
 

 

 

Outpatient Services Contract 

 

Welcome to Evolve Psychotherapy! I’m excited to begin our work together. The following 
document will provide you with information about my policies and services.  Please read 
carefully so that we can discuss any questions you may have. Signing this document will signify 
that you understand and agree to the terms of this document. 

 

Psychotherapy services 

Therapy is a unique experience that exists between the therapist and client. My main 
therapeutic style is Acceptance and Commitment Therapy (ACT), but I will incorporate other 
practices to best meet your needs. Acceptance and Commitment Therapy is an active style of 
therapy that involves learning skills to handle difficult thoughts and feelings more effectively, so 
that they have less of an impact and influence over you. ACT further involves clarifying your 
values to determine what matters to you, what you stand for, how you want to treat yourself and 
others, and what gives you a sense of meaning and purpose. At the end of each session, we will 
determine a plan of action in order to move you towards your valued life. As you can see, while a 
significant amount of work occurs IN the session, therapy requires you to put in a significant 
amount of work OUTSIDE of the session. Like learning a new instrument, learning new skills 
takes practice. The more work you are willing to put in outside of therapy sessions, the more 
beneficial the experience will be for you.  

In addition to the benefits of therapy, there can be risks. Therapy often involves discussing 
distressing and challenging aspects of your life. This can evoke painful emotional experiences. I 
invite you to make room for these experiences and bring a willingness to develop more effective 
ways to cope with difficult emotions.  

Our first session together will consist of a comprehensive evaluation so that I can learn about 
your personal story. Due to needing to gather information, this initial appointment will be 
scheduled for 90 minutes. At the end of the evaluation, I will provide you with treatment 
recommendations. I encourage you to consider these recommendations and determine if you are 
comfortable working together.  Our relationship is the foundation of the therapeutic work and I 



will not be offended if you do not feel like I am a good fit for you. I would encourage you rather 
to find a provider who you feel you can connect to. I am more than happy to provide you with a 
referral to a different provider.  

 

Limits of confidentiality 

In general, the privacy of all communications between a patient and a psychologist is protected 
by law, and I can only release information about our work to others with your written 
permission. But there are a few exceptions.  

There are some situations in which I am legally obligated to take action to protect others from 
harm, even if I have to reveal some information about a client’s treatment. For example, if I 
believe that a child, elderly person, disabled person, or patient in a mental health facility is being 
abused, I must file a report with the appropriate state agency (even if a report has already been 
filed.)  

If I believe that a client is threatening serious bodily harm to another (including HIV infection 
and possible transmission), I may be required to take protective actions. These actions may 
include notifying the potential victim, contacting the police, or seeking hospitalization for the 
patient. If the client threatens to harm himself/herself, I may be obligated to seek 
hospitalization for him/her and/or to contact family members or others who can help provide 
protection.  

Other possible exceptions to confidentiality include: subpoenaed records for criminal 
prosecutions, child custody cases, and suits in which the mental health of a party is in issue; fee 
disputes between the therapist and the client; and in a negligence suit or licensing 
board/insurance company complaint brought by the client against the therapist.  

 

Appointments 

Following our initial 90-minute appointment which will consist of a comprehensive evaluation, 
if you agree to continue working together, the following appointments will consist of 50-60 
minute sessions. I initially recommend meeting weekly in order to establish a relationship and 
gain momentum in addressing your needs. If we decide that meeting less frequently meets your 
needs, we can transition to meeting bi-weekly or monthly.  

Fees 

The initial 90-minute appointment will cost $150. All subsequent hourly appointments will cost 
$130. I am an “out of network” provider and therefore do NOT accept insurance. I do not file 
insurance for clients, however, I will provide you with a coded bill that you can submit to your 
insurance company for full or partial reimbursement. I strongly encourage you to contact your 
insurance company to determine their policies regarding reimbursement for out of network 
providers. 



I request that you do not involve me in any legal proceedings. I am not a forensic psychologist, 
nor am I an expert in legal testimony. I cannot guarantee that my involvement in any legal 
proceeding will result in a favorable outcome. There will be a professional fee of $400 for any 
involvement in legal matters (preparation of court documents, attendance, testifying) 

Payments will be due AT THE TIME OF SERVICE. My fees are subject to change and I will 
inform of you such changes in advance.  

