
INFORMED CONSENT STATEMENT 

1. I have received copies of Heather Asaadi’s Professional Disclosure Statement, Counseling Information & 
Office Policies, and Notice of Privacy Practices. I have been given an opportunity to ask questions and/or 
clarify any information on these documents. 

2. I have read and understand the following confidentiality policy: 
Heather Asaadi, LPC observes strict confidentiality and will not release information regarding any  
counseling cases without written consent from the client with the following exceptions: 
A. She may consult with counseling professionals/clinical peers as needed; 
B. She will release any information deemed necessary to ensure the safety of the client or any 
     other person that might be endangered (i.e. If you are in harm of hurting yourself or someone  
     else) if the information was not already released; 
C. She will release any information when legally directed to do so by a court of law. 

3. I understand that the counseling relationship is a cooperative relationship between myself and Heather. To 
further this relationship I agree to give complete and accurate information.  

4. I agree to waive any liability or responsibility on the part of the counselor when incomplete or inadequate 
information has been given. 

5. I understand that Heather Asaadi will not be available for crisis intervention or emergencies. I have been 
informed to call the Mental Health Crisis Hotline @ 503-988-4888 or to dial 911 if a mental health 
emergency arises. 

6. I understand that there are risks as well as benefits to psychotherapy.  These risks include, but are not 
limited to: emotional discomfort; temporary worsening of symptoms; changes in my important 
relationships; and, the possibility of my terminating therapy prematurely, thus negating the benefits I had 
hoped to gain. 

7. I understand that the discounted cash-pay fee per session is $100.00. This fee is to be paid in full with a 
check or cash. I also understand that Heather considers my insurance company and/or EAP to be under 
contract with me. While she is willing to assist me in receiving reimbursement from them, I am ultimately 
responsible for the session fee. If Heather is an in-network or out-of-network provider with my insurance 
then I agree to pay my co-payment amount of $______ at each scheduled session. 

8. I understand that if using insurance, my insurance company has the right to obtain information on my 
counseling services including: demographics, diagnosis, treatment recommendations and my progress in 



treatment. I also understand that my insurance company may deny reimbursement of my counseling 
services with Heather if my level of need for counseling changes. 

9. I understand that Heather uses an Electronic Health Records (EHR) system called SimplePractice for online 
charting, record keeping and billing. My information on this EHR is secured, confidential and protected by 
State and Federal laws. 

10. I understand appointments not kept or canceled less than 24 hours in advance may be subject to a 
cancellation fee. The late cancellation/no show fee is $70 or equivalent to the cost of your session. 

11. In the case of an emergency, if Heather becomes incapacitated or dies, there exists a custodian of records 
who understands the ethical issues involved in maintaining psychological records. 

 I have read, understand, and agree to the terms of this Informed Consent Statement : 

   __________________________________________________________       ____________ 
    Client Signature             Date 

  __________________________________________________________       ____________ 
    Counselor Signature                        Date   



Consent for Transmission of Protected Health Information by Non-Secure Means 

Even with precautions such as password protection and SSL connections, email and text messaging are 
inherently non-secure, which means that communications via either method cannot be guaranteed to remain 
private.  

For purposes such as payment and scheduling, some clients prefer to communicate with me via "normal" text 
and/or unsecured email. If you'd like me to be able to respond via unsecured text and/or unsecured email, I'll 
need your permission. Feel free to leave this form blank if you'd prefer that we only communicate via phone. 

I, _________________________________________, authorize Heather Asaadi, LPC with both/and counseling LLC 

to transmit the following protected health information related to my health records and health care treatment: 

· Information related to the scheduling of appointments 

· Information related to billing and payment 

· Resources and links to resources 

· Replies to texts or emails that I initiate 

by the following non-secure media (please initial all that apply): 

_____Email 

_____SMS text message (i.e. traditional text messaging) or other type of “text message.” 

Termination 

This authorization will terminate one year after the termination of treatment. I also understand that I may 
terminate this authorization at any time. 

I have been informed of the risks, including but not limited to my confidentiality in treatment, of transmitting 
my protected health information by unsecured means. I understand that I am not required to sign this 
agreement in order to receive treatment. 

   Client Signature__________________________________________________         Date__________ 

   Counselor Signature______________________________________________         Date__________ 


