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CONSENT TO EVALUATION OR TREATMENT 
 

 Please take a moment to review some information you are entitled to 
know before receiving psychological services. 
 
 
 1.  I am a psychologist licensed in California by the Board of Psychology, 
Department of Consumer Affairs.  I hold a Ph.D. in Psychology from the Universi-
ty of California at Los Angeles, and specialize in the practice of clinical and foren-
sic psychology.   
 
 I am a member of the American Psychological Association, the California 
Psychological Association, the Los Angeles County Psychological Association, the 
International Society for Traumatic Stress Studies, the American Psychology-Law 
Society, and have been elected a Fellow of the Society for Clinical and Experi-
mental Hypnosis. I was formerly an Associate Clinical Professor in the Department 
of Psychiatry at the UCLA David Geffen School of Medicine.  I currently hold a 
certification as a Qualified Medical Evaluator for the California Department of In-
dustrial Relations, Division of Workers’ Compensation. I also serve as a designated 
expert in psychological evaluations and standard-of-care reviews for the California 
Board of Psychology and California Board of Behavioral Sciences, as well as in 
psychological evaluations for other licensing boards in California.  
 
 In my clinical practice, I specialize in the psychotherapeutic treatment of 
people suffering from anxiety,  depression and bipolar depression, and posttrau-
matic stress disorders; in helping people with challenging work and family circum-
stances and developmental life transitions; in psychological pain management; in 
couples counseling; and in psychological evaluation. My clinical orientation is psy-
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chodynamically-informed cognitive-behavioral work, with a strong emphasis on 
mindfulness and on positive psychology.  I also incorporate principles of human-
istic and gestalt therapy, and as indicated incorporate hypnosis, EMDR and somat-
ic experiencing approaches to stress disorders.   All of these approaches are sup-
ported by good clinical research, as is the fact that healing and growth in psycho-
therapy depend most on the relationship between the therapist and the patient; a 
patient’s feeling understood and respected; and the therapist’s ability to instill en-
couragement and hope. 
 
 

 2.  In our first few sessions, we will be discussing goals, expectations, and a 
plan for our work together. We will discuss the expected benefits as well as possi-
ble risks or complications of this plan, together with alternative options for your 
care. Our treatment plan and approach will be discussed throughout our work as 
new issues or situations arise.  Psychotherapy can be an enormous help with emo-
tional difficulties and problems in living.   It can sometimes be uncomfortable, 
however, and it can sometimes cause disruptions to established patterns of living. 
Please feel free at any time to raise questions  or concerns about your evaluation 
or treatment with me, particularly if something is causing you confusion or dis-
comfort.  You should also feel free to discuss our work with anyone else including 
another clinician if you wish to seek additional consultation. 
 
 
 3.  If you are or become involved in a legal matter, with your permission I 
will seek consultation from your attorney concerning how I might best contribute 
to the protection of your legal rights.  There may be times when my recommen-
dations for your clinical care conflict with your attorney’s recommendations con-
cerning your legal case.  In such instances, I will do my best to help you decide 
how you wish to proceed.  
 
 
            4.  Your right of privacy in a psychological consultation is protected by 
law and recognized by professional codes of ethics.  Even the fact that you have 
consulted me cannot be revealed without your permission.  If you live with 
someone else, please advise me whether I can leave telephone messages for you.  
If you prefer that I not send correspondence to your residence address, please let 
me know where to send it.   
 
 Although I use encrypted email systems and do my best to protect email 
communications, web-/cloud-based communications cannot be assumed to be 
protected in every circumstance, so please advise me whether or not it is accepta-
ble to you to be contacted by email.  Unless we have previously discussed and ar-
ranged otherwise, email should only be used for business communications, and 
not clinical matters. Texting between cell phones should never be assumed to be 
confidential or secure, and should only be used as a last resort for contact in an 
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emergency, and only regarding business matters such as scheduling, and with dis-
cretion. 
 
