
Please carefully read the following items and if you are comfortable doing so please sign below. 
questions or do not understand what is being asked, do not sign this paper! Instead, discuss your concerns or confusion 
with me. 

 

o

o

o

o

o

o

o

o

o

o

o

 

Your signature below indicates that you ha
abide by its terms during our professional relationship. If the client is a minor, by signing this document you are 
indicating authority to make medical decisions regarding the care of th
until such a time as treatment is concluded or it is revoked in writing. 

 

Signature of Patient or Legal Guardian: _______________________

 

Printed Name of Patient: 

Please carefully read the following items and if you are comfortable doing so please sign below. 
questions or do not understand what is being asked, do not sign this paper! Instead, discuss your concerns or confusion 
with me. 

 

A copy of this document is available to you at any time and will be retained in your records. 

o

 

I understand t
Psychologist. 

o

 

A fee of $1
o

 

I understand I will be responsible to pay, in full, at the b
services are out

o

 

I understand that I will be charged 
that if my account has not been paid for more than 
agreed upon legal means may be utilized to secure the payment. 

o

 

I understand that I am responsible for any authorization required by my insurance company regarding
treatment with Dr. Lynn, including pre

o

 

I understand that unless I provide more than 24
session fee. 

o

 

I have been informed of how to contact 
therapist is not immediately available. 

o

 

I have been informed of laws regarding confidentiality and limits to confidentiality. 
o

 

I understand that 
information that might specifically identify me as a patient will be withheld during these consultations. 

o

 

I understand that 
the indivi

o

 

I have received and/or am aware of how to get a copy of the laws regarding HIPAA and Consent to 
Treatment, and I have been offered a copy of Dr. Lynn’s Outpatient Services Contract. 

Your signature below indicates that you ha
abide by its terms during our professional relationship. If the client is a minor, by signing this document you are 
indicating authority to make medical decisions regarding the care of th
until such a time as treatment is concluded or it is revoked in writing. 

Signature of Patient or Legal Guardian: _______________________

Printed Name of Patient: 

Summary and Consent to Treatment

Please carefully read the following items and if you are comfortable doing so please sign below. 
questions or do not understand what is being asked, do not sign this paper! Instead, discuss your concerns or confusion 

A copy of this document is available to you at any time and will be retained in your records. 

I understand that by signing this document I am consenting to treatment with Dr. Larry Lynn, Licensed 
Psychologist. 

 

$125 for each clinical hour
I understand I will be responsible to pay, in full, at the b
services are out-of network (that is, Dr. Lynn is not an in
I understand that I will be charged 

y account has not been paid for more than 
agreed upon legal means may be utilized to secure the payment. 
I understand that I am responsible for any authorization required by my insurance company regarding
treatment with Dr. Lynn, including pre
I understand that unless I provide more than 24
session fee. 

 

I have been informed of how to contact 
therapist is not immediately available. 
I have been informed of laws regarding confidentiality and limits to confidentiality. 
I understand that Dr. Lynn
information that might specifically identify me as a patient will be withheld during these consultations. 
I understand that Dr. Lynn
the individual/organization I specify. 
I have received and/or am aware of how to get a copy of the laws regarding HIPAA and Consent to 
Treatment, and I have been offered a copy of Dr. Lynn’s Outpatient Services Contract. 

Your signature below indicates that you ha
abide by its terms during our professional relationship. If the client is a minor, by signing this document you are 
indicating authority to make medical decisions regarding the care of th
until such a time as treatment is concluded or it is revoked in writing. 

Signature of Patient or Legal Guardian: _______________________

Printed Name of Patient: _______________________

Summary and Consent to Treatment

Please carefully read the following items and if you are comfortable doing so please sign below. 
questions or do not understand what is being asked, do not sign this paper! Instead, discuss your concerns or confusion 

A copy of this document is available to you at any time and will be retained in your records. 

hat by signing this document I am consenting to treatment with Dr. Larry Lynn, Licensed 

for each clinical hour
I understand I will be responsible to pay, in full, at the b

of network (that is, Dr. Lynn is not an in
I understand that I will be charged 

y account has not been paid for more than 
agreed upon legal means may be utilized to secure the payment. 
I understand that I am responsible for any authorization required by my insurance company regarding
treatment with Dr. Lynn, including pre
I understand that unless I provide more than 24

I have been informed of how to contact 
therapist is not immediately available. 
I have been informed of laws regarding confidentiality and limits to confidentiality. 

Dr. Lynn

 

may seek consultation from other professional
information that might specifically identify me as a patient will be withheld during these consultations. 

