
Disclosure Statement, Agreement for Services, and  
Notice of Privacy Practice 

Introduction 
This document is intended to provide important information to you regarding your 
treatment.  Please read the entire document carefully and be sure to ask me any questions 
that you may have regarding its contents. 
 
Information About Sarah Lahoski 
I, Sarah Lahoski (herein referred to as therapist) am a Licensed Profession Counselor, 
Marriage Family Therapist, Holistic Health Practitioner, Board Certified Polarity 
Practitioner, and an Advanced Clinical Heart-Centered Hypnotherapist.  I am certified in 
Elemental Reflexology, Personal Transformation Intensive Leader, CranioSacral, 
Relaxation Massage, Reiki, Sound Healing, Matrix Energetics, Angel Therapy, Integral 
Breath Work and Aromatherapy.   
 
I, (herein referred to as client) understand that I am responsible for my own health, 
healing and wellness.  I understand that the modalities mentioned above are not a 
substitute for adequate medical care and I intend to remain under the care of my primary 
care physician/doctor or healthcare provider. 
 
I understand all energy healing may cause some minor discomfort.  I will keep Sarah 
Lahoski fully advised about my progress and concerns I may have. 
 
Fees and Insurance 
 The fee for a therapy session is $100. Fees are payable at the time that services are 
rendered.  Please ask your therapist if you wish to discuss a written agreement that 
specifies an alternative payment procedure.  Fees are reviewed annually, if my fees 
change at any point in the future, I will provide 60 days notice of any changes. 
Your therapist does not accept insurance.  Your therapist is happy to provide receipts for 
services so you can pursue reimbursement through your insurance company, if allowable.   
 
Confidentiality 
 All communications between you and your therapist will be held in strict 
confidence unless you provide written permission to release information about your 
treatment.  If you participate in group therapy, your therapist will not disclose 
confidential information about your treatment unless all person(s) who participated in the 
treatment with you provide their written authorization to release.   

There are exceptions to confidentiality.  For example, therapists are required to 
report instances of suspected child or elder abuse.  Therapists may be required or 
permitted to break confidentiality when they have determined that a patient presents a 
serious danger of physical violence to another person or when a patient is dangerous to 
him or herself.  In addition, a federal law know as the Patriot Act of 2001 requires 
therapists (and others) in certain circumstances, to provide FBI agents with books, 
records, papers and documents and other items and prohibits the therapist from disclosing 
to the patient that the FBI sought or obtained the items under the Act. 
 



INFORMED CONSENT 
 
Appointment Scheduling and Cancellation Policies 

Sessions are typically scheduled one time a week or every other week.  Your 
practitioner may suggest a different amount of therapy depending on the nature and 
severity of your concerns.  Your consistent attendance greatly contributes to a successful 
outcome.  In order to cancel or reschedule an appointment, you are expected to notify 
your therapist at least 48 hours in advance of your appointment.  If you do not provide 
your therapist with at least 48 hours notice in advance, you are responsible for the full 
payment of the missed session. 
 
Practitioner Availability/Emergencies 

Telephone consultations between office visits are welcome.  However, your 
therapist will attempt to keep those contacts brief due to the belief that important issues 
are better addressed in regularly scheduled sessions.  

You may leave a message for your therapist at any time on their voicemail.  If you 
wish your therapist will to return your call, please be sure to leave your name and phone 
number(s), along with a brief message concerning the nature of your call.  Non-urgent 
calls are returned during normal workdays (Tuesday through Saturday) within 48 hours.  
Your therapist is not available on Sundays and Monday after 8pm.  If you have an urgent 
need to speak to a therapist, please indicate that fact in your message and follow any 
instructions involving a threat to your safety of others, please call 911 to request 
emergency assistance.   
 
About the Therapy Process 

It is your therapist’s intention to provide services that will assist you in reaching 
your goals.  Based upon the information that you provide to your therapist and the 
specifics of your situation, your therapist will provide recommendations to you regarding 
your treatment.  We believe that therapists and patients are partners in the therapeutic 
process.  You have the right to agree or disagree with your therapist’s recommendations.  
Your therapist and you will also periodically exchange feedback regarding your progress. 

Due to the varying nature and severity of problems and the individuality of each 
patient, your therapist is unable to predict the length of your therapy or to guarantee a 
specific outcome or result. 
 
Termination of Therapy 

The length of your treatment and the timing of the eventual termination of your 
treatment depend on the specifics of your treatment plan and the process you achieve.  It 
is a good idea to plan for your termination, in collaboration with your therapist.  Your 
therapist will discuss a plan for termination with you as you approach the completion of 
your treatment goals. You may discontinue therapy at any time.  If you or your therapist 
determines that you are not benefitting from treatment, either of you may elicit to initiate 
a discussion of your treatment alternatives.  Treatment alternatives may include, among 
other possibilities, referral, changing your treatment plan, or terminating your therapy. 
 
	



INFORMED	CONSENT/CONSENT	TO	TREAT	
	
Patient’s	Name:________________________________________________________________	
	
DOB:__________________________________________	
	
Date:__________________________________________	
	
☐	 I	understand	Sarah	Lahoski	LPC,	MFT,	ACHt,	HHP	uses	integrative		

psychotherapy	and	mental	health	approach.			
	

☐	 I	understand	that	the	care	I	receive	from	Transformative	Path	may	be	
considered	non-conventional.		Such	services	are	commonly	referred	to	as	
integrative,	complementary,	alternative,	or	holistic	services.		This	can	include	
mindfulness	and	breathing	exercises,	energy	psychology	practices,	guided	
imager,	hypnotherapy	and	other	mind-body	approaches	and	intuitive	
guidance.		While	many	of	these	techniques	have	been	long	practiced	and	
researched	and	found	to	be	effective,	many	are	still	considered	
“investigative”	or	“experimental”.		The	treatment	plan	is	collaborative	effort	
and	I	recognize	it	is	my	responsibility	to	let	Sarah	Lahoski	know	which	
approaches	I	would	like	to	try	and	those	with	which	I	do	not	feel	comfortable.		
I	recognize	it	is	entirely	my	choice.		By	accepting	these	treatments,		I	agree	to	
accept	the	risks	explained	to	me	about	these	treatments.			

	
Your signature indicates that you have read all proceeding pages of this agreement for 
services carefully and understand its contents.  Your signature also states that you have 
read the above privacy practice and that you have been offered a copy for your records. 
 
Please ask your therapist to address any questions or concerns that you have about this 
information before you sign!  Please note typing your full name, first, middle, and last 
and date constitute a legal signature for the purposed of this form.  You always have the 
option of printing this form and bringing it to your first appointment. 
 
Signature of Patient(s) 
Date___________________________________________________________________ 
 
Signature of Patient(s) and Authorized Representative(s) 
_______________________________________________________________________ 
 