 In general, any information you disclose to me will be maintained in the 
strictest confidence, unless you authorize its release.  However, there are some 
specific conditions under which the release of confidential information is required 
by law or by professional standards of practice.  For instance, confidentiality can-
not be maintained if you are an immediate danger to yourself or to someone else 
or to property, and steps must be taken to assure your or another’s safety.  Also, 
any clinician who hears that a child or elder person is being or has been physically 
or psychologically abused or severely neglected is required to report this infor-
mation to a designated agency.  In addition, confidentiality cannot be maintained 
if you file a lawsuit and claim mental or emotional damages.  Confidentiality also 
cannot be maintained by a clinician if you file a complaint or suit against that cli-
nician for a breach of duty.  Courts may order information released under other 
legal circumstances.  Other possible limitations to confidentiality will be explained 
if I become aware that any specifically apply to you.  If I must disclose infor-
mation you have shared with me to anyone else, I will make every effort to dis-
cuss this with you before I do so, and to make your clinical progress case notes 
available to you before they are made available to anyone else.  
 
 If you are consulting me as part of a couple, please be advised that infor-
mation disclosed by one of you will not be kept secret from the other, though I 
will do all I can to help you share information with each other rather than disclose 
it myself.  This approach helps maintain the trust essential to our all working to-
gether successfully.  Please also be advised that information from couples’ sessions 
cannot be disclosed to anyone else without permission from both of you (unless 
of course there is a court order to do so).  
 
 About insurance or managed care programs:  Filing an insurance claim dis-
closes that you have sought evaluation or treatment, and almost always requires 
the specification of a psychiatric diagnosis.  Managed care programs often require 
detailed information about diagnosis and treatment.  No information will be re-
leased to an insurance company or managed care company until I have discussed 
it with you.    
 
 Once information is disclosed to another party, I have no control over 
how it may be disseminated or vulnerable to being accessed.  
 

I am the only one who listens to voicemail messages you may leave for me.  
Office assistants or independent contractors who perform secretarial or billing ser-
vices may be aware of information such as your name, address, dates of service, 
and diagnosis code, but are never aware of any information from your sessions 
with me.  All assistants and contractors are carefully trained and supervised about 
their duty to maintain confidentiality.  
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It is standard professional practice for a treating clinician to consult with 

colleagues about issues in evaluation and treatment.  In such consultations, no in-
formation will be revealed which could identify you.  
 
 Brief written records of our work together contain information about your 
appointment attendance, billing, evaluation information, treatment plan, and clin-
ical status and progress.  Written records are kept in locked files. Computers are 
kept in locked offices or under my personal control. However, because computers 
can be stolen or hacked, any records written on the computer are password pro-
tected, and in addition, all computer files are encrypted.  Backup files on external 
hard drives, flash drives, or in cloud-based backup systems are also encrypted.   
 
 After the end of your treatment, your records are maintained in full for 7 
years, in case you should need them sent to a subsequent clinician.  If I am no 
longer in practice and you need your records sent, please contact my colleague, 
Dr. Shoshana Gerson, who would then maintain them.     
 
 Further information concerning your rights with respect to the privacy of 
your health information is contained in the additional form also given to you, 
“Notice of Policies and Practices to Protect the Privacy of Your Health Information 
Pursuant to the health Insurance Portability and Accessibility Act (HIPAA).”          
 
  

5.  If you are consulting me for a psychological assessment, the written re-
port will be provided to your referring clinician, attorney, or agency, and not to 
you directly.  This is because such reports are written in technical language which 
can be easily misunderstood by someone not fully trained in psychology.  Your 
primary clinician will review the report's contents with you, or I can meet with 
you and your clinician, or with you, to discuss assessment findings should you 
wish. 
 
 
   6.  My current customary fee for most clinical psychotherapeutic services is 
$250.00 per 50-minute session (the usual individual session length); $300.00 per 
60-minute session (also the usual couples’ session length); $375.00 per 75-minute 
session; and $450.00 per 90-minute session.  Special services such as hypnosis or 
EMDR have additional fees.  A psychotherapy fee will not be increased prior to six 
months from the time we begin working together, but after that may increase 
yearly.  I will discuss fee increases with you at least a month prior to the change.  
If the change is not acceptable to you, we will seek an appropriate lower-fee re-
ferral for you. 
 
 Nonforensic evaluations are billed at $300.00 per hour expended, includ-
ing time for interview, testing, scoring and interpreting tests, and report writing.  



