
	

Thank you for trusting me to assist you with your concerns. Please take the time to read and understand this 
document and ask me about any section which may be unclear to you.  
 
This consent is valid until termination of the therapeutic relationship. You have the right to revoke consent at any 
time. Verbal or written notification will be accepted. Please read this agreement carefully, and sign if you fully 
AGREE & UNDERSTAND these terms & conditions. 
 
PSYCHOLOGICAL SERVICES 
Psychotherapy is not easily described in general statements. It varies depending on the personalities of the 
psychologist and patient, and the particular problems you hope to address. There are many different methods I 
may use to deal with those problems. Psychotherapy is not like a medical doctor visit. Instead, it calls for a very 
active effort on your part. In order for the therapy to be most successful, you will have to work on things we talk 
about both during our sessions and at home. Psychotherapy can have benefits and risks. Because therapy often 
involves discussing unpleasant aspects of your life, you may experience uncomfortable feelings like sadness, guilt, 
anger, frustration, loneliness, and helplessness. On the other hand, psychotherapy has also been shown to have 
benefits for people who go through it. Therapy often leads to better relationships, solutions to specific problems, 
and significant reductions in feelings of distress. 
 
APPOINTMENTS 
Scheduled sessions begin at the appointed time and lasts exactly 50 minutes. Sessions are usually once a week, at 
a time we agree upon, although depending on your request and needs, some sessions may be more or less 
frequent. The time scheduled for your appointment is assigned to you alone. You are responsible for arriving on 
time. If you are late, your appointment will still end at the scheduled time.  
 
You accept responsibility that appointments are taken as confirmed at the time of the scheduled booking. Any 
reminders serve as a courtesy & have no bearing on the confirmation of an appointment. 
 
Any late-coming will shorten the session and the session will be charged in full. Sessions cannot run overtime if you 
are late as this will impact the client scheduled after you. Once an appointment is scheduled, you will be expected 
to pay for it unless you provide 24 advance notice of cancellation [please see 24 hour cancellation policy]. If you or 
I believe that I am not the right therapist for you, I will give you referrals to other trusted practitioners whom I believe 
are suited to help you. 
 
CANCELLATION OF APPOINTMENTS 
A 24 hour cancellation policy applies. This 24 hour cancellation policy is standard in the medical and mental health 
fields and will be strictly enforced. The reason for this policy is that 24 hours’ notice is required as advance warning 
as it enables me the opportunity to schedule someone else for that time. This is important because others may be 
on a waiting list or may be looking for an opportunity to use that session slot. 
 
If you miss a session without cancelling, you will be billed as such which will most likely not be covered by your 
medical aid. Thus, you are accepting responsibility that a missed session will be billed in full and may (depending 
on your medical aid) be for you own personal account. You also accept that appointments are taken as confirmed 
at the time of verbal booking. Any reminders serve as a courtesy & have no bearing on the confirmation of an 
appointment. 
 



	

LATE ARRIVAL POLICY 
Please note that you need to notify me if you will be late for your appointment. Then your appointment will be held 
for you and you can use the remaining time within that 50 minute slot. If you do not notify me of your late arrival, I 
will wait 15 minutes, after which I will assume that you are not coming and may leave the office, especially if this is 
the last session slot of the day. In such a case, you will be charged in full for a missed appointment. 
 
PROFESSIONAL FEES 
This is a cash practice and accounts are settled immediately after your appointment. My fees are based on current 
medical aid rates. You will receive a statement which you can submit to your medical aid for reimbursement.  
 
If we meet for more than the usual allocated 50 minute time, I will charge accordingly. In addition to weekly 
appointments, I charge this same session rate for other professional services you may need, though I will prorate 
the hourly cost if I work for periods of less than one hour. 
 
Other professional services include: PMB applications/motivations, referral letters to other professionals such as 
doctors or psychiatrists, sick notes, telephonic conversations lasting longer than 10 minutes, attendance at meetings 
or telephonic consults with other professionals you have authorised, and the time spent performing any other service 
you may request of me. 
 
If you are unable to pay for a session due to unforeseen financial constraints, please discuss this with me beforehand 
in order to make an arrangement. Please note that it is my right to employ a Debt Collector if you do not pay for 
my professional services provided to you.  
 
The practice withholds the right to terminate non-emergency treatment due to non-payment of accounts.  
 
I am under no obligation to draw up written reports of any nature relating to therapeutic services offered. Should I 
undertake to draw up a written report, upon request to do so by you, the time spent drawing up the report will be 
charged for at R1050 per hour.  
 
I provide a confidential therapeutic service, and not a psycho-legal or forensic service. However, should it be 
deemed necessary by a court of law for me to draw up a psycho-legal or forensic report of any nature whatsoever, 
or to appear in court for any reason related to any services offered, the time utilised for these purposes will be 
charged for at R1050 per hour. Please note that this charge is not covered by any medical scheme. It will therefore 
be your responsibility to make full payment for such services beforehand, even if another party compels me to testify 
via a court of law. If you anticipate becoming involved in a court case, I recommend that we discuss this fully before 
you waive your right to confidentiality.   
 
