Michelle Samuel, LLP, LCSW, ACSW

1945 Pauline BLVD # 14

Ann Arbor MI 48103

http://www.effectivepsychotherapy.net

Welcome 

Below is a very brief overview about therapy. Feel free to discuss this with me at any time during treatment. The more active a role you take  in treatment, the more you will benefit from it.

Following this overview is my fee policy, confidentiality policy and last there is consent for therapy that requires your signature to allow me to work with you.

· Effective psychotherapy requires a good match between client and therapist. During our first session  we will determine together  if I am the right therapist for you. If not, I will be more than happy to help you find a therapist I believe could better meet  your needs. 

·  You  have sought therapy because you would like to see  certain changes in your life. I will do my best to help you achieve your goals, but I cannot guarantee any particular result. 

· Therapy is a joint process, an activity that you must take an active role in for it to succeed.  The more you invest in therapy, the more you will gain. This includes regular attendance, even when you do not feel like coming to therapy. It also includes  investing in homework when I give you an assignment. Do not worry – most of the assignments are fun. Sometimes therapy brings up difficult memories and emotions that will temporarily make you feel worse. It is part of the process. 

· I may suggest psychiatric consultation if I feel that you could benefit from medication. I am willing to coordinate treatment with your psychiatrist or  primary care physician.  You have the right to refuse. Ultimately, it is your decision.

· You may withdraw from treatment at any time.  It is best, however, to discuss termination of treatment with me before you decide to discontinue.

Session Fees

· My fee is $110 per hour, unless it is covered by insurance. 

· Payment/copay for therapy will be due at the time of service. 

· When therapy is covered by insurance, You are ultimately responsible for any balance  that was not paid by your insurance.

· One of your responsibilities as a client is to attend every scheduled session . Regular attendance helps  facilitate  the therapeutic process and will expedite your treatment. Missing appointments is highly discouraged unless absolutely necessary. Cancellation of  an appointment with less than 24 hours notice will incur a $30  fee. If you miss an appointment and do not notify me in advance you will be required to pay in full for the missed session. 

· Phone consultations lasting more than 15 minutes will be charged at the hourly rate.

· If you need to cancel or reschedule an appointment please give as much notice as possible.   Call my cell phone, 926-9169 , or e-mail me at mchll.samuel@gmail.com  

· Please be aware that email communication is not confidential and should not be used for emergencies.
Confidentiality

Information shared in psychotherapy will not be disclosed to anyone without your signed permission. There are some exceptions to this:

· Therapists are legally required to report suspected abuse or neglect of a child, or a vulnerable adult.

· Therapists have a legal and ethical obligation to warn appropriate authorities, family members, etc., when a client is at risk of  harming him/herself or others.

· Client case notes and records may be subject to subpoena when a client is involved in  civil or criminal legal proceedings.

· Therapists may be required to release client information to an insurance company that is paying for  treatment. 

Emergency:

· If you are having an urgent crisis and require immediate assistance, please call 911 or go to the nearest emergency room.

Consent for Therapy

I, 
, give permission to Michelle Samuel, MA. MSW.  to provide psychotherapeutic treatment.  I understand that services will be rendered in a professional manner, consistent with accepted ethical standards.  By my signature I am affirming that I understand and accept the policy described in this document. 

Signature:






Date:






Witness:________________________________________ Date__________________________