5 
Consent to Evaluation or Treatment, _________________ 

If you are consulting me for an evaluation, I estimate that the cost of the evalua-
tion will be between $3000 and $3600, but this can change as the evaluation 
proceeds, and any change will be discussed with you before we continue. For psy-
chological assessments, a deposit of $1500 is required a week prior to the evalua-
tion, and the balance is due prior to the release of results to the referring clinician, 
attorney, or agency.   

 
 
Special fee arrangements: 
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
___________________________________________ 
 
 Any forensic services required of me as a treating clinician will be charged 
at my usual and customary current fee.  Any services provided as a forensic expert 
will be charged at my regular forensic rate, which is currently $350 per hour.   Fo-
rensic services may include, but are not necessarily limited to, consultative discus-
sions requested by your attorney, reports requested by your attorney, preparation 
for deposition or court testimony, and deposition or court testimony.  
 
  
 7.  Unless we have agreed otherwise, payment for psychotherapy sessions 
should be made at each session, by cash, check, or credit card (Mastercard or Vi-
sa).  Credit cards are charged through an encrypted internet merchant services 
provider with security procedures with respect to confidentiality issues.  Credit 
card numbers are not stored on a computer or merchant services website.  
 
 In the very unusual circumstance when monthly payment is arranged, 
payment is due at the last session of the month but in any event no later than the 
10th of the following month.  If you pay monthly, and if your payment is late 
twice, you will be asked to resume weekly payments.  Late accounts incur a 1% 
per month charge, and all legal means, including collection, may be used for ac-
counts which remain unpaid.  No action would be taken before reasonable efforts 
to contact you and work out an agreement for payment.  
 
 If you are consulting me as part of a couple, each of you is individually re-
sponsible for payment.  If one of you initially agrees to be responsible, but does 
not make timely payment, the other will be billed for the outstanding amount.  
  

I am not part of any insurance panel, and I do not bill insurance.  Howev-
er, for all services I will provide you with a statement of services rendered which 
you may submit to your insurance company for your reimbursement. Please ad-
vise whether this can be provided through email. 
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In the very unusual circumstance in which I am accepting payment from 
another party, it is understood that you remain fully responsible for payment of 
the total charges, and that if the other party does not provide full payment, you 
agree to pay the outstanding balance no later than two weeks after being in-
formed by me of the balance due.   

 
Please be advised that I am not currently a Medicare provider, and do not 

accept Medicare for payment.  I will provide you with information that may assist 
you in seeking reimbursement from a Medicare secondary provider if you have 
one. 
 
 
 8.  Should you need to cancel a session, please do so at least two business 
days, 48 hours, in advance.  Otherwise, so long as you are in treatment with me, 
weekly time is reserved for you, and you will be charged at your regular rate for 
the canceled session, unless the session time can be filled.  Because psychotherapy 
appointments are scheduled for weeks in advance, they are not like other doctors’ 
appointments, and my cancellation policy is different from the usual 24-hour can-
cellation. Please note that with the exception of two emergency cancellations per 
year, this policy otherwise applies even in the event of illness or other personal 
emergency.  Under those circumstances, however, I will attempt to reschedule 
your appointment if an opening is available the same week, without additional 
charge.  Please note that insurance companies do not reimburse for missed ses-
sions.  If your work or personal circumstances are likely to require frequent cancel-
lations, please discuss this with me so that we can attempt to find some workable 
accommodation. 
 
  
 9.  If for any reason you decide that I am not providing you with adequate 
services and care, please discuss this with me immediately.  I will work with you 
to resolve the difficulty.  If we are unable to resolve the difficulty, we may obtain 
a consultation, and/or I will provide you with referrals to other clinicians.  If for 
any reason I decide that I cannot provide you with adequate care, or if I believe 
you need adjunctive care for our work to be successful (such as, for instance, med-
ication evaluation, specialized procedures I may not provide, substance abuse 
treatment, family treatment, group psychotherapy treatment, or individual treat-
ment in addition to couples’ counseling), I will discuss this with you.  If I do not 
believe I can be of help to you, I will provide you with referrals to other clini-
cians. 
     
