
 
CONSENT TO TREATMENT – INGE SENGELMANN, LCSW, SEP, RYT 

 
This agreement to engage in professional services and informed consent form is designed to give 
you information about my practice and our professional relationship. Having sufficient information 
about the scope and limitations of my practice can help you make informed decisions about our 
work together. After our initial session I will inform you of my assessment, what I think I can be 
helpful with, and what I may not be able to help with. After our initial consultation and my 
recommendations, we can both decide if I am the best person to provide the services you need in 
order to meet your treatment goals.  
 
SCOPE OF PRACTICE AND PROCESS OF THERAPY: 
 
I am a clinical social worker licensed to practice psychotherapy in both Florida and Colorado. I am 
also a Somatic Experiencing® (SE) practitioner, consultant and trainer as well as intensively 
trained in Dialectical Behavior Therapy (DBT). I may use SE or DBT as part of your therapy. My 
work is influenced by several schools of psychotherapy, somatic psychology, advances in 
neuroscience, as well as mindfulness and yoga practices, all of which help people understand their 
nervous systems, their mental and emotional lives, their personal and interpersonal dynamics, and 
the social context of their lived experiences as part of their healing process. If you have any 
questions about SE, DBT or other treatments, please ask and I will do my best to answer. 
 
My focus is on healing, strengths and wellness, not on psychopathology. My areas of clinical 
expertise include all problems caused by difficulties with emotional regulation, fear and stress 
related problems, trauma issues, eating disorders, relationship problems and life transitions. I 
prefer to work with people who are not, or prefer to not be using psychotropic medications. If you 
are already prescribed, or wish to be evaluated for psychiatric medications, we will discuss what is 
known and what is not known about the benefits and unintended effects of these medications. If 
you wish to discontinue your use of medications, this needs to be monitored by a competent 
physician and I can provide a referral and assist you through the withdrawal process so you can 
manage the discontinuation effects with mastery.   
 
There are times that integrating psychotherapy, somatic work (including SE touch and/or 
movement), and mindfulness or yoga practices (including meditation) might be helpful. You have 
the choice of working exclusively in psychotherapy, or integrating other suggested practices. 
Integrating different modalities or interventions, such as SE, will depend on your situation and will 
be done with your informed consent.  All therapeutic work, including hands-on therapy, is strictly 
at a professional, not a personal level. You have the right to refuse touch, SE techniques, or any 
other intervention I may propose or employ.  It is your responsibility to tell me when you are 
uncomfortable with any parts of the treatment.  You have the right to withdraw from therapy 
at any time. However, I do request that you inform me of your intent to terminate so we can 
process your concerns. It will give me an opportunity to address them, to repair any 
misunderstandings I may have caused, and to give you adequate referrals.  
 



Therapy is about learning skills that are likely to increase your ability to have a life that is worth 
living. Therapy is not about “feeling better” in the first instance. In fact, a good part of therapy is 
about learning to be “better at feeling” uncomfortable emotions in the service of beginning to live a 
life that is worth living and move toward your goals regardless of your emotional impulses.   
In psychotherapy it is not uncommon for clients to feel levels of emotional discomfort during 
the process. In fact, quite often, discomfort arises as change begins and your old habits 
increase their level of resistance to change. Your feedback at these times is very important. 
You can expect me to make my best effort to be helpful, to help you gain insight and learn 
new skills and to teach you behavioral tools to deal more effectively with your current 
living situation. I also make it clear that I cannot “save” clients, nor can I solve their problems 
or force them to cease self-destructive behaviors, including suicide. This is up to you. In addition 
to the work we do together in my office, I will suggest things for you to do between treatment 
sessions. My clients need to solve their own problems. Although I can help you develop and practice 
new behaviors that may help you suffer less and build a life worth living, I cannot in the final 
analysis build your life for you. The analogy of therapist as guide is helpful: I can show someone a 
way out of suffering, but I cannot walk the path for them. My commitment is to stay with someone 
while they are doing their best to walk the path and as long as I deem that I am being helpful. If I 
cannot help you, I will tell you and provide referrals when possible. We will work together 
toward goals that we establish collaboratively and adjust our approach as needed and with 
informed consent.  
 
