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TREATMENT AGREEMENT
I agree to enter into a therapeutic treatment agreement.  This agreement is established to provide clear expectations, structure and limits.  I understand that this agreement is necessary, as a part of my treatment plan, because of my particular condition and may help with my recovery.  I further understand that this agreement may be modified by mutual agreement from time to time to fit any modification in the treatment plan.
I will comply with a mutually agreed upon treatment plan.  In addition, I will attend evaluation sessions as scheduled or provide a twenty-four (24) hour weekday notice of cancellation.  I understand that I will have to pay for missed appointments.  After my initial evaluation is completed, telephone contacts for medication consultation or psychotherapy may be billed at the hourly rate.
I agree to full disclosure.  That is, I will be honest about the involvement of other physicians/clinicians and report any changes in those relationships.  I will report any suggestions by other physicians/clinicians to change my medications before those changes are made unless that physician/clinician is acting in an emergency situation.  I agree to have my medical and psychiatric care coordinated specifically to avoid the possibility of miscommunication and to guarantee that only one physician prescribes all psychotropic medications.  This includes arrangements for the prescription of pain medications.  I will take medications as prescribed.  If I am having any problems with medications in terms of my response, a lack of response or side effects, I will notify my psychiatrist before I make any changes in medications or dosing schedules.  If I agree to treatment with the requirement that I abstain completely from all illicit substances and/or alcohol, I will report any continued use of such substances.  I also understand that failure to maintain abstinence will require a period of rehabilitation in an appropriate clinical setting, and I will not continue to receive prescriptions for psychiatric medications.
I agree to no self-harm.  If I feel that I might harm myself or someone else, I will notify my physician/clinician immediately.  We will then mutually arrange for my safety to specifically prevent self harm.  If my psychiatrist/clinician feels that I cannot be safely managed on an outpatient basis, then I will agree to the most appropriate placement to assure my safety.  Similarly, I will not harm or threaten to harm others.  I also understand that any disclosure of current threats of harm to myself, as in a specific suicide threat, will result in immediate referral to an emergency behavioral health unit.
The therapeutic relationship will be ended if I am unable to comply with any of these agreements.  Termination of the therapeutic relationship is a formal process.  Care will be transferred to another psychiatrist/clinician for continuity.  As applicable, emergency psychiatric care will continue to be provided and vital prescriptions will be renewed for an additional thirty (30) days.  I may try to find my own psychiatrist/clinician to continue my treatment, or I will be given a list of psychiatrists/clinicians who might be appropriate for me.  After thirty (30) days, the formal therapeutic relationship will end.
Customer Name (Print)

Customer/Parent/Guardian Signature
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