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(914) 330-6731 

 
 
Professional Disclosure Statement and Informed Consent  
 
PLEASE CAREFULLY READ EACH ITEM 
 
I understand that Debbie Radzinsky, LCSW is licensed to provide psychotherapy and counseling             
in the state of Texas and New York. 
 
I understand that Debbie Radzinsky, LCSW does not provide 24-hour crisis counseling. Should I              
experience an emergency necessitating immediate mental health attention, I will immediately           
call 9-1-1 or go to an emergency room for assistance.  
 
I understand that during the time that we work together, we will meet regularly for               
approximately 50 minutes. While our sessions may be very intimate psychologically, ours is a              
professional relationship rather than a social one.  
 
I also understand our contact will be limited to counseling sessions. Only in cases of emergency,                
or the need to cancel, schedule an extra session or reschedule, I will call the phone number                 
provided.  
 
I understand that, at any time, I may initiate a discussion of possible positive or negative effects                 
of entering into the counseling relationship and specific results are not guaranteed although             
benefits are expected from counseling.  
 
I understand that counseling and psychotherapy can improve as well as upset the equilibrium in               
any person or family. Counseling is a personal exploration and may lead to changes in my life                 
perspectives and decisions. These changes could be temporarily distressing. 
 
I understand that I am in control of the counseling relationship and may choose at any time to                   

end our therapeutic relationship. If at any time I am dissatisfied with my therapist, I have a right                  
to let them know. If I do not feel that Debbie Radzinsky, LCSW resolved my complaint, I may                  
file a formal complaint through contact with the Texas Board of Examiners at 1-800-942-5540.  
 
I understand that our paths may cross in social situations, but that our therapeutic relationship               
comes first, along with protection of my confidentiality, and because of this my therapist cannot               
initiate greetings. 
 
Should I believe that a referral is needed, my therapist will provide some alternatives including               
programs and/or people who may be able to assist me per my request.  
 
I understand that the rate for individual sessions is $150 and couples counseling $180 for a                
50-minute session. 



 
I understand that all fees for counseling are due after each session. 
 
I understand that the rate for all subsequent therapy services such as: attending parent/teacher              
conferences, attending meetings, conducting classroom observations, participating in legal         
depositions, interactions with insurance companies, phone calls over 10 minutes, etc. will be             
billed at $150 per hour in 10-minute increments.  
 
I understand that conducting expert witness and testimonial services are not an area of interest               
for my therapist. Should my therapist be subpoenaed as a factual case witness or involved in any                 
court-related processes a retainer fee of $1,500 is required, with an additional $240 every hour               
they are involved in legal depositions, case preparation, travel, and witness time. 
 
I understand that if I do issue my therapist a subpoena without approval (see above) that my                 
subpoena will be directly turned over to the staff attorney and a bill will be rendered to me for                   
immediate retainer fee payment. 
 
I understand that if a check is returned, a processing fee of $25 will be assessed to my account.  
 
I understand that if a returned check is not cleared up in 30 days, my therapist will file a suit with                     
the Austin County District Attorney’s Office. 
 
I understand that I am responsible for any appointments that are not cancelled at least 24 hours                 
prior to my appointment time, with the EXCEPTION OF AN EMERGENCY. I will be charged               
for the session if I do not cancel it 24 hours in advanced. 
 
I understand that if I do not show up for an appointment, it will result in my being charged $150                    
for the missed session.  
 
I understand that my records and all of our communications become part of the clinical record.                
Records are the property of Debbie Radzinsky Inc. All client records are disposed of seven (7)                
years after the client has stopped receiving services.  
 
Generally, information that you discuss in therapy is confidential and the written records             
pertaining to those sessions are strictly confidential and will not be discussed with anyone              
without your expressed written consent. This means that anything that is told in a therapy session                
will not be reported to anyone, even other family members. However, there are some exceptions               
to confidentiality when disclosure is required by law. The following are typical, but not              
exhaustive, examples of situations and circumstances under which information may be disclosed            
without prior consent: You are a danger to yourself or someone else. In situations of suspected                
child, spouse, or elder abuse, it is the duty of the mental health provider to notify medical, legal,                  
or other authorities. You disclose sexual contact with another mental health professional. If you              
are involved in legal action/proceedings, your records may be subject to subpoena or lawful              
directive from a court. Your therapist is ordered by a court to disclose information. You direct                



your therapist in writing to release your records. Your therapist is otherwise required by law to                
disclose information. 
 
SHOULD YOU HAVE ANY QUESTIONS OR CONCERNS REGARDING THE ABOVE          
POLICIES, PLEASE DO NOT HESITATE TO CONTACT ME BEFORE SIGNING.  
 
I have read, understood, and accept the above conditions as set out within the Professional               
Treatment Policies. 
 
Client Signature_______________________________________  
 
Date_______________  
 
Client Printed Name____________________________________  
 
Therapist Signature____________________________________  
 
Date_______________ 
 
 
 
 


