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OFFICE POLICIES & CONSENT FORM   Jaclyn Alper, MA, LPC
 
This document contains information about psychotherapy and explains office policies used in this 
practice. Please read it thoroughly. If you have any questions or concerns about the information 
contained in this document, please discuss these with me prior to signing. 

 
PSYCHOTHERAPY  
Psychotherapy is a therapeutic relationship between a trained professional and client for the purpose 
of working together to accomplish set goals. Effective therapy is built on mutual understanding and 
good rapport between client and therapist. You will be putting a good deal of time, energy, and 
money into therapy, so it is important to choose a therapist with whom you feel comfortable, believe 
you will work well with, and trust.  

My approach to therapy is collaborative and focused on the needs of each individual client. Together, 
we will identify your goals for engaging in therapy and how we will help you work to achieve these 
goals. You will be encouraged to talk openly about the problems, difficulties and concerns that are 
impacting you. Open discussion about thoughts, feelings and behaviors, will help to uncover insights 
beneficial to the therapy process and personal growth. Occasionally, you may be asked to consider 
trying a new skill outside of therapy sessions as homework. 

I work primarily from a cognitive behavioral perspective and integrate various therapeutic techniques 
based on the need and response of the client. I believe that we develop beliefs about ourselves, others, 
and the world based on our experiences in life. These beliefs have an impact on our behaviors. So as a 
client shares about experiences, I focus on understanding patterns and core beliefs. My role is to 
actively listen while providing empathy, insight, and reflective feedback. All of this is done with the 
purpose of helping clients reach their therapy goals.  

 
THERAPIST’S BACKGROUND 
I am a Licensed Professional Counselor in the Commonwealth of Pennsylvania (License #PC009694). 
I hold a Master of Arts in Professional Clinical Counseling from La Salle University and a Bachelor 
of Arts in Psychology from Washington University in St. Louis. I have specialized training in 
evidence-based treatments for anxiety disorders, trauma and PTSD, and depression. I have been 
certified as a Prolonged Exposure Therapist by the Center for the Treatment and Study of Anxiety 
at the University of Pennsylvania. My experience includes working in various mental health settings, 
including a community behavioral health agency, an intensive outpatient program, a substance abuse 
treatment center, and private practice. 

 
BENEFITS & RISKS 
Psychotherapy can have benefits and risks. Since therapy often involves discussing unpleasant 
aspects of your life, you may experience uncomfortable feelings such as sadness, guilt, anxiety, anger, 
and frustration. On the other hand, therapists can provide support and empathy, and participating in 
psychotherapy has been shown to provide a number of benefits. The benefits you obtain from therapy 
largely depend on how actively you engage in the process and put into practice what you learn. Some 
of the benefits available from therapy include: developing a better understanding of yourself, making 
sense of upsetting past experiences, improving relationships, identifying solutions to specific 
problems, learning healthy coping strategies to reduce feelings of distress and better manage mood, 
improving self-esteem, and feeling empowered. If you have questions about my procedures, I 
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encourage you to voice them so that we can discuss them. If you wish to withdraw from services, I 
can discuss other options with you and help you find another mental health professional. Your 
participation in services is entirely voluntary and you may discontinue services at any time. If you do 
wish to stop therapy, I ask that you agree at that point to meet for at least one final session to review 
and process our work together.  

 
RECORDS / DOCUMENTATION 
Both the law and standards of my profession require that I keep treatment records. If you have 
concerns regarding your treatment records, please discuss them with me. As a client, you have the 
right to review or receive a summary of your records at any time, except in limited legal or 
emergency circumstances or when I assess that releasing such information might be harmful in any 
way. In such a case, I will provide the records to an appropriate and legitimate mental health 
professional of your choice. When more than one client is involved in treatment (e.g., couples 
counseling, family therapy), I will release records only with signed authorizations from all of the 
adults involved who can legally authorize a release.  

 
CONFIDENTIALITY 
The information disclosed by you in psychotherapy (including your clinical records) is generally 
confidential and will not be released to any third party without your written authorization, except 
when required or permitted by law. Please read below and also see the HIPAA Notice of Privacy 
Policies for much more information on this topic. 

 
EXCEPTIONS TO CONFIDENTIALITY 
I am required to disclose confidential information in certain situations. These situations include: (1) if 
I believe that a client presents an immediate danger to self or others; (2) if there is any suspicion of 
child, dependent, or elder abuse or neglect; (3) contact with a relative or friend in the event that you 
experience a medical emergency; (4) a court order to disclose information.  

In keeping with professional standards of quality care, I may share parts of your case (but not your 
identity) with other therapists who provide consultation to ensure that I provide high quality service, 
or who may provide coverage when I am unavailable. These professionals are also obligated to 
protect your privacy.  

Under Pennsylvania law, clients who are 14 years of age or older control the release of their own 
mental health records. Therefore, if you are a minor between the ages of 14-18 the specific things you 
and I talk about will be confidential unless you ask me to discuss them with your parent/guardian or 
if I believe you to be in danger of harm. If you are under the age of 14, the law may provide your 
parents or legal guardians the right to examine your treatment records. 

