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Clients Rights Regarding Service:

I understand that I have the right to participate in the development and ongoing review of my treatment plans to meet my 
individual needs, reflecting my strengths and respecting my cultural values and traditions. I also have the right to understand the 
types of services I will receive as well as:

1. How these services will operate and options for alternative services;
2. The benefits and risks associated with these services;
3. The probable consequences of not receiving the appropriate services.

I also understand that in certain circumstances specializes treatment, psychiatric care, or additional services may be warranted. I 
will be given names and phone numbers of appropriate professionals that may be able to meet my needs.

Client Fees and Payment Policy:

I understand that I will be charged $140.00 per session (50 minutes) unless I have agreed upon a sliding scale hour fee provided by 
Lisa Yee Marriage and Family Therapy, LLC. I understand that I will be obligated to pay at each session and that cash, checks and 
credit cards are acceptable forms of payment. I understand that if I choose to use insurance, I am responsible to pay the agreed 
upon session fee should insurance deny my claim and that my copayment is due at the time of each session. It is not uncommon 
to submit to insurance and have a waiting time of one month or more before learning that reimbursement is denied. All sessions 
incurred at the time of denial of reimbursement will be the responsibility of the client.

Confidentiality:

I understand that every effort will be made to insure that information about my case be kept confidential. Confidentiality about 
my care is protected by my therapist and by state and federal regulations. It has been explained to me that legal and ethical 
requirements specify certain conditions make it necessary for confidential information about my care to be discussed with 
persons outside the client/therapist relationship. These conditions include:

1. Situations that involve danger to myself and others.
2. Neglect or abuse of children, elderly or disabled persons.
3. Court order release of my records.
4. As part of the supervision process, my case may be discussed with my therapist’s supervisor.

Grievance Procedure:

If I feel that my treatment rights have been violated by my therapist, I understand that I may file a grievance. I understand that I 
will not be threatened or penalized in any way. I also understand that I have the right to fair and respectful treatment throughout 
the grievance process. I understand that I may use any or all of the follow options to address my concerns:

1. Make a direct complaint to my therapist.
2. File a grievance to: State Grievance Examiner, Division of Disability & Elder Services, Dept. Health and Family Services, 

1 W. Wilson Street, Room 850, P.O. Box 7851, Madison, WI  53707-7851. Phone: 608-266-9369.
3. Seek legal counsel.
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Client Responsibilities:

In order for my work in therapy to be successful, I understand that it is essential that I attend sessions and make a sincere effort 
to work on the issues that my therapist and I are addressing. If I cannot attend a scheduled session, I will make every attempt 
to call at least 24 hours before the session to cancel. I understand that 3 missed sessions with adequate prior notice may result 
in termination of my therapy at the discretion of my therapist. I understand that I will responsible for the fee of any session not 
canceled 24 hours in advance.

Contacting My Therapist:

I understand that I may call my therapist during office hours Monday through Friday 9:00 a.m. to 5:00 p.m. and may leave a 
message if no one answers. I understand that I must give my therapist permission to leave me a voice mail in order to ensure my 
confidentiality. In cases of emergency I understand that I should call 911 first but may call my therapist when additional care is 
needed after hours.

Client Rights under Wisconsin Statutes:

I have the following rights under Wisconsin Statute Section 51:61:
1. To be provided specific, complete and accurate information regarding treatment.
2. To be free from having unreasonable arbitrary decision made about me.
3. To receive prompt and adequate treatment.
4. To have a safe treatment setting, free from sexual, physical and emotional abuse.
5. To refuse to answer any questions or give any information I choose not to answer.

Client Signature(s):

I have read and understand this document and I have asked any questions I have regarding the above information. I agree to 
participate in treatment under the conditions described. By signing this form, I

1. Give consent for services and acknowledge that I have been informed about my rights and responsibilities.
2. Understand that I am responsible to pay the above listed fees at each session.
3. Understand that consent is valid for one year from the date I sign and that I may withdraw my consent at any time.

_________________________________________________________________          _______________________________________
client signature                                                                                                                         date

_________________________________________________________________          _______________________________________
therapist signature                                                                                                                   date
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