If you have not paid for services within 30 days and arrangements for payments have not been 
agreed upon, I have the option of taking legal action to secure the fee. This may involve hiring a 
collection agency or going through small claims court which will require confidential 
information to be disclosed. This is typically limited to your name, address, services provided, 
and amount owed. If such legal action is necessary, the costs will be included in the claim.  

 

Cancellation/No show policy 

A minimum of 24 hours’ notice is required to cancel a session. If you cancel your appointment 
with less than 24 hours’ notice, you will be charged the session fee in its entirety. If you do not 
show to a scheduled appointment, you will be responsible for the session fee.  

 

Availability and Emergencies 

Unfortunately, due to being with clients during the day, I am typically not immediately available 
by phone. When I am not available, there will be a secure, confidential voicemail for you to leave 
a message. I will make every effort to contact you on the same day that you called with the 
exceptions of weekends, holidays, and days I am out of the office. Additionally, email is available 
for scheduling purposes ONLY. Email is NOT in any circumstance an appropriate means of 
communicating an emergency or issues requiring immediate attention. If you have an 
emergency when I am unavailable, please contact your physician/psychiatrist, the nearest 
emergency room (ask for the psychologist or psychiatrist on call), or call one of the two private 
psychiatric hospitals in the area: The Carolina Center for Behavioral Health (864) 235-2335 or 
Greenville Health System—Behavioral Health Center (formerly referred to as Marshall I. 
Pickens Hospital) (864) 455-8988.  

 

Professional records 

The laws and standards of my profession require that I keep treatment records. HIPAA requires 
that I keep your Protected Health Information in two separate records. Your clinical record 
contains information about your decision to seek psychological services, how your current issues 
impact your life, relevant diagnoses, treatment goals, progress towards these goals, your social 
and medical history, records from other professionals, and your billing records. You are entitled 
to request a copy of the records unless I believe that seeing them would harmful, in which case I 



will be happy to send them to a mental health professional of your choice. Due to the nature of 
these professional records and the potential for misinterpretation, I recommend that you review 
them in my presence so that we can discuss the contents. Clients will be charged an appropriate 
fee for any time spent in preparing information requests, records release & copies. Most records 
requested to be released to other providers will require a prepayment of $25.  

The second part of you PHI consists of my Psychotherapy Notes. Psychotherapy notes tend to 
include information about what we discuss in session, my analysis of our session, and how it 
relates to your treatment goals. You may have access to your psychotherapy notes unless I 
believe that doing so would be harmful. I can provide your psychotherapy notes to another 
mental health provider upon your request.   

Both your clinical record and your psychotherapy notes will be maintained as an electronic 
medical record, or EMR. Your EMR will be stored on a secure server that uses advanced 
techniques to protect your information and comply with HIPAA. Your records will be secured 
for a minimum of 7 years after you have completed treatment. A treatment summary will be 
kept for at least 15 years.  

 

Consent for Treatment 

I acknowledge that I have read and received copies of an Outpatient Contract and Privacy Rights 
under HIPAA. My signature confirms that I understand and accept the information in these 
documents. I am entering into this treatment contract with Janelle Lenhoff, PsyD with my full 
understanding, participation, and consent. I understand that treatment is voluntary and I can 
terminate services at any time. While I can expect benefits from treatment, I understand that 
these cannot be guaranteed. I additionally understand that I am financially responsible for 
services ($150 for initial intake and $130 for appointments) at the time of service. I understand 
Janelle Lenhoff, PsyD does not accept insurance but will provide me with a receipt to enable me 
to file my own out of network benefits. I agree to provide a minimum of 24 hours’ notice if I am 
canceling an appointment and I understand that failure to comply with this policy will result in a 
full payment for the session. I hereby give my consent for Janelle Lenhoff, PsyD to provide me 
with psychological treatment.  

 

Signed: _______________________________________ Date: _______________ 
 

 

Notice of Privacy Practices:  

I have received a copy of HIPPA Notice of Privacy Practices.  

Signed: ______________________________________ Date: _______________ 