WHAT YOU ARE AGREEING TO: 
I, ________________________________ [client], understand that the goal of this therapy is to not need 

therapy.  Therefore, as I become more competent with the skills I learn, this will result in a 

decrease in the need for and dependency on my therapist.  Therapy is based on three unalterable 

principles:  

 1. Mutual Trust. We are entering into this contract in a trusting manner. I, the client, need to 
trust that you, the therapist, have made a commitment to work with me during the agreed 
timeframe and will be available as per the terms and conditions of this contract. Similarly, you need 
to trust that I will maintain my commitment to the terms of this contract. Each party is responsible 
for maintaining that trust. 
2. Safety. Therapy cannot proceed until there is clear agreement about maintaining safety. I, 
the client, agree to commit to the goal of safety towards self and others1. If there are concerns that 
this can’t happen, I agree to notify you so we can put in place a clear safety plan that specifies the 
steps you need to take to ensure safety. At the very least, active pursuit of harmful behaviours to 
myself or others robs me of the chance to remain committed to the current therapy goals and 
to learn more helpful ways of dealing with my problems in life. By agreeing to do my best to keep 
myself and others safe I can have a better chance of improving. All participants in therapy are 
expected to act in a way that does not endanger their therapist, family, or others (e.g., through 
threats or acts of violence against people or property). Such behaviour may result in legal 
consequences or risk termination of therapy. 
3.   Family therapy.  I agree to involve them in my treatment if this is recommended by my 
therapist so they can learn what they can about my problems and, although they can’t solve them, 
do what they can to help.  
Period of Therapy Agreement: Therapy will commence on the following date: _________________ and 

will end on: _____________________.  

                                                             
1 A distinction is made between suicidal and/or self-harm thoughts (which may be in my mind) and actually developing and carrying 

out a plan to harm myself (which involve my actions). 



Throughout this period, my therapist and I will review progress which may lead to refining 

targets and goals. At the end of this period, the question of whether a further phase of therapy is 

needed will be discussed and may be implemented by mutual consent.  

Frequency of Contact Agreement: 
Guidelines for frequency of sessions is weekly for one hour but, from time to time, may be at 

different intervals depending on circumstances of either party and by mutual arrangement. When 

sessions are further apart than two weeks, treatment loses effectiveness.  

Therapy Attendance Agreement: 
I agree to attend scheduled therapy sessions. I understand that it is not acceptable to miss sessions 

because I find them too uncomfortable or aversive, am not in the mood for therapy, wish to avoid 

certain topics, am too disorganized to remember them, or feel hopeless.  

Agreement to Advise When Unable to Keep a Scheduled Session: 

I agree to give at least 24-hour’s notice when unable to attend a scheduled session to minimize any 

inconvenience to the therapist. Similarly, my therapist will do their best to give me at least 24-

hour’s notice if it has become necessary to re-schedule a session. I agree to pay the missed session 

fee when I fail to cancel my appointment with 24-hour advance notice.   

Agreement on Homework Assignments and Related Material: 

I agree to take responsibility for ensuring that I bring my personal therapy folder, journal, or the 

latest homework assignments to each session because these will be a vital part of in-session work. 

Unilateral Termination of Therapy Agreement: 

If I miss 4 weeks of scheduled therapy in a row, or fail to comply with the terms of this agreement in 

any way, therapy will be terminated unilaterally by my therapist. I cannot return to therapy until 

the end of the contracted period and then return is a matter of negotiation. 

Name of Client: ____________________________________________ 

Signature: __________________________________________________ 

_______ [initial here] I agree to the above stipulations concerning my role in treatment and 
understand their meanings and ramifications. 
 
