
Sharon Gilbert, LCPC_____________________________________________ 
Empowering clients to achieve the level of change they desire 
 
Welcome to my counseling practice.  I look forward to working with you to achieve the 
changes you desire.  This form includes some basic practice policies that I want you to 
be aware of. 
 
Confidentiality and Records 
 
The privacy of your information is important to me and I am committed to protecting it.  
In the state of Illinois, confidentiality is granted to individuals age 12 and over.  I am 
required by the terms of my license to break confidentiality if you report suicidal 
thoughts, homicidal thoughts, child abuse or neglect, or elder abuse or neglect.  Please 
ask for a copy of the “Notice of Privacy Practice” for more detail on how and when 
private information may/must be shared.  
 
You are entitled to a copy of your records if you ask.  A standard copying fee will be 
assessed to your account for this service.  It is strongly recommended that you have 
another clinician or third party professional who is familiar with psychotherapy 
terminology review your records with you, as many of the terms may seem vague or 
confusing.   
 
Scheduling/cancelling sessions 
 
We will make every effort to have your next session scheduled as we end each session 
and I will note the date and time on your receipt.  Successful outcomes in therapy are 
directly related to participation in regularly scheduled sessions.  If you need to change 
an appointment, please call at least 24 hours in advance of your appointment time.  
Failure to provide me with 24 hours notice will result in you being charged for the 
session, and I cannot bill insurance for this charge. 
 
Payment Information 
 
I will bill directly to Blue Cross Blue Shield and Aetna for payment of your sessions.  
Your co-pay or deductible is due at the time of service.  I will provide a detailed receipt 
that you can use to seek reimbursement from other insurance companies.  Please be 
aware that you, the client, are ultimately responsible for payment of all fees if for any 
reason the insurance company denies payment.  In order to prevent you from 
accumulating a bill that is overwhelming, I will not allow your outstanding balance to 
exceed $200.  



 
I accept cash or check for payment of services.  If for any reason your check does not 
clear the bank, your account will be assessed a $25 NSF charge which will be due at 
your next session.  Having more than two NSF checks on your account will result in you 
being required to pay cash for future sessions. 
 
Fee Schedule 
 
The following fees are effective as of 2/26/15: 
 
90791 Initial session (aka intake session)  $150   
90804 Individual session      $  65 20-30 minute session 
90834 Individual session      $120 45 - 50 minute session 
90847 Family or couple session     $120 45 - 50 minute session 
90837 Individual session      $130 51 - 60 minute session 
Report writing      $110/hour 
Copying of file          $1/page 
 
Phone calls – within reasonable limits, these are a normal part of therapy and there is 
no charge.  If these become excessive or lengthy we will discuss a fee for this.  For a 
variety of safety and confidentiality reasons, I prefer not to conduct therapy sessions via 
telephone.  Please be aware also that BCBS will not reimburse for phone sessions.  
 
Contacting me 
 
While I provide a phone number for clients to use to reach me, I may be in session with 
another client, in class, or otherwise unavailable when you call.  Please feel free to 
leave a detailed message on my confidential voicemail.  However, if you are calling 
with an emergency, please go to your local emergency room, call 911, or call the 
crisis unit at 630-627-1700. 
 
In presenting myself for treatment with Sharon Gilbert LCPC I acknowledge and agree 
to the policies outlined above and acknowledge receipt of the “Notice of Privacy 
Practice.”   
 
_______________________________________   _____________ 
Client signature        Date 
 
________________________________________   ______________ 
Parent or guardian if client is under the age of 18   Date 


