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Compassionaterevolt@gmail.com | 1457 E Chapman ave, fullerton, ca 92832  | 657.333.2396  

www.compassionaterevolt.com 

 
Crisis Care: I hereby verify, by my signature below, that I understand that my counselor does not provide 
crisis counseling and that my counseling is limited to my scheduled appointments only. In case of life 
threatening emergency I will call 911. Messages can be left by phone at 657.333.2396 or email at 
compassionaterevolt@gmail.com and my counselor will respond within 24-48 hours except during 
weekends, holidays or as otherwise specified.  
         _________________Client Initial 
 
Payment for Services: Clients are expected to pay for services at the time they are rendered. Please notify 
your therapist if any problem arises during the course of your therapy regarding your ability to make 
timely payment for counseling appointments. Make checks payable to Traci Medeiros-Bagan. Please 
bring correct change if paying with cash.  
         _________________Client Initial 
 
Insurance Reimbursement: Client understands that this provider does not take insurance or bill insurance 
directly. However, the therapist will discuss diagnosis and provide an invoice for reimbursement at the 
client’s request. Please, notify your therapist if you need an itemized insurance bill. 
         _________________Client Initial 
 
Cancellations: A minimum of 24 hours notice is required for rescheduling or cancellation of your 
appointment. Sessions cancelled within the 24hr period will be charged at 50% the agreed upon 
session fee. The full fee will be charged for missed sessions without notification.  
         _________________Client Initial 
 
Hotlines: Since there are no crisis services available through this provider a list of available hotlines, in 
addition to a copy of this form will be given to you if an urgent need should arise. 
         _________________Client Initial 
 
Confidentiality: All information disclosed within sessions and in the client’s records is confidential and may 
not be revealed to anyone without your written permission except where disclosure is required by law. 
Disclosure may be required under the following circumstances: Where there is reasonable suspicion of 
child abuse or elder abuse; where there is reasonable suspicion that the client presents a danger of 
violence to others or where the client is likely to harm themselves unless protective measures are 
taken. Disclosure may also be required pursuant to a legal proceeding. 
         _________________Client Initial 
 
Consent for Treatment: I understand that psychotherapeutic services are to help facilitate self-exploration 
and growth. Psychotherapy services provided are not medical advice, treatment is not time limited, 
outcomes are dependent on compliance with treatment, and will, also, vary by individual.    
         _________________Client Initial 
 
By signing this form I agree to the above and consent to treatment. 
 
 
Client Name Printed    Client Signature    Date 
 
 
Therapist Name Printed   Therapist Signature    Date 


