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MOSAIC COUNSELING SERVICES,  
KIMM MOSS, LCSW  
Psychotherapist      16050 Via Este Rd., Sonora CA, 95370 
 

www.kimmmoss.com                 License Number: 71003 
findhope@kimmmoss.com  
(209) 288-2946   
 

Client Consent to Treatment with Policies, Procedures and Fees  

Welcome to Mosaic Counseling Services. The policies and procedures of my office are 
designed to create a safe and effective space for us to work together. Please read the 
contract carefully and ask me about any questions or concerns that may arise.  

Appointments and Cancellation Policy�Clients are seen by appointment only. I have 
a 24-hour cancellation policy. Please give no less than 24 hours advance notice to 
avoid being charged a late cancellation fee equivalent to your usual fee for 
appointments. If you call me the night before, you will still be responsible for the 
late cancellation fee. Thank you for understanding.  

Please also contact me if you are running late. In order to effectively see all my clients, I 
am unable to meet beyond our agreed upon time. For example, if you arrive at 10:15 
am for 10 am appointment, our session will still need to end at 10:50 am. If more than 
two sessions are missed in a row, I will not be able to guarantee a consistent 
appointment after that. Thank you for understanding.  

Telephone Calls  

You may leave a voicemail or text at any time at 209.352.0834. Please leave your 
phone number when leaving a message. I return messages only between Mondays 
and Fridays, 9 am to 7 pm. This means I do not return after-hours calls until I retrieve 
messages during these times. If you are in crisis or need immediate assistance, please 
call 911 or go to the nearest emergency room.  

I will respond to telephone and email messages within the next business day. Please be 
aware that email is less secure than a phone message and I cannot guarantee 
confidentiality via email. I recommend that people do not send confidential information 
through email.  
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Email and Social Media  

• Email: Email is not a secure method of communication. I prefer using e-mail only for 
scheduling or other logistical concerns. Any correspondence via e-mails are retained 
in the logs of your and my Internet service providers. While it is unlikely that anyone 
will read these logs, they are available to be read by the system administrator of 
Internet service providers. 

• Text messages: Because of the increased risk of miscommunication, I prefer to use 
text messages only for scheduling or other logistical concerns.  

• Social media: I do not accept or respond to friend requests from current or former 
clients on social networking site , as this ay compromise confidentiality, threaten the 
integrity of treatment, and blur the boundaries of our therapeutic relationship. Thank 
you for understanding.  

Fees and Payments�Fee and Payment Method: Individual therapy is $150 for a 60-
minute session. Couples or family counseling is $150 for a 60-minute session. Longer 
sessions, typically needed for family or relationship counseling, are available at a pro-
rated fee. Payment can be made by cash, check, or debit/credit cards.  

I accept most insurance. Co-pays are due at the time of the visit. In the case of a late 
cancelation (less than 24 hours), clients are responsible for a cancellation fee of the 
appointment ($100).  

Late Payment Fees: Full payment is expected at the time services rendered otherwise 
agreed upon. A grace period will be allowed with no late fee if payment�is received by 
6:00 pm the following business day. After this time, there will be a $20 charge for late 
payment within the first week and a $30 charge thereafter. Thank you for 
understanding.  

Commitment to Therapy  

I provide both brief and long-term therapy. In either case, therapy requires our mutual 
commitment to your ongoing process of learning, growth, and improved well-being. If 
you should choose to end your therapy, I ask that you let me know at least two to four 
weeks in advance to allow for adequate closure and review of our work together.  

 

Initial 
_____	

Initial 
_____	
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Consultation  

It is common practice for therapists to seek consultation about their cases This is 
done�to ensure that the services provided are effective.  

Out-of-Network Insurance and Issues of Privileged Communication  

I take your confidentiality very seriously. If you choose to file out-of-network insurance 
coverage, it is your responsibility to file your own claims to get reimbursed. I will provide 
an invoice for you with the documentation and diagnosis needed in order to file a claim 
with your insurance company. Beyond this required documentation, unless you 
specifically sign a release of information authorizing me to talk to someone, your 
information is kept private, confidential, and privileged (i.e., If someone calls me asking 
about you, I will not acknowledge knowing you unless you sign a release form.).  

What you talk about in your sessions is protected by privileged communication laws and 
confidentiality principles, with the following specific exceptions:  

1. Imminent danger of client harm to self, to other, or by others.  

2. Suspected abuse or neglect of a child or adult who cannot take care of themselves, 
including the elderly and disabled.  

3. Court order for clinical records, if client is involved in legal proceedings.  

Important Phone Numbers  

Kimm Moss, LCSW��

OFFICE: 209.288.2946 

CELL:�209.352.0834 (9 am – 7 pm, Monday – Friday)  

24-Hour Suicide and Crisis Intervention Hotline: 209.533.7000  

National Suicide Hotline: 1 800 784 2433  
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By signing this I also acknowledge that:  

• I reviewed the Client Consent to Treatment with Policies Procedures and Fees 
and have had the opportunity to ask questions about it.  

• I understand payment and cancellation expectations.  

 
__________________________________  ___________________________  

 Client Signature                                                 Print Name/Date 

__________________________________  ___________________________  

 Parent/Legal Guardian Signature                      Print Name/Date 
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