
Nancy Eschbach, LCSW and Associates, LLC 

Psychotherapy Policies and Consent to Treatment 
 

I do hereby seek and consent to take part in treatment with Nancy Eschbach, LCSW and Associates, LLC.  I understand that 

developing a treatment plan with my therapist and regularly reviewing our work toward meeting the treatment goals are in my 

best interest.  I agree to play an active role in this process.  

 

I understand that no promises have been made to me as to the results of treatment or of any interventions provided by my 

therapist.  I know that I may stop treatment with the therapist at any time.   

 

APPOINTMENT CANCELLATION:  I acknowledge that keeping of regular appointments is the most effective means of 

scheduling and making progress in therapy.  I understand that the time scheduled for the therapy appointment is reserved 

exclusively for me. In light of this, appointments should be kept.  If for some reason there is a need to cancel an appointment, I 

will call my therapist directly 24 hours or more in advance of my scheduled appointment.  I understand that I will be 

charged $130 for any missed appointments or late cancellations, unless due to emergency.  ______ Client Initials 

 

PAYMENT FOR SESSIONS:  Nancy Eschbach, LCSW and Associates, LLC accepts Blue Cross Blue Shield PPO, Blue 

Choice, Tricare, Optum/UBH, Medicare, Humana, Cigna and Aetna.  I am aware that if my insurance provider is Blue Cross 

Blue Shield PPO, Blue Choice, Tricare, Optum/UBH, Medicare, Humana, Cigna or Aetna that I am responsible for paying my 

copay by providing a completed credit card form prior to starting therapy.  If my insurance coverage is other than these 

providers, I am aware that full payment for each session will be charged to my credit card on a weekly basis.  I understand 

that the fee for initial assessments is $160 and subsequent sessions are $130.  I am aware that while most insurance 

companies allow for a 55 minute session some do not and the length of my sessions will be dependent on my insurance 

coverage.  I also understand that I have the option to request a bill for services from Nancy Eschbach, LCSW and Associates, 

LLC to submit to my insurance company for reimbursement if my therapist is an out of network provider.  I acknowledge that 

arrangements for reimbursement through my insurance company are my responsibility and payment is not guaranteed 

by Nancy Eschbach, LCSW and Associates, LLC.  Should my insurance company fail to pay my claims for 90 days, I 

am aware that I will be fully responsible for the totality of the unpaid cost of services which will be billed to my credit 

card. ______ Client Initials 

I also acknowledge that billing to my credit card is via Square technology which will identify the name of Nancy Eschbach, 

LCSW and Associates, LLC or similar on my credit card statement. 

 

CONFIDENTIALITY:  My therapist will not release any information about me to anyone or acknowledge that I am a client 

without written permission.  In the event that an exchange of information will help facilitate treatment, I will need to sign a 

Release of Information form.  By law, my therapist reserves the right to break confidentiality in instances where my safety or 

someone else's safety is in serious question.  The Notice of Privacy Practice explains in more detail my rights and how my 

therapist/health care provider may use and share health information per the Health Insurance Portability and Accountability 

Act.   

 
RELEASE OF INFORMATION: I authorize the release of information regarding my care to my health plan for the payment 

of claims, certifications/case management decisions, and other purposes related to the administration of benefits of my health 

plan. Information regarding your care may be used and disclosed for the purpose of providing, coordinating or managing your 

health care treatment and related services including consultation with clinical supervisors or other treatment team members. 

 

LEGAL PROCEEDINGS:  I agree to not request my therapist to appear, on my behalf, in any legal proceedings.. 

 

EMERGENCIES:  This practice is not equipped to handle emergency telephone calls.  Your therapist will return your 

phone call within one business day. If I am in a life threatening emergency situation, I will choose one of the following:  

go to my nearest emergency room or call 9-1-1.  ______Client Initials 

 

I have read, fully understand and agree with the above statements. 
 

 

            

Signature of client                                      Date          Signature of therapist   Date 

 

 

Nancy Eschbach, LCSW and Associates, LLC 

847-877-3970 (phone) 

 

1585 Ellinwood Street, Suite 106     636 Church Street, Suite 615 

Des Plaines, IL   60016      Evanston, IL   60201   11.19 

 


