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Best of Me Counseling & Therapy, PLLC 
Chandra Lasley, Ph.D., LMFT 

Individual, Couple, and Family Therapy | EMDR Therapy 

7733 Ballantyne Commons Pkwy Ste 201-C 

Charlotte, NC 28277 

Phone: (704) 486-2541 | Fax: (704) 519-2582 

 

Informed Consent on Psychological Services 

 

I. Purpose and Nature of Psychological Services 
 
It is important that you and I have a mutual understanding of the purpose and nature of psychological 
services. This includes what can be expected of each of us as therapist and client. In this consent, the 
terms “psychological services,” “counseling,” and “therapy” will be used interchangeably. Please feel 
free to discuss the contents of this document with me, and when you are ready, indicate that you have 
reviewed this information and agree to it by signing at the end of this document.  
 
Therapy is a process where the therapist and the client work in a partnership to achieve goals that are 
mutually determined. People participate in therapy for many reasons, such as addressing their 
relationship difficulties, feelings of depression and anxiety, and the impact of trauma on one’s self-
esteem and relationships. It is my hope that through the course of therapy you will be better able to 
understand your situation and feelings and move toward resolving the concerns that brought you to 
therapy.  
 
Your part of the partnership is to explore your feelings, thoughts, and actions, and to try new 
approaches that may help in solving problems. This will include your active, open, and honest 
participation during therapy sessions and working, between sessions, on things we have discussed. 
Working on your goals for only one hour a week is unlikely to produce the changes you want. Working 
outside the sessions may involve thinking about what we are working on, becoming more aware of 
your own behaviors and their impact on others, or working on specific assignments such as a keeping a 
journal or practicing a skill.  

My part of the partnership is to use my knowledge, experience, and skills to develop an understanding 
of the issues you identify during therapy, as well as creating a plan for addressing them. My treatment 
approach is to help you understand why and how you feel, think, and behave the way you do and to 
remove the barriers to reaching your goals. There are no miracle cures, and I cannot promise that your 
behavior or circumstance will change. I can, however, promise to support you and devote the best of 
my knowledge, experience, and skills to the process of therapy. The collaboration of both parties in the 
therapeutic relationship is necessary to work effectively on therapeutic issues. Therapists are expected 
to provide services to clients only within the boundaries of their competence. If you need mental 
health services that can be better provided by another professional or in a different setting, I will make 
a referral to a competent resource. Please note that you are free to terminate therapy at any time. 
 
 
II. Therapeutic Relationship 

Our relationship is a professional and therapeutic one. In order to preserve the effectiveness of this 
relationship, it is imperative that we do not have any other type of relationship, now or in the future. 
Personal and/or business relationships are against professional ethical standards and undermine the 
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effectiveness of the therapeutic relationship. Gift-giving, social meetings outside the therapy setting, 
business exchanges, and bartering are examples of activities that are not appropriate. If we see each 
other accidentally outside of the therapy office, I will not acknowledge you first. Your right to privacy 
and confidentiality is of the utmost importance to me. However, if you acknowledge me first, I will be 
more than happy to speak briefly with you. I will not engage in any lengthy discussion public or outside 
of the therapy office out of respect for your confidentiality and my professionalism.  
 
 
III. Side Effects/Risks 
 
During the process of therapy you may learn things about yourself that you do not tike. Often, growth 
and healing cannot occur until you experience and confront issues and emotions such as sadness, 
sorrow, anxiety or pain. Sometimes, therapy can indirectly change your relationships with others. 
Hopefully this will be a positive change for you, but there are no guarantees about your experience. 
The success of our work together depends on the quality of the efforts on both our parts, and the 
realization that you are responsible for lifestyle choices/changes that may result from therapy. While 
you consider these risks, you should also know that the benefits of therapy have been shown by 
scientists in hundreds of well-designed research studies. I do not take clients that I do not think I can 
help. Therefore, I will enter our professional relationship with optimism about progress. 
 
