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Welcome to Frisco Professional Counseling!

Personal Bio: Ms. Lindgren received her Masters of Arts in Biblical Counseling from Dallas Theological Seminary in Dallas, TX, with an undergraduate degree from University of Minnesota in Business Administration.  She is a Licensed Professional Counselor.  Diane’s work with couples and individuals is extensive and varied, encompassing the treatment of the difficult challenges facing people today.  These challenges include couples conflict, depression, anxiety, family trauma and issues related to spirituality.

After seminary, Diane was selected as a fellow with Pastoral Counseling and Education Center in Dallas, TX focusing energies on the integration of counseling therapy and Judeo-Christian spirituality.  Diane also completed an internship with a police department as a Victim’s Advocate.  Her specialty is treating stress, anxiety, tauma, grief, and interpersonal relationships.  She is a member in good standing with American Association of Christian Counselors and The American Society of Clinical Hypnosis.  

Nature of Counseling: Counseling is a relationship between the therapist and client; whereby trust is the fundamental premise. The therapist's role is to provide understanding, compassion, and challenge for change; accepting and valuing the client. The client's role is to be a partner in the change process, to work toward his/her goal, and to be committed to his/her own growth.

Informed Consent

Confidentiality: Your relationship with Diane Lindgren is important and confidential.  Information cannot be released regarding your counseling without your written consent unless disclosure is required by state law.  Examples are: 

1) suspected child or elder abuse, 

2) for third party payments such as insurance, 

3) if you are involved in a legal case, your therapist may be required by law to release your records to attorneys or judges, 

4) if you are dangerously close to harming yourself or others, your counselor may notify medical or law enforcement personnel. 

Part of providing quality care is respecting your privacy rights and maintaining confidentiality of all your records pertaining to therapy.  FPC (Frisco Professional Counseling) will not use or disclose your health information for any purpose not described in this notice without your written authorization.

You may address grievances regarding the counseling process with the Texas State Licensing Board at Complaints Management and Investigative Section ,P.O. Box 141369, Austin, Texas 78714-1369 or call 1-800-942-5540.

Frisco Professional Counseling, PLLC

I agree to the following terms and my initials indicate my understanding and agreement. (If this is couples counseling, both individuals must initial.)

Fees: Fees are discussed before or during your first session.  The standard fee for a 50-minute session is $115.00.  You are asked to pay at the time service is rendered.  Ms. Lindgren does accept insurance some insurances if no on your insurance will provide you with receipts for you to file with your insurance company if you chose to do so.  

I agree to pay Frisco Professional Counseling at the rate of $115 per 50-minute session. Initials_______
If Ms. Lindgren is requested by her client or subpoenaed by any attorney to testify in any court-related proceeding as a result of the therapeutic relationship, she will produce the requested information because she is required to do so by law.  Ms. Lindgren may be required to show the court her records and/or testify in court.  The client will be required to reimburse Frisco Professional Counseling in advance at the rate of $210/hr for the following applicable records: production of any form or report pertaining to records, preparation/review time concerning depositions, preparation time for court, travel time to/from depositions and court, waiting time at deposition and court, time in deposition and court.  There is also a retainer fee of $2000.  I have read the previous statement and agree. Initials________
Cancellations: Sessions are generally scheduled for 50 minutes.  The appointment is reserved for you.  You will be billed for missed appointments and cancellations of less than 24 hours notice. If Ms. Lindgren is not available to take a call, you may leave a confidential voice mail at 972-377-0005, which will be time stamped for delivery verification.  After two consecutive absences, Ms. Lindgren may, at her discretion, refer you to another counselor.

I agree to pay for missed scheduled appointments if I do not give at least 24 hours notice by phone of my wish to cancel or reschedule. Initials_________
Counseling Relationship:  During the time you work together with Ms. Lindgren, you will meet regularly for approximately 50 minutes per session.  This is the time you will be billed for.  Ms. Lindgren sometimes does allow consultation by phone for short amounts of time; however, time in excess will be billed.  Although our session may be very intimate psychologically, we have a professional relationship, not a social one, as a social relationship might lead to exploitation of clients and impair objectivity in the professional role. Ms. Lindgren’s services will be rendered in a professional manner consistent with accepted legal and ethical standards. If you have problems with your counseling relationship, it is encouraged that you speak directly with your counselor. While benefits are expected from counseling, specific results are not guaranteed.  As a client, you have the power to refuse or discuss modification of any of her counseling techniques or suggestions.  Both the client and Ms. Lindgren have the right to withdraw from the therapy process.  If the counseling process is withdrawn from, Ms. Lindgren will provide appropriate referrals upon the client’s request. You may also file any grievances with the Texas State Department of Health and Human Services, and the contact information for them has been given in this document on page 1.  Therapists are expected to provide services to clients only within the boundaries of their competence.  They are also expected to acknowledge, be sensitive to, and respect the diversity of values, attitudes, opinions, and culture of clients and to avoid engaging in any behavior that is discriminatory, harassing, or demeaning to others.  Initials_________
Effects of Counseling:  At any time, you may initiate a discussion of possible positive or negative effects of entering, not entering, continuing or discontinuing counseling.  Counseling is a process of personal exploration and may lead to major changes in your life perspectives and decisions.  These changes may affect significant relationships, your job, and /or your understanding of yourself.  Some of these changes may be temporarily distressing.  The exact nature of these changes cannot be predicted.  Together, you can work with your therapist to achieve the best possible results for you.   Initials__________
Emergency/Crisis Situations: Your counselor has voice mail at 972-377-0005 if you need to get in touch with her.  Ms. Lindgren does not provide a 24 hour crisis counseling service. In case of emergency situations, your counselor will discuss with you appropriate emergency numbers.  If in a life threatening situation, always call 911 before contacting your counselor.  Please notify Ms. Lindgren if an “after hours emergency” has occurred so that a follow-up session may be scheduled if as soon as possible.  Initials_________
Consent to Treat: I do hereby seek and consent to take part in the confidential treatment by Diane Lindgren, LPC.  I understand that developing a treatment plan with this therapist and regularly reviewing our work toward meeting the treatment goals are in my best interest.  I understand that after the final session or in the event that I have not attended a therapy session in three months that the client/therapist relationship will be considered closed unless I initiate further contact.  Initials_________
*Your signature here indicates you have read, understand and accept this document (Professional, Privacy and Informed Consent Policies) and that any questions you had about this document were answered to your satisfaction, and that you were furnished a copy of this document.  By your signature, you issue consent for Ms. Lindgren to provide counseling, you understand you financial obligations and acknowledge your commitment to conform to these documents specifications.

Print Name








Fee
______


Client Signature, Parent/Guardian





Date

______

Client Signature, Parent/Gaurdian_________________________________Date______________
Counselor Signature









______






Diane Lindgren, M.A., LPC
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Licensed Professional Counselor


2591 Dallas Pkwy, Suite 300


Phone: 972-377-0005


www.lindgrenlpc.com
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