TECHNOLOGY: 
I do not use email or texting to communicate with clients concerning clinical issues. I use Skype 
only when in-person sessions are impossible and with informed consent. Please be informed that 
these electronic means of communication do not meet the standards for privacy and confidentiality 
established under the Health Insurance Portability and Accountability Act (HIPPA rule 104-91). I 
will use my cell phone and e-mail only for the purpose of scheduling or providing documents. 
 
EMERGENCIES and ABSENCES/ VACATION: 
 
Upon occasion an emergency situation arises. In case of an emergency you can call and leave a 
message in my voice mailbox 305-788-6857. Although I check my messages frequently, I do not 
provide 24 hour emergency service. If you are unable to reach me and feel that you can't wait for 
me to return your call, contact your family physician or the nearest emergency room and ask for the 
psychologist or psychiatrist on call. If you are unable to contact me and it is a true emergency, 
call 911 or go to the nearest emergency room.  



If I will be unavailable for an extended time, I will provide you with the name of a colleague to 
contact, if necessary. You also need to be informed that I travel frequently to conduct trainings and 
may be absent periodically for one or two weeks at a time. During the Winter/Spring months, I may 
be absent for up to 8 weeks at a time. During those times that I am absent, we will arrange for you 
to see another therapist, or take a break from therapy if we deem it is clinically appropriate. If you 
are uncomfortable with my schedule of absences, I may not be the therapist for you and I can 
help you with referrals to other therapists who might best fit your needs. 

_______ [initial here] I understand the above statements concerning therapist absences and 
understand their meanings and ramifications. 
 
LIMITS OF CONFIDENTIALITY: 
The contents of a counseling, intake, or assessment session are considered to be confidential. Both 
verbal information and written records about a client cannot be shared with another party 
without the written consent of the client or the client’s legal guardian. Noted exceptions are as 
follows: 

Duty to Warn and Protect 

When a client discloses intentions or a plan to harm another person, the health care professional 
is required to warn the intended victim and report this information to legal authorities. In cases in 
which the client discloses or implies a plan for suicide, the health care professional is required to 
notify legal authorities and make reasonable attempts to notify the family of the client. 

Abuse of Children and Vulnerable Adults 

If a client states or suggests that he or she is abusing a child (or vulnerable adult) or has recently 
abused a child (or vulnerable adult), or a child (or vulnerable adult) is in danger of abuse, the 
health care professional is required to report this information to the appropriate social service 
and/or legal authorities. 

Prenatal Exposure to Controlled Substances 

Health care professionals are required to report admitted prenatal exposure to controlled 
substances that are potentially harmful. 

In the Event of a Client’s Death 

In the event of a client’s death, the spouse or parents of a deceased client have a right to access 
their child’s or spouse’s records. 

Professional Misconduct 

Professional misconduct by a health care professional must be reported by other health care 
professionals. In cases in which a professional or legal disciplinary meeting is being held regarding 
the health care professional’s actions, related records may be released in order to substantiate 
disciplinary concerns. 

Court Orders 

Health care professionals are required to release records of clients when a court order has been 
placed. 

 



Minors/Guardianship 

Parents or legal guardians of nonemancipated minor clients have the right to access the client’s 
records. 

Other Provisions 

The use of Skype and other electronic media of communication cannot be completely verified as 
confidential and may not fully meet HIPPA requirements. Clients who agree to use these means of 
communication understand the limitations in privacy afforded by these media. 

When fees for services are not paid in a timely manner, collection agencies may be utilized in 
collecting unpaid debts. The specific content of the services (e.g., diagnosis, treatment plan, case 
notes, testing) is not disclosed. If a debt remains unpaid it may be reported to credit agencies, and 
the client’s credit report may state the amount owed, time frame, and the name of the clinic. 