Dr. Lynn

 

may request that I sign a Release of Information permitting communication with 
dual/organization I specify. 

I have received and/or am aware of how to get a copy of the laws regarding HIPAA and Consent to 
Treatment, and I have been offered a copy of Dr. Lynn’s Outpatient Services Contract. 

Your signature below indicates that you ha
abide by its terms during our professional relationship. If the client is a minor, by signing this document you are 
indicating authority to make medical decisions regarding the care of th
until such a time as treatment is concluded or it is revoked in writing. 

Signature of Patient or Legal Guardian: _______________________

_______________________

Summary and Consent to Treatment

Please carefully read the following items and if you are comfortable doing so please sign below. 
questions or do not understand what is being asked, do not sign this paper! Instead, discuss your concerns or confusion 

A copy of this document is available to you at any time and will be retained in your records. 

hat by signing this document I am consenting to treatment with Dr. Larry Lynn, Licensed 

for each clinical hour

 

of service will be charged unless otherwise specified. 
I understand I will be responsible to pay, in full, at the b

of network (that is, Dr. Lynn is not an in
I understand that I will be charged interest of 1½% per month

y account has not been paid for more than 
agreed upon legal means may be utilized to secure the payment. 
I understand that I am responsible for any authorization required by my insurance company regarding
treatment with Dr. Lynn, including pre-authorization for the 1st appointment. 
I understand that unless I provide more than 24

I have been informed of how to contact Dr. Lynn
therapist is not immediately available. 

 

I have been informed of laws regarding confidentiality and limits to confidentiality. 
may seek consultation from other professional

information that might specifically identify me as a patient will be withheld during these consultations. 
may request that I sign a Release of Information permitting communication with 

dual/organization I specify. 

 

I have received and/or am aware of how to get a copy of the laws regarding HIPAA and Consent to 
Treatment, and I have been offered a copy of Dr. Lynn’s Outpatient Services Contract. 

Your signature below indicates that you have read and understand the information in this document and agree to 
abide by its terms during our professional relationship. If the client is a minor, by signing this document you are 
indicating authority to make medical decisions regarding the care of th
until such a time as treatment is concluded or it is revoked in writing. 

Signature of Patient or Legal Guardian: _______________________

______________________________________

 

Summary and Consent to Treatment

 

Please carefully read the following items and if you are comfortable doing so please sign below. 
questions or do not understand what is being asked, do not sign this paper! Instead, discuss your concerns or confusion 

A copy of this document is available to you at any time and will be retained in your records. 

hat by signing this document I am consenting to treatment with Dr. Larry Lynn, Licensed 

of service will be charged unless otherwise specified. 
I understand I will be responsible to pay, in full, at the beginning of each session and that Dr. Lynn’s 

of network (that is, Dr. Lynn is not an in-network provider for my insurance). 
interest of 1½% per month

y account has not been paid for more than 60 days 
agreed upon legal means may be utilized to secure the payment. 
I understand that I am responsible for any authorization required by my insurance company regarding

authorization for the 1st appointment. 
I understand that unless I provide more than 24-hour’s notice for a cancellation I may be charged my full 

Dr. Lynn, and how to proceed in the case of an emergency when my 

I have been informed of laws regarding confidentiality and limits to confidentiality. 
may seek consultation from other professional

information that might specifically identify me as a patient will be withheld during these consultations. 
may request that I sign a Release of Information permitting communication with 

I have received and/or am aware of how to get a copy of the laws regarding HIPAA and Consent to 
Treatment, and I have been offered a copy of Dr. Lynn’s Outpatient Services Contract. 

ve read and understand the information in this document and agree to 
abide by its terms during our professional relationship. If the client is a minor, by signing this document you are 
indicating authority to make medical decisions regarding the care of th
until such a time as treatment is concluded or it is revoked in writing. 

Signature of Patient or Legal Guardian: ______________________________________

_________________________________ Date: ___________________

Summary and Consent to Treatment

Please carefully read the following items and if you are comfortable doing so please sign below. 
questions or do not understand what is being asked, do not sign this paper! Instead, discuss your concerns or confusion 

A copy of this document is available to you at any time and will be retained in your records. 

hat by signing this document I am consenting to treatment with Dr. Larry Lynn, Licensed 

of service will be charged unless otherwise specified. 
eginning of each session and that Dr. Lynn’s 

network provider for my insurance). 
interest of 1½% per month

 

on accounts that are 30 days past due, and 
60 days and arrangements for payment have not been 

agreed upon legal means may be utilized to secure the payment. 

