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Consent to Treatment and Terms of Payment 

THOMAS J. LEWIS, - 700 E. JEFFERSON Suite 250- PHOENIX, AZ 85034 - 602-616, 4433 

Arizona Administrative Code R-6-1101 requires that I provide treatment to you only in the context of a 
professional relationship based on a valid informed consent for treatment. This paper documents the 
required elements of informed consent for treatment.  

CREDENTIALS 

Licensure: Licensed Marriage and Family Therapist (LMFT) 

Degrees:   Doctorate in Counseling with a specialization in Marriage and Family Therapy from the 
Denver Seminary.  A Masters of Divinity from Iliff School of Theology, and a Masters in 
Counseling from Ball State University.  

Professional Experience:  15 Years 

Certifications:  AAMFT Clinical Fellow, AAMFT Approved Supervisor, AAPC Fellow 

REGULATION OF BEHAVIORAL HEALTH SERVICES 

My practice of Marriage and Family Therapy is regulated by the AZ Board of Behavioral Health Examiners, 
3443 North Central Avenue #1700, Phoenix, AZ 85012, 602-542-1882.  I am not involved with a treatment 
team of professionals 

BEHAVIORAL HEALTH SERVICES 

Marriage and Family Therapy means the professional application of family systems theories, principles and 
techniques to treat interpersonal relationship issues and nervous, mental and emotional disorders that are 
cognitive, or behavioral.  My approach to therapy is strength-based and solution focused. 

I work with individuals, couples, and families to address a wide range of mental health and relationship 
issues. I assess mental health issues not only at the individual level but also consider the broader relational 
and social levels that impact a person’s emotional health and wellbeing. I gather information to assess and 
evaluate and address each client’s unique situation as effectively and efficiently as possible. The length of 
therapy varies depending on each person’s situation, including the type of problem, severity, history, 
resources, and personal motivation. 

The purpose of therapy is to help you with your presenting problems/concerns, the reason for your visit.  
Participation in therapy does not guarantee problem resolution. As with all medical and psychological 
treatments, there are benefits and risks. Therapy is a cooperative effort between you and me.  Research has 
indicated that therapy can stimulate significant changes in the participants’ lives.  However, the process of 
therapy may arouse some uncomfortable feelings and emotions. I want you understand the risks and 
benefits prior to proceeding.  You may experience moderate gains in the first three sessions, or you might 
need 12-18 sessions to resolve or significantly improve your situations. Clients with more complex situations 
and/or severe/chronic issues often require more treatment. Sometimes clients find that their initial concern 
is quickly resolved or less important when new issues are brought to light. This shift in focus is very 
common and is often considered a form of progress. Most clients experience measurable benefit from 
coming to therapy, with the vast majority of clients reporting that they partially or entirely met their goals. A 
small minority do not experience benefits and/or the situation may worsen, which is therefore a potential 
risk of seeking treatment. Often, if painful situations have been avoided prior to therapy, things may 
become worse before they get better while these neglected issues are brought to light for the first time. 
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Additionally, some research suggests that when therapy is provided to one partner in an unhappy 
relationship, this may make the situation worse.  

Similarly, certain child and adolescent problems seem to be best handled in family sessions. 

Confidentiality (AAC R-4-6-1105) 

I will provide you with my Notice of Privacy Practices which describes how PHI about you may be used.  I 
will only release or disclose any information regarding you in according with applicable federal or state laws 
that authorize release or disclosure, or with written authorization from you or you legal representative. Each 
client family member who receive service from me who is legally competent to consent to authorize release 
of client record must sign a written authorization before I can release any information obtained from that 
family member.   

 If we happen to see each other in public, I will not acknowledge you as a means to protect your privacy; 
however, you may acknowledge me. Additionally, whenever possible, I will avoid entering into any other 
form of relationship with you outside of session to maximize your comfort and sense of safety. 

Confidential Communications 

Modern technology allows for multiple forms of communication, however I am limited in my ability to 

guarantee confidentiality for the various forms of communication. 