 
 10.  Patient appointments can be scheduled on Monday, Tuesday, and 
Thursday.  When we can return to the office, Mondays are in Calabasas, Tuesdays 
and Thursdays in West Los Angeles.   
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 I retrieve and attempt to return telephone messages on each business day.  
I do not regularly return calls on evenings or weekends unless the call is urgent or 
otherwise needs immediate attention.  If you need to reach me because you have 
a truly urgent problem that cannot wait until the next business day, please leave 
me a message indicating that, and follow the procedure indicated below. I will 
return your call as soon as I can.  However, as a sole private practitioner, I am not 
able to provide 24-hour emergency services, and there may be times when I am 
unable to respond to your call for several hours or even until the next day.  If you 
have need for emergency help, please call 911 or go to your nearest emergency 
room.  
 
 It is usually faster to reach me by email than by phone: cheriadri-
an@drcheriadrian.com.  Email can be used regarding scheduling, billing, or, by 
prior arrangement, checking in about specific issues. I do not use email for clinical 
conversations, however. The above email is encrypted and private.  If you use 
regular gmail, please recognize that while email at gmail is encrypted, messages 
are not encrypted as they travel to and from gmail, and further, in the current 
media environment, maintaining confidentiality in email cannot be assumed.  
Therefore if you use email or give me permission to do so in communicating with 
you, you are acknowledging your understanding and acceptance of this condition. 
 
 Texting is even less secure.  You can send texts about scheduling issues, but 
please do not text clinical information.  In using texts for any purpose, you are 
acknowledging your understanding and acceptance that text messages are not 
necessarily secure.   
 
 On days when I am not in the office, or for truly urgent messages or immi-
nent schedule changes, you may also try to reach me by calling my cell phone 
number, (310) 562-5505.  The cell phone may be in service even when other sys-
tems are not.  On the other hand, the cell phone sometimes does not have ser-
vice, and cell phone messages sometimes do not go through on the same day, so 
it is important to leave a message through email as well.  
 
 There is no charge for out-of-session telephone call time for up to two calls 
per week unless the call requires more than 10 minutes, after which you may be 
charged on a prorated basis in accordance with your session fee.   
 
 On weekends and holidays, I sometimes share clinical support coverage 
with colleagues, and whenever feasible I will let you know in advance when I will 
and will not be personally available.   

 
 
A copy of this Consent is being provided to you.  

                                                                          
        Cheri Adrian, Ph.D. 
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I have read and we have discussed the information in this form, and I have 
had sufficient opportunity for my questions to be answered so that I  
understand our agreement.  I consent to this evaluation or 
psychotherapeutic treatment.  I understand that I may withdraw this 
consent and withdraw from treatment at any time.  

 
Date:_________________  
 
Signature:________________________________________ 
                           
Please print name:___________________________    
 
Date of Birth:  _____________  
 
Address:____________________________________________________ 
 
Telephone:  (home)_____________   (work)______________  (cell)______________ 
May I leave a message? ___________________________________________________ 
 
Email:_____________________________  
 
May I use email for scheduling and business issues?__________ 
  
Emergency contact and telephone: 
________________________________________________________________________ 
 
  
Current medical conditions: 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
 
Current medications and dosages: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
 
Prescribing physician(s) (names, address, phone): 
________________________________________________________________________
________________________________________________________________________ 
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Prior psychiatric and psychotherapeutic services, (please indicate clinicians and  
telephone numbers or locations:  
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
 
What do you regard as your greatest strengths?   
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________
________________________________________________________________________ 
________________________________________________________________________ 
 

________________________________________________________________________
________________________________________________________________________ 
________________________________________________________________________ 
 
What are your most important current coping resources, supports, and sources of 
enjoyment, relaxation, and/or comfort?  (Please include pets.) 
________________________________________________________________________
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
 
What are your goals for therapy (or for evaluation)? And what are the issues or 
problems you most want addressed? 
________________________________________________________________________
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
________________________________________________________________________ 
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________________________________________________________________________
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________
________________________________________________________________________ 
________________________________________________________________________
________________________________________________________________________ 
 
 
Do you have any concerns about therapy or evaluation you would like addressed?  
 
________________________________________________________________________
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
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