
Michael F. Shea, LICSW, LLC 
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Washington, DC 20037 
(202) 966-0575 

 
Informed Consent   

 
I hereby acknowledge that this information given to Michael F. Shea, Licensed Clinical Social Worker, (LICSW), is true 
and complete to the best of my knowledge. This information is confidential and is to be released to another person or 
agency only with my written specific authorization.  What you discuss during your therapy session is confidential. No 
contents of the therapy sessions, whether verbal or written may be shared with another party without my written 
consent or the written consent of my legal guardian.   
 
________________________________________________________________________________________________ 

Fee Schedule and Financial Responsibility 
I acknowledge that I have read and agree to the Fee Schedule. I also understand and acknowledge my 
financial responsibility as stated. 
_______________________________________________________________________________________ 
 
Termination of Therapy 
 
 Although the chances for obtaining my goals for therapy will best be met by adhering to therapeutic suggestions, I 

understand that I have the right to discontinue or refuse treatment at any time.  I understand that I am responsible, 

however, to schedule and attend a termination session and any balance will need to be addressed prior to termination. 

 
 
Having read and understood the nature and risks of therapy, the alternatives to treatment, the qualifications and 

values of the counselor, the nature of the fees and policies regarding cancellations, the limits to confidentiality, the 

right to terminate therapy, and the right to voice a grievance. 

 I hereby consent to treatment by Michael F. Shea, LICSW. 

My signature on this form verifies my understanding of these conditions.  I have received a copy of the HIPPA Notice of 

Privacy Practices. 

 

    

 Client/Guardian Signature Date 

        Guardian Relationship to Client:  

  

 