Voice Messages 

Outside of session, my preferred method of communication is by phone and voice messages, as I am able to 

best protect your confidentiality when you leave messages on my voicemail. I try to respond to voicemail 

messages within 24 hours on business days; thus, please call 911 for life threatening emergencies. Unless 

otherwise requested, I will leave messages for you on the mobile number you provide 

Your preferred phone number for confidential voicemails: ___________________________________            

Text Messages and Email 

You may also communicate regarding scheduling and business matters via text (303-752-3316) and email 
(familyministry@thefamilyministry.com); please do not send personal or confidentiality information via 
email or text message as I cannot guarantee the confidentiality of these communications. In addition, I do 
not provide psychotherapy via Internet, and therefore I do not provide interventions, assessments, advice, 
or otherwise “treat clients” via email or text because of the increased potential for error. If you have a 
therapy-related question, it will generally be addressed in our next meeting when I can appropriately and 
professionally assess you and the situation.   

Social Media Policy 

To protect your privacy, I will not connect with you Facebook, LinkedIn or other social media. 

“No Secrets” Policy with Couples 

When working with couples, I employ a “no secrets” policy, which means I do not keep secret information 

gathered in individual conversations (whether on the phone or in an individual session) if the information 

revealed in some way violates that integrity of the couples therapy, such as revealing an affair, substance 

problem, or intent to leave the relationship. Such information will need to be revealed to the other partner 

for therapy to effectively continue. 
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Crisis Contact Information 

As an independent practitioner, I am unable to personally provide continuous 24-hour crisis services. For all 

life threatening emergencies, you should always call 911 immediately. For other crisis situations, you may call 

me on my mobile phone (number is on my business card) and I will return your call as soon as possible, 

usually within 24 hours if I am in the country. If you need more immediate services or after hour services, 

you should use the list of emergency contact numbers on the backside of my business card, which includes 

contact information for the suicide hotline, general crisis hotline, local shelters, and other resources. In case 

of a medical or psychiatric emergency during session, I will contact the person you specify below and hereby 

release me to speak to in such circumstances: 

Your Contact in case of a Medical or Psychiatric Emergency 

Name:                                                                       Phone                          Relation to you: 

Termination and Referral 

You have the right to terminate services at any time. I am happy to discuss any concerns you have and will 

help you locate alternative services if desired. If for any reason, I feel that I am not able to help you make 

significant progress or that I do not have the expertise to best assist you, I will attempt to refer you to a 
person or program that can. 

Collaboration with Other Professionals 

In order to provide quality services, I often need to collaborate with other professionals, such as your 

physician, psychiatrist, past therapists, and/or other mental health professionals. You will be asked to 

complete a release of information authorizing these exchanges; in some cases, I may not be able to provide 

services without this. 

Please Ask Questions 

You may have questions about my qualification, therapy, or anything not addressed here. It is your right to 

have a complete explanation for any questions you may have at this time. Also, please feel free to ask me 

any questions or share any concerns that might arise during the process of therapy. Although I know this 

may be uncomfortable at times, your openness and honestly will allow me to better serve you. 

 

Terms of Payment 

Payment is due at time services are rendered, unless otherwise arranged. 

My fee for a 55-60 minute weekday session is $75.00; 75-minute sessions are $85.00. 

My fee for a 55-60 minute weekend session is $90.00.  A 75 minute sessions is $100.00 

Missed Sessions: If you will not be able to attend a session, please notify me at least 24 hours in advance.  
If you do not notify me, you will be charged a $75 no-show or late cancellation fee.  
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If you have insurance you think you can use, it is your responsibility to obtain the necessary authorization 
and provide me with an authorization number.   I can assist you in billing your insurance for out-of-network 
services I render.  However, I must receive full payment from you at the time of my services. 

Addit ional Servi ces :  Additional services are billed as follows: 

§ Between session phone consultations: $40 for each 15 minutes. 

§ Letters to third parties: start at $25 (based on time required to prepare) 

§ Court reports and testimony: start at $150 (based on time required to prepare) 

My collection policy is to not enter into any type of collection relationships with my clients.  A wilful failure 
to pay for my service will rupture and end our therapeutic relationship..  If we agree that I owe you money, I 
will refund the agreed upon amount to you.   

 

 

 

I/We have read and understand the above conditions of treatment, confidentiality practices, and 
terms of payment.  I/we acknowledge that we are aware that Dr. Lewis audio tapes his session.   
My/our signature represents an informed consent to treatment.   

 

 

________________________________________________________ _________ 

Client (or Parent) Signature                                           Date 

 

____________________________________ ________________________________ 

Client Signature                                                           Date 

 

____________________________________ __________________________________ 

Therapist                                                                     Date 


