Dr. Aart Lovenstein, Psy.D., LPC

(503) 804-5968    Therapy.Dr.Aart@gmail.com
Client Consent to Treatment

I have read the four page informed consent form to treatment and the HIPAA Privacy Notice, and had sufficient time to be sure that I considered it carefully, asked any questions that I needed to, and understand it.    ( Initial:    
I understand my rights and responsibilities as a client, and my therapist’s responsibilities to me.    ( Initial:    
I agree to undertake therapy with Aart Lovenstein, Psy.D., LPC at his home.  Dr. Lovenstein has verbally clarified the nature, intent, scope, etc  of Home office Therapy and I have received a copy of Dr. Ofer Zur’s Outline and Overview on Home office.

Please see: (http://www.zurinstitute.com/homeoffice_clinicalupdate.html )( Initial:    
I agree to pay the fee of $ 120.00  per session, at the time of each appointment.   ( Initial: 
I have read and agree to Dr. Lovenstein’s E-Mail Communication policy   
Comments / Exceptions:/ Reservations:  FORMCHECKBOX 
 None   FORMCHECKBOX 
 Yes, specify:         ( Initial: 
I have read and agree To Dr. Lovenstein’s policy on Touch in Therapy      
Comments / Exceptions:/ Reservations:  FORMCHECKBOX 
 None   FORMCHECKBOX 
 Yes, specify:         ( Initial:    
If I cancel within 24 hours or do not show for an appointment, I will pay $ 65.00     ( Initial:    
I agree for Dr. Lovenstein to coordinate services with my Primary Care Physician.

Comments / Exceptions:/ Reservations:  FORMCHECKBOX 
 None   FORMCHECKBOX 
 Yes, specify:         ( Initial:    
I know that I can end therapy at any time I wish and that I can refuse any requests or suggestions made by Dr. Lovenstein.
( Initial:    
Signed client:       date:    /    /     
Signed client:       date:    /    /     