As the undersigned, you are accepting full responsibility for my account & to settle any outstanding payments. 
 
Please note that fees are subject to annual increase. 
 
If your account has not been paid for more than 30 days and arrangements for payment have not been agreed 
upon, I have the option of using legal means to secure the payment. This may involve hiring a collection agency or 
going through small claims court. [If such legal action is necessary, its costs and my billable time lost to this process 



	

will be included in the claim.] In most collection situations, the only information I will release regarding a patient’s 
treatment is his/her name, the dates, times, and nature of services provided, and the amount due. 
 
VERY IMPORTANT: MEDICAL AID REIMBURSEMENT AND PRESCRIBED MINIMUM BENEFITS 
In order for us to set realistic treatment goals and priorities, it is important to evaluate what resources you have 
available to pay for your treatment. If you have a medical aid policy, it will usually provide some coverage for mental 
health treatment, usually making use of your medical aid savings. I will fill out forms and provide you with whatever 
assistance I can in helping you receive the benefits to which you are entitled; however, you (not your medical aid 
company) are responsible for full payment of my fees. It is very important that you find out exactly what mental 
health services your medical aid policy covers. 
 
You should carefully read the section in your medical aid coverage booklet that describes mental health services. If 
you have questions about the coverage, call your plan administrator. Of course, I will provide you with whatever 
information I can based on my experience and will be happy to help you in understanding the information you 
receive from your medical aid company. Due to the rising costs of health care, medical aid benefits have increasingly 
become more complex. It is sometimes difficult to determine exactly how much mental health coverage is available. 
Prescribed Minimum Benefits (PMB) plans often require authorisation before they provide reimbursement for mental 
health services. Please note, if you make use of a PMB, you are swapping inpatient care for outpatient therapy. 
Thus, you may forfeit your inpatient care if you utilise PMB services for outpatient sessions. PMBs are only available 
for certain ICD-10 diagnostic codes. 
 
These plans are often limited to short-term treatment approaches designed to work out specific problems that 
interfere with a person’s usual level of functioning. It may be necessary to seek approval for more therapy after a 
certain number of sessions. Though a lot can be accomplished in short-term therapy, some patients feel that they 
need more services after medical aid benefits end. Some managed-care plans will not allow me to provide services 
to you once your benefits end. If this is the case, you will have the option available to you to pay cash for the 
sessions. 
 
You should also be aware that most medical aid companies require that I provide them with your clinical diagnosis. 
Sometimes I have to provide additional clinical information, such as treatment plans, progress notes or summaries, 
or copies of the entire record (in rare cases). This information will become part of the medical aid company files. 
Though all insurance companies claim to keep such information confidential, I have no control over what they do 
with it once it is in their hands. In some cases, they may share the information with a national medical information 
databank. I will provide you with a copy of any records I submit, if you request it. You understand that, by using 
your medical aid, you authorise me to release such information to your medical aid company. I will try to keep that 
information limited to the minimum necessary. 
 
Once we have all of the information about your medical aid coverage, we will discuss what we can expect to 
accomplish with the benefits that are available and what will happen if they run out before you feel ready to end 
our sessions. It is important to remember that you always have the right to pay for my services yourself to avoid the 
problems described above [unless prohibited by the medical aid contract]. 
 
 
 
 



	

LIMITS OF CONFIDENTIALITY 
All communications between me, Karin Gerber, and you, the Patient, and all records relating to the provision of 
psychological services to you are confidential and will not be disclosed without your written consent. However, the 
law places certain limits on the confidential nature of the psychological services provided to adults and children, 
such as: 
• If a child is in need of protection, a report must be filed with the appropriate agency or authority 
• If a vulnerable adult or child is abused or neglected, a report must be filed with the appropriate government 

agency 
• If a court of law orders the disclosure of records, I, Karin Gerber, will be obliged to comply 
• If information obtained through the psychotherapeutic process indicates that you or your child is at risk, I am 

obliged by law to report it to the relevant authority 
 
OTHER RIGHTS 
If you are unhappy with any aspect of your therapy, I encourage you to talk to me about it. Such comments will be 
taken seriously and handled with care and respect. You may also request that I refer you to another therapist, and 
you are free to end your therapy at any time. It is imperative that you inform me if you consult any other psychologist 
while you are still in therapy with me.  
 
  



	

ANNEXURE A 
INFORMED CONSENT 

 
NAME:  ___________________________________  ADDRESS: _____________________________ 
 
SURNAME: ___________________________________    _____________________________ 
 
ID NUMBER: ___________________________________    _____________________________ 
 
CELL:  ___________________________________    _____________________________ 
 
EMAIL:  ___________________________________    _____________________________ 
 
INDEMNITY 
Whilst engaging in Psychotherapy sessions at 37 Mark Street, Stellenbosch, I the client, accept full responsibility for 
my safety on the premises. I, the client, fully indemnify the therapist, Karin Gerber, the landlord, the staff, and any 
other persons associated with this property. I, the client, indemnify the above mentioned persons, including, but 
not limited to: any injury, damage, loss, or death resulting from any cause whatsoever. In the case of minors, this 
indemnity is accepted, understood and signed by the legal guardian. Any person/s that accompany the client to 
the premises is also the full responsibility of the undersigned client. The cost associated of replacing, or repairing 
damage to any part of the property, however caused by any of the above mentioned, shall be paid for by the 
undersigned. Any medical conditions or allergies must be communicated by the client to the psychologist. 
 