 
IV. Confidentiality 
 
Psychological services are best provided in an atmosphere of trust. Discussions between us are 
confidential unless you request in writing to have all or portions of session content released to a 
specifically named person(s). The following situations are exceptions to confidentiality: 

(1) If a client threatens or attempts to commit suicide, or otherwise conducts him/herself in a 
manner in which there is a substantial risk of incurring serious bodily harm 

(2) If a client threatens grave bodily harm or death to another person 
(3) If the therapist has a reasonable suspicion that a client or other named victim is the 

perpetrator, observer of, or actual victim of physical, emotional, or sexual abuse of children 
under the age of 18 years 

(4) Suspicions as stated above in the case of an elderly person or person with disability who may 
be subjected to these abuses 

(5) Suspected neglect of the parties named in (3) and (4) 
(6) If a court of law issues a legitimate subpoena for information stated on the subpoena 
(7) If a client is in therapy or being treated by order of a court of law, or if information is obtained 

for the purpose of rendering an expert’s report to an attorney  
(8) If a client possesses a risk of AIDS/HIV infection and possible transmission 
(9) If your treatment content is required by your insurance to determine coverage and 

reimbursement  
(10)  If a client brings a negligence suit against the therapist 
(11)  If a client files a complaint with the licensing board against the therapist 

If you have any questions regarding confidentiality, you should bring them to my attention and we can 
discuss this matter further. By signing this form, you are giving your consent to me to share confidential 
information with all persons mandated by law and with the agency that referred you and the managed 
care company and/or insurance carrier responsible for providing your mental health care services, and 
you are also releasing and holding me harmless from any departure from your right of confidentiality 
that may result. 
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There are two other specific circumstances in which I might discuss some aspect of your case with other 
professionals: 

(1) It is generally understood that disclosures may be made to other professionals jointly involved in 
your treatment or diagnosis. When I am unavailable or away from the office, I will have a 
trusted fellow therapist “cover” for me. He or she will be available for emergencies and thus 
needs to know about my client.  

(2) I consult on cases with colleagues or specialists (who are also ethically required to maintain 
confidentiality). In this situation, some aspects of your case may be shared, but your name and 
identity will not be shared. This is like getting a "second opinion" and can be very helpful to your 
therapy. 

 
 
V. Termination of Services 
 
There will come a time when it is appropriate for the therapeutic relationship to end. This can happen 
when you have achieved all of your therapeutic goals. It can also occur when progress toward 
therapeutic goals stops and referral to another therapist or mental health professional is needed. If you 
decide to terminate therapy for any reason besides a planned part of the therapeutic process, please let 
me know so I won’t charge you for no-shows.  
 
I generally do not schedule appointment following the second session in which payment is not received. 
This policy is maintained so that I may remain fiscally sound and therefore able to provide consistent 
quality services, and to assist you in avoiding a burden of financial debt.  
 
 
VI. Right of Access to My File 
 
You have the right of access to your psychological treatment record except that some tests or others 
materials that are copyrighted, trademarked, or proprietary, and cannot be disclosed. These are 
professional records with technical information, the context can be misinterpreted and/or upsetting, so 
I recommend that if you wish to see them, we review them together so that we can discuss what they 
contain. Alternatives to a complete copy of your record include a discussion of the course of treatment 
orally or a written summary.  
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Waiver of Full Disclosure Clause 

I have been advised that I have the right to copies of my entire file but acknowledge that some 
information may not be in my best interest to review. In the event that Dr. Lasley, in the exercise of her 
professional judgment, determines that information in my file may be injurious to me, I waive my right 
to obtain such potentially injurious information and release Dr. Lasley from any and all claims, damages, 
and causes of action that I suffer or could assert for her refusal to provide me with the information 
requested. Dr. Lasley’s discretion shall control.  
 
 
_______________________________________  __________________ 
Client/parent or managing conservator Signature  Date 
 
_______________________________________  __________________ 
Client/parent or managing conservator Signature  Date 
 
 
_______________________________________  __________________ 
Therapist Signature      Date 
 
 
 
 
 
 

Consent to Treatment 

By signing below, I am agreeing that I have read, understood, and agree to the items contained in this 
document. 
 
 
_______________________________________  __________________ 
Client/parent or managing conservator Signature  Date 
 
_______________________________________  __________________ 
Client/parent or managing conservator Signature  Date 
 
 
_______________________________________  __________________ 
Therapist Signature      Date 

 
 
 
 
 
 

Please do not e-mail this document. 
This document can be returned to me in-person or sent through fax: (704) 519-2582 


