


















Insurance Benefits Disclosure 

* indicates a required field

* I want to use my insurance benefits for services?

* If you are using insurance to pay for services, please read carefully

before signing. Prior to your first appointment, our office will verify your

eligibility and benefits with your insurance company. While we try to be as

accurate as possible when verifying benefits, your fees may change

depending on your eligibility and benefits during the date of your sessions.

We obtain an estimate and we won't know your exact fee until we bill your

insurance and get your explanation of benefits back from your insurance

company. You are also encouraged to call the number on the back of your

card and ask your member representative about your 'mental health,

outpatient, office visit benefits. FCPS cannot guarantee any insurance

coverage or reimbursement. Please be aware you are ultimately responsible

for services rendered and the services will be charged to the card you have

placed on file. Insurance may take up to 30 days to process your claim. We

understand the complexity of insurance policies, so our office will work with

you to pay for services rendered, if needed and discussed with our office.

Please plan accordingly, and be sure to discuss any concerns or questions

with our office staff.

BY SIGNING THIS FORM, I AM AGREEING THAT I HAVE READ, UNDERSTOOD 

AND AGREE TO THE ITEMS IN THIS FORM.

YES NO

* Please circle your answer

Signature:__________________________
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Therapist/Counselor Qualifications Consent Form 

Charles Liggio, Thomas Baker and Paula Crooks are licensed in the Commonwealth of Virginia as Licensed 

Clinical Social Workers. 

Kathy Baker, Dr. Nicole Wynder, Rebecca Provost, Robert Nixon, Sarah Wampler and Jamie Hayes are 

licensed in the Commonwealth of Virginia as Licensed Professional Counselors. 

Soheila Alizadeh is a Resident in Counseling with a graduate degree in the field of counseling. Sade' 

Patterson and Tamika Daniel are Supervisee's in Social Work with a graduate degree in the field of clinical 

social work. 

All provisionally licensed counselors (Residents in Counseling and Supervisees in Social Work) are 

supervised by either Robert Nixon, LPC or Dr. Kenyuatia Gash. 

They are provisionally licensed and currently working towards becoming fully licensed in the state of 

Virginia. If you feel there is a basis for a formal complaint or grievance about anything related to the 

professional services that we are providing, we invite you to first communicate your concerns with your 

counselor so that he/she will be informed and have an opportunity to respond and attempt to resolve any 

misunderstanding. You have the right to file a complaint about any counselor in our office to our licensing 

board and may do so by contacting the Virginia Board of Counseling, Perimeter Center, 9960 Maryland 

Drive, Suite 300, Henrico, Virginia 23233- 1463. The complaints phone number is 1-800-533-1560. The 

website to the Virginia Board of counseling is www.dhp.virginia.gov/counseling. 

BY SIGNING BELOW I AM AGREEING THAT I HAVE READ, UNDERSTOOD AND AGREE TO THE ITEMS 

CONTAINED IN THIS DOCUMENT. 

Signature:___________________________







MINORS 

Communications between therapists and patients who are minors (under the age of 18) are confidential. 

However, parents and other guardians who provide authorization for their child's treatment are often 

involved in their treatment. Consequently, your therapist, in the exercise of his or her professional 

judgment, may discuss treatment progress of a minor patient with the parent or caretaker. Patients who are 

minors and their parents are urged to discuss any questions or concerns that they have on this topic with 

their therapist. 

TERMINATION Ending relationships can be difficult. Therefore, it is important to have a termination process 

in order to achieve some closure. The appropriate length of the termination depends on the length and 

intensity of the treatment. We may terminate treatment after appropriate discussion with you and a 

termination process if we determine that the psychotherapy is not being effectively used or if you are in 

default on payment. We will not terminate the therapeutic relationship without first discussing and 

exploring the reasons and purpose of terminating. If therapy is terminated for any reason or you request 

another therapist, we will provide you with a list of qualified psychotherapists to treat you. You may also 

choose someone on your own or from another referral source. 

CHANGES TO THE TERMS OF THIS NOTICE We can change the terms of this notice, and the changes will 

apply to all information we have about you. The new notice will be available upon request at our office. 

BY SIGNING BELOW I AM AGREEING THAT I HAVE READ, UNDERSTOOD AND AGREE TO THE ITEMS 

CONTAINED IN THIS DOCUMENT. 