INFORMED CONSENT 
I acknowledge and understand the benefits and risks as made known to me by Karin Gerber and as reflected in this 
form. I hereby give my consent to participate in therapy for the sake of addressing the presenting problem.  
 
By signing this document, I acknowledge that I have read the above information, clarified any uncertainties and that 
I consider myself bound to the contents thereof. 
 
DISCLOSURE OF MEDICAL INFORMATION 
I hereby authorise: 
• the use and disclosure of my medical information to any relevant specialist as the primary psychologist may see 

fit. 
• that a copy of my medical record will be kept by the psychologist on file. 
• the disclosure of relevant medical information to my Medical Aid - will typically include diagnoses & ICD10 

codes and procedural codes. 
 
PRIVACY OF MEDICAL INFORMATION 
I understand that this practice has implemented reasonable security measures to guard against the unauthorised 
disclosure of my patient information, and that I may revoke my authorisation in writing at any time. My patient 
information may be disclosed by this practice, without my consent, in response to a specific request by a law 
enforcement agency, subpoena, court order, or as required by law. 
 
 



	

MEDICAL CERTIFICATES ('SICK NOTE') 
I hereby acknowledge that I understand that although I am entitled to ask for a medical certificate from my 
psychologist, she is under no obligation to issue such a certificate. My diagnosis will only be disclosed on the 
certificate provided I have given my written consent, and the decision who I want to show the certificate to is at my 
sole decision. 
 
PAYMENT OF MEDICAL COSTS 
I acknowledge that: 
• I have been informed of the professional fees charged by this practice. 
• My Medical Aid may or may not cover all the fees charged by this practice. Should there be a shortfall, I remain 

personally liable for payment of that shortfall. 
• I am fully responsible for payment and should I not pay timeously, I will be liable for debt recovery & legal costs. 
 
GENERAL 
I hereby confirm that: 
• I have freely chosen this practice to consult with. 
• I am aware of the fact that the availability of my psychologist is generally limited to office hours and consulting 

times. 
• I am under the obligation to inform the practice of changes to my personal, medical and/or financial information. 
• I hereby understand that my psychologist has the right to change her mind about a therapeutic or diagnostic 

decision at any time. 
• I have had an opportunity to review these terms and conditions and that this form accurately reflects my wishes. 
• I have read and understand each of the terms and conditions contained in this agreement. 
• I have a right to inspect and/or copy these terms and conditions. 
• I am signing these terms and conditions voluntarily. 
• I have been informed that should my medical scheme not settle the account of the practice in full, I hereby 

consent to authorise the practice to challenge my medical scheme at the Council for Medical Schemes on my 
behalf. 

 
TARIFFS 
I, the undersigned, agree as follows: 
• I am personally liable for medical services rendered by the psychologist to me 
• To pay promptly the account of the psychologist in accordance with the tariff of charges prevailing in the 

psychologist’s Practice, or as agreed with me, and in the manner in which the parties have agreed; 
• To settle the psychologist’s account on time and in full, as agreed, irrespective of contracts / agreements / 

arrangements I may have with any medical scheme or any third party; 
• To settle the psychologist’s account where my medical aid does not cover costs; 
• Should the psychologist institute legal action against me for recovery of any outstanding debts, to pay all legal 

costs, including attorney and own client costs, collection fees and tracing fees; 
• Should the psychologist hand an outstanding account over to a debt collection company, that debt collection 

company is the sole point of contact and I will only correspond with that company in respect of the outstanding 
account. 

• I acknowledge that, in accordance with the provisions of Section 53(1) of the Health Professions Act of 1974 
and Section 6(c) of the National Health Act 61 of 2003, the costs associated with all medical services rendered 



	

by the psychologist, treatment and/or procedures have been discussed and were fully explained to me, to the 
extent required in law and professional ethics. 

• I hereby choose my above address as my domicilium citandi et executandi for all purposes under this 
agreement.  

 
I HAVE READ, UNDERSTAND AND AGREE TO THE CONDITIONS MENTIONED ABOVE. I CONFIRM THAT THE 
INFORMATION PROVIDED BY ME IS TRUE AND CORRECT. BY SIGNING THIS DOCUMENT, I LEGALLY BIND 
MYSELF TO THE TERMS AND CONDITIONS CONTAINED HEREIN.   
 
 
Client’s signature__________________________________  Date_______________________________________ 
 
 
Therapist’s signature_______________________________  Date_______________________________________ 
 