 

I understand that I am responsible for any authorization required by my insurance company regarding
authorization for the 1st appointment. 

hour’s notice for a cancellation I may be charged my full 

how to proceed in the case of an emergency when my 

I have been informed of laws regarding confidentiality and limits to confidentiality. 
may seek consultation from other professional

information that might specifically identify me as a patient will be withheld during these consultations. 
may request that I sign a Release of Information permitting communication with 

I have received and/or am aware of how to get a copy of the laws regarding HIPAA and Consent to 
Treatment, and I have been offered a copy of Dr. Lynn’s Outpatient Services Contract. 

ve read and understand the information in this document and agree to 
abide by its terms during our professional relationship. If the client is a minor, by signing this document you are 
indicating authority to make medical decisions regarding the care of this child. This document shall remain in effect 
until such a time as treatment is concluded or it is revoked in writing. 

 

___________________________________________ 

___________ Date: ___________________

Summary and Consent to Treatment

 

Please carefully read the following items and if you are comfortable doing so please sign below. 
questions or do not understand what is being asked, do not sign this paper! Instead, discuss your concerns or confusion 

A copy of this document is available to you at any time and will be retained in your records. 

hat by signing this document I am consenting to treatment with Dr. Larry Lynn, Licensed 

of service will be charged unless otherwise specified. 
eginning of each session and that Dr. Lynn’s 

network provider for my insurance). 
on accounts that are 30 days past due, and 

and arrangements for payment have not been 

I understand that I am responsible for any authorization required by my insurance company regarding
authorization for the 1st appointment. 

 

hour’s notice for a cancellation I may be charged my full 

how to proceed in the case of an emergency when my 

I have been informed of laws regarding confidentiality and limits to confidentiality. 
may seek consultation from other professionals regarding my case and that 

information that might specifically identify me as a patient will be withheld during these consultations. 
may request that I sign a Release of Information permitting communication with 

I have received and/or am aware of how to get a copy of the laws regarding HIPAA and Consent to 
Treatment, and I have been offered a copy of Dr. Lynn’s Outpatient Services Contract. 

ve read and understand the information in this document and agree to 
abide by its terms during our professional relationship. If the client is a minor, by signing this document you are 

is child. This document shall remain in effect 

____________________________ 

___________ Date: ___________________

  

Please carefully read the following items and if you are comfortable doing so please sign below. 

 

If you have any 
questions or do not understand what is being asked, do not sign this paper! Instead, discuss your concerns or confusion 

A copy of this document is available to you at any time and will be retained in your records. 

 

hat by signing this document I am consenting to treatment with Dr. Larry Lynn, Licensed 

of service will be charged unless otherwise specified. 

 

eginning of each session and that Dr. Lynn’s 
network provider for my insurance). 

 

on accounts that are 30 days past due, and 
and arrangements for payment have not been 

I understand that I am responsible for any authorization required by my insurance company regarding

hour’s notice for a cancellation I may be charged my full 

how to proceed in the case of an emergency when my 

I have been informed of laws regarding confidentiality and limits to confidentiality. 

 

s regarding my case and that 
information that might specifically identify me as a patient will be withheld during these consultations. 

may request that I sign a Release of Information permitting communication with 

I have received and/or am aware of how to get a copy of the laws regarding HIPAA and Consent to 
Treatment, and I have been offered a copy of Dr. Lynn’s Outpatient Services Contract. 

 

ve read and understand the information in this document and agree to 
abide by its terms during our professional relationship. If the client is a minor, by signing this document you are 

is child. This document shall remain in effect 

____________________________ 

 

___________ Date: ___________________

 

If you have any 
questions or do not understand what is being asked, do not sign this paper! Instead, discuss your concerns or confusion 

hat by signing this document I am consenting to treatment with Dr. Larry Lynn, Licensed 

eginning of each session and that Dr. Lynn’s 

 

on accounts that are 30 days past due, and 
and arrangements for payment have not been 

I understand that I am responsible for any authorization required by my insurance company regarding

 

hour’s notice for a cancellation I may be charged my full 

how to proceed in the case of an emergency when my 

s regarding my case and that 
information that might specifically identify me as a patient will be withheld during these consultations. 

 

may request that I sign a Release of Information permitting communication with 

I have received and/or am aware of how to get a copy of the laws regarding HIPAA and Consent to 

ve read and understand the information in this document and agree to 
abide by its terms during our professional relationship. If the client is a minor, by signing this document you are 

is child. This document shall remain in effect 

questions or do not understand what is being asked, do not sign this paper! Instead, discuss your concerns or confusion 

on accounts that are 30 days past due, and 

how to proceed in the case of an emergency when my 

may request that I sign a Release of Information permitting communication with 


