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Treatment and Fee Agreement and lnformed Consent Regarding Confidentiality

Fees: lnitial assessmefl t sgsion
45-50 minute psychotherapy s€.sion
1@110 intmsive attadrment s€ssion (2 clinicians/2hours)
Copiea may be applied per page

Additional charges: An hourly tee may be cha.ged for other service5 inc]udinS but not limited to: coun
appearances, letter and/or report writin& extensive telephone contact with anorneys, insurance
companies, school consultatiofls. Whenevet possible your therapist will inlom you in odvonce oJ ony
odditionol chotg?s.

Poyment is due ot tt|€ time services are provided. Documentotion is owiloble il rcquested fot peBonol
rccotd keeping o( in ot&t to l€]ek eimburtcment lrcm insuronce companies. ATTH$ nME fHE
ATTACHMEN| 

'N'TIruTE 
OF NEW ENGLAND oolEs NOT ACCEPT THIRD PAR|Y RE/,MEURSEMENI.

Can€ellati,ons aod Miss€d AppointmenB: I agree to provide at least 24 hou. notice prior to cancelin8 or
reschedulinB an appointment to avoid bein8 charge a fee of 50% of the s(heduled appointment fee.

T.aatrnant Alraarnant: I am aware that in maay instances, Attachmeni Therapy incorporates physical contact
between parents, drild and clinicians. I understand that physical contact is used to facilitate treatment and
maintain safety. I understand that if physical contact is made, parents and/or guardiaos lvill be invited lo be
present al all times. I understand that Attachment Therapy may evoke strong positive and negative feelings in
pa.ents/Suardians aod the child. I understand that no guarantees may be made regarding the effectiveness of this
or any other form o, psychotherapy.

I h.Yc rlclirrrd th€ folbuint information relrrdlng Attadr.nent Ihcr.py:
Attachment lnstitute of New England Notice of Privacy Policy

Briel, general description of €ye Movement Oesensitization and Reprocessing (tMDR)
Treatment options other than Anachment Therapy

Coltlldmtlafty: I understand lhat records and information about me and my femity will b€ held or released in

accordance with the state and tederal laws (HEALTH INSURANCE PORTABIIITY AND ACCOUNTABILITY ACT OF 1995.

a.k,a HIPPA). lunderstandthat this inlormatioo is protected by law as confidential and privileSed and cannot be

released wilhout my written permission EXCEPT lN THE FOLLOWING CIRCUMSSTANCES:

HARMFUL THREATS OR ACTS: lf th€ Attrchment lnstitute thetapist belisres a child or an elde.lY or
disabled person is being abused, the therapist is .equired by law to file a report with the appropriate state

agency without pe.mission. lf the th€rapist believes that someone is in risk of serious harm, the therapist
is legally requi.ed to tale protective action that may include notifying the potential victim. the police. or

seeing hospitalization tor the individual posing the thr€at. It the threat is ol self-harm, the therapist may

seek hospitaliuation o, may contact someone who may p.ovide protectioo.
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COURTS: A therapist may be ordered by the coun to testify without p€rmission in certain legal
proceedings such as those relating to child custody and protection. adoption, personal injury. psychiatric
hospitalization and court ordered evaluations.

CONFIDENTIAIIry:

Records and information about you and your family will be held or released in accordance with
state and federal laws (HlPPAl regardint confidentiality of such records and information. All therapists
at the lnstitute are licensed by the Commonwealth of Massachusetts. lnfomation about you may not
be released without your written permission. The exceptions are made if necessary to protect your
tafety or the safety of others, or if ordered to release your record by a court of law.

I have had an opportunity to discuss this document with the clinician and ask questions. I

understand that the interventions described will be pnrformed by specially trained professionals and I

agree not to try any aspects of these techniques outside of the therapy sessions, unless directed to do

so by the clin icians. laccept the fee and understand that lwill be charged for sessions if ldo notgive 24-

hour notice of cancellation.

I agree to become a client of The Attachment lnstitute of New England and to have my child

become a client of The Attachment lnstitute of New England

Signature

Name (please print)

Witness Date

coNsutrATloN: Attachment lnstitute therapists at some point in treatment may feel it is necessary to
seek consultation ftom peers or experts in specific areas of treatment. ln such cases. information (as little
as possible) may be shared without permission.

INSURNACE: lf an insurance company has agreed to pay for treatment, it may be necessary at various
times durin8 treatment for a therapist to give information to representatives of the insurance company.
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