


§pdbtc

pacific dbt collaborative 
6 petaluma blvd. n suite b6 & b12 

petaluma, california 94952 
pacificdbt.com 

For your convenience we accept MASTER CARD - VISA -AMEX - DISCOVER - 

CASH - CHECK. If you would like to keep a credit card on file to have your visits 

automatically charged please complete the section below. 

I authorize Pacific DBT Collaborative to keep my signature on file and charge my credit 

card for services rendered. I understand that this authorization is valid until such time 

that I cancel the authorization through written notice to the office. 

Cardholder's name 

Address 

Acct# 
----------------------

Exp Date ____ _ 

CVC# 

Master card Visa AMEX Discover 

----
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Date of Birth 

Signature of Patient _____________ _ 

Date 
-----------

Signature of parent or guardian if patient is a minor

_______________________ 

Informed Consent for Treatment 

This is intended to provide you with important information regarding your treatment. 

Please read the entire document carefully and be sure to ask me any questions that you 

may have regarding its contents. You are free to ask questions at any time about my 

experience and professional orientation. 

Fees for Services 

My fee for service is _____ for a SO-minute session. If we choose to have a 

longer session, the fee will be adjusted accordingly. I may charge for phone contact 

between sessions or other tasks that are related to your treatment and I will inform you 

before charging you a fee for services outside of the therapy hour. I do not take insurance 

but can provide you with documentation to submit to your insurance company. If you are 

unable to continue paying for therapy, please inform me and I will help you to consider 

options that may be available. Please cancel sessions with 48 hours advanced notice 

or you will be responsible for payment. All cancellations must occur via phone or 

email. 

Confidentiality 

All communications between you and I will be held in strict confidence unless you 

provide me with written permission to release information about your treatment. If you 

participate in couples or family therapy, I 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 exceptions to confidentiality that are mandated by law. I am required to report 

instances of suspected child or elder abuse or neglect. I am also required to break 

confidentiality when I 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, The Patriot Act of 2001 requires therapists in certain circumstances, to provide 







Weask that you contact us
in advance to let usknow if you will not beable to attend group.




