have the right to request restrictions on certain uses or disclosures of your 
psychological information. These requests must be in writing. These requests will most 
likely be honored, although in some cases they may be denied. This office does not use or 
release your protected health information for marketing purposes or any other purpose 
aside from treatment, payment, healthcare operations, and other exceptions specified in 
this notice.  
 
The right to request confidential communications  
You have the right to request that your therapist communicate with you about your 
treatment in a certain way or at a certain location. For example, you may prefer to be 
contacted at work instead of at home to schedule or cancel an appointment, or you may 
wish to receive billing statements at a post office box rather than your home address.  
 
The right to receive a copy of this notice upon request  
You have the right to a copy of this notice. Please keep this copy. If I amend this Notice 
of Privacy Practices document, I will notify you so you can review the changes.  
 
The right to file a complaint  
You have the right to file a complaint if you believe your privacy rights have been 
violated. You must do so in writing. Your complaint may be addressed directly to me or 
to the Secretary of the Department of Health and Human Services (www.hhs.gov). Filing 
a complaint will not change the healthcare I provide you.  
 
How I may use and disclose psychological information about you:  
 
For treatment  
I will use psychological information about you to assist in the continuity of treatment and 
services. This information will not be shared with other health care professionals, 
however, unless you specifically request or agree to it and sign a consent form to that 
effect.  
 
For payment  
I may use and disclose psychological information about you for billing purposes. This is 
generally restricted to your name and other personal identifiers (address, and other 
relevant information such as social security number or Medicare number, or other needed 
information), diagnostic and treatment codes, dates of services, and similar information.  
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For health care operations  
I may share basic identifying information with an administrative assistant or other office 
staff to assist in scheduling or other treatment procedures. This would not normally 
include the contents of your psychological record.  
 
As required by law  
It is possible (but unlikely) that the Department of Health and Human Services may 
review how I comply with the regulations of HIPAA. In such a case, your personal health 
information could be revealed as a part of providing evidence of compliance.  
 
Business associates  
I may contract with a billing agency or attorneys to attend to business aspects on an as-
needed basis. In this case, there will be a written contract in place with the agency 
requiring that it maintain the security of your information, in compliance with the rules of 
HIPAA.  
 
For more information:  
If you have questions regarding this notice of my health information privacy policies, 
please speak with me directly. I can be reached by phone at (415) 295-1383.   
 
For further information on HIPAA regulations or your right to privacy regarding 
healthcare information, please visit the US Department of Health and Human Services 
website at www.hhs.gov/ocr/hipaa 
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Background Information  
 
 
Please fill out this form and bring it to your first session. Please take the time to fill it out carefully. 
Please write your answers as clearly as possible. This information will help me understand the problems 
you are seeking help for and ensure that you receive the best treatment possible. Your answers are 
confidential. 

 
 
Name: _____________________________________________         Date: _________________ 
 
 
Address: ___________________________________________          Date of Birth: __________ 
 
               ___________________________________________          Gender:   M/F 
 
               ___________________________________________      
 
Phone:   H (        ) _________________         Okay to leave message at home?  Y/N   
 
              W (        ) _________________         Okay to leave message at work?  Y/N   
 
              C: (        ) _________________         Okay to leave message on cell?  Y/N   
 
Can I mail information to you at your home address?    Y/N 
 
How did you hear about my services?  ____________________________________________________ 
 
Person to contact in case of emergency: 
 
Name ________________________________  Address: ______________________________________ 
 
Phone:  W (        ) _____________  H (        ) ______________ C (        ) ______________ 
 
Relationship to you: _______________ 
 
Social/Family 
 
Relationship Status:  single     married/partnered     separated     divorced     widowed 
 
If married/partnered, how long?  __________________  Name of partner:  _______________________ 
 
Have you been previously married?  _____________   If yes, when?  ___________________________ 
 
 



 
List children:                                                                             Age:                                 Living at home? 
 
_______________________________                               ___________                                 Y/N 
 
_______________________________                               ___________                                 Y/N 
 
_______________________________                               ___________                                 Y/N 
 
_______________________________                               ___________                                 Y/N 
 
Religious background (if any): ___________________________________________ 
 
What individual(s) in your life provide you with the greatest source of social support?   
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
 
Work/Education 
                             
Circle employment: 
 
Full-time     part-time     self-employed     stay-at-home parent     unemployed     retired 
 
Your occupation: _____________________________________________________________________ 
 
Longest period of employment (months, years): ___________________________________ 
 
Annual household income: _______________________________ 
 
Education: (highest grade/degree completed) _______________________________________ 
 
Medical and Psychiatric History 
 
Current primary care physician:  
 
Name:  _________________________________  Address:  ___________________________________ 
 
Telephone Number: (         ) _____________  Date of last medical/physical exam: _________________  
 
Please list any current medical problems:  __________________________________________________ 
 
____________________________________________________________________________________ 
 
 
 
 
 



 
 
Please list any current psychiatric medications you are taking:  
 
Condition  Medication Dosage 

(mg)  
Frequency Date Started 

     
     
     
     
     
 
 
Who is the prescribing doctor?  __________________________________________ 
 
Please list any psychiatric medications you’ve taken in the past: 
 
Condition  Medication Dosage 

(mg)  
Frequency Dates Taken 

     
     
     
     
     
 
How many times per week do you use alcohol?  _______________________________ 
 
What do you usually drink and what quantity? ______________________________________________ 
 
Please describe your past and present use of recreational drugs (marijuana, cocaine, etc.):  
 
____________________________________________________________________________________ 
 
 
Have you ever been in counseling or therapy before?     Y/N 
 
Name of therapist:  _______________________________  Dates:  ______________________________ 
 
Name of therapist:  _______________________________  Dates:  ______________________________ 
 
