
Laura Pryor LIMHP, LPC, PLADC
7909 L Street  Omaha, Nebraska  68127

Counseling Agreement & Consent to Treat

I have entered into this agreement because I am aware that the information from these sessions 
have a therapeutic, not legal, purpose, and require an emotionally safe and confidential 
atmosphere to be present for optimal success in counseling.   I will not use information from 
these sessions to cast a negative light on others involved in counseling with me.  I understand 
that this agreement does not prohibit disclosure in the case of criminal offenses, including 
suspected child abuse or neglect or potential harm to myself or others.

I also understand that, in the case of couples  and family counseling, secrets will not be kept by 
the therapist from members participating in the counseling, as it will undermine the success of 
counseling, and the therapist reserves the right to pass on information that furthers therapeutic 
goals.

I am aware that sessions are limited to 50 minutes, and will try to provide new disclosures and 
goals early in the session so that there may be satisfactory attention and resolution reasonable 
to the time that is available.  

I. INFORMED  CONSENT FOR  TREATMENT
I, ____________________________________ acknowledge I have reviewed and understand 
my rights and responsibilities as a client in the therapeutic relationship.
*I consent to participate in, or allow my child to participate in, counseling treatment provided by 
Laura Pryor LIMHP, LPC, PLADC.
*I understand the practice of counseling is not an exact science and that results cannot be 
guaranteed. I am aware I may stop treatment at any time.
*I understand Laura Pryor LIMHP, LPC, PLADC is not affiliated with Alternative Counseling and 
any grievances towards Laura Pryor should be brought directly to her attention.
*I understand I am financially responsible for all evaluation and treatment charges not 
covered by insurance. Charges may include insurance deductibles, co‐insurance or out‐
of‐pocket expenses, and late cancellation or no‐show fees (see financial policy).
*I understand Laura Pryor meets with a group of mental health therapists, weekly, to staff client 
concerns and gain feedback for the benefit of the clients Laura Pryor works with and for her 
professional development.  The information discussed in the consultations remains confidential 
within the group and is not discussed in any other setting.

My signature below indicates I have read, understand and agree with the above statements.

_______________________________________________________________________
Responsible Party's Signature or Representative of Client Date

_______________________________________________________________________
Responsible Party's Relationship to Client (parent, power of attorney, healthcare surrogate, etc.)