Information about clients may be disclosed in consultations with other professionals in order to 
provide the best possible treatment. In such cases the name of the client, or any identifying 
information, is not disclosed. Clinical information about the client is discussed. 

When couples, groups, or families are receiving services, separate files are kept for individuals for 
information disclosed that is of a confidential nature. The material disclosed in conjoint family or 
couples sessions, in which each party discloses such information in each other’s presence, is kept 
in each file in the form of case notes. 

We will adhere to the following procedure when making phone calls: First we will ask to speak to 
the client (or guardian) without identifying the name of the clinic. If the person answering the 
phone asks for more identifying information we will say that it is a personal call. We will not 
identify the clinic (to protect confidentiality). If we reach an answering machine or voice mail we 
will follow the same guidelines. 
 

PAYMENT FOR SERVICES AGREEMENTS 

I will review my per session fee with you. In addition to my weekly appointments, I charge this 
amount for other professional services you may need, though I will break down the hourly cost if I 
work for periods of less than one hour. Other services include report writing, telephone 
conversations lasting longer than ten minutes, and the time spent performing any other service 
you may request of me. If you become involved in legal proceedings that require my participation, 
you will be expected to pay for all of my professional time, including preparation and 
transportation costs, even if I am called to testify by another party. 

Service fees and packages are as follows: 

Individual Consultation, Somatic Experiencing® or DBT therapy/skills training  

60 minute sessions - $140  

90 minute extended sessions and/or Intake Assessment - $175 

Yoga Therapy & Four Desires Process; Meditation, Mindfulness, DBT Skills Coaching 

60 minute sessions in my office - $100 

Part One Fees for Professional Services 

I (we) agree to pay Inge Sengelmann, LCSW, SEP, RYT a rate of $________ per clinical unit (defined as 

50 minutes for assessment, testing, mindfulness or DBT skills training, somatic awareness coaching 

and facilitation, yoga and/or meditation training, and individual, family or relationship counseling).  



I (we) agree to pay Inge Sengelmann, LCSW, SEP, RYT the full fee for missed appointments or 

cancellations with less than 24 hours’ notice. Payments are due at the time, or in advance, of 

service in the form of cash, checks or credit card online via PayPal. 

Part Two Clients with Insurance  

We will not bill your insurance company directly. Payment is due to the provider in advance of 

services. We suggest you confirm your benefits with your insurance company if you wish to seek 

reimbursement. The Person Responsible for Payment of Account shall make payment for services 

to the provider at time or in advance of services. If you wish to receive reimbursement from your 

insurance company, an account statement will be provided to you no less than once per month at 

your request. Your insurance company may not pay for services that they consider to be non-

efficacious, not medically or therapeutically necessary, or ineligible (not covered by your policy, or 

the policy has expired or is not in effect for you or other people receiving services). If the insurance 

company does not pay the estimated amount, you are responsible for payment. If you choose to use 

insurance you are informed of the limits of confidentiality. 

 

I HEREBY CERTIFY that I have read and agree to the conditions of this Agreement for Payment of 

Professional Services, including the 24-hour cancellation policy. 

Person responsible for account:   Date:   /  /   

Address: ____________________________________________________ 

Telephone: _________________________________________________ 
E-mail: ______________________________________________________ 
 
CODE OF ETHICS: 
I abide by the Code of Ethics of the National Association of Social Workers. You can find the 
specifics of this code of ethics at https://www.socialworkers.org/pubs/code/code.asp. My intent is 
to help you. Please ask me any questions you have as you move through your healing journey.   
 
I have read the above informed consent and agreement to consent to treatment. I understand, and 

agree to everything that is stipulated in this agreement. 

 

____________________________   __________________________________ 

Client name (print)    Inge Sengelmann, LCSW, SEP, RYT 

    

____________________________   __________________________________ 

Client Signature    Date 

 

____________________________ 

Date     

 

https://www.socialworkers.org/pubs/code/code.asp