Name of therapist:  _______________________________  Dates:  ______________________________ 
 
Have you ever been hospitalized for psychiatric reasons?  Y/N 
 
Hospital:  _______________________________________________  Date:  ______________________ 
 
Reason:  ____________________________________________________________________________ 
 
 
 



 
 
Does anyone in your family have a history of any of the following mental health problems? If yes, 
please list family members: 
 
Anxiety (OCD, PTSD, Phobia, Panic, Hoarding) ____________________________________________ 
 
____________________________________________________________________________________ 
 
Depression __________________________________________________________________________ 
 
Bipolar/Manic-Depression ______________________________________________________________ 
 
Schizophrenia ________________________________________________________________________ 
 
Eating Disorder ______________________________________________________________________ 
 
Alcohol/Drug Abuse __________________________________________________________________ 
 
Suicide  _____________________________________________________________________________ 
 
Other ______________________________________________________________________________ 
 
 
Why did you decide to seek help now? ____________________________________________________ 
 
____________________________________________________________________________________ 
 
 
Please describe why you are seeking therapy:  ______________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
 
Please describe when the problem started and how it has changed over time: ______________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 



 
 
How has this problem affected your work or school functioning? If you are a stay at home parent, how 
has it affected your work at home? _______________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
 
Has your problem affected your relationships within your family? In what way? ___________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
 
How has your problem affected your social functioning? ______________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
 
Please list any psychiatric problems you’ve had in the past, other than your current problem:  
 
____________________________________________________________________________________ 
 
Are you currently having any thoughts of suicide?  Y/N 
 
Have you had thoughts of suicide in the past year? Y/N 
 
Have you ever tried to hurt yourself or made a suicide attempt?  
If yes, please list below 
 

Date What you did to hurt yourself Were you hospitalized? 
   
   
   
 
 
 



 
 
Have you ever experienced any type of abuse (physical, sexual, emotional)? If yes, please describe.  
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
 
Have you experienced any past traumas (e.g., accidents, death of loved one, natural disasters)? If yes, 
please describe. 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
Please describe any current sleep problems: ________________________________________________ 
 
Please describe any problems with your current eating patterns or appetite:  _______________________ 
 
____________________________________________________________________________________ 
 
How many times per week do you exercise? _______________________ 
 
What types of exercise do you do? _______________________________________________ 
 
 
Note: Please bring this form to your first session. 



 
Beck Anxiety Inventory 

 
Below is a list of common symptoms of anxiety.   Please carefully read each item in the list.  Indicate how much you have been 
bothered by that symptom during the past month, including today, by circling the number in the corresponding space in the column 
next to each symptom. 
 
 Not At All Mildly but it didn’t 

bother me much.  
Moderately - it wasn’t 
pleasant at times 

Severely – it bothered 
me a lot 

Numbness or tingling 0 1 2 3 
Feeling hot 0 1 2 3 
Wobbliness in legs 0 1 2 3 
Unable to relax 0 1 2 3 
Fear of worst happening 0 1 2 3 
Dizzy or lightheaded 0 1 2 3 
Heart pounding/racing 0 1 2 3 
Unsteady 0 1 2 3 
Terrified or afraid 0 1 2 3 
Nervous 0 1 2 3 
Feeling of choking 0 1 2 3 
Hands trembling 0 1 2 3 
Shaky / unsteady 0 1 2 3 
Fear of losing control 0 1 2 3 
Difficulty in breathing 0 1 2 3 
Fear of dying 0 1 2 3 
Scared 0 1 2 3 
Indigestion 0 1 2 3 
Faint / lightheaded 0 1 2 3 
Face flushed 0 1 2 3 
Hot/cold sweats 0 1 2 3 
Column Sum     
 
Scoring - Sum each column.   Then sum the column totals to achieve a grand score.   
 
Write that score here ____________ . 
 



 

DAS S 21 Name: Date: 

Please read each statement and circle a number 0, 1, 2 or 3 which indicates how much the statement 
applied to you over the past week.  There are no right or wrong answers.  Do not spend too much time 
on any statement. 

The rating scale is as follows: 

0  Did not apply to me at all 
1  Applied to me to some degree, or some of the time 
2  Applied to me to a considerable degree, or a good part of time 
3  Applied to me very much, or most of the time 
 

1 I found it hard to wind down 0      1      2      3 

2 I was aware of dryness of my mouth 0      1      2      3 

3 I couldn't seem to experience any positive feeling at all 0      1      2      3 

4 I experienced breathing difficulty (eg, excessively rapid breathing, 
breathlessness in the absence of physical exertion) 

0      1      2      3 

5 I found it difficult to work up the initiative to do things 0      1      2      3 

6 I tended to over-react to situations 0      1      2      3 

7 I experienced trembling (eg, in the hands) 0      1      2      3 

8 I felt that I was using a lot of nervous energy 0      1      2      3 

9 I was worried about situations in which I might panic and make 
a fool of myself 

0      1      2      3 

10 I felt that I had nothing to look forward to 0      1      2      3 

11 I found myself getting agitated 0      1      2      3 

12 I found it difficult to relax 0      1      2      3 

13 I felt down-hearted and blue 0      1      2      3 

14 I was intolerant of anything that kept me from getting on with 
what I was doing 

0      1      2      3 

15 I felt I was close to panic 0      1      2      3 

16 I was unable to become enthusiastic about anything 0      1      2      3 

17 I felt I wasn't worth much as a person 0      1      2      3 

18 I felt that I was rather touchy 0      1      2      3 

19 I was aware of the action of my heart in the absence of physical 
exertion (eg, sense of heart rate increase, heart missing a beat) 

0      1      2      3 

20 I felt scared without any good reason 0      1      2      3 

21 I felt that life was meaningless 0      1      2      3 




