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Informed Consent for Psychological Services 
Policies & Procedures

Welcome to my practice!  Therapy is a brave choice.  I understand and value the emotional, financial, 
and time commitment this process requires.  With so many providers to choose from, thank you for 
entrusting your care to me.   

Office Location and Parking 

Address:  The building address is 15300 Ventura Blvd, Sherman Oaks, CA 91403, at the corner of 
Ventura Blvd and Sepulveda, in the Public School 818 Restaurant Building.  The office is on the 5th 
floor, Suite 508A, veer left when you exit the elevator. 

Parking:  There are 3 parking options.  1.  The building offers valet parking with the entrance behind 
the building off Dickens St.  Sorry, I do not validate parking.  2.  A  two-hour metered Parking Lot is off 
Dickens St, again behind the building.  3.  Two hour free parking is also available across the street at 
The Galleria with store validation (Starbucks is on your walk to the office…) 

Hours and Availability 

I typically offer services at various times Monday through Friday in the morning, the afternoon and into 
the evening. Customarily,  a psychotherapy session is scheduled weekly in 50-minute sessions, although 
sometimes 90-minute are more productive for family and/or couples sessions. 

Fee 

The fee for a 50-minute psychotherapy session is $250.  The fee per session is due regardless if you 
come late or decide to leave early.  If you do come late, I most likely am not able to extend our time, as 
I often schedule sessions back to back and do not want to be unfair to the next scheduled appointment. 
Telephone conversations other than for scheduling are pro-rated according to the per session fee.  
There is no charge for calls lasting less than 10 minutes.   Email and text are often the most effective 
ways to schedule appointments.  

Payment 

All fees are payable in full at the time of service unless other arrangements have been made with me 
directly.  Cash, Credit Cards and Checks payable to Gina Kilberg, LMFT are all accepted forms of 
payment. Kindly note, I do not accept health insurance and am not a member of any managed care 



provider panels.  I do however provide a superbill at month’s end with all appropriate diagnostic codes 
for you to submit to your insurance carrier for potential partial reimbursement.  As such, you may wish 
to contact your insurance company prior to scheduling your session to determine mental health benefits 
for you and/or your family.  Kindly note, all superbills are issued before the 15th of the following month.  

Phone & Email Contact 

Of course I am happy to return routine phone calls, texts and e-mails free of charge.  However, if calls in 
between sessions become reoccurring or too time consuming, it may be necessary to increase the 
frequency of our sessions in order to fully attend to the presenting issue(s).  Lengthy phone calls (longer 
than 10 minutes) to gather information, collaborate with other authorized professionals or for any other 
purposes may be charged at my discretion. 

Cancellation Policy 

There are no fees for sessions that you cancel or change one or more days prior to a scheduled 
appointment. Sessions, which are missed without at least one-day notice, are charged the full fee unless 
there has been an emergency (e.g., sudden illness, accident, etc). We can attempt to re-schedule a 
missed or cancelled session for the same week, but I cannot guarantee that I will have another time 
available.  Obviously there will be no charge if I am out of the office.  

Confidentiality 

Protecting your privacy is of the utmost importance to me and a responsibility I take very seriously.  The 
laws and ethics governing confidentiality for mental health professionals are very clear.  In most 
situations, I can only release information about our work together if you sign a written authorization 
naming a specific person allowing me to do so.    

Children & Adolescents: In order to provide children and adolescents with the best possible
psychological care, it is imperative that parents be involved in the treatment. As a result, I may request 
that parents, either individually, as a couple or as a family meet with me as needed, even if it’s for a 
check-in.   This may happen more frequently with children under 12 years of age. 

Parents: Quite understandably, many parents or caregivers want to know what transpired in
psychotherapy.  However, a degree of confidentiality is essential in order to develop a therapeutic 
alliance with patients (particularly adolescents).  This foundation of trust ultimately is the gateway to 
successful treatment.  As such, I will use my clinical judgment to decide whether and when to download 
information to parents that has been shared to me by their minor children. In most cases, if I feel the 
information needs to be communicated to parents, I will encourage the patient to express it directly 
with parents either in session with me present or at home. If clinically urgent or deemed in the best 
interest of the child, I may relay the information to parents myself. 



Electronic Communication 
 
Unencrypted email is not a secure form of communication.  There is some risk that your confidential 
information may be compromised.  However, you may consent to using email and I will do my best to 
keep your information as protected as possible. 
 
I consent to and accept the risk in receiving information regarding my treatment via email.  I understand 
I can withdraw my consent at any time.   
My email address is ________________________________________________________ 
 
I consent to accept the risk and of receiving information regarding scheduled times only via text and 
email.  I understand I can withdraw my consent at any time.  My email address is 
_____________________________________ and cellphone number is _______________________. 
 
I do not consent to receiving any information via email or text. I understand that I can reinstate  my right 
to consent at any time.  Initials ________. 
 
 

Limitations 
 

Child Abuse: If there is reasonable suspicion that a child is being neglected, physically abused, sexually 
abused, subjected to willful cruelty or unjustifiable mental suffering, or exposed to domestic violence in 
the home, I am required by law to report my suspicion to Child Protective Services or a local law 
enforcement agency. It is important to realize that this does not mean that just because you talk about 
angry, violent, or sexually disturbing thoughts and feelings toward children that your confidentiality will 
be compromised. There is a distinct and relevant difference between expressing thoughts/feelings 
versus acting on them.  
 
Elderly or Dependent Abuse: If there is reasonable suspicion that physical abuse, misuse of physical or 
chemical restraint, neglect, abandonment, isolation, abduction, or financial abuse is occurring against 
an elderly (age 65 or older) or dependent adult (i.e., an adult with a mental or physical disability). 
 
Imminent Self-Harm: Expressing feelings of hopelessness or intentions to seriously physically injure 
yourself does not mean that your confidentiality will be compromised.  Expressing these dark thoughts 
and feelings is often how we move through and ultimately release them. Only if you are in imminent 
danger and have expressed clear intentions to actively end your life those efforts to protect and 
intervene may be necessary.  
 
Imminent Danger to Others: If credible information of an identifiable victim is presented, the law states 
there is duty to warn. This does not prohibit you from expressing angry, violent or rageful thoughts or 
feelings about another person in session.  Again, processing the feelings together is how we better 
understand and help manage these intense emotions.  
 
 
 



Court Order: If you are involved in a court proceeding and a request is made for information about the 
professional services that I have provided you and/or the records thereof, such information is 
protected by psychologist-patient privilege law. I cannot provide any information without 
your (or your legally-appointed representative’s) written authorization, a court order, or 
compulsory process (a subpoena). 
 
Disclosures: If a breach of confidentiality is deemed necessary, a reasonable effort will be made to 
notify you ahead of time so that we can discuss before action is taken.  Also, any disclosures will be 
minimal and restricted to only what is required to address the issue in crisis. 
 
 

Acknowledgment of Informed Consent 
 
In signing below you are acknowledging that you reviewed all of the information in this 
document. In so doing, you are making an informed decision to move forward with psychological 
services. Your signature indicates that you voluntarily consent to participate or that you consent to your 
child’s participation in psychotherapy. Your signature(s) does not mean that you have waived any rights. 
 
 
 
Print Name ___________________________________________________________ 
 
Signature of Patient_______________________________________________ Date__________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