Signature:_____________________________











include disclosures made in the last two years unless you request a shorter time. I will provide the list 

to you at no charge, but if you make more than one request in the same year, I will charge you a 

reasonable cost based fee for each additional request. 

6. The Right to Correct or Update Your PHI. If you believe that there is a mistake in your PHI, or that a

piece of important information is missing from your PHI, you have the right to request that we correct

the existing information or add the missing information. We may say "no" to your request, but we will

tell you why in writing within 30 days of receiving your request.

7. The Right to Get a Paper or Electronic Copy of this Notice. You have the right get a paper copy of this

Notice, and you have the right to get a copy of this notice by e-mail. And, even if you have agreed to

receive this Notice via e-mail, you also have the right to request a paper copy of it.

EFFECTIVE DATE OF THIS NOTICE 

This notice went into effect on January 2, 2019 

Acknowledgment of Receipt of Privacy Notice 

Under the Health Insurance Portability and Accountability Act of 1996 (HIPM), you have certain rights 

regarding the use and disclosure of your protected health information. By checking the box below, you are 

acknowledging that you have received a copy of HIPAA Notice of Privacy Practices. 

BY SIGNING BELOW I AM AGREEING THAT I HAVE READ, UNDERSTOOD AND AGREE TO THE ITEMS 

CONTAINED IN THIS DOCUMENT. 

Signature:_____________________________



Informed Consent for Psychotherapy 

FIRST COLONIAL PSYCHOTHERAPY SERVICES, 1232 PERIMETER PARKWAY, STE 206 VIRGINIA BEACH, VA 

23454 

PHONE NUMBER: 757.428.7500 

Informed Consent for Psychotherapy 

General Information The therapeutic relationship is unique in that it is a highly personal and at the same 

time, a contractual agreement. Given this, it is important for us to reach a clear understanding about how 

our relationship will work, and what each of us can expect. This consent will provide a clear framework for 

our work together. Feel free to discuss any of this with me. Please read and indicate that you have reviewed 

this information and agree to it by filling in the checkbox at the end of this document. 

The Therapeutic Process 

You have taken a very positive step by deciding to seek therapy. The outcome of your treatment depends 

largely on your willingness to engage in this process, which may, at times, result in considerable discomfort. 

Remembering unpleasant events and becoming aware of feelings attached to those events can bring on 

strong feelings of anger, depression, anxiety, etc. There are no miracle cures. I cannot promise that your 

behavior or circumstance will change. I can promise to support you and do my very best to understand you 

and repeating patterns, as well as to help you clarify what it is that you want for yourself. 

Confidentiality 

The session content and all relevant materials to the client's treatment will be held confidential unless the 

client requests in writing to have all or portions of such content released to a specifically named 

person/persons. Limitations of such client held privilege of confidentiality exist and are itemized below: 

1. If a client threatens or attempts to commit suicide or otherwise conducts him/her self in a manner in

which there is a substantial risk of incurring serious bodily harm.

2. If a client threatens grave bodily harm or death to another person.

3. If the therapist has a reasonable suspicion that a client or other named victim is the perpetrator,

observer of, or actual victim of physical, emotional or sexual abuse of children under the age of 18

years.

4. Suspicions as stated above in the case of an elderly person who may be subjected to these abuses.

s. Suspected neglect of the parties named in items #3 and # 4.

6. If a court of law issues a legitimate subpoena for information stated on the subpoena.

7. If a client is in therapy or being treated by order of a court of law, or if information is obtained for the

purpose of rendering an expert's report to an attorney.



Occasionally I may need to consult with other professionals in their areas of expertise in order to provide 

the best treatment for you. Information about you may be shared in this context without using your name. 

If we see each other accidentally outside of the therapy office, I will not acknowledge you first. Your right to 

privacy and confidentiality is of the utmost importance to me, and I do not wish to jeopardize your privacy. 

However, if you acknowledge me first, I will be more than happy to speak briefly with you, but feel it 

appropriate not to engage in any lengthy discussions in public or outside of the therapy office. 

BY SIGNING BELOW I AM AGREEING THAT I HAVE READ, UNDERSTOOD AND AGREE TO THE ITEMS 

CONTAINED IN THIS DOCUMENT. 

Signature:______________________________________