 
TELEPHONE COMMUNICATION 
If you need to speak with me between sessions you can call me at 267-551-1060. Contact between 
sessions should be reserved for scheduling or other administrative matters, as clients should address 
treatment issues during therapy appointments. Telephone calls exceeding 15-minutes will incur costs 
and will be prorated according to the regular session fee. Please note that this charge is not eligible 
for out-of-network reimbursement by your insurance provider.  

I am often not immediately available by telephone during business hours, because I do not answer the 
phone when I am with a client. If your call is not answered directly, please leave a message and make 
sure to clearly indicate your name, phone number, and the best times to try to reach you. Messages 
are checked daily on weekdays, except holidays, and your call will be returned as soon as possible. 
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EMAIL COMMUNICATION 
Please be aware that email is not considered completely confidential. Therefore, any email 
communication should be used for administrative purposes only, such as setting or changing 
appointments. Please do not include any clinical information in emails because this creates a risk to 
your privacy. Also, please note that any email communication between us becomes part of your 
treatment record. 

 
SOCIAL MEDIA POLICY  
I do not communicate with, or accept contact requests from, any current or former clients through 
social media platforms. In addition, if I discover any accidentally established online connections to 
you, I will cancel that relationship. This is because these types of casual social contacts can blur the 
boundaries of our professional therapeutic relationship, as well as potentially breach confidentially.  

 
EMERGENCIES 
If you have an emergency, you will need to use resources that can provide immediate attention. By 
signing this document, you agree to call 911, go to your local emergency room or crisis center, or call 
a crisis hotline (such as the National Suicide Hotline at 800-784-2433) in the event of an 
emergency.  

 
CANCELLATION & MISSED APPOINTMENT POLICIES 
Once a given time slot has been allocated for a session, another client cannot easily fill this time slot 
on short notice. If you must cancel your appointment, please contact me as soon as possible. A 24-
hour notice for cancellation is required; otherwise, you will be charged a $50 late cancellation fee.  

You will be responsible for paying the full session fee for “no show” appointments (i.e., you do not 
communicate any intention of missing an appointment prior to the scheduled start time of the 
appointment). If you miss an appointment, I will reach out using your preferred method of contact. If 
I am unable to make contact after 2 weeks, I have the right to terminate the therapy contract and 
notification will be sent through the mail to the most recent address provided.  

Please note that charges for late cancellations or missed appointments are not eligible for 
reimbursement by your insurance provider. 

 
PAYMENT POLICIES  
Therapy sessions are 50-minutes long, unless otherwise agreed upon in advance. Session fees will be 
discussed and established with you prior to initiating treatment. Please arrive promptly for all 
appointments. If you are unable to be seen for the full session length due to arriving late, you are still 
responsible for the full session fee. Payment is due at the time of service and will be collected at the 
beginning of each session. By signing this document, you acknowledge that you understand that you 
are responsible for the full amount of your bill for services provided.  

Insurance is not accepted but, upon request, I will provide you with a receipt that you can submit to 
your insurance company for possible reimbursement. You are responsible for contacting your 
insurance company to find out the specifics of what your plan may cover for out-of-network mental 
health services. 

Paperwork or other requests (e.g., writing letters or reports, preparation of records or treatment 
summaries) will be a separate cost if not done during the allotted session time. You will be charged a 
reasonable fee based on the amount of time spent. 
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ACCEPTED FORMS OF PAYMENT  
Cash, check, debit or credit cards are accepted forms of payment. There will be a $35.00 service 
charge on all returned checks. Any credit card payments will be processed using Ivy Pay, a card 
processing program specifically designed for therapists. This system provides added privacy 
protection, is HIPAA-compliant, and works with all credit cards, as well as debit, HSA and FSA 
cards. After making your first payment, your card information will be securely stored in the Ivy Pay 
program. In the event of a late cancellation or missed appointment your card will be charged in 
accordance with payment policies outlined in this document.  

Please Note: Late cancellation and missed appointment fees are not considered eligible HSA or FSA 
expenses, so please consider this when choosing which card to store in Ivy Pay. We can discuss your 
options for maximizing convenience while avoiding any penalties for ineligible charges. 

 

 
 
I have read, understand, and agree to the information and policies described in the Office 
Policies and Informed Consent Form. By signing this form, I agree that I have been given the 
opportunity to ask questions about this document and that my questions have been answered 
to my satisfaction.  
 
 
 
___________________________________   _______________ 
Signature of Client       Date 
 
 
___________________________________ 
Printed Name 
 
 
 
 
I have read, understand, and agree to the information described in the HIPAA Notice of 
Privacy Practices Document. By signing this form, I agree that I have been given the 
opportunity to ask questions about this document and that my questions have been answered 
to my satisfaction.  
 
 
 
___________________________________   _______________ 
Signature of Client      Date 
 
 
___________________________________ 
Printed Name 
 


