Sacred Solutions Integrative Counseling PLLC
Informed Consent for Treatment

INFORMED CONSENT FOR TREATMENT
Sacred Solutions Integrative Counseling PLLC
21324 Sister Sky Lane NE, Indianola, WA 98342
Phone: 360-535-4535
Email: ajackson@sacredsolutionscounseling.org
Provider: Adam Jackson, LMFTA, SUDP

1. Purpose and Nature of Therapy
Therapy is a collaborative process that may involve discussing difficult emotions, experiences, and patterns. The goal is to support growth, insight, and improved well-being. While therapy can be beneficial, results cannot be guaranteed.

2. Risks and Benefits
Therapy may involve increased self-awareness, improved coping skills, emotional relief, and changes in relationships. Potential risks include temporary emotional discomfort, discussing distressing memories, and changes in relationships or routines. You may stop therapy at any time.

3. Limits of Confidentiality
Your information is confidential except in situations required by law: suspected abuse or neglect of a child or vulnerable adult, serious threat of harm to yourself or others, court orders, or health oversight investigations.

Supervision (LMFTA Requirement): As an LMFTA, I practice under supervision as required by Washington State law. Your case may be discussed with my approved supervisor for professional development and quality of care. Your identity will be protected whenever possible.

4. Fees and Payment Policies
My current fee schedule is provided in your Good Faith Estimate and on my website. Fees may be updated with 30 days’ notice. Payment is due at the time of service unless other arrangements are made.

5. Cancellation and No-Show Policy
A minimum of 24 hours’ notice is required to cancel or reschedule an appointment. Cancellations with less than 24 hours’ notice, or missed appointments, may be charged the full session fee.

6. Communication Policies
Email and text messaging may be used for scheduling and administrative purposes only. These methods are not appropriate for urgent or clinical communication. I do not provide crisis services via text, email, or voicemail. Response times may vary.

7. Emergency Procedures
If you are experiencing an emergency or crisis, do not wait for a response from me. Contact 911, your local crisis line, the 988 Suicide & Crisis Lifeline, or the nearest emergency room. Because I provide telehealth services, you must provide a current physical location at the start of each session.

8. Client Rights and Responsibilities
You have the right to be treated with respect, ask questions about your treatment, request a copy of your records, decline or withdraw from therapy at any time, and receive a Good Faith Estimate of costs. You are responsible for providing accurate information, attending scheduled sessions, paying agreed-upon fees, and participating actively in treatment.

9. Consent to Treatment
By signing below, you acknowledge that you have read, understood, and agree to the terms of this Informed Consent. You understand the nature and purpose of therapy and voluntarily consent to treatment with Sacred Solutions Integrative Counseling PLLC.

Client Name: __________________________________________
Client Signature: _______________________________________
Date: ______________________

Counselor Name: Adam Jackson, LMFTA, SUDP
Counselor Signature: ____________________________________
Date: ______________________
